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H.J. Ross Company, one of the most highly  trusted billing, coding, and compliance  

companies, has streamlined insurance  operations for thousands of chiropractors  nationwide 

for over 40 years. Clients can depend  on the H.J. Ross Company to provide the most  up to 

date protocols and procedures, and to be  your coach, making it easy for you and your staff  to 

adapt to the changing climate within the  insurance industry including codes, laws, and  

regulations related to the practice of  chiropractic.

As director, Dr. Sam Collins believes that you  should get paid. His history is firmly rooted in  

chiropractic, both as a chiropractor from a  chiropractic family and now, as he is proudly  

regarded as The Billing Expert in the chiropractic  profession.

Due to our unique ability to stay ahead of the  curve on the latest trends and changes in 

billing  and coding by utilizing our direct channel of  communication with the insurance 

companies  and organizations that set the guidelines, you  can trust you are in good hands!

There is a reason Chiropractors who trusted us  with their business 40 years ago still trust us  

today
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The decades from the 1980s through to today were a period of professional maturation and 
advancement. Chiropractic colleges grew into modern-day educational facilities, enrollments 
increased and regional and specialized accreditation brought greater recognition of chiropractic 
by the consuming public.

Employment of chiropractors is projected to grow 9 percent from 2022 to 2032, much faster than 
the average for all occupations. About 2,600 openings for chiropractors are projected each year, 
on average, over the decade. (2x national average)

Bureau of Labor and Statistics Occupational Outlook April 17, 2024
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THE  FOCUS  OF  CARE  TOMORROW WILL  
BE  ON MAINTAINING  HEALTH AND 

WELLNESS,  RATHER  THAN ATTEMPTING 
TO TREAT  DISEASE  AFTER  IT  HAS  BEEN 

DIAGNOSED.  THE  PARADIGM SHIFT  I S  
EV IDENT  AND WILL  BE  A  MAJOR 

COURSE  CORRECTION IN  WHAT  HAS  
BEEN A  VERY  DIS -EASE  FOCUSED 

WORLD.
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Patients with spinal pain who saw a 
chiropractor had half the risk of filling 
an opioid prescription. Among those 
who saw a chiropractor within 30 days 
of diagnosis, the reduction in risk was 
greater as compared with those with 
their first visit after the acute phase.

James M whedon, DC, MS, andrew W J toler, 
MS, louis A kazal, MD, serena bezdjian, 
phd, justin M goehl, DC, MS, jay greenstein, DC
pain medicine, 
pnaa014, doi.Org/10.1093/pm/pnaa014

The adjusted risk of filling an opioid prescription 
within 365 days of initial visit was 56% lower 
among recipients of chiropractic care as 
compared to non-recipients (hazard ratio 0.44; 
95% confidence interval 0.40–0.49)

Among older Medicare beneficiaries with spinal 
pain, use of chiropractic care is associated with 
significantly lower risk of filling an opioid 
prescription.

On average about 137,000 Medicare 
beneficiaries per year suffer opioid overdose
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Impact of Chiropractic Care on Use of Prescription Opioids 

https://doi.org/10.1093/pm/pnaa014


45 STATES HAVE NOW MANDATED 
CHIROPRACTIC UNDER THE AFFORDABLE 

CARE ACT

Most plans have chiropractic benefits even 
when not mandatory

Medicare Part B and C

Medicaid

VA Claims

Personal Injury

Workers’ compensation
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37 state Attorney Generals, National Governor's Association, State 
and National treatment guidelines recommend non-pharmaceutical 
chiropractic/acupuncture treatment for both acute and chronic pain 
and dysfunction. 

"Average per-episode costs for care that begins with a DC / PT / 
acupuncturist is only $619, compared with $728 for primary care and 
$1,728 for specialist care. If you make the initial investment in 
chiropractic / PT acupuncture, significant total-episode savings occur."

"However, first contact with a DC / PT / acupuncturist only occurs in 30 
percent of cases, compared to 70 percent for primary (30 percent) or 
specialist (40 percent) care.“

“The actuaries have done the work, it's presented at the actuarial 
conference, the net of the increased conservative care will take out 
about 230 million in annual medical expenditures and reduce opiate 
prescribing for back pain by 25-26 percent."
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American College of Physicians Back Treatment 
Guidelines - The ACP updated prior guidelines, 
recommending non-drug treatment first for back 
pain, including chiropractic manipulative therapy 
(CMT), osteopathic manipulative therapy (OMT), 
exercise therapy, acupuncture, massage and yoga.

FDA Education Blueprint for Health Providers 
Involved in Pain Management: The Blueprint 
recommends "The [health care provider] should be 
knowledgeable about which therapies can be used 
to manage pain  and how these should be 
implemented." Chiropractic and acupuncture are 
specifically noted as non-pharmacologic therapies 
that can play an important role in managing pain.
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http://annals.org/aim/article/2603228/noninvasive-treatments-acute-subacute-chronic-low-back-pain-clinical-practice
http://annals.org/aim/article/2603228/noninvasive-treatments-acute-subacute-chronic-low-back-pain-clinical-practice
https://www.fda.gov/downloads/Drugs/NewsEvents/UCM557071.pdf
https://www.fda.gov/downloads/Drugs/NewsEvents/UCM557071.pdf


Higher copayments decreased 
the likelihood of a patient 
seeing a physical therapist as 
first provider. Patients with a 
copayment over $30 were 29% 
less likely to see a physical 
therapist first than were patients 
with no copayment. This 
association was not evident for 
chiropractic.
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I have not always practiced in a post-

pandemic environment

But when I do, I code                 

Z56.3 Stressful work schedule
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 Studies indicate an 
effective compliance 
program can facilitate 
an increase in revenue 
by catching and 
correcting problems 
early that would 
otherwise result in lost 
income
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Accuracy, Clarity, 

and Guidelines

SHOULD YOU BE 
CONCERNED ABOUT 
AUDITS?
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WHAT TRIGGERS 
AUDITS?

•High-level E&M codes done routinely 
99204/99214, 99205/99215

•Billing E&M daily

•Routine billing of 4 or more services per visit

•Care that appears preventative or supportive 

•Extended care for non-complicated conditions

•Patient/Employee making complaints to the insurer 
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THE STANDARD
Good documentation practice helps ensure that your patients receive appropriate care from 
you and other providers who may rely on your records for patient’s past medical histories. 

