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Who Requires Documentation

• State Chiropractic Boards – licensure requirement

• Malpractice Insurers – coverage and defense depend on it

• Courts – undocumented care is presumed not provided

• Professional Standards – documentation is part of standard of care

• Corporate Risk Management – protects providers and the brand

Insurance payers are optional. Documentation is not.



Documentation Is Not About Billing

Documentation is required by licensure, malpractice risk, and legal 
defensibility — not insurance billing.

Even in a 100% cash-based practice:

Providers are licensed 
clinicians

Providers carry 
malpractice insurance

Courts and boards 
presume documentation 

exists
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State Licensing Boards

Failure to document = unprofessional conduct.

The record must be sufficient to permit another 
practitioner to assume care of the patient and 

understand the course of treatment.
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California

California Code of Regulations, 
Title 16, Section 1399.453 
(Recordkeeping)

• "An acupuncturist shall keep 
complete and accurate records 
on each patient who is given 
acupuncture treatment, 
including but not limited to, 
treatments given and progress 
made as a result of the 
acupuncture treatments.“

Disciplinary actions and investigations the Board 
generally expects records to demonstrate:

• Patient history and chief complaint

• Examination and assessment findings 

• Diagnosis or clinical impression 

• Treatment plan 

• Acupuncture points and procedures performed

• Progress and response to treatment 

• Informed consent when appropriate 

• Referrals, consultations, and follow-up 
recommendations

• Dates of service and practitioner 
identification/signature 5



New York Education Law § 8211(1)(b) licensed acupuncturists must maintain patient records 
that adequately document the care provided. New York also specifically requires that the 
practitioner advise the patient of the importance of consulting with a physician regarding 

the patient's condition and maintain a record that the patient received that notice. 

• Identify the patient. 
• Document the evaluation and findings. 
• Support the diagnosis or assessment. 
• Describe the treatment rendered. 
• Demonstrate the patient's response and 

progress. 
• Provide continuity of care. 
• Support billing and professional accountability.
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New York
New York regulators would generally expect records to 
contain:

• Chief complaint 
• Relevant history 
• Examination findings 
• Assessment/diagnosis 
• Treatment rendered 
• Acupuncture points or procedures utilized Patient
   response and progress 
• Dates of service Practitioner identification/signature 
• The required physician consultation attestation form mandated by 

Education Law § 8211(1)(b)
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Florida Administrative Code Rule 64B1-10.001 – 
Content and Retention of Medical Records.“

Written medical records for 
each date of service that 
document the course of 
treatment and are:

• Legible 
• In English 
• Consistent with acupuncture 

standards of care.
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Florida
1. Patient Medical History

• Current Medical diagnoses

• Medications

• Allergies

• Surgeries

• Implants or prostheses

• Other medical treatments being received

2. Acupuncture Diagnostic 
Impressions

• Acupuncture diagnosis

• Treatment goals

• Treatment strategies

3. Points Used & Procedures 
Performed

• Acupuncture points utilized

• All treatment procedures performed at each 
visit

• Including topical applications when provided

4. Practitioner Recommendations
• Advice and recommendations provided to the 

patient

5. Diet, Lifestyle, Herbal, and 
Supplement Instructions

• When applicable



Florida

6. Herbal/Supplement Dosing   
Information 

• Dose and timing instructions. 

7. Referrals 
• Referrals for additional medical care when 

appropriate. 

8. Patient Progress Notes 
• Ongoing progress and response to care. 

9. Laboratory and Imaging Results 
• When appropriate and medically 

necessary. 

10. Date of Service 
• For every encounter. 
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Board Standard vs. Insurance Standard
A distinction many acupuncturists miss

• The Acupuncture Board's standard is a licensing and 
patient-protection standard requiring complete and 
accurate records. 

• Insurance carriers often impose much more stringent 
documentation requirements to establish medical 
necessity, support coding, and justify reimbursement. 

