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introduction
Evaluation and Management E/M 

Services Guidelines

Before we explore the Evaluation and Management (E/M) services 
guidelines, let’s highlight a very important change from CMS, that 

although made in 2010 continues to cause confusion. The change 

pertains to “Consultation services.” Effective from January 

2010, Medicare no longer recog nizes the consultation services 

(99241-99255) and requires the use of appropriate office or 

inpatient visit codes (99201-99215 & 99221-99233) in place of 

these services. Across chapters in this book, we have marked the 

consultation codes (99241-99255) with an asterisk (*). However, 

the consultation codes have not been removed from the CPT
®
 

manual and it is at the discretion of other payers to decide to 

accept these services. A coder might still need the guidelines for 

consultation services if the payer agrees to pay for them. Hence, 

the general guide lines pertaining to consultations are still available. 

Moreover, we have added the changes in rules pertaining to those 

services to help the coding community understand the changes 

and the impact those changes have on reimbursement. The word 

“Consultation” may occur multiple times, and the reader is 

advised to follow the guidelines pertaining to them in the relevant 

chapter, i.e., Chapter 6: Consultations (99241-99255).

In 2013 there were significant changes made by the AMA. 

The changes include the definition of New vs. Established 

Patient, Concurrent Care and Transfer of Care, Time, and 

many more. 

Evaluation and management (E/M) services refer to patient 

visits and consultations provided by physicians or residents 

under their supervision, as well as nonphysician providers both 

under a physician’s supervision in an incident-to situation and 

operating without supervision when billing under their own provider 

identification. The AMA has assigned each of these services a 

CPT
®
 code, the Health Care Financing Administration (HCFA) 

— now the Centers for Medicare and Medicaid Services (CMS) — 

implemented them in 1992 as part of the resource-based Medicare 

fee schedule payment system.

Like all CPT
®
 codes, E/M codes are universal and used by 

Medicare, Medicaid, and most other payers for processing claims 

for a physician’s professional services. You should also use E/M 

service codes for billing facility services on an outpatient basis.

Because evaluation and management services are high-

volume provider activities, the E/M codes are the most frequently 

used by physicians and nonphysician providers in daily practice.

Know Your Guidelines

To help providers distinguish between the various E/M service 

levels, CMS issued E/M documentation guidelines in 1995 and 

again in 1997, with the section on examinations being the main 

difference between the two sets.

The 1995 guidelines allow physicians to conduct either a 

general multisystem or single-system exam and defined the levels 

of examination based on body areas and organ systems. The 

guidelines neglect, however, to specifically define what constitutes 

a single-system comprehensive exam.

In addition, the 1995 guidelines created confusion by describing 

both an expanded problem-focused exam and a detailed exam 

as encompassing two to seven body areas or organ systems — 

although the guidelines state that an expanded problem-focused 

exam includes a limited exam of the areas, while a detailed exam 

includes an expanded exam of at least one area.

The CMS-issued 1997 guidelines create more specific audit 

criteria by including the number of examination elements that a 

provider must perform and document at each level and by outlining 

the elements of the multisystem general exam and 10 single-organ 

system  exams: cardiovascular, ear/nose/throat, eye, genitourinary, 

hematologic/lymphatic/immunologic, musculoskeletal, neurological, 

psychiatric, respiratory, and skin.

Important: Providers can use either the 1995 or the 1997 

guidelines. Providers may not, however, mix and match guidelines 

for the same patient encounter.

Commonly Used E/M Terms

When you’re reviewing E/M rules and regulations, there are certain 

terms that you’ll see frequently, including the following:

•• Provider — A provider is a physician or licensed 

nonphysician provider who may provide services 

incident to the physician or independently under his or 

her own provider number (PIN or NPI).

•• Professional Services — Professional services are 

those face-to-face services rendered by physicians and 

other qualified healthcare professionals reported by a 

specific CPT
®
 code(s). 

•• New Patient — A new patient is one who has not 

received any professional services from the physician/

qualified healthcare professional or another physician/

qualified healthcare professional of the exact same 

specialty and subspecialty who belongs to the same 

group practice, within the past three years. 

•• Established Patient — An established patient is 

one who has received professional services from the 

physician/qualified healthcare professional or another 

physician/qualified healthcare professional of the exact 

same specialty and subspecialty who belongs to the 

same group practice, within the past three years. 

For example, when a physician/qualified healthcare 

professional is on call or covering for another physician/

qualified healthcare professional, the patient’s encounter/

visit will be classified as that of an established patient 

because it would have been by the physician or qualified 

healthcare professional who is unavailable. When 

Advanced Practice Nurses (APNs) and Physician 

Assistants (PAs) are working with physicians, PAs 

and APNs are considered to be working in both exact 

specialty and subspecialties as the physicians. 

CPT
®
 Note: If a provider is on-call or covering for another 

provider, you should classify the services as if the regular provider 

were available; also, there is no distinction between new and 

established patients for emergency department visits.

•• Chief Complaint — the symptom, problem, condition, 

diagnosis or other factor that is the reason for the 

patient’s visit (Important: Every E/M visit must have a 

chief complaint.)

•• Concurrent Care — the provision of similar services 

to the same patient by more than one physician or 

other qualified healthcare professional on the same day 

(primarily during hospital visits)
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•• Transfer of Care — a process through which a 

physician or other qualified healthcare professional 

who gives up this responsibility to another physician or 

other qualified health professional who agrees to take 

on this responsibility and who, from the initial visit, is not 

providing consultative services. 

Remember: Consultation codes (99241-99255) should not be 

reported by the provider who has already agreed to accept transfer 

of care before an initial visit, but it can be appropriate to report if 

the decision to accept transfer of care can’t be made until after the 

initial consultation evaluation, in spite of the type of service.

•• Counseling — a discussion with a patient and/or family 

concerning one or more of the following:

•♦ Diagnostic results, impressions, and/or recommended 

diagnostic studies

•♦ Prognosis

•♦ Risks and benefits of treatment options

•♦ Instructions for treatment and/or follow-up

•♦ Importance of compliance with chosen treatment options

•♦ Risk factor reduction

•♦ Patient and family education

•♦ Patient or family questions

•• Family History — a review of medical events in the 

patient’s family that includes significant information 

about the following:

•♦ The health status or cause of death of parents, 

siblings, and children

•♦ Specific diseases related to problems identified in the 

chief complaint or history 

•♦ of present illness and/or system review

•♦ Diseases of family members that may be hereditary 

or place the patient at risk

•• History of Present Illness (HPI) — a chronological 

description of the development of the patient’s present 

illness from the first sign and/or symptom to the 

present; this includes a description of location, quality, 

duration, severity, timing, context, modifying factors, and 

associated signs and symptoms significantly related to 

the presenting problem(s)

•• Past History — a review of the patient’s past 

experiences with illnesses, injuries, and treatments 

that includes significant information about prior 

major illnesses and injuries; prior operations; prior 

hospitalizations; current medications; allergies (drugs, 

food, etc.); age-appropriate immunization status; and 

age-appropriate feeding/dietary status

•• Social History — an age-appropriate review of past 

and current activities that includes significant information 

about marital status and/or living arrangements; current 

employment; occupational history; use of drugs, alcohol, 

and tobacco; education level; sexual history; and other 

relevant social factors

•• System Review — an inventory of body systems 

obtained through a series of questions to identify 

the signs and/or symptoms that the patient is/was 

experi encing; this helps define the problem, clarify 

the differential diagnosis, identify needed testing, and 

serve as baseline data for other systems that might be 

affected by any possible treatment options. The body 

systems are:

•♦ Constitutional symptoms (fever, weight loss, etc.)

