1995 and 1997 CMS Documentation Guidelines

Evaluation and Management (E/M) Coding Tool for History

Chief Complaint:  The CC is a concise statement describing the symptom, problem, condition, diagnosis, or other factor that is the reason 
for the encounter.  The medical record should clearly reflect the chief complaint.
History of Present Illness:  The HPI is a chronological description of the patient’s present illness from the first sign and/or symptom to the present.   
The CC, ROS and PFSH may be listed as separate elements of history, or they may be included in the description of the history of the present illness.
	Location
	Site of the problem.  Ex: epigastric pain, knee swelling, sore throat.

	Duration
	Length of time the problem/symptom has existed.  Ex: 2 days ago,  approx. 6 mos, since last night.

	Timing
	Regularity of occurrence, when the problem/symptom occurs, determining the chronological onset of the problem.  Ex:  Intermittent pain,  after meals, upon awakening, seldom, frequent, comes and goes, never 
goes away, during exercise, in the morning.

	Severity
	Intensity, degree or measure of a symptom.  On a scale of 1-10, how severe is the pain?  Ex:  mild pain,

fever 101, my blood sugar is 175, feels well, no complaints, worse pain I’ve ever had.

	Quality
	Description or characteristics of a problem/symptom.  Ex:  Yellow/clear drainage, itchy rash, scratchy 
throat, dry skin, cold fingers, dull/sharp/radiating/stabbing/throbbing pain.  

	Context
	Events surrounding the occurrence of a symptom.  Ex:  slipping on ice, playing sports, motor 
vehicle accident, the rest of the family/kids in daycare/school are sick, fell off the bed, bit by a dog.

	Modifying Factors
	Factors that relieve, limit or have no effect on a symptom.  Ex:  took aspirin with no relief, 
apply heating pad/ice.

	Associated Signs/

Symptoms
	Other problems/symptoms that accompany the primary symptoms.  Ex:  numbness/tingling
with back pain, SOB with chest pain, aura/light sensitivity with migraine.  


Review of Systems:  The ROS is an inventory of body systems obtained through a series of questions asked by the provider seeking to 
identify signs/symptoms that the patient may be experiencing or has experienced.  The ROS helps define the problem, clarify the 
differential diagnosis, identify needed testing, or serves as baseline data on other systems that might be affected.

	Constitutional
	Excessive fatigue, exercise intolerance, fever, weakness, night sweats, general good health.

	Eyes
	Date/results of last eye exam, infection, discharge, tearing, pain, spots, floaters, blurred or
double vision, glaucoma, cataracts, twitching, light sensitivity.

	Ears, Nose, Mouth, Throat
	Date/results of last hearing test, ear pain, ringing, vertigo, nosebleed, sinusitis, hoarseness,
bleeding gums, difficulty swallowing

	Cardiovascular
	Chest pain, palpitations, murmurs, cold/numbness/edema of limbs, skin color changes, leg pain/walking.

	Respiratory
	Asthma, chronic cough, hemoptysis, sputum production, wheezing, bronchitis

	Gastrointestinal
	Indigestion, hematemesis, nausea, vomiting, changes in bowels, bloating, burning sensations

	Genitourinary
	Painful urinary, frequency, incontinence, urine characteristics Ex: cloudy, dark, STDs  Male:  testicular pain, 
last PSA, erectile dysfunction.  Female:  Last menstrual period, # of pregnancies/live births, pelvic pain  

	Musculoskeletal
	Fractures, muscle cramping, twitching, weakness, joint pain,  swelling, joint deformity

	Integumentary
	Known skin disease, itching, scars, moles, change in lesions, nail color or texture, breast lump 

	Neurological
	Syncope, seizures, headaches, memory loss, disorientation, stroke, head injury, speech difficulty

	Psychiatric
	Anxiety, depression, sleep disturbance, visual/auditory hallucinations

	Endocrine
	Diabetes symptoms, unexplained changes in height/weight, increased appetite/thirst, hair changes

	Hematologic/Lymphatic
	Bleeding tendencies, bruising, fatigue, infections, transfusions, lymphadenopathy

	Allergic/Immunologic 
	Hay fever, hives, drug rash, itching, sneezing, chronic nasal drainage


Past Medical History:  Prior major illnesses and injuries, prior operations/hospitalizations, current prescription/OTC medications,

list of allergies (e.g. food or drug), age appropriate immunizations status, age appropriate dietary/feeding status.

Family History:  The health status/cause of death of parents/siblings/children, specific diseases related to problems identified in 

the CC, HPI, and/or ROS, diseases of family members that may be hereditary or place the patient at risk.

Social History:  Marital status, current employment, occupational history, education, use of drugs, alcohol and tobacco, sexual history,

travel history, living arrangements, hobbies/activities, other relevant social factors
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