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DOCUMENTATION & COMPLIANCE
Quick Reference Guide for Anesthesia Coders & Auditors

Core Principle: The claim must reflect the service actually performed and supported by the medical record. 
Coders and auditors should never substitute clinical probability, routine practice, or assumptions for 
required documentation.

1. The Anesthesia Record: Core Documentation
The anesthesia record should provide sufficient documentation to identify the patient, describe the 
anesthesia service furnished, support the services reported on the claim, and demonstrate compliance 
with applicable documentation and payer requirements.

• Patient identification and date of service.
• Procedure/surgery performed and relevant diagnosis or indication.
• Pre-anesthesia assessment/evaluation and anesthesia plan, as applicable and required.
• Type of anesthesia furnished, such as general, regional, MAC, or neuraxial.
• Anesthesia start/stop times sufficient to support reported time.
• Identity and role of anesthesia practitioners.
• Relevant intraoperative monitoring, medications, significant events, interventions, and other clinical 

documentation supporting anesthesia.
• Post-anesthesia status, care, and transfer as applicable.
• Separately performed ancillary procedures, regional anesthesia procedures, and other services when 

reported.
• Required signatures, authentication, attestations, corrections, and amendments according to applicable 

requirements.
Medicare Anesthesia Time: The medical record must support the anesthesia time reported; Medicare 
requires actual anesthesia time in minutes.

Chart Talk Audit Consideration: Review whether the documentation as a whole supports the service, time, 
practitioner involvement, modifiers, separately reported procedures, and applicable payment 
methodology.

2. Documentation Must Support the Code
CMS/NCCI Correct Coding Principle: The reported HCPCS/CPT® code must accurately describe the service 
actually performed. A code should not be assigned unless the documentation supports the services and 
elements represented by that code.

• Select the most specific appropriate code supported by the documentation. Do not assume anatomy, 
technique, complexity, approach, or other defining elements not documented.

• When one comprehensive code describes the complete service, do not separately report component 
services unless the rules specifically permit separate reporting.

• An integral service is not separately reportable merely because a separate code exists.
• Review CPT®, NCCI, CMS, and payer instructions when determining whether services may be reported 

together.
• The absence of an NCCI edit does not establish that a code combination is correct or separately 

reportable.
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Chart Talk Compliance Pearl: No edit does not mean no rule. Before reporting multiple services, determine 
whether the documentation supports each service and whether CPT®, NCCI, CMS, and payer policy permit 
separate reporting.

3. Anesthesia-Specific Documentation Check

Element Coder/Auditor Question Chart Talk Audit Red Flag

Anesthesia Code Does the documented surgical 
procedure and anatomy support the 
anesthesia code reported?

Code selected from diagnosis, 
procedure title, or assumption rather 
than the documented 
procedure/anatomy.

Anesthesia Time Do the documented start/stop times 
and supported anesthesia minutes 
agree with the service reported?

Missing, conflicting, duplicated, or 
chronologically inconsistent times.

Physical Status Does the documentation support the 
reported P1–P6 modifier?

Physical status assigned from diagnosis 
or presumed severity rather than 
supported documentation.

Payment Modifier Does the record and applicable payment 
methodology support AA, QK, QY, QX, 
QZ, or AD?

Modifier selected solely from the 
staffing model or provider assignment.

Medical Direction Does the documentation support the 
applicable Medicare medical-direction 
requirements?

Required physician activity not 
supported or information raises a 
question about the reported medical-
direction category.

Monitored Anesthesia Care (MAC) Does the record support MAC and any 
payer-specific medical-necessity 
requirements?

MAC or related modifier/diagnosis 
reported without documentation 
required by the applicable payer.

Ancillary Services Does the documentation independently 
support each separately reported 
procedure?

A-line, CVP, TEE, block, or other service 
appears in the record but 
performance/insertion and separate 
reportability are not adequately 
supported.

Postoperative Pain Block Does documentation support the block's 
purpose and separate reportability 
under the applicable payer rules?

Block was part of the 
primary/intraoperative anesthetic but 
reported separately as postoperative 
pain management.

Chart Talk Audit Note: A red flag does not automatically mean the claim is incorrect. It identifies 
documentation, coding, or billing circumstances that may require additional review before determining the 
supported code, modifier, or payment category.