•♦ Eyes

•♦ Ears, nose, mouth, and throat

•♦ Cardiovascular

•♦ Respiratory

•♦ Gastrointestinal

•♦ Genitourinary

•♦ Musculoskeletal

•♦ Integumentary (skin and/or breast)

•♦ Neurological

•♦ Psychiatric

•♦ Endocrine

•♦ Hematologic/lymphatic

•♦ Allergic/immunologic.

Classification of E/M Services

CPT
®
 divides E/M services into office visits, hospital visits, 

and consultations. These categories are further divided — office 

visits into new or established patients; hospital visits into initial and 

subsequent; and consultations into outpatient and inpatient. CPT
®
 

further divides such categories and subcategories based on the 

type and place of service and the patient’s status.

Keep in mind: A patient’s status may be more important in 

determining the correct E/M category than the patient’s location.

A patient in an inpatient bed might actually be a patient under 

observation for which the codes are different (99218-99220) and 

you cannot report the inpatient care codes (99221-99233).

CPT
®
 uses the same basic format to describe the E/M service 

levels for most categories, including:

1. Listing a unique code

2. Specifying the place and/or type of service; for example, an 

outpatient consultation

3. Defining the services content; for example, a comprehensive 

history, comprehen sive examination and moderate medical 

decision-making

4. Describing the nature of the presenting problem(s) usually 

associated with a given level; and specifying the time 

typically associated with the service.

Levels of E/M Service

There are three to five E/M service levels available for reporting 

purposes within each E/M code category or subcategory. Levels 

of E/M services are not interchangeable among the different 

categories or subcategories. For example you may get different 

definitions between the new patient and established patient for the 

first levels of E/M services in the subcategory of office visit.  

The levels of E/M services constitute wide variations in change 

in skills, time, effort, responsibility, and medical knowledge 

required for the treatment of illness or injury or for preventive 

care and the advancement of optimal health. Each E/M level of 

service may be used by all physicians or other qualified healthcare 

professionals. There are seven components used in descriptors 

of E/M levels, six of which are used for defining the E/M level of 

services. These are:

1. History

2. Examination

3. Medical decision-making

4. Counseling

5. Coordination of care

6. Nature of presenting problem

7. Time
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The first three of these components (history, examination, and 

medical decision  making) are considered the key components 

when selecting an E/M service level.

The next three components (counseling, coordination of 

care, and the nature of the presenting problem) are considered 

contributory factors in most encounters. Although the first two 

of these contributory factors are important in E/M services, the 

healthcare provider doesn’t need to provide them at every patient 

encounter.

Important: You can report case management codes if 

coordination of care is done with other physicians/other healthcare 

professionals/agencies without a patient visit on that day.

The actual performance and/or interpretation of diagnostic 

tests/studies ordered during a patient encounter are not included in 

the E/M service levels. You may separately report your provider’s 

performance of diagnostic tests/studies for which specific CPT
®
 

codes are available, in addition to the appropriate E/M code. In 

addition, you may separately report the provider’s interpretation 

of diagnostic tests/studies results with preparation of a separate 

distinctly identifiable signed written report using the appropriate 

CPT
®
 code with modifier 26 (Professional component).

Different diagnosis not required on the same day of E/M 

and procedure: If you found that the patient’s condition required 

a significant separately identifiable E/M service above and beyond 

other services provided or beyond the postop care associated with 

the procedure that was performed, you can be report it by adding 

modifier 25 to the appropriate E/M service (The E/M service may 

be caused or prompted by the symptoms or conditions) for which 

the procedure and/or service was provided. In this case, different 

diagnoses are not required for reporting of the procedure and E/M 

services on the same date.

Nature of Presenting Problem

A presenting problem is a disease, condition, illness, injury, 

symptom, sign, finding, complaint, or other reason for an 

encounter with a healthcare provider, with or without a diagnosis 

being established at the time of the encounter. E/M codes 

recognize the following five types of presenting problems:

•• Minimal — a problem that may not require the 

provider’s presence, but the service is provided under 

the provider’s supervision (for example, a nurse drawing 

blood for lab work)

•• Self-limited or minor — a problem that runs a definite 

and prescribed course, is transient in nature, and is not 

likely to permanently alter health status or has a good 

prognosis with treatment/compliance (such as an insect 

bite)

•• Low severity — a problem where the risk of morbidity 

without treatment is low; there is little to no risk of 

mortality without treatment; full recovery without 

functional impairment is expected (for instance, 

sinusitis)

•• Moderate severity — a problem where the risk of 

morbidity without treatment is moderate; there is 

moderate risk of mortality without treatment; uncertain 

prognosis or increased probability of prolonged 

functional impairment (for example, a heart attack)

•• High severity — a problem for which the risk of 

morbidity without treatment is high to extreme; there is 

a moderate to high risk of mortality without treatment 

or high probability of severe, prolonged functional 

impairment (such as with sepsis)

Determining Levels of Physical 

Examinations during E/M Services

Using either the 1995 or 1997 guidelines, you should measure 

physical examinations during E/M services using the following 

standards:

•• A problem-focused examination, according to the 

1995 guidelines, is a limited examination of the affected 

body area or organ system (one body area or organ 

system). The 1997 guidelines state that a problem-

focused exam consists of performing and documenting 

one to five elements identified by a bullet in the following 

chart (or specific specialty exam where appropriate).

•• An expanded problem-focused examination is 

defined by the 1995 guidelines as a limited examination 

of the affected body area or organ system and other 

symptom atic or related organ system(s) (two to seven 

body areas or organ systems). The 1997 guidelines 

state that this consists of performing and documenting at 

least six elements identified by a bullet in the following 

chart (or specific specialty exam where appropriate).

•• A detailed examination is defined by the 1995 

guidelines as an extended examina tion of the affected 

body area(s) and other symptomatic or related organ 

system(s) (two to seven body areas or organ systems 

with at least one body area examined in more detail). 

The 1997 guidelines state this consists of performing 

and document ing at least two elements identified by a 

bullet from each of six areas/systems and at least 12 

elements identified by a bullet in two or more areas/

systems for the general multi-system exam. See the 

following chart for bullets (or specific specialty exam 

where appropriate).

•• A comprehensive examination, the 1995 guidelines 

state, is a complete general multi-system examination 

or an examination of a single organ system (eight or 

more organ systems). The 1997 guidelines indicate 

that this consists of performing all elements identified 

by a bullet in at least nine organ systems or body areas 

and documenting at least two elements identified by a 

bullet from each of nine areas/systems for the general 

multisystem exam. See the following chart for bullets (or 

specific specialty exam where appropriate).