The chart notes reflect and can identify the services were performed by what was 
documented

E&M services match the level billed based on medical decision-making or time

CMT reflects the diagnosis and regions manipulated

Therapies identify the service provided by what, where, and time with an indication of the 
purpose or outcome
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OCCAM'S RAZOR - 
GOLD STANDARD

Another provider can read the notes and clearly identify the 
service and could perform the service based on what was 
documented.
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ELECTRONIC HEALTH 
RECORDS

Templates can be useful tools; 
however, providers should use 
caution when using templated 
language. 

BlueCross and Blue Shield discourage 
templates that provide limited options 
and/or space for the collection of
information, such as checkboxes, 
predefined answers, choices to be 
circled, etc. 

Templates can be useful but 
require some personal 
patient information not just a 
checkbox
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ELECTRONIC 
HEALTH 

RECORDS

Avoidance of abbreviations (use only standard abbreviations 
well known to your peers) 

“Services are considered not documented when cloned 
documentation is identified. Services are denied due to lack of 

documentation and failure to meet the documentation 
requirements of BCBS Medical Policy CAM 065.”

Cut and paste shortcuts have pitfalls
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RISK MANAGEMENT

How will you respond & defend 
and audit?

Never assume, KNOW!

ChiroSecure
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INFORMATION VS. 
AFFIRMATION
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Request for refund or overpayment

Do you have to refund?...
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Statute of Limitations of Recoupment

• CT – 5 years

• KT, IA, IN, NC, NY, OH, OK  
– 2 Years

• AL, AR, DC, MD ME, NH, NJ, 
TN– 18 Months

• FL, MA, MO, MT, VA – 12 
months

• GA – 90 days

• NE – 6 months

• SC, TX -180 days

• AZ, CA, WA, WV – 1 year

• UT – 36 months

• CO – 30 days 

• LA – Same as carrier submission

• AK, DE, HI, ID, IL, KS, NV, OR, PA, 
MI, MN, MS, ND, NM, RI, SD, VT, 
WI – No Statute



No Thank 

You
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WHAT IS 
INSURANCE?

Health Insurance?

Sick Insurance

Not preventative in design

It aids in paying for services does 
not pay in full, in most instances     
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WHY INSURANCE?  IS IT WORTH IT?

Cash Practice

•Cash

•Prompt Pay

•Prepay

Insurance Practice

92% of Americans have some health insurance but this does 
not mean they are all good insurance

Standard

PPO

HMO (EPO)

HSA or FSA

Automobile (Personal Injury)

Workers’ Compensation

Veterans Administration

Medicaid (Medi-Cal)

Medicare
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INSURANCE

•Insurance aids in payment and rarely covers 100%

•New patients

•Someone may be more apt to try Chiropractic

•You are not required to bill insurance and may simply provide a 
receipt or “superbill” for patient to submit to insurance if they have 
it
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VARIANCE OF INSURANCE REIMBURSEMENT

Some plans may pay 
more than several 

hundred dollars per visit 
for chiropractic-related 

services

Other plans may pay as 
little as $25-$60 
maximum per day

Some plans have no 
benefits however, most 
plans do have some 

benefits for chiropractic

Visits may be limited 
and combined with PT, 

and Acupuncture

Deductibles can vary 
widely – If someone has 

a $1000 deductible, 
they are very likely a 

“cash patient”
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SHOULD I JOIN A PPO/HMO?

Sam,
I have a question about United Healthcare Medicare advantage up to 9-27-23, (EOB date 10-19-23) 
United paid $41.24 for 98941 and $78.53 for the 99213.

On 11-1-23 the EOB's with the treatment date 10-9-23, (98941)  are now being processed and paid at 
$28.00.  And the code 99212 and 99213 are being paid at 0.12 and 0.13.

Do you know what is happening?  Or are these processed in error and I need to call United Healthcare.

The claims are processed as “in-network.”  When you are “in-network,” they pay $28 for 98940 and 
bundle the EM to equal $28.25

When you were “out of network” they paid $41.24 and $78.53

Did you not vet this before enrollment as we discussed at the seminars?
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IN NETWORK Out of  Network

43

PPO Discounts



ASH

Under Cigna Healthcare, there is section called "Claims-based reimbursement" and it says 
as follows:

"Benefit plans administered by ASH Group for Client may include reimbursement of ASH 
Group services utilizing a claims-based reimbursement methodology. Under the claims 
based reimbursement methodology, Client and ASH Group have agreed upon and 
established a separate Client-ASH Group Fee Schedule. The Client-ASH Group Fee 
Schedule includes the Fee Schedule amounts in effect between ASH Group and 
Contracted Practitioner plus an allocation for ASH Group's care coordination, clinical 
integration, and administrative services that have been delegated by Client. Upon 
payment to ASH Group by Client, for clinical services that are determined to Medically 
Necessary Services, ASH Group shall reimburse Contracted Practitioner in accordance 
with the Fee Schedules in effect between ASH Group and Contracted Practitioner, less 
any Member out-of-pocket expense. ASH Group will retain any remaining portion of 
payment by Client as reimbursement for ASH Group's care coordination, clinical 
integration and administrative services provided to Client. ASH Group shall identify the 
Member out-of-Pocket expense Contracted Practitioner is permitted to collect and any 
payment made by ASH Group for Medically Necessary Services for Covered 
Conditions." 
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BARRIERS TO CARE

Z91.190 Patient's 
noncompliance with other 
medical treatment and regimen 
due to financial hardship
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Data suggest that Americans 
are increasingly willing to 
pay out-of-pocket for 
acupuncture, chiropractic, or 
massage care that isn't 
covered by health insurance, 
reports a new study led by 
the National Center for 
Complementary and 
Integrative Health. 
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Higher copayments decreased 
the likelihood of a patient 
seeing a physical therapist as 
first provider. Patients with a 
copayment over $30 were 29% 
less likely to see a physical 
therapist first than were patients 
with no copayment. This 
association was not evident for 
chiropractic.
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CASH AND PROMPT 
PAY DISCOUNTS

•Discounts

•Waiving co-pay or deductible

•Hardships

48



49



50



51



ARE PROMPT PAY, 
CASH DISCOUNTS, 

DUAL FEES LEGAL?

The legal rules differ 

by state.
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NY Office of General Counsel

 May a chiropractic group charge its patients 

who pay by cash lower rates than it charges patients who 

pay by credit card for the same services?

A chiropractic group that charges its uninsured patient's 

lower rates than it charges its insured patients for the same 

services may be in violation of N.Y. Penal Law § 176.05 

(McKinney 1999).