4. Signatures, Authentication & Amendments
• Confirm that documentation supporting the reported service is appropriately authenticated in 

accordance with applicable Medicare, payer, facility, legal, and organizational requirements.
• When a required signature or authentication is missing or incomplete, determine whether applicable 

CMS/payer rules permit a signature log, attestation, or other authentication process. Do not assume 
every missing signature can be corrected in the same manner.

• Legitimate amendments, corrections, and delayed entries should clearly identify the author and date 
and should be clearly distinguishable from the original documentation.
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• A correction or addendum should clarify the medical record based on what actually occurred. It should 
not be used to create documentation for a service, activity, or requirement that did not occur.

• Never backdate, obscure, delete, or improperly alter original documentation to create support for a 
code, modifier, anesthesia time, medical-direction requirement, or separately reportable service.

• Follow applicable organizational policy and payer requirements when reviewing late entries, corrections, 
addenda, and signature deficiencies.

Chart Talk Compliance Pearl: A legitimate correction, amendment, or delayed entry may clarify 
documentation of what actually occurred. It should never be used to manufacture documentation for a 
service, activity, or requirement that was not performed.

Chart Talk Audit Consideration: The fact that an amendment was entered after a coding or audit question 
arose does not automatically make the amendment improper. Review whether it complies with applicable 
amendment/authentication requirements and legitimately clarifies what occurred rather than creating 
unsupported documentation.

5. Clinical Evidence ≠ Documentation Support
• Information elsewhere in the medical record—such as monitor data, medication administration, nursing 

documentation, surgical documentation, or other clinical evidence—may provide important context, but 
it does not automatically establish every element required to report a particular anesthesia or ancillary 
service.

• Evidence that an arterial line was present does not, by itself, establish who inserted it, when it was 
inserted, or that the documentation requirements for reporting the insertion are satisfied.

• A regional block mentioned elsewhere in the record does not necessarily establish the specific nerve, 
plexus, branch, or fascial plane; technique; laterality; purpose; or separate reportability of the block.

• Clinical evidence should be considered as part of the complete record when permitted by applicable 
coding and payer rules, but it should not be used to invent or assume a required element that is not 
supported.

• When the available documentation creates a material ambiguity affecting code assignment, modifier 
selection, separate reportability, or payment, follow the appropriate review, query, hold, or escalation 
process.

Coder's Rule: Code what is documented and supported. Query when clarification is appropriate. Do not fill 
documentation gaps with assumptions.

Chart Talk Audit Consideration: Clinical evidence can tell you that something may have occurred. Coding 
requires enough documentation to establish what occurred and whether the requirements of the reported 
service are supported. When those two do not align, investigate rather than assume.

6. Medical Necessity & Payer Requirements
• Documentation must support the medical necessity of the service when required by the applicable 

coverage and payment policy.
• Monitored Anesthesia Care (MAC), qualifying circumstances, postoperative pain-management services, 

ancillary procedures, regional anesthesia services, and other separately reported services may have 
service-specific and payer-specific documentation requirements.

• Do not assume that the existence of a diagnosis automatically establishes medical necessity. The 
documentation should support the patient's clinical circumstances and the reason the reported service 
was necessary when required by the applicable policy.
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• Medicare national guidance, Medicare Administrative Contractor (MAC) policies, Medicaid 
requirements, commercial payer policies, contractual requirements, and organizational policies may 
differ.

• Verify the policy applicable to the payer, jurisdiction, service, and date of service before making a 
coding, billing, or audit determination.

Don't Confuse the Two MACs: MAC — Monitored Anesthesia Care: a type of anesthesia service. MAC — 
Medicare Administrative Contractor: the contractor responsible for administering Medicare claims and 
certain local coverage/payment policies within its jurisdiction.

Chart Talk Compliance Pearl: Medical necessity and correct coding are separate questions. A service may 
be clinically reasonable but still require specific documentation, coding, modifier, bundling, or coverage 
requirements before it is separately reportable.

7. NCCI & Unbundling Compliance
• Review the current Medicare NCCI Policy Manual and applicable Procedure-to-Procedure (PTP) edits 

when services are reported together.
• Do not append modifier 59 or XE, XP, XS, or XU merely to bypass an NCCI edit. The documentation must 

support the circumstances represented by the modifier.
• Use the most appropriate modifier available. Modifier 59 should not be used when another modifier 

more accurately describes the circumstances.
• Services that are integral to the anesthesia service or another reported procedure should not be 

separately reported unless applicable coding rules permit separate reporting.
• A separately reported service must satisfy the applicable coding, documentation, medical-necessity, 

bundling, and payer requirements.
• The absence of an NCCI edit does not establish that two services may appropriately be reported 

together. Correct coding principles still apply.
Chart Talk Compliance Pearl: A modifier explains why services that ordinarily would not be reported 
together are appropriately distinct—it does not make them distinct. The documentation and 
circumstances must establish separate reportability first.