System/Body 

Area

Elements of Examination

Constitutional •• Measurements of any three of the following 

seven vital signs: 1) sitting or standing 

blood pressure, 2) supine blood pressure, 

3) pulse rate and regularity, 4) respiration, 

5) temperature, 6) height, 7) weight (May be 

measured and recorded by ancillary staff)

•• General appearance of the patient (e.g., 

development, nutrition, body habitus, 

deformities, attention to grooming)

Eyes •• Inspection of conjunctivae and lids

•• Examination of pupils and irises (e.g., 

reaction to light and accommodation, size and 

symmetry )

•• Ophthalmoscopic examination of optic discs 

(e.g., size, C/D ratio, appearance ) and 

posterior segments (e.g., vessel changes, 

exudates, hemorrhages)
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99201
The provider spends approximately 
10 minutes face to face with a 
new patient and/or the patient's 
family in the provider's office or 
in another outpatient setting to 
evaluate and manage self-limited 
or minor medical problems. The 
provider's evaluation consists of 
all three of these components: a 
problem-focused history, a problem-
focused physical examination, and 
straightforward medical decision 
making. She may provide additional 
services, including counseling or 
coordination of care with other 
healthcare professionals or agencies, 
if necessary.

99202
The provider spends approximately 
20 minutes face to face with a 
new patient and/or the patient's 
family in the provider's office or 
in another outpatient setting to 
evaluate and manage the patient's 
medical problems, which are usually 
of low to moderate severity. The 
provider's evaluation consists of 
all three of these components: 
an expanded problem-focused 
history, an expanded problem-
focused physical examination, and 
straightforward medical decision 
making. She may provide additional 
services, including counseling or 
coordination of care with other 
healthcare professionals or agencies, 
if necessary.

99203
The provider spends approximately 
30 minutes face to face with a 
new patient and/or the patient's 
family in the provider's office or 
in another outpatient setting to 
evaluate and manage the patient's 
medical problems, which are 
usually of moderate severity. The 
provider's evaluation consists of 
all three of these components: 
a detailed history, a detailed 
physical examination, and medical 
decision making of low complexity. 
She may provide additional 
services, including counseling or 
coordination of care with other 
healthcare professionals or agencies, 
if necessary.

99204
The provider spends approximately 
45 minutes face to face with a 
new patient and/or the patient's 
family in the provider's office or 
in another outpatient setting 
to evaluate and manage the 
patient's medical problems, which 

are usually of moderate to high 
severity. The provider's evaluation 
consists of all three of these 
components: a comprehensive 
history, a comprehensive physical 
examination, and medical decision 
making of moderate complexity. 
She may provide additional 
services, including counseling or 
coordination of care with other 
healthcare professionals or agencies, 
if necessary.

99205
The provider spends approximately 
60 minutes face to face with a 
new patient and/or the patient's 
family in the provider's office or 
in another outpatient setting 
to evaluate and manage the 
patient's medical problems, which 
are usually of moderate to high 
severity. The provider's evaluation 
consists of all three of these 
components: a comprehensive 
history, a comprehensive physical 
examination, and medical decision 
making of high complexity. 
She may provide additional 
services, including counseling or 
coordination of care with other 
healthcare professionals or agencies, 
if necessary.

99211
For 99211, the provider, often 
a nurse, spends an average of 
5 minutes face to face with an 
established patient. This service 
does not require a physician or other 
qualified healthcare provider, such 
as a physician assistant, to see the 
patient. The presenting problem 
is typically minimal. A patient is 
considered to be established if 
the same physician or qualified 
healthcare practitioner, or any 
physician or qualified healthcare 
practitioner in the group practice, or 
any physician or practitioner of the 
same specialty who is billing under 
the same group number, has seen 
the patient for a face to face service 
within the past 36 months.

99212
Report CPT® 99212 if the physician 
spends 10 minutes of face-to face 
time with the patient and/or family.

99213
Report CPT® 99213 if the physician 
spends 15 minutes of face-to face 
time with the patient and/or family.

99214
Report CPT® 99214 if the physician 
spends 25 minutes of face-to face 
time with the patient and/or family.

99215
For CPT® code 99215, the provider 
spends an average of 40 minutes 
face-to-face with an established 
patient. A patient is considered to be 
established if the same physician or 
qualified healthcare practitioner, or 
any physician or qualified healthcare 
practitioner in the group practice (or 
any physician or practitioner of the 
same specialty who is billing under 
the same group number), has seen 
the patient for a face-to-face service 
within the past 36 months.

There must be at least two of three 
key components met to support the 
service level. 

99217
This code represents the physician's 
services to discharge the patient on 
the last day in observation. The day 
of discharge is not the same day 
as the observation admit date. The 
provider can only report this service 
once for the patient's observation 
care and all the care rendered on the 
last day of care. The service includes 
a final patient exam, discussing the 
stay with the patient, providing 
patient discharge instructions to all 
relevant caregivers, and preparing 
the discharge records, patient 
prescriptions, and referral forms.

99218
For CPT® code 99218, the provider 
spends an average of 30 minutes 
face to face with the observation 
patient at the bedside or on the 
patient's hospital floor or unit. 
Report this code for the initial day of 
observation care when the provider 
discharges the patient on a different 
day. This code applies to either 
a new patient or an established 
patient .

There must be three of three key 
components met to support the 
service level.

99219
For CPT® code 99219, the provider 
spends an average of 50 minutes 
face to face with the observation 
patient at the bedside or on the 
patient's hospital floor or unit. 
Report this code for the initial day of 
observation care when the provider 
discharges the patient on a different 
day. The code applies to either 
a new patient or an established 
patient.

There must be three of three key 
components met to support the 
service level.

99220
For CPT® code 99220, the provider 
spends an average of 70 minutes 
face to face with the observation 
patient at the bedside or on the 
patient's hospital floor or unit. This 
code is used to report the beginning 
or initial day of observation care 
when the patient is discharged on a 
different day and it applies to both 
a new patient and an established 
patient.

There must be three of three key 
components met to support the 
service level.

99221
Initial hospital care is reported for 
a patient who is being admitted 
to the hospital as an inpatient. The 
level of service is decided based 
on the three key components of 
history, examination, and medical 
decision making. For reporting 
99221, the admitting physician 
should perform a detailed or 
comprehensive history; a detailed 
or comprehensive examination; 
and the medical decision making 
should be straightforward or of low 
complexity. The physician spends 
about 30 minutes that includes 
face-to-face time with the patient 
and the time spent in coordination 
of care.

99222
Initial hospital care is reported for 
a patient who is admitted to the 
hospital as an inpatient. The level 
of service is decided based on the 
three key components of history, 
examination, and medical decision 
making. When reporting 99222, 
the admitting physician should 
perform a comprehensive history; 
a comprehensive examination; and 
the medical decision making should 
be of moderate complexity. The 
physician spends about 50 minutes 
that includes face-to-face time with 
the patient and the time spent in 
coordination of care.

99223
Initial hospital care is reported for 
a patient who is admitted to the 
hospital as an inpatient. The level 
of service is decided based on the 
three key components of history, 
examination, and medical decision 
making. For reporting 99223, 
the admitting physician should 
perform a comprehensive history; 
a comprehensive examination; 
and the medical decision making 
should be of high complexity. The 
physician spends about 70 minutes 

Evaluation and Management - 99201-99499
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that includes face-to-face time with 
the patient and the time spent in 
coordination of care.