A chiropractic group that charges patients who pay by cash 

lower rates than it charges patients who pay by credit card 

for the same services may be in violation of N.Y. Penal Law § 

176.05 (McKinney 1999).

If the insurer is paying the chiropractic group a 

percentage of the usual and customary fee, then the 

waiving of co-payment fees on a regular basis and the 

charging of lower rates to non-insureds, or to patients 

who pay by cash, may be construed as insurance fraud 

because these practices may suggest that the 

chiropractic group’s usual and customary fee is not 

being accurately reported to the insurer. When a rate 

discount is provided, the question arises as to whether 

the discounted rate is the service provider’s usual and 

customary charge, making the non-discounted rate an 

inflated rate. Thus, waiving co-payment amounts and 

charging higher rates to insureds than to non-insureds, 

or to those who pay by credit card, for the same 

services may constitute insurance fraud under N.Y. 

Penal Law § 176.05(2) (McKinney 1999).



If a chiropractor were to charge a 
lower fee for services to “non-
insurance” patients – that is, patients 
without insurance or whose contractual 
benefits under an insurance policy 
have been exhausted – than to 
patients whose cost of services is 
covered by insurance, could the 
chiropractor’s conduct alone constitute 
insurance fraud?

• No. If a chiropractor charges a lower fee to non-
insurance patients who pay cash, that activity would 
not constitute insurance fraud, because neither the 
chiropractor nor the insured would submit any claim for 
services to an insurer, self-insurer, purported insurer, or 
any agent thereof. However, if a chiropractor 
submits a claim to an insurer for an insured patient, 
or issues a bill to an insured patient for services 
knowing that the bill will be presented to the insurer, 
then the chiropractor would be wise to fully disclose 
to the insurer that it charges non-insurance patients 
who pay cash a lower fee. 

• Thus, the prudent chiropractor should fully disclose to 
the insurer that it charges non-insurance patients who 
pay cash a lower fee.

• Note that there are two messages here.  First, OGC 
warns that “the chiropractor runs the risk of being 
charged with a fraudulent insurance act.”  Second, 
OGC cuts back on this warning, by saying that “the 
prudent chiropractor should fully disclose to the insurer 
that it charges non-insurance patients who pay cash a 
lower fee.”
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WASHINGTON ADMINISTRATIVE CODE

WAC 246-808-545

Improper billing practices

The following acts shall constitute grounds for which disciplinary action may be 
taken:

(1) Rebating or offering to rebate to an insured any payment to the licensee by the 
third-party payor of the insured for services or treatments rendered under the 
insured's policy.

(2) Submitting to any third-party payor a claim for a service or treatment at a 
greater or an inflated fee or charge than the usual fee the licensee charges for that 
service or treatment when rendered without third-party reimbursement.
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OREGON REVISED STATUTES 742.525

(1) Except as provided in subsection (2) of this section, a provider 
shall charge a person who receives personal injury protection 
benefits or that person’s insurer the lesser of:

a) An amount that does not exceed the amount the provider 
charges the general public; or

b) An amount that does not exceed the fee schedules for medical 
services published pursuant to ORS 656.248 (Medical service 
fee schedules) for expenses of medical, hospital, dental, 
surgical and prosthetic services.
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MINNESOTA CASH DISCOUNTS

72A.20 METHODS, ACTS, AND PRACTICES WHICH ARE DEFINED AS UNFAIR OR DECEPTIVE

Subd. 39.Discounted payments by health care providers; effect on use of usual and customary 
payments.

An insurer, including, but not limited to, a health plan company as defined in section 62Q.01, 

subdivision 4; a reparation obligor as defined in section 65B.43, subdivision 9; and a workers' 

compensation insurer shall not consider in determining a health care provider's usual and customary 

payment, standard payment, or allowable payment used as a basis for determining the provider's 

payment by the insurer, the following discounted payment situations:

(1) care provided to relatives of the provider;

(2) care for which a discount or free care is given in hardship situations; and

(3) care for which a discount is given in exchange for cash payment.
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If a healthcare provider does make a 
business judgment to charge non-
insureds a lesser charge, the 
healthcare provider should at the 
least be sure to disclose this to your 
insurer(s); that the usual and 
customary charge is clear; and that 
any cash discount has a logical basis 
or can readily be explained in way 
that creates an argument against 
potential kickback concerns.

60

Best 

Practice



Discount medical plans are 
NOT insurance, a health 
insurance policy, Medicare 
prescription drug plan or 
qualified health plan under the 
Affordable Care Act. This plan 
(The Plan) provides discounts 
only on chiropractic services 
offered by providers who have 
agreed to participate in The 
Plan. The range of discounts 
for medical or ancillary 
services offered under The 
Plan

61

Discount 

Medical 

Plans



Offer affordable “in-network” fees to cash, 
underinsured and out of network patients.

Offer Medicare & Federally insured patients 
legal discounts on non-covered services.

Maintain UCR charges and reimbursements when 
coverage is available.

Set and accept discounts you choose; discounts 
NOT dictated by a network

No claims, forms or limits on the number  of visits

Memberships of $39.00 is for the year and 
covers legal dependents

Network discounts keep care affordable for the 
entire family
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Discount Medical Programs (CHUSA)

Provider Patient
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PACKAGES AND PLANS
“JOINT MODEL”

Fee for 
service (visits) 

not time

Refund policy 
for unused

No expiration
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THE JOINT MODEL
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FLORIDA 
PREPAY 
PLANS

Florida Statute 460.411

Funds must be in a separate designated 
account from $501 and not more than $1500

Advances for costs and expenses of 
examination or treatment is to be held in trust 
and must be applied only to that purpose. 

Montana also requires monies to be put aside 
in an escrow account
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GEORGIA RULE 100-7-.08 CONTRACTUAL PRE-
PAYMENTS FOR SERVICES

1. It is considered unprofessional conduct for any 
chiropractor to enter into a financial contract 
which obligates a patient for care or payment for 
care using coercion, duress, fraud, overreaching 
diagnosis, harassment, intimidation or undue 
influence

a) Any services provided prior to the signing of 
the contract must not be included in the contract.

b) The patient must be given a permanent copy of 
the signed contact; and the contract must provide 
a clearly defined refund policy typed in not less 
than 12-point font. An initial line must be next to 
the refund policy and must be initialed by the 
patient.