8. Chart Talk Documentation & Compliance Audit Red Flags
The following findings do not automatically establish that a claim is incorrect. They identify circumstances 
that may warrant additional documentation review, coding validation, query, hold, or compliance 
escalation.

• Missing, conflicting, duplicated, or chronologically inconsistent anesthesia start/stop times.
• Anesthesia code selection that does not appear consistent with the documented surgical procedure or 

anatomy.
• Physical status modifier that does not appear supported by the available documentation.
• Anesthesia payment modifier that does not appear consistent with the documented practitioner 

involvement or applicable payment methodology.
• Medical-direction documentation that does not appear to support one or more applicable 

requirements.
• Information that raises a question about the medical-direction or supervision category reported on the 

claim.
• Monitored Anesthesia Care (MAC) without documentation supporting applicable payer-specific medical-

necessity requirements.
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• Separately reported arterial line, central venous catheter, TEE, regional block, or other ancillary service 
without sufficient documentation to support the reported service.

• Regional block reported separately when documentation indicates it may have been part of the primary 
or supplemental intraoperative anesthetic.

• Modifier 59 or XE, XP, XS, or XU used without documentation supporting the distinct circumstances 
represented by the modifier.

• Multiple separately reported services that appear integral, overlapping, or otherwise subject to CPT®, 
NCCI, CMS, or payer-specific reporting rules.

• Documentation that conflicts across the anesthesia record, procedure note, medication record, 
monitoring record, surgical record, or other relevant portions of the medical record.

• Late entry, correction, or addendum that raises a question about whether it legitimately clarifies what 
occurred or is being used to create unsupported billing documentation.

Chart Talk Audit Pearl: A red flag tells you where to look—not what conclusion to reach. Investigate the 
documentation, coding rules, payer requirements, and circumstances before determining whether a claim 
is supported.

9. When Documentation Is Incomplete: Code, Query, or Hold?
When documentation is incomplete, unclear, conflicting, or insufficient to support a coding or billing 
decision, determine the appropriate next action according to applicable coding guidance, payer 
requirements, and organizational policy.

CODE: Proceed with coding when the available documentation clearly supports the code, modifier, time, 
service, and other elements necessary for the claim. Do not delay coding solely because additional 
information would be helpful if the existing documentation is sufficient to support the reporting decision.

QUERY / CLARIFY: Consider an appropriate provider query or clarification when a material documentation 
issue prevents accurate code assignment or determination of reportability and clarification is permitted 
under organizational policy. A query should seek clarification of the clinical record, not direct the provider 
toward documentation needed solely to obtain a particular code, modifier, payment category, or 
reimbursement result.

HOLD / ESCALATE: When a material documentation deficiency prevents determination of a supported 
claim and cannot appropriately be resolved at the coder/auditor level, follow the organization's 
established process for claim hold, escalation, compliance review, or other appropriate action. Do not 
knowingly submit unsupported information merely to avoid delaying the claim.

Chart Talk Note: "Code, Query, or Hold" is an educational decision framework. The specific query, claim-
hold, escalation, and compliance processes used by an organization should follow its established policies 
and applicable payer requirements.

Chart Talk Compliance Pearl: A query is a tool for clarification—not a tool for creating reimbursement. Ask 
what is necessary to accurately understand the record. Do not use a query to manufacture documentation 
for a service, activity, or requirement that did not occur.

10. Chart Talk Quick Compliance Audit Workflow

Step Review Focus

1 — Identify the Service Determine what surgical or diagnostic procedure was 
performed and identify the documented anatomy, approach, 
and other information relevant to anesthesia code selection.
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Step Review Focus

2 — Validate the Anesthesia Code Determine whether the reported anesthesia code is 
supported by the documented procedure and anatomy. Do 
not select the code solely from the diagnosis, procedure title, 
or assumption.

3 — Review Anesthesia Time Verify that the documented anesthesia start/stop times and 
reported anesthesia minutes support the time submitted 
according to the applicable payer methodology.