99224
For CPT® code 99224, the provider 
spends an average of 15 minutes 
face to face with the observation 
patient at the bedside or on 
the patient's hospital floor or 
unit. Report this code for each 
subsequent day of a patient's 
observation care, other than the 
first day of observation and the day 
of discharge from observation care. 
The code applies to either a new 
patient or an established patient.

There must be at least two of three 
key components met to support the 
service level.

99225
For CPT® code 99225, the provider 
spends an average of 25 minutes 
face to face with the observation 
patient at the bedside or on 
the patient's hospital floor or 
unit. Report this code for each 
subsequent day of a patient's 
observation care, other than the 
first day of observation and the day 
of discharge from observation care. 
The code applies to either a new 
patient or an established patient.

There must be at least two of three 
key components met to support the 
service level.

99226
For CPT® code 99226, the provider 
spends an average of 35 minutes 
face to face with the observation 
patient at the bedside or on 
the patient's hospital floor or 
unit. Report this code for each 
subsequent day of a patient's 
observation care, other than the 
first day of observation and the day 
of discharge from observation care. 
The code applies to either a new 
patient or an established patient.

There must be at least two of three 
key components met to support the 
service level.

99231
The physician reviews the medical 
records, results of diagnostic 
studies and changes in the patient's 
condition since the doctor's last 
assessment. The physician usually 
spends 15 minutes at patient's 
bedside and on patient's hospital 
floor.

99232
In this service level, the physician 
reviews the medical records, the 
results of diagnostic studies and 
notes any changes in the patient's 
condition since the doctor's last 
assessment. The physician usually 

spends 25 minutes at patient's 
bedside and on patient's hospital 
floor.

99233
In this service level, the physician 
reviews the medical records, the 
results of diagnostic studies and 
notes any changes in the patient's 
condition since the doctor's last 
assessment. The physician usually 
spends 35 minutes at patient's 
bedside and on patient's hospital 
floor.

99234
For CPT® code 99234, the provider 
spends an average of 40 minutes 
face to face with the patient 
at the bedside and/or on the 
patient's hospital floor or unit. 
The provider indicates this code 
when he discharges a patient from 
observation or an inpatient stay 
on the same date as he admits the 
patient to observation or inpatient 
care, and the patient stay is at least 8 
hours, but less than 24 hours long.

There must be three of three key 
components met to support the 
service level.

99235
For CPT® code 99235, the provider 
spends an average of 50 minutes 
face to face with the patient at the 
bedside or on the patient's hospital 
floor or unit. The provider reports 
this code when he discharges a 
patient from observation or an 
inpatient stay on the same date as 
he admits the patient to observation 
or inpatient care, and the patient 
stay is at least 8 hours, but less than 
24 hours long. The code applies 
to either a new patient or an 
established patient.

There must be three of three key 
components met to support the 
service level.

99236
For CPT® code 99236, the provider 
spends an average of 55 minutes 
face to face with the patient at the 
bedside or on the patient's hospital 
floor or unit. This code is used to 
report services for both a new 
patient and an established patient. 
The provider indicates this code 
when he discharges a patient from 
observation or an inpatient stay 
on the same date as he admits the 
patient to observation or inpatient 
care, and the patient stay is at least 8 
hours, but less than 24 hours long.

There must be three of three key 
components met to support the 
service level.

99238
In this procedure, the provider 
spends 30 minutes or less with the 
patient on his date of discharge 
from the hospital to provide 
services like final examination of the 
patient, review and discussion of 
the hospital stay, coordination and 
instruction for ongoing care with 
caregiving agencies, preparation 
of final discharge records, 
prescriptions, and referral forms. 
The total time spent may or may not 
be continuous and need not be in 
direct contact with the patient.

99239
For 99239, the provider spends more 
than 30 minutes with the patient 
on his date of discharge from the 
hospital to provide services like final 
examination of the patient, review 
and discussion of the hospital 
stay, coordination and instruction 
for ongoing care with caregiving 
agencies, preparation of final 
discharge records, prescriptions, and 
referral forms. The total time spent 
may or may not be continuous and 
need not be in direct contact with 
the patient. 

99241
For CPT® code 99241, the provider 
spends an average of 15 minutes 
face-to-face with a new or 
established patient.

There must be three of three key 
components met to support the 
service level.

99242
For CPT® code 99242, the provider 
spends an average of 30 minutes 
face-to-face with a new or 
established patient.

Note: Usually, the presenting 
problem(s) are of low severity.

99243
For CPT® code 99243, the provider 
spends an average of 40 minutes 
face-to-face with a new or 
established patient.

There must be three of three key 
components met to support the 
service level.

99244
For CPT® code 99244, the provider 
spends an average of 60 minutes 
face-to-face with a new or 
established patient.

There must be three of three key 
components met to support the 
service level.

99245
For CPT® code 99245, the provider 
spends an average of 80 minutes 
face-to-face with a new or 
established patient.

There must be three of three key 
components met to support the 
service level.

99251
For CPT® code 99251, the provider 
spends an average of 20 minutes 
face-to-face with a new or 
established patient.

There must be three of three key 
components met to support the 
service level.

99252
For CPT® code 99252, the provider 
spends an average of 40 minutes 
face-to-face with a new or 
established patient.

There must be three of three key 
components met to support the 
service level.

99253
For CPT® code 99253, the provider 
spends an average of 55 minutes 
face-to-face with a new or 
established patient.

There must be three of three key 
components met to support the 
service level.

99254
For CPT® code 99254, the provider 
spends an average of 80 minutes 
face-to-face with a new or 
established patient.

There must be three of three key 
components met to support the 
service level.

99255
For CPT® code 99255, the provider 
spends an average of 110 minutes 
face-to-face with a new or 
established patient.

There must be three of three key 
components met to support the 
service level.

99281
For CPT® code 99281, the 
provider performs evaluation and 
management services for a patient 
in the emergency department.

There must be three of three key 
components met to support the 
service level, assuming the patient's 
health and mental status allow 
performance of all three.

99282
For CPT® code 99282, the 
provider performs evaluation and 
management services for a patient 
in the emergency department..

There must be three of three key 
components met to support the 
service level, assuming the patient's 
health and mental status allow 
performance of all three.
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99283
For CPT® code 99283, the 
provider performs evaluation and 
management services for a patient 
in the emergency department.

There must be three of three key 
components met to support the 
service level, assuming the patient's 
health and mental status allow 
performance of all three.

99284
For CPT® code 99284, the 
provider performs evaluation and 
management services for a patient 
in the emergency department.

There must be three of three key 
components met to support the 
service level, assuming the patient's 
health and mental status allow 
performance of all three.

99285
For CPT® code 99285, the 
provider performs evaluation and 
management services for a patient 
in the emergency department.

There must be three of three key 
components met to support the 
service level, assuming the patient's 
health and mental status allow 
performance of all three.