The contract must contain the statement "There is insufficient evidence to 
suggest that not receiving chiropractic care will lead to death, paralysis, 
disability or permanent harm." Said statement must be typed in not less 
than 12 point font

2. Any chiropractor who enters into a pre-payment financial contract with 
a patient must allow the patient 48 hours to sign and return the contract. 
During this 48-hour evaluation period from the time when a copy of the 
written contract is provided to the patient; no content of the contract can 
be changed.

3. Any chiropractor who enters into a pre-paid financial contract with a 
patient shall determine and record the patient's clinical objective which the 
pre-paid care is designed to achieve and provide the patient with a copy 
of this objective.
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NY OFFICE OF 
GENERAL 
COUNSEL

RE: Chiropractic Packages

Question Presented:

May a doctor of chiropractic offer a discounted package of 
treatments in New York?

Conclusion:

So long as any insurer is not deceived, such packages would 
not be contrary to the New York          Insurance Law (McKinney 
2000 and 2005 Supplement).

Unless a health care professional submits false or misleading 
information to an insurer concerning his or her charges, which 
knowing submission might be health insurance fraud, the 
Insurance Department does not regulate how such a 
professional charges his or her patients.

However, if a chiropractor submits a claim to an insurer for an 
insured patient, or issues a bill to an insured patient for services 
knowing that the bill will be presented to the insurer, then the 
chiropractor would be wise to fully disclose to the insurer that it 
charges non-insurance patients who pay cash a lower fee.
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BEST PRACTICE

Clear financial disclosure

Plan of care 

Refund policy
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$60.00 / 0.82 = 73.17 98940

73.17 x 1.18 = $86.34 98941

73.17 x 3.35 = $245.12 99203

73.17 x 0.88 = $64.38 97110
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I emailed all attendees their state

specific information to the email you 

registered under, if you did not get it

Please email sam@hjrossnetwork.com

And indicate your state

$29.95/ 0.82 = 36.52 98940

36.52 x 1.18 = $43.10  98941
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99203 36.52 x 3.35 = 122.34

97110 36.52 x 0.88 = $32.13
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L.P. CHIROPRACTOR

I recently agreed to 
participate with American 

Specialty Health. They handle 
Cigna. My payments went 

down from $75 per treatment 
to $40 per treatment. 

In response to my article in 
Dynamic Chiropractic
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99202-99215 
CODE 
SELECTION

Code selection levels are now based on:

•Total Time

• Spent by the provider on the day of visit face-to-face and non-
face-to-face

 

OR

•Level of Medical Decision Making (MDM)

• Severity and complexity of presenting problem

• Four types of MDM are recognized: straightforward, low, 
moderate, and high
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TIME NOW REPRESENTS TOTAL PROVIDER TIME 
SPENT ON DATE OF SERVICE, INCLUDING

Physician or other qualified health care professional time includes the following activities,

Preparing to see the patient (eg, review of tests)

Obtaining and/or reviewing separately obtained history

Performing a medically appropriate examination and/or evaluation

Counseling and educating the patient/family/caregiver

Documenting clinical information in the electronic or other health record

Ordering medications, tests, or procedures

Referring and communicating with other health care professionals (when not separately 
reported)

Independently interpreting results (not separately reported) and communicating results to 
the patient/family/caregiver

Care coordination (not separately reported)
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WHAT TIME DOES NOT COUNT

Time spent on 
activities normally 

performed by 
clinical staff

Time spent on 
separately 
reportable 

services

X-rays Treatment Travel
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MEDICAL 
REVIEW WHEN 

PRACTITIONERS 
USE TIME TO 
SELECT VISIT 

LEVEL

Reviewers will use the medical record 
documentation to objectively determine the 
medical necessity of the visit and accuracy 
of the documentation of the time spent 
(whether documented via a start/stop time 
or documentation of total time) if time is 
relied upon to support the E/M visit

95



MEDICAL 
DECISION 

MAKING

Includes 4 levels

•Straightforward

•Low

•Moderate 

•High

A problem is addressed or managed when it is 
evaluated or treated at the encounter by the 
physician or other qualified healthcare 
professional reporting the service. This includes 
consideration of further testing or treatment that 
may not be elected by virtue of risk/benefit 
analysis or patient/parent/guardian/surrogate 
choice. 
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99202 Meet or exceed15 min

99203 30 minutes

99204 45 minutes

99205 60 minutes

99202 1 self limited or minor problem

99203 2 or more / acute injury

99204 Acute complicated injury

99205 Threat to life or bodily function

Medical Decision Making *New Patient
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PROLONGED 
E&M SERVICES

99417 Prolonged office or other outpatient evaluation 
and management service(s) (beyond the total time of 
the primary procedure which has been selected using 
total time), requiring total time with or without direct 
patient contact beyond the usual service, on the date of 
the primary service; each 15 minutes (List separately in 
addition to codes 99205, 99215 for office or other 
outpatient Evaluation and Management services)

Eligible for separate reimbursement when billed in 
addition to CPT new/established level 5 Evaluation and 
Management codes 99205/99215 for office or other 
outpatient E/M services.  The level 5 office or other 
outpatient E/M code must be selected using only time 
as the basis of selection and after the total time has 
been exceeded. (Anthem C-08011 Commercial 
Reimbursement Policy) 
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CMS  

(do not report G2212 on the same date of service as 99358, 
99359, 99415, 99416). (do not report G2212 for any time 

unit less than 15 minutes)

G2212 Prolonged office or other outpatient evaluation and 
management service(s) beyond the maximum required time of 

the primary procedure which has been selected using total 
time on the date of the primary service; each additional 15 
minutes by the physician or qualified healthcare professional, 

with or without direct patient contact (list separately in 
addition to CPT codes 99205, 99215, 99483 for office or 

other outpatient evaluation and management services) 
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REVIEW OF 
RECORDS

99358 Prolonged evaluation and management service before and/or 
after direct patient care, first hour (30-60 minutes)

99359 each additional 30 minutes (List separately in addition to code 
for prolonged services)

Codes 99358 and 99359 are used to report the total duration of non-
face-to-face time spent by a physician or other qualified health care 
professional on a given date providing prolonged service, even if the 
time spent by the physician or other qualified health care professional 
on that date is not continuous. Code 99358 is used to report the first 
hour of prolonged service on a given date regardless of the place of 
service. It should be used only once per date. 