As a result, a record may satisfy the Board's minimum 
recordkeeping requirement yet still fail an insurance 

audit.
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Informed Consent

Not every state has an acupuncture statute or regulation that specifically requires 
a written informed consent form for acupuncture. 

However, virtually every state expects practitioners to obtain informed consent as part of the 
professional standard of care, and many states either explicitly require it or strongly imply it 
through licensing, patient rights, or healthcare consent laws.

1. Risks of acupuncture 

2. Benefits 

3. Alternatives 

4. Practitioner credentials 

5. Clean needle procedures

Informed consent is primarily to protect the patient's right to make an informed decision about their 
healthcare. However, when done properly, it also protects the provider.
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Defense relies on records, not recollection



Malpractice Policy Reality

• Typical policy language ties coverage to:
• “Professional services”
• “Generally accepted standards of practice”

• What that means in practice:
• Documentation is assumed
• Defense is built on the chart
• Missing or minimal records weaken the case immediately

Bottom Line - Defense attorneys cannot defend what isn’t 
documented.
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Courts
Undocumented care is presumed not provided



Encounter What Actually Happened

Chart Shows  

• Initial intake present

• Subsequent visits:
• “Adjustment performed”

• No subjective change noted

• No objective findings

• No reassessment markers

Defense Problem
• Cannot prove:

• Ongoing clinical decision –making

• Change over time

• Medical necessity

• Case settles – not because care 
was bad, but because it was 
undefendable



Professional Standards of Care
Documentation is part of accepted acupuncture practice



Corporate Risk Management
Protects both the provider and the brand



While there are no federal regulations 
that prescribe a specific SOAP note 
format for acupuncture, there are 
Medicare requirements that effectively 
create documentation standards 
whenever acupuncture is billed to 
Medicare.

Under the Medicare National 

Coverage Determination 

(NCD) for acupuncture, 

documentation must support 

that the service is reasonable 

and necessary and meets the 

coverage criteria. CMS 

specifically states that failure 

to provide documentation 

supporting medical necessity 

may result in claim denial

• Veteran Administration
• Triwest
• Optum



• HIPAA does not prescribe how acupuncture treatment notes 
must be written.

• But does require
•Protection of patient information
•Policies regarding record access and disclosure
•Documentation of privacy and security compliance

HIPAA is primarily a privacy and security law, not a clinical 
documentation standard.



Electronic Health Record 
Requirements

There is no federal mandate requiring acupuncture 
providers use a specific documentation format. 
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Aetna Clinical Acupuncture and Dry 
Needling
• Aetna does not publish a separate 

“acupuncture SOAP note regulation.”
Instead, they require documentation 
through medical necessity and  plan-of-
care structure.

• If you cannot support medical necessity 
per Aetna CPB criteria, the claim is not 
payable — regardless of how well the 
note is written.

Aetna requires acupuncture to be 
supported by a written plan of care

• Diagnosis and onset date

•  Acupuncture evaluation Specific 
measurable treatment goals (short- 
and long-term) 

• Frequency and duration of 
treatment 

• Acupuncture treatment protocol 

• Expected timeframe for 
improvement
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Ongoing Documentation Requirements

• Regular re-evaluation

• Documentation of measurable improvements

• Evidence that treatment is continuing

• Updates to the plan of care as condition 
changes 

• If no improvement is not demonstrated care is 
considered not medically necessary

• If symptoms are stable (not improving or 
worsening) 

• If no meaningful improvement after a short 
trial period (often ~4 weeks in policy logic)  
further care is not covered 

• Aetna reviewers routinely expect:

• Chief complaint / symptom severity

• Functional limitation (work, sleep, ADLs) 

• Objective findings (ROM, palpation, etc. if 
applicable) 

• Acupuncture points / technique used 

• Response to prior treatment 

• Quantified progress (pain scale, function 
scores) 

• Time-based treatment where applicable
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Even though not explicitly codified as a “documentation checklist”, 