99288
Report this code for the supervision 
of care by an emergency or control 
provider to the EMS staff outside 
the facility for an unstable patient 
requiring advanced cardiac or 
trauma life support. The code 
includes the provider's direction of 
medically necessary procedures, 
such as telemetry of cardiac rhythm, 
cardiac or pulmonary resuscitation, 
endotracheal or esophageal 
intubation, administration of 
IV fluids or drugs, defibrillation, 
or electrical cardioversion of an 
abnormal heart rhythm.

99291
The physician may provide the 
critical service to a patient at a 
"critical care area" like a CCU, ICU, 
respiratory care unit, or emergency 
room. But medical documentation 
must support the sheer necessity to 
provide the CC service. These three 
mandatory criteria must be met in 
order to bill for CC service:

The patient must meet the 
definition of critically ill / injured 
(vital organ failure; life-threatening 
health condition) The physician 
must perform CC services -- Critical 
care requires high-complexity 
decision making to assess, 
manipulate, and support vital 
system functions to treat single or 
multiple vital organ system failure or 
to prevent further life-threatening 

deterioration of the patient's 
condition. Critical care services 
require a cumulative time of at 
least 30 minutes on a given date of 
service -- Time can be continuous or 
intermittent on the date of service 
and must be clearly documented 
in the medical record. The total 
time can be calculated by the time 
spent evaluating, managing, and 
providing critical care services to a 
critically ill or injured person. The 
time to be billed for CC must be 
spent at the immediate bedside 
or elsewhere on the floor as long 
as the physician is available to the 
patient. Full attention of a physician 
must be paid towards the CC service 
-- i.e., the physician cannot provide 
services to any other patient during 
that same period of time.

99292
The physician may provide the 
critical service to a patient at a 
"critical care area" like a CCU, ICU, 
respiratory care unit, or emergency 
room. But medical documentation 
must support the sheer necessity 
to provide the critical care service. 
Three mandatory criteria must be 
met in order to bill for critical care 
service:

The patient must meet the 
definition of critically ill / injured 
(vital organ failure; life-threatening 
health condition). The physician 
must perform critical care services. 
Critical care requires high-
complexity decision making to 
assess, manipulate, and support vital 
system functions to treat single or 
multiple vital organ system failure or 
to prevent further life-threatening 
deterioration of the patient's 
condition. Critical care services 
require a cumulative time of at 
least 30 minutes on a given date of 
service. Time can be continuous or 
intermittent on the date of service 
and must be clearly documented 
in the medical record. The total 
time can be calculated by the time 
spent evaluating, managing, and 
providing critical care services to a 
critically ill or injured person. The 
time to be billed for critical care 
must be spent at the immediate 
bedside or elsewhere on the floor 
as long as the physician is available 
to the patient. The full attention of 
a physician must be paid towards 
the critical care service -- i.e., the 
physician cannot provide services to 
any other patient during that same 
period of time.

This code is applicable for a critical 
care service provided for each 
additional 30 minutes of service 
after the first 30-74 minutes of direct 
critical care treatment provided. This 
is an "add-on" code and therefore 

must be used along with a primary 
CPT® code.

99304
For CPT® code 99304, the provider 
performs initial nursing facility care 
for a patient. The provider spends an 
average of 25 minutes face to face 
with the patient and on the unit or 
floor.

There must be three of three key 
components met to support the 
service level.

99305
For CPT® code 99305, the provider 
performs initial nursing facility care 
for a patient. The provider spends an 
average of 35 minutes face to face 
with the patient and on the unit or 
floor.

There must be three of three key 
components met to support the 
service level.

99306
For CPT® code 99306, the provider 
performs initial nursing facility care 
for a patient. The provider spends an 
average of 45 minutes face to face 
with the patient and on the unit or 
floor.

There must be three of three key 
components met to support the 
service level.

99307
For CPT® code 99307, the provider 
performs subsequent nursing facility 
care for a patient. The provider 
spends an average of 10 minutes 
face to face with the patient and on 
the unit or floor.

There must be at least two of three 
key components met to support the 
service level. 

99308
For CPT® code 99308, the provider 
performs subsequent nursing facility 
care for a patient. The provider 
spends an average of 15 minutes 
face to face with the patient and on 
the unit or floor.

There must be at least two of three 
key components met to support the 
service level. 

99309
For CPT® code 99309, the provider 
performs subsequent nursing facility 
care for a patient. The provider 
spends an average of 25 minutes 
face to face with the patient and on 
the unit or floor.

There must be at least two of three 
key components met to support the 
service level. 

99310
For CPT® code 99310, the provider 
performs subsequent nursing facility 

care for a patient. The provider 
spends an average of 35 minutes 
face to face with the patient and on 
the unit or floor.

There must be at least two of three 
key components met to support the 
service level. 

99315
The provider reports all his services 
related to the final discharge of a 
patient from a nursing facility. The 
code is for 30 minutes or less of the 
provider's time and includes such 
services as the final examination 
of the patient, discussion of the 
nursing facility stay and continuing 
care instructions with the patient, 
family or relevant caregivers, 
preparation of discharge records, 
prescriptions, and referral forms. 
This code covers these services, 
even if the time spent by the 
provider on that date is intermittent. 
The code also applies when there 
is no face to face encounter due to 
an emergency transfer to an acute 
care setting, death, or because the 
provider completes the discharge 
assessment and planning in the 
days immediately before the actual 
discharge.

99316
The provider reports all his services 
related to the final discharge of 
a patient from a nursing facility. 
The code is for more than 30 
minutes of the provider's time 
and includes such services as 
the final examination of the 
patient, discussion of the nursing 
facility stay and continuing care 
instructions with the patient, family 
or relevant caregivers, preparation 
of discharge records, prescriptions, 
and referral forms. This code 
covers these services, even if the 
time spent by the provider on 
that date is intermittent. The code 
also applies when there is no 
face to face encounter due to an 
emergency transfer to an acute 
care setting, death, or because the 
provider completes the discharge 
assessment and planning in the 
days immediately before the actual 
discharge.

99318
For CPT® code 99318, the provider 
spends an average of 30 minutes 
face to face with the patient at the 
bedside or on the patient's facility 
floor or unit. This code is used to 
report services for an established 
patient. The provider uses this 
code to report an annual patient 
assessment visit at a nursing facility.

There must be three of three key 
components met to support the 
service level.
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99324
For CPT® code 99324, the provider 
spends an average of 20 minutes 
face to face with a new domiciliary 
or rest home patient. A new patient 
is defined as a patient who has 
never seen the physician or qualified 
health care practitioner of the 
same specialty in the same group 
practice billing under the same 
group number, or has not seen the 
physician or qualified health care 
practitioner of the same specialty 
in the same group practice for the 
past 36 months. There must be three 
of three key components met to 
support this service level.

99325
For CPT® code 99325, the provider 
spends an average of 30 minutes 
face to face with a new domiciliary 
or rest home patient. A new patient 
is defined as a patient who has 
never seen the physician or qualified 
health care practitioner of the 
same specialty in the same group 
practice billing under the same 
group number, or has not seen the 
physician or qualified health care 
practitioner of the same specialty 
in the same group practice for the 
past 36 months. There must be three 
of three key components met to 
support the service level.