Prolonged service of less than 30 minutes total duration on a given 
date is not separately reported. Code 99359 is used to report each 
additional 30 minutes beyond the first hour. It may also be used to 
report the final 15 to 30 minutes of prolonged service on a given 
date.

Do not use on the same date as an E&M as the record review time 
would be counted towards the E&M service
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TELEMEDICINE

Here are the temporary provisions extended until the end of December, 2024.

Expansion which allows telehealth services be provided in any site in the United States 
where the beneficiary is located, including the patient’s home

Qualified occupational therapist, qualified physical therapists, qualified speech language 
pathologist, and qualified audiologists may continue to be telehealth providers

Continued coverage and payment of services included on the Medicare telehealth services 
list as of March 15, 2020 until December 31, 2024
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TELEMEDICINE 
DEFINITION

The provider uses an interactive 
audio and video 
telecommunications system that 
permits real-time communication 
between the distant site and the 
patient at home.
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PATIENT 
LOCATION

Proper Licensure: Make sure you are licensed both 
in the state where you are located, and in the 
state where your telemedicine patient is located. If 
your patient is in another state, and you aren't 
licensed there, check to see about licensing 
reciprocity. Many states have been extending 
reciprocity to help address the COVID-19 crisis. 

The key is to make sure you have licenses required 
in your area to practice telemedicine.
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TELEMEDICINE 
BILLING

Most likely and appropriate coding for 
interactive audio-video are E&M codes

Some therapies are allowed

Place of service 02 location other than 
patient home or 10 patient home

Modifier 95 on the E&M Service
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10 99214 95

Place of service for these codes is 02 or 10 

95 Modifier 

Modifier 95 means: “synchronous telemedicine service rendered via a 

real-time interactive audio and video telecommunications system.” 
111



ONLINE DIGITAL 
EVALUATION AND 

MANAGEMENT 
SERVICES

99421 Online digital evaluation and management service, for an     established   
patient, for up to 7 days cumulative time during the 7 days; 5-10 minutes

99422   11—20 minutes
99423   21 or more minutes

These are patient-initiated E/M services for the assessment and management of 
the patient. These are not intended for the no evaluative electronic communication 
of test results, scheduling of appointments, or other communication that does not 
include E/M.

On-line communication (email essentially but through a secure portal as part of 
EHR)

If the patient had an E/M service within the last seven days, these codes may not 
be used for that problem.

If the inquiry is about a new problem these codes may be billed. Do not use if the 
online inquiry addresses and issue that was part of an E/M or service in the past 
7 days

Billing is cumulative for a 7-day period and not billed for each interaction 
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TELEPHONE 
CALLS

99441 5-10 minutes of medical discussion
99442 11-20 minutes of medical discussion
99443 21-30 minutes of medical discussion

•The call must be initiated by the established client or 
their parent/guardian if they’re a minor.

•The length of the phone call must be documented, as 
well as the nature of the service and other pertinent 
information.

•The call can’t be related to an E/M service you 
performed and reported within the last 7 days
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Unfortunately, you can satisfy every billing 
requirement and still not be reimbursed by the 
insurance company for client calls, since these 
codes are often not covered. That’s why it’s 
important to check the contract to see if these 
codes are covered and have a policy in place to 
ensure you're compensated for your time if they're 
not.

The best place to do this is on the Consent for 
Services form you have your client's sign. Make 
part of this form your out-of-session contact policy, 
stating that clients will be liable for all charges not 
covered by insurance. Naturally, this will exclude 
Qualified Medicare Beneficiaries and some 
Medicaid clients, who can’t be billed for anything, 
but it will cover your bases with all other clients.
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• 252 Additions

• 36 Deletions

• 13 Revisions

74,260 
Codes 

2025 update 10-1-2024
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Deleted:      

M51.36 Other intervertebral 
disc degeneration, lumbar 

Added:         
M51.360  Other intervertebral disc degeneration, 
lumbar region with discogenic back pain 

M51.361  Other intervertebral disc degeneration, 
lumbar region with lower extremity pain only

M51.362  Other intervertebral disc degeneration, 
lumbar region with discogenic back pain and 
lower extremity pain

M51.369  Other intervertebral disc degeneration, 
lumbar region without mention of lumbar back 
pain or lower extremity pain
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Deleted:      
M51. 37   Other intervertebral 

disc degeneration, lumbosacral 

region

 

Added:         
M51.370  Other intervertebral disc 
degeneration, lumbosacral region with 
discogenic back pain only

M51.371  Other intervertebral disc 
degeneration, lumbosacral region with lower 
extremity pain only

M51.372  Other intervertebral disc 
degeneration, lumbosacral region with 
discogenic back pain and lower extremity 
pain

M51.379  Other intervertebral disc 
degeneration, lumbosacral region without 
mention of lumbar back pain or lower 
extremity 
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MULTIFIDUS MUSCLES, LUMBAR SPINE

Added

M62.85   
Dysfunction of the 
multifidus muscles, 

lumbar region
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DELETED:
M65.9    SYNOVITIS AND 
TENOSYNOVITIS, 
UNSPECIFIED

124

Synovitis and 

Tenosynovitis Added:
M6590   Unspecified synovitis and tenosynovitis, unspecified site

M65911  Unspecified synovitis and tenosynovitis, right shoulder

M65912  Unspecified synovitis and tenosynovitis, left shoulder

M65.919  Unspecified synovitis and tenosynovitis, unspecified  shoulder

M65.921  Unspecified synovitis and tenosynovitis, right upper arm

M65.922  Unspecified synovitis and tenosynovitis, left upper arm

M65.929  Unspecified synovitis and tenosynovitis, unspecified upper arm

M65.931  Unspecified synovitis and tenosynovitis, right forearm

M65.932  Unspecified synovitis and tenosynovitis, left forearm

M65.939  Unspecified synovitis and tenosynovitis, unspecified forearm

M65.941  Unspecified synovitis and tenosynovitis, right hand

M65.942  Unspecified synovitis and tenosynovitis, left hand

M65.949  Unspecified synovitis and tenosynovitis, unspecified hand



ADDED:

M65.951  UNSPECIFIED SYNOVITIS AND 
TENOSYNOVITIS, RIGHT THIGH

M65.952  UNSPECIFIED SYNOVITIS AND 
TENOSYNOVITIS, LEFT THIGH

M65.959  UNSPECIFIED SYNOVITIS AND 
TENOSYNOVITIS, UNSPECIFIED THIGH

M65.961  UNSPECIFIED SYNOVITIS AND 
TENOSYNOVITIS, RIGHT LOWER LEG

M65.962  UNSPECIFIED SYNOVITIS AND 
TENOSYNOVITIS, LEFT LOWER LEG

M65.969  UNSPECIFIED SYNOVITIS AND 
TENOSYNOVITIS, UNSPECIFIED LOWER LEG
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Synovitis and Tenosynovitis