BCBS audits generally require evidence of:

A. Medical Necessity Foundation
• Diagnosis consistent with covered condition 

(varies by plan, often pain-based conditions) 
• Duration and severity of symptoms 
• Prior conservative care (often implied, 

sometimes required)

B. Treatment Plan
• Frequency and expected duration 
• Clinical goals (pain reduction, functional 

improvement) 
• Reason acupuncture is appropriate vs 

alternatives

C. Ongoing Progress Documentation (critical)
• Pain scale or symptom change over time 
• Functional improvement (ADLs, work, sleep) 
• Evidence of response to treatment 

D. Visit-Level Documentation
• Date of service 
• Treatment rendered 
• Response to prior treatment 
• CPT support (97810–97814 when billed) 
• Practitioner identification
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• Cigna CPG024 Medical 
Coverage Policy- Therapy 
Services, Acupuncture

• Documentation expectations 
for acupuncture is centered 
on one concept: the record 
must demonstrate medical 
necessity and improvement.

Initial evaluation

• History and exam relevant to the 
complaint 

• Standardized and non-standardized 
assessments 

• Functional status (objective and 
subjective) 

• Clinical reasoning and diagnosis 

• Plan of care with treatment techniques

• Frequency and duration (“dose”) 

• Measurable short- and long-term goals 

• Prognosis and discharge plan 28



Treatment Plan

• Specific acupuncture techniques 
used 

• Treatment frequency and duration 

• Measurable functional goals 

• Expected timeframe for 
improvement 

• Updates as condition changes

Visit Documentation

• Date of service 

• Specific treatment provided (must 
match CPT codes 97810–97814) 

• Total treatment time 

• Patient response to treatment 

• Ongoing reassessment of progress 
toward goals 

• Measurable improvement or lack 
of improvement

• Barriers or modifications to plan 

• Clinician name/credentials 
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Should you be concerned about audits?

Accuracy, Clarity, and Guidelines
30



What Triggers Audits?

Less about format and more about medical necessity, utilization patterns, and 
documentation consistency.

• Extended care for non-complicated conditions

• Maintenance care patterns

• Non-covered or weak diagnosis

• High frequency of visits

• High value EM 99205/99215 or frequent use of E&M

• Patient/Employee making complaints to the insurer 
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Practical Standards

1. Why did the patient seek treatment?

2. What objective findings support the diagnosis?

3. What treatment was provided on that date?

4. Why was the treatment medically necessary?

5. How did the patient respond?

6. Does the documentation support the CPT codes billed?

If the record does not support those elements, auditors often take the position that 
the service was either not documented or not medically necessary, even if the 

treatment was actually performed.
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Record Keeping Basics

• Accurate, complete, timely, legible, and able to 
support the care rendered and the charges 
billed.

• Electronic Health Records have essentially 
eliminated legibility
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Electronic Medical Records
Improved Documentation Accuracy and Legibility
• EMRs eliminate handwriting issues and help ensure legible, complete, and consistent 

notes.

• Built-in templates for SOAP notes and CPT/ICD coding reduce human error.

Efficiency and Workflow Management
• Pre-filled templates and customizable macros allow acupuncturists to document 

repetitive visits quickly.

• Scheduling, billing, and documentation are often integrated in one system, 
streamlining front-desk to back-office workflow.

• Instant access to prior visits, and treatment plans improves continuity of care.
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Cloning – Cut & Paste

• Documentation cloning is not prohibited outright, but cloned records that fail 
to reflect the patient's actual condition on that specific date of service are 
considered unacceptable and can lead to claim denials, recoupments, and 
audit findings. (OIG & CMS)

• Cloned documentation that does not account for patient-specific variations is 
considered a misrepresentation of medical necessity and may result in claim 
denial. 