99326
For CPT® code 99326, the provider 
spends an average of 45 minutes 
face to face with a new domiciliary 
or rest home patient. A new patient 
is defined as a patient who has 
never seen the physician or qualified 
health care practitioner of the 
same specialty in the same group 
practice billing under the same 
group number, or has not seen the 
physician or qualified health care 
practitioner of the same specialty 
in the same group practice for the 
past 36 months. There must be three 
of three key components met to 
support the service level.

99327
For CPT® code 99327, the provider 
spends an average of 60 minutes 
face to face with a new domiciliary 
or rest home patient. A new patient 
is defined as a patient who has 
never seen the physician or qualified 
health care practitioner of the 
same specialty in the same group 
practice billing under the same 
group number, or has not seen the 
physician or qualified health care 
practitioner of the same specialty 
in the same group practice for the 
past 36 months. There must be three 
of three key components met to 
support the service level.

99328
For CPT® code 99328, the provider 
spends an average of 75 minutes 
face to face with a new domiciliary 
or rest home patient. A new patient 
is defined as a patient who has 
never seen the physician or qualified 
healthcare practitioner of the 
same specialty in the same group 
practice billing under the same 
group number, or has not seen the 
physician or qualified healthcare 
practitioner of the same specialty 
in the same group practice for the 
past 36 months. There must be three 
of three key components met to 
support the service level.

99334
For CPT® code 99334, the provider 
spends an average of 15 minutes 
face to face with a new patient. 
A patient is considered to be 
established if the same physician or 
qualified healthcare practitioner, or 
any physician or qualified healthcare 
practitioner in the group practice (or 
any physician or practitioner of the 
same specialty who is billing under 
the same group number), has seen 
the patient for a face to face service 
within the past 36 months.

There must be at least two of three 
key components met to support the 
service level.

99335
For CPT® code 99335, the provider 
spends an average of 25 minutes 
face to face with a new patient. 
A patient is considered to be 
established if the same physician or 
qualified healthcare practitioner, or 
any physician or qualified healthcare 
practitioner in the group practice (or 
any physician or practitioner of the 
same specialty who is billing under 
the same group number), has seen 
the patient for a face to face service 
within the past 36 months.

There must be at least two of three 
key components met to support the 
service level.

99336
For CPT® code 99336, the provider 
spends an average of 40 minutes 
face to face with the patient at the 
bedside and/or on the patient's 
facility floor or unit. A patient is 
considered to be established if 
the same physician or qualified 
healthcare practitioner, or any 
physician or qualified healthcare 
practitioner in the group practice (or 
any physician or practitioner of the 
same specialty who is billing under 
the same group number), has seen 
the patient for a face to face service 
within the past 36 months .

There must be at least two of three 
key components met to support the 
service level.

99337
For CPT® code 99337, the provider 
spends an average of 60 minutes 
face to face with the patient at the 
bedside and/or on the patient's 
facility floor or unit. A patient is 
considered to be established if 
the same physician or qualified 
healthcare practitioner, or any 
physician or qualified healthcare 
practitioner in the group practice or 
any physician or practitioner of the 
same specialty who is billing under 
the same group number, has seen 
the patient for a face to face service 
within the past 36 months.

There must be at least two of three 
key components met to support the 
service level.

99339
The provider reports this care plan 
oversight code for his supervision 
of a patient who is not present and 
the patient resides in his or her own 
home, a domiciliary or a rest home, 
including an assisted living facility. 
The provider or qualified health care 
professional supervises the care plan 
for these patients, including review 
of the patient's care plan; review of 
patient status reports, test results, 
and correspondence from other 
health care professionals. Providers 
use this code to report care plan 
oversight of 15 to 29 minutes in 
work spent over a 30 day period 
by documenting the time spent on 
activities such as all phone calls, care 
conferences, review of old records, 
subspecialty letters, and test results.

99340
The provider reports this care plan 
oversight code for his supervision 
of a patient who is not present and 
the patient resides in his or her own 
home, a domiciliary or a rest home, 
including an assisted living facility. 
The provider or qualified health care 
professional supervises the care plan 
for these patients, including review 
of the patient's care plan; review of 
patient status reports, test results, 
and correspondence from other 
health care professionals. Providers 
use this code to report care plan 
oversight of 30 minutes or longer 
in work spent over a 30 day period 
by documenting the time spent on 
activities such as all phone calls, care 
conferences, review of old records, 
subspecialty letters, and test results. 

99341
For CPT® code 99341, the provider 
spends an average of 20 minutes 
face to face with a new home 
patient. A new patient is defined as 

a patient who has never seen the 
physician or qualified healthcare 
practitioner of the same specialty 
in the same group practice billing 
under the same group number, 
or has not seen the physician or 
qualified healthcare practitioner 
of the same specialty in the same 
group practice for the past 36 
months.

There must be three of three key 
components met to support the 
service level.

99342
For CPT® code 99342, the provider 
spends an average of 30 minutes 
face to face with a new home 
patient. A new patient is defined as 
a patient who has never seen the 
physician or qualified healthcare 
practitioner of the same specialty 
in the same group practice billing 
under the same group number, 
or has not seen the physician or 
qualified healthcare practitioner 
of the same specialty in the same 
group practice for the past 36 
months.

There must be three of three key 
components met to support the 
service level.

99343
For CPT® code 99343, the provider 
spends an average of 45 minutes 
face to face with a new home 
patient. A new patient is defined as 
a patient who has never seen the 
physician or qualified healthcare 
practitioner of the same specialty 
in the same group practice billing 
under the same group number, 
or has not seen the physician or 
qualified healthcare practitioner 
of the same specialty in the same 
group practice for the past 36 
months.

There must be three of three key 
components met to support the 
service level.

99344
For CPT® code 99344, the provider 
spends an average of 60 minutes 
face-to-face with a new patient.

A new patient is defined as a patient 
who has never seen the physician 
or qualified healthcare practitioner 
of the same specialty in the same 
group practice billing under the 
same group number, or has not seen 
the physician or qualified healthcare 
practitioner of the same specialty in 
the same group practice for the past 
36 months.

There must be three of three key 
components met to support the 
service level.
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Medical Terms Glossary
Medical Term Description

11 deoxycortisol A precursor of cortisol; a steroid hormone, also known as compound S.

23 valent A vaccine that contains 23 of the most common types of pneumococcal bacteria to help prevent infection.

Ab externo Outside the eye; indicates a surgical procedure starting from the eye’s exterior and proceeding to the 

anterior chamber.

Abbe-Estlander 

operation

Transfer of a full-thickness section of one lip to the other lip to correct a defect.

Abdominal aorta Largest artery supplying the abdominal cavity, part of the aorta and continuation of the descending aorta 

from the thorax; it divides further into the iliac arteries.

Abdominal aortic 

aneurysm, or AAA

Widening of the abdominal aorta due to weakening in the wall of the aorta.

Abdominal approach Surgical incision in the abdomen to perform an abdominal operation.

Abdominal paracentesis Surgical puncture of the abdominal cavity for the removal of fluid for diagnosis or treatment.

Abdominal pregnancy Implantation of a fertilized egg in the peritoneal cavity, including on the omentum, the abdominal wall, or 

on the outside of the uterus.

Abdominal wall Refers to the muscles covering the abdomen or to the skin, fascia, muscle, and membranes marking the 

boundaries of the abdominal cavity.