• M65.971  Unspecified synovitis and tenosynovitis, right ankle and foot

• M65.972  Unspecified synovitis and tenosynovitis, left ankle and foot

• M65.979  Unspecified synovitis and tenosynovitis, unspecified ankle and 

foot

• M65.98   Unspecified synovitis and tenosynovitis, other site

• M65.99   Unspecified synovitis and tenosynovitis, multiple sites



New:

Z59.71   
Insufficient health 
insurance 
coverage

126

Sick Care (Healthcare) Reality 

Existing:

Z59.41 Food insecurity

Z59.12 Inadequate housing utilities

Z59.6 Low income

Z59.86 Financial insecurity

Z62.1 Parental overprotection

Z62.0 Inadequate parental supervision of 

control 

Z62.892 Sibling Rivalry
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Diagnosis Accuracy

What picture are you painting?

Rembrandt – Self Portrait

Woman With a Parasol
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MY CLAIM WAS 
DENIED FOR 
DIAGNOSIS?

Incorrectly reported per 

ICD10 Guidelines
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Diagnosis Excludes

Codes that cannot be coded 

together 

On the same claim

Exclude 1 
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MADE SIMPLE

•No spine pain or M54 codes 
with disc

•No myalgia with spasm – or 
only one muscle code

•Do not use multiple codes for 
radicular issues
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Medicare Administrative Carriers MAC
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Noridian MAC

Alaska, Arizona, California, Hawaii, Idaho, Montana, Nevada, 
North Dakota, Oregon, South Dakota, Washington, Utah, & 
Wyoming

M99.00-M99.05

M99.10-M9915
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Novitas MAC

Arkansas, Colorado Delaware, District of Columbia, Louisiana, 
Maryland, Mississippi, New Jersey, New Mexico, Pennsylvania, 
Oklahoma, & Texas (includes Indian Health and Veterans 
Affairs)

M99.00-M99.05

M99.10-M9915
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First Coast MAC

Florida, Puerto Rico, & U.S. Virgin Islands

M99.00-M99.05

M99.10-M9915
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CAHABA MAC & Palmetto MAC

Alabama, Georgia and Tennessee

North Carolina, Railroad, South Carolina,  Virginia, & West 
Virginia

M99.01 to M99.05 only
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Wisconsin Physician Services (WPS) MAC

Indiana, Iowa, Kansas, Michigan, Missouri, & Nebraska

M99.00 to M99.05
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National Government Services NGS

Connecticut, Illinois, Maine, Massachusetts, Minnesota, New 
Hampshire, New York, Rhode Island Vermont & Wisconsin

M99.01 to M99.05
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CGS Celerian Group Company

Kentucky and Ohio

M99.01 to M99.05
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Note the differences based on 
0-3 years of age and 4 and up
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CMT
98940 1-2 regions  

98941 3-4 regions 

98942 5 regions 

98943 Extraspinal regions (one or 
more)

Code is determined by diagnosis and 
regions manipulated not the 
technique or style of manipulation 
alone

Spinal regions not vertebra

http://chiropractictreatmentcenter.com/wp-content/uploads/2012/10/Spinal_Adjustment.jpg
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98940 Chiropractic manipulative treatment (CMT); spinal, one to two regions. Documentation must include a 
validated diagnosis for one or two spinal regions and support that manipulative treatment occurred in one to two 
regions of the spine (region as defined by CPT).

98941 Chiropractic manipulative treatment (CMT); spinal, three to four regions. Documentation must support that 
manipulative treatment occurred in three to four regions of the spine (region as defined by CPT) and one of the 
following:

 1. validated diagnoses for three or four spinal regions

 2. validated diagnoses for two spinal regions, plus one or two adjacent spinal regions with documented soft 
tissue and segmental findings

98942 Chiropractic manipulative treatment (CMT); spinal, five regions. Documentation must support that 
manipulative treatment occurred in five regions of the spine (region as defined by CPT) and one of the following:

 1. validated diagnoses for five spinal regions

 2. validated diagnoses for three spinal regions, plus two adjacent spinal regions with documented soft 
tissue and segmental findings

 3. validated diagnoses for four spinal regions, plus one adjacent spinal region with documented soft tissue 
and segmental findings

98943 Chiropractic manipulative treatment (CMT); extraspinal, one to five regions. Documentation must support 
that manipulative treatment occurred in one or more extraspinal regions (as defined by CPT), and there is a 
validated diagnosis for one or more extraspinal regions for which manipulation has been shown to be both safe and 
efficacious

 Optum Chiropractic Manipulative Treatment Reimbursement Policy 199
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For time-based service(s), ensure that the 

documentation contains the duration             

(e.g. start and stop times –

preferred by the Plan), the issues addressed, 

and the service provider’s signature.
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USE MODIFIER –GP ON ALL PHYSICAL 
MEDICINE CODES 97010-97799

•GP is appended on the following plans-

•United Health Care (including Optum Health)

•VA claims

•Anthem (BCBS)

•Blue Cross of CA (not Blue Shield)

•Medicare (Medicare does not pay but is necessary for a denial so a 
secondary may make payment

•Do not blanket for plans other than these as it may cause denial for 
plans that do not require
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MODALITIES

•Type and intensity if applicable

•Area(s) applied

•Time of application (timed services 8-minute rule)

Documentation-

97012 Cervical spine distraction with harness intermittent 30 pounds of 
force for 15 minutes. Supine with roll support.

97026 Infra-red heat lumbar spine 15 minutes

97014 E stim bilateral trapezius 4 pads to patient tolerance 50hz 15 
minutes

97035 Ultrasound left patellar tendon 8 minutes 0.5 intensity
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MECHANICAL 
TRACTION 
97012

Current Procedural Terminology (CPT) code 97012 describes 
the “application of a modality to 1 or more areas; traction, 
mechanical”. 