•  Documentation is considered cloned when entries are exactly or substantially 
the same from one encounter to another or from one patient to another. CMS 
takes the position that cloned documentation does not support medical 
necessity because it lacks individualized information. 
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Avoid

• Not documenting time and referencing time is face-to-face

• Identical SOAP notes across multiple visits. 

• The same subjective complaints repeated visit after visit.

• Unchanged objective findings for weeks or months.

• Identical treatment plans with no evidence of reassessment.

• Copy-forward notes where only the date changes. 

• The same findings appear across different patients
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Macros

• Templates and EHR macros should still demonstrate and record:

• The patient’s subjective condition that day. 

• Objective findings that day. 

• Treatment provided that day. 

• Response to treatment. 

• Progress (or lack of progress). 

• Medical necessity for continued care.
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Authentication

• Medical records submitted to substantiate services rendered or ordered must be 
appropriately signed and credentialed. 

• Acceptable signatures include handwritten signatures, initials over a typed or 
printed name, or authenticated electronic signatures. An electronic signature 
usually contains a date and timestamp, and a printed statement, such as, 
“electronically signed by” or “verified/reviewed by,” followed by the practitioner’s 
name and professional designation. Stamped signatures are not acceptable, nor 
are indications that a document has been, “signed but not read.” 
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• Handwritten signatures 

• Electronic signatures 

• Digital signatures

• Legible or identifiable 

• Dated (or date/time stamped by the 
system)

• Linked to the individual who performed 
the service 

• If legibility is an issue maintain a 
signature log

• Electronically signed and 
authenticated by Jane Doe on 
06/18/2026 at 9:15 AM.

CMS E signature examples
• Chart "Accepted by" with provider’s name

• "Electronically signed by" with provider’s name

• 'Verified by" with provider’s name

• "Reviewed by" with provider’s name

• "Released by" with provider’s name

• "Signed by" with provider’s name

• "Signed before import by" with provider’s name

• "Signed: John Smith, M.D." with provider’s name

• Digitized signature: Handwritten and scanned into the computer

• "This is an electronically verified report by John Smith, M.D."

• "Authenticated by John Smith, M.D."

• "Authorized by: John Smith, M.D."

• "Digital signature: John Smith, M.D."

• "Confirmed by" with provider’s name

• "Closed by" with provider’s name

• "Finalized by" with provider’s name

• "Electronically approved by" with provider’s name

• "Signature derived from controlled access password" 46



Timeliness of Documentation

It is expected that documentation will be generated at the time a 
service is rendered or as soon as practicable after it is provided to 
maintain an accurate medical record. A reasonable expectation 
would be to complete documentation no more than 24-48 hours 
away from the service itself. Delayed entries within a reasonable 
time are acceptable for purposes of clarification, error correction, 
addition of information not initially available, or if unusual 
circumstances prevented the generation of the note at the time of 
service. Anything after 48 hours may be considered unreasonable.
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• The medical record cannot be altered. Any errors identified after 
the original record is complete must be legibly corrected in a 
manner that allows the reviewer to identify what is being corrected 
and why. 

• If you need to make a correction (late entry) to a written medical 
record, you should never write over, erase, or delete the original 
entry. You should draw a single line through the erroneous 
information, leaving the original entry still legible. Sign or initial and 
date the deletion and include a reason for the correction above or 
in the margin or within the correction. Document the correct 
information with the current date and signature or initial. 

• Electronic records should follow the same principle of being able to 
identify the original entry, the correction, the date and time of the 
correction, the reason the record is being corrected and the person 
making the correction. Any hard copies of the electronic record 
must show the original entry and the correction. 
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Algorithm of Patient 
Management & 
Documentation

1. History & Examination
2. Diagnosis
3. Treatment
4. Outcome
5. Billing & Payment

It starts with a good intake.
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For an insurance-based acupuncture practice, the intake 
should not rely solely on traditional acupuncture questions.
Best Practice Intake:

Medical Necessity Section
• Chief complaint 
• Pain scale 
• Functional limitations 
• Prior treatment history 
• Outcome measures (Oswestry, Neck Disability Index, 

