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Contact the FPM Advertising Sales Team for pricing and  
additional information at (201) 288-4440 or AAFP_NJ@aafp.org.

One of the most popular tools developed by FPM is the “Pocket Guide to E/M 
Documentation Guidelines.” This folding reference card gives family physicians 
the cues they need to make sure their chart documentation meets Medicare 
requirements. The AAFP has sold tens of thousands of Pocket Guides to 
physicians since the product was introduced in 1995. 

Benefits to Sponsor
The FPM Pocket Guide carries an acknowledgment that “This FPM Pocket Guide 
provided courtesy of [Company], makers of [Product].” 

Because it’s both useful and durable, the supporter’s name gains high and long-
term visibility.

The Guide is useful for all primary care physicians and any other nonsurgical 
specialist, not just family physicians.

Costs
Sponsorship costs depend on the number of FPM Pocket Guides purchased:

	 500: $6.75 each

	 2,500: $2.80 each

	 5,000: $1.70 each

	 10,000: $1.35 each

	 50,000: $0.75 each

	 100,000: $0.60 each

	 Or ask for a custom quote on alternate quantities!

Shipping charges are not included in the prices above. 

An exclusive sponsorship opportunity in 
a resource that doctors depend on daily

FPM POCKET GUIDE  
TO E/M DOCUMENTATION GUIDELINES

Folds to 3-3/4" x 5-1/4"  
to easily fit in a pocket

Opens to 11-3/8" x 11-1/8."  
Each easy-to-read panel is organized in a step- 
by-step order to quickly determine the proper  
code for a visit.

Decision making

Dx/Mx options score Data score Risk

S 1 (minimal) 1 (minimal/none) Minimal

LC 2 (limited) 2 (limited) Low

MC 3 (multiple) 3 (moderate) Moderate

HC 4 (extensive) 4 (extensive) High

     2 of 3 required

General Multisystem Exam

CONSTITUTIONAL
•  Any three vital signs
•  General appearance of 

patient

EYES
•  INSP of conjunctivae & lids
•   EX of pupils & irises 
•  Ophthalmoscopic EX of optic 

discs & posterior segments 

EARS, NOSE, 
MOUTH, & THROAT
•  External INSP of 

ears & nose 
•  Otoscopic EX of external 

auditory canals & tympanic 
membranes

•  ASSMT of hearing 
•  INSP of nasal mucosa, 

septum, & turbinates
•  INSP of lips, teeth, & gums
•  EX of oropharynx: oral 

mucosa, salivary glands, hard 
& soft palates, tongue, tonsils, 
& posterior pharynx

NECK
•  EX of neck 
•  EX of thyroid 

RESPIRATORY
•  ASSMT of respiratory effort 
•  Percussion of chest 
•  PALP of chest 
•  Auscultation of lungs 

CARDIOVASCULAR
•  PALP of heart 
•  Auscultation of heart 

with notation of abnormal 
sounds & murmurs

EX of:
 •  carotid arteries 
 •  abdominal aorta 
 •  femoral arteries 
 •  pedal pulses 
 •  extremities for edema &/or 

varicosities

CHEST (BREASTS)
•  INSP of breasts 
•  PALP of breasts & axillae 

GASTROINTESTINAL 
(ABDOMEN)
•  EX of abdomen with 

notation of presence of 
masses or tenderness

•  EX of liver & spleen
•  EX for presence or 

absence of hernia
•  EX of anus, perineum, 

& rectum, including sphincter 
tone, presence of hemorrhoids 
& rectal masses

•  Obtain stool sample for occult 
blood test when indicated

GENITOURINARY 
Male:
 •  EX of the scrotal contents 
 •  EX of the penis
 •  Digital rectal EX of 

prostate gland 

GENITOURINARY
Female:
 Pelvic EX, including:
 •  External genitalia 

& vagina 
 •  Urethra (masses, 

tenderness, scarring)
 •  Bladder 
 •  Cervix 
 •  Uterus 
 •  Adnexa/parametria 

LYMPHATIC
PALP of lymph nodes in 
two or more areas: 
 •  Neck
 •  Axillae
 •  Groin
 •  Other

MUSCULOSKELETAL
•  EX of gait & station
•  INSP &/or PALP of digits & 

nails 
EX of joint(s), bone(s) & 
muscle(s) of one or more 
of the following six areas: 
1) head & neck; 2) spine, ribs, & 
pelvis; 3) right upper extremity; 
4) left upper extremity; 5) right 
lower extremity; & 6) left lower 
extremity. The EX of a 
given area includes:
 •  INSP &/or PALP with 

notation of presence of any 
misalignment, asymmetry, 
crepitation, defects, 
tenderness, masses or 
effusions

 •  ASSMT of range of motion 
with notation 
of any pain, crepitation 
or contracture

 •  ASSMT of stability with 
notation of any dislocation, 
subluxation or laxity

 •  ASSMT of muscle strength 
& tone with notation of any 
atrophy or abnormal 
movements

SKIN
•  INSP of skin & 

subcutaneous tissue 
•  PALP of skin & 

subcutaneous tissue 

NEUROLOGIC
•  Test cranial nerves with 

notation of any deficits
•  EX of deep tendon 

reflexes with notation 
of pathological reflexes 

•  EX of sensation

PSYCHIATRIC
•  Description of patient’s 

judgment & insight
Brief ASSMT of mental 
status, including:
 •  orientation to time, 

place & person
 •  recent & remote memory
 •  mood & affect 

Decision Making Code Selection

Scoring Dx/Mx options

Type of problem Points Comments 

Self-limited, minor 1
 Add 1 if > 1 such 

problem (max = 2).

Established; 
previous Dx

1

Add 1 for each addl. such 
problem. Add 1 for each one that 

is inadequately controlled, 
worsening, etc.