Abdominoperineal Refers to the abdomen and the perineum.

Abdominoperineal pull-

through procedure

A surgical procedure that involves two approaches, one through the abdomen and a second through the 

perineum.

Abdominoperineal 

resection, or APR

The surgical removal of the anus, rectum, and part of the sigmoid colon, along with regional lymph nodes, 

through incisions made in the abdomen and perineum.

Abduction Movement of a body part away from the medial line of the body.

Abduction pillow A medical device used to immobilize an extremity after a surgical procedure to help decrease the risk of a 

dislocation; also known as an abduction splint.

Abductor Muscle that draws a body part away from the midline of the body.

Abductor hallucis 

muscle

Muscle running along the inside of the foot.

Aberrant Unusual or abnormal.

Aberrant vessel Blood vessel having an unusual origin or course.

Ablation Removal of tissue, a body part, or an organ or destruction of its function; to ablate.

ABO incompatibility An abnormal reaction between blood cells of incompatible blood groups resulting in destruction of blood 

cells and the formation of clumps.

Abortion Clinical term for the termination of a pregnancy before the age of viability, usually before 20 completed 

weeks of gestation; an induced abortion is also known as a therapeutic abortion, or TAB; a spontaneous 

abortion is commonly known as a miscarriage.

Above knee amputation, 

or AKA

Surgical removal of the lower leg above the level of the knee joint.

Abrasion Removal of superficial layers of skin.

Abrasion arthroplasty Refinishing the surfaces of a joint through a grinding process.

Abscess A collection of pus in a walled off sac or pocket, the result of infection.

Abscess cavity Pocket formed due to the accumulation of purulent material, or pus.

Absorption Taking in of substances by tissues.

Acceleration and 

deceleration forces

Excessive strain put on the muscles, tendons, and joints, primarily of the spine, due to a body moving at 

high speed and coming to a sudden, rapid stop.

Accelerometer Device to measure motion of a body.

Accessory navicular 

bone

An extra bone on the inner side of the foot that can cause irritation and require removal.

Accessory nerve One of a pair of motor nerves that primarily supply the pharynx and muscles of the upper chest, back, 

and shoulders.
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accessory sinuses - adaptive Medical Terms Glossary

CPT® is a registered trademark of the American Medical Association. All rights reserved.

Medical Term Description

Accessory sinuses The accessory sinuses are posterior, above the middle turbinate, including the sphenoidal and posterior 

ethmoidal, and anterior, below the middle turbinate, including the anterior ethmoidal, frontal, and superior 

maxillary sinuses.

Acellular Containing no cells.

Acellular pertussis Very infectious respiratory disease; also known as whooping cough.

Acetabular dome The topmost weight bearing part of the acetabulum, or hip socket.

Acetabular rim Margin of the acetabulum.

Acetabulum A hollow cavity or socket within the hip bone that receives the ball at the top end of the femur, or 

thighbone.

Acetic acid A substance with antibacterial and antifungal qualities.

Acetone A chemical liquid that evaporates rapidly and is used as solvent.

Acetylcholinesterase An enzyme that breaks up acetylcholine, a neurotransmitter.

Achilles tendon The tendon that connects the calf muscles to the heel bone; also known as the calcaneal tendon.

Acid analysis A laboratory test to determine the presence and amount of gastrin, a hormone that regulates acid 

production in the stomach, and the pH, the acidity or alkalinity, in stomach fluid; acidity is normal, but too 

much acidity causes ulcers; also known as a gastric acid secretion test.

Acid base balance The condition of the balance between the acid ions and the base or alkaline ions, a delicate mechanism, 

which controls the pH or acidity alkalinity in the body.

Acid fast bacilli, or AFB These bacteria resist loss of stain color when treated with a dilute acid and are part of the taxonomic 

class, bacillus, that are typically rod-shaped bacteria.

Acidosis Increased acidity in the blood due to increased hydrogen ions, causing a decrease in pH below 7.35; this 

affects all body functions especially metabolism and respiration.

Aciduria The presence of acid in urine, particularly in abnormal amounts.

Acne Eruptions of small oil secreting glands below the skin surface due to infection or inflammation; also 

known as pimples.

Acoustic cardiography Technique that records heart sounds simultaneously with the rhythm, or electrical intervals, and 

represents them graphically.

Acquired 

immunodeficiency 

disorder, or AIDS

Infection with the human immunodeficiency virus, or HIV, which weakens the immune system and leads 

to opportunistic infections and malignancies, or cancers.

Acromioclavicular, or 

AC, joint

Union of the acromion, or bony projection of the shoulder blade, with the clavicle, or collar bone.

Acromion Bony projection of shoulder blade that forms point of the shoulder.

Acromioplasty Removal of part of the acromion bone, the bony projection of the shoulder blade that forms the point of 

the shoulder.

Actinic keratoses Rough, scaly patches of skin that develop from prolonged exposure to sun.

Activities of daily living, 

or ADLs

Basic daily activities of life such as eating, bathing, dressing, toileting and walking.

Acute Refers to a disease or an ailment that has a rapid onset or short course.

Acute bacterial skin and 

skin structure infection, 

or ABSSSI

A bacterial skin infection with a lesion size, or area of redness, swelling, and hardness, of at least 75 

square centimeters.

Acute circulatory failure A sudden drop in cardiac output.

Acute injury Refers to the first 24 to 48 hours after an injury due to a traumatic episode.

Acute intermittent 

porphyria

Genetically transmitted disease causing abdominal pain and neurologic symptoms; however, many 

patients are asymptomatic.

Acute myocardial 

infarction, or AMI

Tissue death caused by lack of blood flow to the heart muscle, typically caused by blockage of a coronary 

artery.

Acute pancreatitis Life threatening and painful condition that is short term, rather than chronic, and associated with severe 

inflammation of the pancreas.

Acute tubular necrosis A condition involving the death of cells that form the tubules of the kidneys; this condition commonly leads 

to acute kidney injury.

Acyanotic Absence of the bluish tint associated with deoxygenated blood.

Adaptive Able to adjust to situations or environment.



M
ed

ic
a

l Ter
M

s G
lo

ssa
r

y
 (a

d
a

p
TiV

e b
eh

a
V

io
r

 - a
G

a
r

)

  1173

adaptive behavior - agarMedical Terms Glossary

CPT® is a registered trademark of the American Medical Association. All rights reserved.

Medical Term Description

Adaptive behavior It is one behavior that helps the individual in adjusting to his surrounding environment.

Addison disease A serious chronic condition caused by a reduction of hormones produced by the adrenal cortex, located 

on the upper pole of each kidney.

Adduction Movement in a direction toward the centerline of the body or limb.

Adductor A muscle that helps a body part to move toward the centerline of the body or limb.

Adductor aponeurosis A thin band of tissue that separates the two ends of ulnar collateral ligaments.

Adductor muscle Any muscle that draws a body part away from the body or an extremity.

Adductor tenotomy Procedure where the tendon of the adductor muscle is snipped to release the muscle.

Adenocarcinoma Cancer that begins in glandular cells.

Adenoma Benign tumor of a glandular structure.