Third-party payer policies may differ regarding what 
constitutes mechanical traction, the CPT Assistant defines 
mechanical traction as follows: “The force used to create a 
degree of tension of soft tissues and/or to allow for separation 
between joint surfaces. The degree of traction is controlled 
through the amount of force (pounds) allowed, duration (time), 
and angle of pull (degrees) using mechanical means. Terms 
often used in describing pelvic/cervical traction are intermittent 
or static (describing the length of time traction is applied) or 
auto traction (use of the body’s own weight to create the 
force).” 

The goals of mechanical traction typically include one or more 
of the following: re-establishing normal ranges of motion, 
reducing pain and/or muscle spasm, enhancing muscle 
relaxation, and improving blood flow to soft tissue.
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ROLLER TABLES 
IST

The American Medical Association (AMA) currently has no 
specific CPT or HCPCS code that reflects the act of a
patient lying recumbent on massage or roller tables. 

Roller tables do not meet the definition of auto-traction
according to the AMA CPT Assistant. They do not create 
a sufficient force to allow for the separation of joint
surfaces. 

The appropriate reportable code would be CPT code 
97039 (unlisted modality; specify type and time
if used under constant attendance). 
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VERTEBRAL AXIAL DECOMPRESSION

Vertebral axial decompression therapy is described as an alternative, noninvasive, nonsurgical procedure of applying 
axial (Y-axis) traction to the spine. Vertebral axial decompression is performed for symptomatic relief of pain associated 
with lumbar disk problems. The treatment combines pelvic and/or cervical traction connected to a special table that 
permits the traction application.

S9090 Vertebral axial decompression, per session

Aetna Currently, there is no adequate scientific evidence that proves that vertebral axial decompression is an effective 
adjunct to conservative therapy for back pain. In addition, vertebral axial decompression devices have not been 
adequately studied as alternatives to back surgery.

Blue FEP Benefit Application BlueCard/National Account Issues State or federal mandates (e.g., FEP) may dictate that all 
FDA-approved devices may not be considered investigational, and thus these devices may be assessed only on the basis 
of  their medical necessity.
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97124 MASSAGE VS 
97140 MANUAL THERAPY

•A massage is the use of rhythmically 
applied pressure to the skin and soft 
tissues of the body. Effleurage, 
petrissage, tapotement (stroking, 
compression, percussion). 

•Some manual therapy techniques 
include soft tissue mobilization, 
myofascial release, strain-counter strain, 
muscle energy techniques, joint 
mobilizations and manipulations, and 
mobilization with movement.
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97124 MASSAGE

211

Massage (CPT® code 97124), is a patterned 
and purposeful soft-tissue manipulation 
accomplished by use of
digits, hands, forearms, elbows, knees and/or 
feet, with or without the use of emollients, 
liniments, heat and
cold, hand-held tools or other external 
apparatus, for the intent of therapeutic change. 

Techniques may include and are not 
limited to:

• Compression
 Friction

 Gliding/Stroking (effleurage)

 Holding

 Kneading (petrissage)

 Lifting

 Movement and mobilization(stretching, 

traction, range of motion and gymnastics)

 Percussion (tapotement)

 Vibration



Massage describes a service that is separate 
and distinct than those services described by 
Chiropractic Manipulative Treatment, 
Osteopathic Manipulative Treatment, and 
Manual Therapy Techniques and typically lacks 
a joint mobilization component. 

Massage is applied to a large area often 
crossing over several types and several areas of 
soft tissue and is used primarily for its restorative 
effects. In some cases, massage may be used for 
stimulating soft tissue (tapotement). 

The expected outcomes of massage are also 
more general in nature and may be what the 
patient can tolerate at the more acute stage of 
their treatment plans. This would include such 
goals as increasing circulation and decreasing 
muscle soreness and spasm.

Reduce tension, anxiety, stress and promote 
overall circulation
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ILWU DENIAL OF MASSAGE

Payment of massage will require that a CMT 

must be performed the same date of service

213



MANUAL 
THERAPY

Manual Therapy Techniques, (CPT® code 97140) consist of, 
but are not limited to, connective tissue massage, joint 
mobilization and manipulation, manual traction, passive range 
of motion, soft tissue mobilization and manipulation, and 
therapeutic massage. As the code descriptor states, 'manual' 
providers use their hands to administer these techniques. 
Therefore, procedure code 97140 describes 'hands-on' 
therapy techniques.

Typically, the goals of manual therapy are to modulate pain, 
increase joint range of motion, and reduce or eliminate soft 
tissue swelling, inflammation, or restriction. These techniques 
also induce relaxation and improve contractile and 
noncontractile tissue extensibility. Manual therapy techniques 
may be performed on individuals with symptoms that may 
include a limited range of motion, muscle spasm, pain, scar 
tissue or contracted tissue and/or soft tissue swelling, 
inflammation or restriction... and often involve joint function
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APTA – MANUAL THERAPY- 
97140

Manual therapy techniques are skilled hand movements 
and skilled passive movements of joints and soft tissue 
and are intended to improve tissue extensibility; 
increase range of motion; induce relaxation; mobilize 
or manipulate soft tissue and joints; modulate pain; 
and reduce soft tissue swelling, inflammation, or 
restriction. Techniques may include manual lymphatic 
drainage, manual traction, massage, 
mobilization/manipulation, and passive range of 
motion.

97124 relaxation versus 97140 muscle rehabilitation
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ARE YOU STUCK ON 
THE 3M’S OF CARE?

Mobilizations 

Muscle release

Modalities 

These interventions fall under the category 
of passive care. While these techniques 
can be useful in providing relief of 
symptoms, they don’t often solve the 
problem.
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The provider should attempt to 

integrate some form of active 

care as early as possible. 

Continued

use of passive care modalities 

may lead to patient dependency 

and should be avoided.

The utilization of passive 

modalities is not considered 

medically necessary once the 

acute phase of care is over

Passive modalities are most 

effective during the acute phase 

of treatment, since they are 

typically directed at

reducing pain, inflammation, 

and swelling. 

 CIGNA Policy CPG 

278

ROM and muscle re-education 

exercise to restore 

appropriate muscle control 

and support to the cervical 

region in patients with WAD 

should be implemented 

immediately.

There are five new RCTs (level 

II) and six systematic reviews 

(level I) reporting an active 

physical regime including 

exercise results in enhanced 

pain reduction and shortening 

of post-injury disability. The 

primary RCTs utilized a range 

of exercise approaches 

including range of motion, 

cervical muscle endurance, 

stabilization, co-ordination, 

cervical muscle strengthening, 

McKenzie method and 

functional capacity exercises.