Quick DASH, etc.) 
• Goals of care 

Acupuncture Assessment Section
• Sleep 
• Digestion 
• Temperature 
• Energy 
• Stress 
• Menstrual history 
• Tongue findings 
• Pulse findings

 For an audit, the medical necessity section is what 
typically protects reimbursement; the acupuncture-

 specific section aids clinical decision-making and
 supports the acupuncture diagnosis. 51



1. History
2. Examination
3. Medical Decision 

Making
4. Counseling
5. Coordination of care
6. Nature of presenting 

problem 
7. Time

History
       Complaints
       Complications
       Comorbidities

Exam
      Objective & Quantified
      Validated outcome tools

Diagnoses

Counseling -Plan of care (ROF)
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Evaluation & Management Documentation

History

1. Symptoms causing patient to seek 
treatment. 

2. Quality and character of symptoms/problem. 

3. Onset, duration, intensity, frequency, location 
and radiation of symptoms

4. Aggravating or relieving factors. Mechanism 
of trauma. 

5. Prior interventions, treatments, medication 
and secondary complaints

6. Past health history as well as family history if 
relevant.

A. History as noted with the symptoms 
bearing a direct causal relationship to the 
diagnosis.

B. Evaluation of through physical examination.

C. Diagnosis

D. Treatment plan: recommended duration 
and frequency of visits. This should include 
specific and expected goals and the response 
to care. Objective measures to evaluate 
treatment effectiveness.
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Time

• 99202 Meet or exceed 15 min

• 99212 10 min

• 99203 30 minutes

• 99213 20 minutes

• 99204 45 minutes

• 99214 30 minutes

• 99205 60 minutes

• 99215 40 minutes

Medical Decision Making *

• 99202/99212 1 self-limited or 
minor problem

• 99203/99213 2 or more 
complaints / acute injury

• 99204/99214  Acute/Chronic 
complicated injury

• 99205/99215 Threat to life or 
bodily function
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Documentation
• 45 minutes was spent on E&M 

including record review, face-to-
face time with the patient for 
history, examination, report of 
findings, treatment plan, and 
counseling.

• Medical decision-making 
categorizes the E&M service with a 
moderate level of decision-making 
related to the acute severity and 
complicating factors associated 
with the injury.
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History + Examination = Diagnoses
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Know the plan you are 
billing and what the 

accepted conditions for 
payment are

2026 Acupuncture Common 
Code List

• Lower back pain
• Neck pain
• Shoulder pain
• Hip pain
• Knee pain (osteoarthritis)
• Headache disorders
• TMJ 
• Nausea and vomiting

70-80% of reimbursable 
acupuncture claims fall into 

musculoskeletal pain conditions
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Treatment Plan

What is wrong, what are we trying to accomplish, how are we 
going to do it, and how long should it take?

• Focus on functional changes and how the condition affects daily 
activities
• Unable to sit more than 20 minutes without pain. 
• Difficulty lifting more than 15 pounds. 
• Sleep interrupted 3–4 times per night. 
• Unable to work full duty. 
• Unable or limited ability to exercise.
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Treatment Goals - Measurable and 
Time-Based

Short Term 2-4 weeks
• Reduce pain from 8/10 to 4/10.

•  Increase lumbar flexion by 
25%. 

• Improve sleep quality. 

• Reduce muscle spasm.

• Improve sitting tolerance to 45 
minutes.