4 — Review Modifiers & Payment Category Determine whether the documentation and applicable 
payment methodology support the reported anesthesia 
modifiers, including physical status and Medicare anesthesia 
payment modifiers when applicable.

5 — Review Medical Direction/Supervision When Applicable Determine whether documentation supports the applicable 
medical-direction or supervision category. Review 
information that may raise questions about practitioner 
involvement or the reported payment category according to 
the organization's established workflow.

6 — Review Separately Reported Services Identify arterial lines, central venous catheters, TEE, regional 
blocks, postoperative pain services, ultrasound guidance, and 
other separately reported procedures. Determine whether 
each service is independently supported and separately 
reportable.

7 — Check CPT®, NCCI & Payer Rules Review applicable CPT® guidance, current NCCI policy and 
edits, CMS requirements, Medicare Administrative Contractor 
guidance, and other payer-specific requirements.

8 — Compare the Record as a Whole Look for conflicting or inconsistent information among the 
anesthesia record, procedure notes, monitoring records, 
medication records, surgical documentation, and other 
relevant portions of the medical record.

9 — Resolve Material Documentation Issues When documentation is incomplete, unclear, or conflicting in 
a way that affects the claim, determine whether coding, 
clarification/query, claim hold, or escalation is appropriate 
under organizational policy.

10 — Final Claim Validation Before finalizing the claim, confirm that the reported codes, 
modifiers, anesthesia time, separately reported services, and 
applicable payment category are supported by the 
documentation and current requirements.

Chart Talk Note: This workflow is an educational auditing framework and is not a CMS-mandated audit 
sequence. Organizations may use different workflows, systems, edits, and responsibilities. The objective is 
to ensure that the final claim is supported by the documentation and applicable coding, billing, payer, and 
compliance requirements.

Chart Talk Audit Pearl: Don't audit a single field—audit the story the entire record tells. The procedure, 
anatomy, anesthesia time, practitioner involvement, modifiers, separately reported services, and 
supporting documentation should make sense when reviewed together.
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Coder's Bottom Line

Documentation is the foundation of a compliant anesthesia claim. Report only the codes, modifiers, 
anesthesia time, payment category, and separately reportable services that are supported by the medical 
record and applicable coding and payer requirements.

Review the record as a whole. Do not substitute assumptions, customary practice, clinical probability, or 
the absence of an edit for documentation and correct-coding requirements.

When documentation is incomplete, unclear, or conflicting in a way that materially affects the claim, 
determine whether coding, clarification, query, hold, or escalation is appropriate under organizational 
policy.

Chart Talk Bottom Line: Code what is documented and supported. Question what does not agree. Verify 
the guidance. Never create the answer the record does not support.

Authoritative References

• Centers for Medicare & Medicaid Services (CMS), Medicare Claims Processing Manual, Publication 100-
04, Chapter 12 — Physicians/Nonphysician Practitioners, including applicable anesthesia billing, time, 
modifier, and medical-direction provisions.

• CMS, Medicare National Correct Coding Initiative (NCCI) Policy Manual, Chapter 1 — General Correct 
Coding Policies, current applicable edition.

• CMS, Medicare NCCI Policy Manual, Chapter 2 — Anesthesia Services, current applicable edition.
• CMS, Medicare NCCI Procedure-to-Procedure (PTP) Edits, applicable to the date of service.
• CMS, Anesthesiologists Information Center.
• CMS Medicare Coverage Database and applicable National Coverage Determinations, Local Coverage 

Determinations, and Billing and Coding Articles, when relevant to the service.
• Current AMA CPT® code set and official CPT® guidelines.
• Applicable Medicare Administrative Contractor, Medicaid, commercial payer, contractual, 

organizational, and state-specific requirements.
Source Verification Note: Coding, documentation, NCCI, coverage, and payer requirements may change. 
Verify current authoritative guidance applicable to the payer, jurisdiction, service, and date of service 
before making a coding, billing, auditing, or compliance determination.

Educational Use Only

This quick-reference guide is intended for coding, auditing, documentation, and compliance education. It 
does not replace current CPT®, CMS, NCCI, Medicare Administrative Contractor, Medicaid, commercial 
payer, organizational, contractual, legal, or compliance guidance. Requirements may vary by payer, 
jurisdiction, service, and individual circumstances.

The inclusion or discussion of a code, modifier, service, documentation requirement, audit consideration, 
or billing methodology does not guarantee coverage or reimbursement.
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