State Insurance Regulatory 

Authority: Guidelines for the 

management of acute 

whiplash-associated 

disorders – for health 

professionals. Sydney: third 

edition 2014. 219



It has been recommended that passive 
modalities not be employed except 
when necessary to facilitate 
participation in an active treatment 
program.

A general conclusion about the 
treatment of chronic, noncancer pain is 
that the results from traditional, 
passive modalities are disheartening. 
Perhaps this may be due to the 
propensity of patients to seek out 
passive versus active treatments. In 
pain management, active treatments 
should be the primary focus, with 
passive interventions as an adjunct.

It doesn’t mean that active treatment is 
better than passive treatment (or vice 
versa) – the truth is there’s a role for both 
of those types of treatments done at the 
proper timing.

220

Passive v Active Care

Role of Active Versus Passive Complementary and Integrative 

Health Approaches in Pain Management 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5896844

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5896844/


The provider should attempt to 

integrate some form of active 

care as early as possible. 

Continued

use of passive care modalities 

may lead to patient dependency 

and should be avoided.

The utilization of passive 

modalities is not considered 

medically necessary once the 

acute phase of care is over

Passive modalities are most 

effective during the acute phase 

of treatment, since they are 

typically directed at

reducing pain, inflammation, 

and swelling. 

 CIGNA Policy CPG 

278

ROM and muscle re-education 

exercise to restore 

appropriate muscle control 

and support to the cervical 

region in patients with WAD 

should be implemented 

immediately.

There are five new RCTs (level 

II) and six systematic reviews 

(level I) reporting an active 

physical regime including 

exercise results in enhanced 

pain reduction and shortening 

of post-injury disability. The 

primary RCTs utilized a range 

of exercise approaches 

including range of motion, 

cervical muscle endurance, 

stabilization, co-ordination, 

cervical muscle strengthening, 

McKenzie method and 

functional capacity exercises.

State Insurance Regulatory 

Authority: Guidelines for the 

management of acute 

whiplash-associated 

disorders – for health 

professionals. Sydney: third 

edition 2014. 221



The Bachelor reminds 
me of the CPT codes. 
They tend to be 
ambiguous, 
overlapping and not  
clear as to what his  
intent is
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THERAPEUTIC 
PROCEDURES

What is this service?

TA, TE, or NMR?
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97110 Therapeutic Exercises are movements and physical activities 
designed to restore function and flexibility, improve strength and 
decrease pain 

Includes instruction, feedback, and supervision of a person in an 
exercise program for their condition. The purpose is to 
increase/maintain flexibility and muscle strength. May be performed 
with a patient either actively, active-assisted, or passively. It is 
considered medically necessary for loss or restriction of joint motion, 
strength, functional capacity or mobility which has resulted from 
disease or injury. 
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97110 THERAPEUTIC EXERCISES

One or more areas

Strength

Endurance

ROM

 Examples

 Bike/Treadmill

 Gym Equipment

 Isotonic, Isokinetic, and Isometric Exercise

 Stretching
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EXERCISE 
REHABILITATION
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97530 THERAPEUTIC 
ACTIVITIES

• The CPT definition of 97530 is “Therapeutic 
activities, direct (one-on-one) patient contact (use 
of dynamic activities to improve functional 
performance), each 15 minutes.”

This procedure involves the use of functional 
activities (e.g., bending, lifting, carrying, reaching, 
catching and overhead activities) to improve 
functional performance in a progressive manner.
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Choosing 97530 or 97110 depends on the intent of the 
task. For example, abdominal curls can be used for 
strengthening a weak abdominal muscles and billed as 
therapeutic exercise; however, if the patient is 
performing abdominal curls to improve and perform 
getting from a lying position it would be considered a 
therapeutic activity.

Best practice is to determine what functional outcome 
is expected from the task. Is it simply a strength or 
flexibility outcome or one with a functional 
performance outcome?

In differentiating between the two, it helps to think of 
therapeutic exercises as a path to therapeutic 
activities.
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97112 
NEUROMUSCULAR 
REEDUCATION

Balance

Proprioception

Coordination

Kinesthetic sense

Activities that facilitate re-
education                                                         
of movement, balance, posture, 
coordination,                                                   
and proprioception/kinesthetic 
sense.
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10-second test

Stork position with foot placed on the weight-bearing leg

Lower risk of death in the next 7 years

Middle age (51) or older who could not perform a 10 second one 
leg stand were 84% greater to die of causes such as heart attacks, 
strokes, and cancer

British Journal of Sports Medicine

June 21, 2022

To predict 

mortality, 

you need a 

leg to 

stand on
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KINESIOTAPING = 97110 / 97112
IF ACTIVE THERAPY DONE IN 
CONJUNCTION

CPT® Assistant, March 2012, states that 
“Kinesio taping is a supply and therefore is 
included in the time spent in direct contact 
with the patient to provide either re-
education of a muscle and movement or to 
stabilize one body area to enable 
improved strength or range of motion. This 
includes the application of Kinesio tape or 
McConnell taping techniques. 
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97150 GROUP 
THERAPEUTIC EXERCISE

Group therapy consists of therapy treatment provided 
simultaneously to two or more patients who may or may 

not be doing the same activities. If the therapist is 
dividing attention among the patients, providing only 
brief, intermittent personal contact, or giving the same 

instructions to two or more patients at the same time, one 
unit of CPT code 97150 is appropriate per patient.

Report 97150 for each member of the group.
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97150

The individuals can be but need not be 
performing the same activity.

The physician or therapist involved in 
group therapy services must be in 
constant attendance, but one-on-one 
patient contact is not required.
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X-RAYS
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X-RAYS
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MEDICAL NECESSITY

1. Diagnosis

2. Past medical history (traumatic, repetitive, acute, 
subacute, chronic, exacerbation, recurrent, chronic)

3. Comorbid factors and complications

4. ROM (quantify)

5. Palpation (quantify)

6. Ortho testing (quantify)

7. Neurologic testing (quantify)

8. Functional limitations (validated outcome 
assessments)

9. Therapeutic goals
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DATA DRIVEN 
CARE

Tracking changes in restrictions

 of activities of daily living

Quality based care model
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PROMIS 
PATIENT 
REPORTED 
OUTCOME 
MEASUREMENT 
INSTRUMENTS

General Pain Index

Patient Specific Functional Scale

PROMIS Short Form – Pain Interference

Pain and Functional Rating Scale (VA & 
DOD)

Oswestry (LBP index)

Neck Disability Index
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