New; no additional 
workup planned

3
Maximum score is 3 for such 

problems.

New; additional 
workup planned

4

Scoring amount and complexity of data reviewed

Data sources/activities Points

Lab tests requested/reviewed 1

Radiology tests/services requested/reviewed 1

Medical studies requested/reviewed 1

 Independent second interpretation 
of specimen/image/tracing

2

Discussion of contradictory or unexpected 
test results with testing physician

1

Decision to obtain old records/additional history 1

Summary of review of old records/additional history 2

Quantifying risk of 
complications, morbidity, mortality

Risk Level Examples

Minimal

 Problems: 1 self-limited/minor problem
Dx procedures: Venipuncture, CXR, EKG, UA, US, 
echo, KOH prep
Mx options: Rest, gargles, elastic bandages, 
superficial dressings

Low

Problems: > 1 self-limited/minor problem, one stable 
chronic illness, acute uncomplicated illness/injury 
Dx procedures: Pulmonary function tests, 
barium enema, superficial needle biopsy, 
arterial puncture, skin biopsy
Mx options: OTC drugs, minor surgery (no risk 
factors), PT, OT, IV fluids w/o additives

Moderate

Problems: 1+ chronic illnesses w/ mild Rx side effects; > 
1 stable chronic illness; new problem, no Dx, (e.g. breast 
lump); acute illness w/ systemic Sx (e.g. pyelonephritis); 
acute complicated injury (e.g. head injury w/ brief loss of 
consciousness)
Dx procedures: Cardiac stress test, fetal contraction 
stress test, Dx endoscopy w/ no risk factors, deep 
needle or incisional biopsy, arteriogram, lumbar 
puncture, thoracentesis
Mx options: Minor surgery w/ risk factors, Rx drugs, IV 
fluids w/ additives, closed Mx of fracture/dislocation w/o 
manipulation

High

Problems: 1+ chronic illnesses w/ severe Rx side 
effects; potentially life-threatening problems (e.g. 
acute MI, progressive severe RA, potential threat of 
suicide); abrupt neuro. change (e.g. seizure, TIA, 
weakness or sensory loss)
Dx procedures: Dx endoscopy w/ risk factors
Mx options: Parenteral controlled substances, 
Rx needing intensive monitoring for toxicity, 
DNR decision

•  Medical necessity is the overarching criterion by which your 
coding and documentation will be judged. 

•  A new patient is one who has not received services from you or 
another family physician in your practice in three years.

•  When > 50% of the face-to-face time is devoted to counseling or 
coordination of care, you may code based on time. Document 
the visit length and describe your services. 

•  The highest level of risk in any one category of the risk table 
(presenting problems, diagnostic procedures or management 
options) determines the overall risk.

•  Any visit involving a prescription qualifies for moderate risk.

DECISION MAKING TIPS

CODE SELECTION TIPS

Code History Exam Decision Making Time

99201 PF PF S 10 min.

99202 EPF EPF S 20 min.

99203 D D LC 30 min.

99204 C C MC 45 min.

99205 C C HC 60 min.

3 of 3 required

Code History Exam Decision Making Time

99211 — — — 5 min.

99212 PF PF S 10 min.

99213 EPF EPF LC 15 min.

99214 D D MC 25 min.

99215 C C HC 40 min.

2 of 3 required
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Note: For a more complete table of risks, see the Documentation Guidelines 
for Evaluation and Management Services. 

  Pocket 
Guide   

TO THE 1997 EVALUATION & MANAGEMENT 
Documentation 

Guidelines

History

HPI elements ROS systems PFSH elements

PF 1-3

—
—

EPF
1

—

D
> 3 (OR 3 or more 

chronic diseases)

2-9
1

C
> 9 2 (estab. pt) 

3 (new pt)

3 of 3 required

History

ASSMT: Assessment

C: Comprehensive

D: Detailed

EPF: Expanded problem-focused

EX: Examination

HC: High complexity

HPI: History of the present illness

INSP: Inspection 

LC: Low complexity

MC: Moderate complexity

PALP: Palpation

PF: Problem-focused

PFSH: Past, family, and social history

PT: Patient

ROS: Review of systems

S: Straightforward

KEY TO ABBREVIATIONS

•  Ancillary staff may record the ROS and PFSH as long 

as you document that you reviewed and confirmed 

the information. You should take the HPI yourself or 

significantly expand on an HPI taken by ancillary staff. 

Check with your payers to confirm their policies on 

HPI documentation.

•  You don’t need to rerecord an ROS or PFSH obtained 

during an earlier visit as long as you 1) describe any 

new information or note that there has been no change 

and 2) note the date of the earlier ROS or PFSH.

•  The chief complaint, ROS and PFSH may be included in 

the description of the HPI or listed separately.

HISTORY TIPS

Code History Exam Decision Making Time

99201 PF PF
S 10 min.

99202 EPF EPF
S 20 min.

99203 D D
LC 30 min.

99204 C C
MC 45 min.

99205 C C
HC 60 min.

3 of 3 required

Code History Exam Decision Making Time

99211 — —
— 5 min.

99212 PF PF
S 10 min.

99213 EPF EPF LC 15 min.

99214 D D
MC 25 min.

99215 C C
HC 40 min.

2 of 3 required
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HPI: location, quality, severity, duration, timing, context, modifying 

factors, associated signs and symptoms, OR status of chronic diseases

ROS: Constitutional, Eyes, ENT/Mouth, Cardiovascular, Respiratory, 

GI, GU, Musculoskeletal, Skin/Breasts, Neurologic, Psychiatric, 

Endocrine, Hematologic/Lymphatic, Allergic/Immuno

PFSH: Past, family, social history