Adenosine triphosphate, 

or ATP

ATP occurs when simple sugar glucose is broken down; it is the main energy source for a cell.

Adhesiolysis Separation of adhesions; also known as lysis of adhesions.

Adhesions Fibrous bands, which typically result from inflammation or injury during surgery, that form between tissues 

and organs; they may be thought of as internal scar tissue.

Adhesive material Cotton or a fabric coated with a covering that is used to cover minor skin injuries.

Adjustable gastric 

restrictive device

A band placed around the stomach to restrict the size of the stomach; it encloses a balloon which can 

be adjusted by adding or removing saline via a reservoir and port attached just below the skin of the 

abdomen, effectively reducing or enlarging the outlet to regulate the amount of food that can pass 

through.

Adjuvanted vaccine A vaccine that includes a substance that boosts the patient’s immune system and increases his or her 

response to the vaccine.

Adnexal structures Organs that adjoin the uterus such as the ovaries and the fallopian tubes.

Adrenal Refers to the adrenal glands, located at the top of each kidney, or their secretions.

Adrenal cortex The gland located on the upper portion of each kidney, with the cortex being the outer portion of that 

gland.

Adrenal glands A pair of glands, located on top of the kidneys, that secrete a variety of hormones and chemicals involved 

in various body functions such as to regulate heart rate, blood pressure and other vital functions.

Adrenal hormones The adrenal glands produce hormones that are responsible for functions such as heart rate control and 

blood pressure; they also produce the stress hormone, commonly known as the flight or fight hormone, in 

addition to many more.

Adrenalectomy Removal of one or both adrenal glands.

Adrenergic Related to adrenaline or noradrenaline.

Adrenocortical Pertaining to hormones produced by the outer portion, or cortex, of the adrenal gland, located on the 

upper pole of each kidney.

Adrenocorticotropic 

hormone

A hormone secreted by the pituitary gland in the brain that acts to regulate the cortex, or outer region, of 

the adrenal gland.

Adrenogenital 

hyperplasia

A congenital disorder caused by the lack of the enzyme 21 hydroxylase, which involves the adrenal 

glands and affects cortisol production, a necessary hormone for growth, blood pressure, and other vital 

functions.

Advanced glycation end-

products, or AGE

Substances accumulated under the skin due to the reaction between elevated blood sugar and proteins.

Advanced life support Emergency prehospital services that use invasive medical actions, such as administration of intravenous 

fluids or drugs, intubation, and cardioversion or defibrillation.

Afferent loop culture A sample of secretions from the proximal loop of the duodenum and jejunum for bacterial analysis.

Afferent nerve Neuron tissue that carries messages toward the brain and spinal cord from the sense organs; also called 

sensory nerve.

Affinity separation A biochemical method of dividing substances by binding their specific antigens to specific antibodies.

After hours The period of time when a provider’s office is normally closed but when the provider might see and treat 

a patient under special circumstances.

Afterloading 

brachytherapy

Placement of catheters or applicators at the treatment site which are subsequently loaded with 

radioactive substance.

Agar A gelatinous material derived from algae that labs often mix with nutrients and other desired substances 

for use as a solid substrate on which to culture or grow microorganisms or other cells.
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age-related macular degeneration - ambulatory Medical Terms Glossary

CPT® is a registered trademark of the American Medical Association. All rights reserved.

Medical Term Description

Age-related macular 

degeneration

Weakening of a small area in the retina called the macula; leads to vision loss in people age 50 or older.

Agglutination Abnormal clumping of particles of any substances, most commonly in case of abnormal clumping of 

blood cells due to contact between incompatible blood groups.

Agranulocytes A type of white blood cell, which has a single nucleus and helps in providing immunity.

Air conduction mode Stimulating the ear using air to test the hearing ability.

Airway resistance Resistance, or opposition, to flow caused by friction forces in the airways of the respiratory tract.

Albumin A liver protein that tells a provider about a patient’s liver function and nutritional status by measuring the 

level of the protein in the blood.

Albumin dialysis A process to remove albumin-bound toxins (waste products harmful to the body) from patients in liver 

failure or impending liver failure; albumin is the most abundant protein in blood plasma and helps 

maintain the water concentration of blood.

Algorithm A specific set of step-by-step calculations using defined inputs at each step to produce a useful output.

Aliquot A portion of the whole; a sample.

Alkalinize To change the pH by the addition of an alkaline or base; the opposite of making something more acidic.

Alkaloids A term used to identify a group of nitrogenous substances found in plants; a common pharmaceutical 

prescribed by practitioners for many conditions; common alkaloids include the analgesics, codeine, and 

morphine, which are medicines that give relief from pain.

Alkanes Oxidative stress products that are excreted in the breath; hydrocarbon compounds identified by the 

chemical compound nomenclature C4-C20.

Allele Specific variant version of a gene at a specific locus.

Allergen A substance, such as pollen, dust, dander, or venom, which triggers an allergic response.

Allergen immunotherapy A treatment that involves periodic, gradual administration of purified allergen extracts via injection, aimed 

at overcoming or minimizing allergic reactions so that a patient develops tolerance to the allergens with 

fewer or no symptoms when exposed.

Allergenic extract A protein containing an extract purified from a substance to which a patient may be allergic.

Allergic purpura An allergic reaction of an unknown origin that causes red patches on the skin along with other symptoms.

Allergic reaction The result of the body’s reaction to a specific substance that otherwise seems to be harmless but causes 

a severe reaction in a person allergic to the substance; also known as anaphylaxis.

Allergy An adverse reaction that the body has in response to a particular food or substance.

Alligator forceps Strong toothed pincers or tongs used for grasping.

Allogeneic A tissue graft harvested from one person for another; donors include cadavers and living individuals 

related or unrelated to the recipient; also known as allograft and homograft.

Allograft A tissue graft harvested from one person for another; donors include cadavers and living individuals 

related or unrelated to the recipient; also known as an allogeneic graft or homograft.

Allotransplantation An organ or tissue transferred between genetically different individuals of the same species.

Alpha-2-antiplasmin A fibrinolysis inhibitor that halts plasmin activity, thereby slowing the process of fibrinolysis.

Alveolar bone A thick bone that makes up the bony process of the upper jaw, called the maxilla, and the lower jaw, 

called the mandible; includes sockets for the teeth; the bone has small blood vessels and a nerve supply, 

and it provides support to the teeth.

Alveolar cleft Congenital defect in which a cleft, or gap, occurs in the alveolar arch, the tooth bearing portion of the jaw 

bone.

Alveolar process A bony ridge that forms the borders of the upper and lower jaw and contains the sockets for the teeth.

Alveolar ridge A ridgelike border on the upper and lower jaw from where the teeth arise.

Alveolectomy Surgical procedure in which the provider excises the alveolar process along with reshaping the surface.

Alveoli Air sacs that are a continuation of bronchioles, tiny air passages in the lungs, and are responsible for 

exchange of gases.

Alveolus Also known as the alveolar process, dental alveolus, or alveolar bone, this is the bony ridge with tooth 

sockets in both the jaws.

Amblyogenic 

developmental stage

Phase during early visual development in which the visual system is at risk to develop abnormal vision.

Ambulation Walking.

Ambulatory The ability to walk or suitability for walking.
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