Long Term Goals 6-12 weeks
• Pain 0–2/10. 
• Full or functional range of 

motion. 
• Return to normal work duties.
• Return to social and 

recreational activities.
•  Independent home exercise 

program.
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Frequency and Duration

• Phase I: Acute Care 2–3 visits per week for 2–4 weeks. Reduce pain and 
inflammation

• Phase II: Corrective/Rehabilitative Care 1–2 visits per week for 2–6 weeks. Reduce 
pain from 7/10 to 4/10. Improvement of ADL and reduction of sleep disturbances

• Phase III: Functional recovery and transition to Independent self-management. 
Pain reduced to 2-3/10, sleep[ throughout the night & return to normal activities 
and exercise

Anthem 

• A written plan of treatment relating to the type, amount, frequency, and duration 
of care is required for all members. The plan of care must be updated as the 
member’s condition changes. A treatment plan is not valid for longer than 90 
calendar days from the first treatment day under the certified treatment plan. 
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Avoid

“Treat as needed. 
Continue treatment.“

That type of plan does 
not establish medical 
necessity, measurable 
goals, or an expected 

endpoint for care.
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TREATMENT

Scope of practice
• Acupuncture
• Physical medicine and rehabilitation
• Injections
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For time-based service(s), ensure that the 
documentation contains the duration (e.g. 
start and stop times-preferred by the Plan), 

the issues addressed, and the service 
provider’s signature.
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Supervised Modalities
• Type and intensity if applicable

• Area(s) applied

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

Documentation of Infra-Red Heat 97026
Infrared heat applied to lumbar paraspinal 
musculature for 15 minutes to reduce muscle spasm 
and improve local circulation. Patient tolerated 
treatment well with decreased reported tightness 
post-treatment.

68
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Constant Attendance 
Modalities

• Type and intensity if applicable

• Area(s) applied

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

Documentation of Attended Electrical Stimulation 
97032

Attended electrical stimulation (97032) provided for 15 minutes 
utilizing handheld probe stimulation to identified trigger points within 
bilateral upper trapezius and cervical paraspinal musculature. Direct 
one-on-one contact maintained throughout treatment. Intensity and 
probe placement adjusted continuously based on muscle response 
and patient tolerance. Improved muscle relaxation noted with 
reduction in palpable spasm. Patient reported pain reduction from 
6/10 to 4/10 following treatment.
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Procedures

• 15 minutes

• One-On-One with direct contact

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

97124 Massage

97140 Manual therapy

97110 Therapeutic exercise

97112 Neuromuscular reeducation

97530 Therapeutic activities
70

Units based on time



Massage and Manual Therapy

• Tui Na?

• Gua Sha?

• The determining factor is what 
was actually performed and 
documented, not what the 
treatment is called. CPT 97124 
describes therapeutic massage 
techniques including effleurage, 
petrissage, tapotement, stroking, 
compression, and percussion, 
billed in 15-minute increments. 

71



If the Tui Na treatment primarily 
consists of:
• Soft tissue mobilization 

• Kneading 

• Compression 

• Rhythmic stroking 

• Percussion techniques 

• Therapeutic massage directed to a 
specific medical condition

• Then it is Massage 97124

Documentation 
• Medical Necessity

• Cervical myofascial pain with muscle 
spasm limiting cervical rotation and 
driving tolerance.

• Area Treated
• Bilateral cervical paraspinals, upper 

trapezius, levator scapulae.

• Technique
• Tui Na utilizing kneading, rolling, 

compression, and percussion techniques 
directed to affected musculature.

• Time
• 15 minutes direct one-on-one contact.

• Functional Goal
• Reduce muscle spasm and improve 

cervical rotation to allow safe driving and 
work activities.

• Response
• Decreased muscle tension and improved 

cervical rotation following treatment.
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If the Tui Na treatment primarily consists of:
• Myofascial release
• Fascial mobilization
• Trigger point release

Gua Sha

• Gua Sha (instrument-assisted scraping of soft 
tissues) is often best described as:

• Soft tissue mobilization 

• Myofascial mobilization

• Connective tissue mobilization 

• Instrument-assisted soft tissue mobilization 

• Gua Sha is typically intended to mobilize fascia, 
connective tissue, and soft tissue restrictions 
rather than provide therapeutic massage.

• Then it is manual therapy 97140

Documentation 

• Manual therapy (97140) performed for 15 
minutes utilizing instrument-assisted soft 
tissue mobilization (Gua Sha) to the bilateral 
upper trapezius, levator scapulae, and cervical 
paraspinal musculature. Treatment directed 
toward reducing myofascial restriction, 
improving tissue mobility, decreasing pain, 
and increasing cervical range of motion. 
Direct one-on-one contact maintained 
throughout treatment. Patient demonstrated 
improved tissue mobility and decreased 
tenderness following treatment.

Avoid documenting simply:
• "Gua Sha / Tuina performed for 15 minutes."
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Common Audit Risks for 97124 & 97140

Avoid
• "Massage performed.“
• "Massage x 15 minutes.“
• "Patient tolerated well."

Instead
1. Why the massage was 

medically necessary. 
2. The specific anatomical 

areas treated. 
3. The massage techniques 

used. 
4. One-on-one timed minutes.
5. Objective findings before 

treatment.
6. The patient's response and 

functional relevance.
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97124

• Purpose
❑Reduce muscle spasm
❑Decrease pain
❑ Improve circulation
❑Reduce soft tissue restrictions
❑Decrease edema
❑ Improve tissue mobility
❑ Increase functional movement
❑Other

• Body Region(s) Treated
❑  

• Techniques performed
❑Effleurage
❑Petrissage
❑Compression
❑Friction Massage
❑Percussion/Tapotement
❑Other

• One on One Time
• Start Time _______
• End Time   _______

• Patient Tolerance & Response
     Well         Fairly Well        Discomfort
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• 97110 Therapeutic Exercises are movements and physical 
activities designed to restore function and flexibility, improve 
strength and decrease pain 

• Includes instruction, feedback, and supervision of a person in an 
exercise program for their condition. The purpose is to 
increase/maintain flexibility and muscle strength. May be performed 
with a patient either actively, active-assisted, or passively. 

• Improve impairments (weakness, limited ROM, poor endurance, 
reduced flexibility)

– Heel raises 
– Straight-leg raises 
– Theraband resistance 
– Wall slides 
– Prone extensions 
– Treadmill walking (if only for endurance)
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Objective:
Improve lumbar stability and hip strength to increase tolerance for standing > 20 minutes.

Interventions Performed:
• Core stabilization progression: abdominal bracing with alternating leg extensions, 2×10 

reps.
• Hip abduction strengthening: Theraband level 2 resistance, 2×12 reps.
• Lumbar ROM drills: controlled flexion/extension in pain-free range, 10 repetitions.

• Time one-on-one 15 minutes

• Provider Involvement:
Provided verbal and tactile cues for proper alignment, breathing technique, and controlled 
movement to prevent compensatory lumbar rotation.

• Patient Response:
Demonstrated improved core activation and tolerance to exercises with reduced low-back 
discomfort.

• Plan:
Progress resistance and repetitions as tolerated to further improve lumbar endurance. 77



97530 Therapeutic Activities

The CPT definition of 97530 is “Therapeutic activities, direct (one-on-
one) patient contact (use of dynamic activities to improve functional 

performance), each 15 minutes.”

Purpose:
• Dynamic, functional activities designed to improve the patient's 

ability to perform everyday movements or tasks.
• Treatment involves using multiple muscle groups together
• The activity is tied to real-world functional goals (lifting, pushing, 

pulling, bending, transitions, reaching, carrying, etc.)
• Therapist is teaching/modifying a functional movement pattern, not 

an isolated exercise
78



When to use:

• Treatment involves using multiple 
muscle groups together

• The activity is tied to real-world 
functional goals (lifting, pushing, 
pulling, bending, transitions, reaching, 
carrying, etc.)

• Therapist is teaching/modifying a 
functional movement pattern, not an 
isolated exercise

Examples:

• Lifting a box from floor to shelf

• Sit-to-stand training

• Reaching tasks simulating ADLs

• Pushing/pulling objects to 
improve work tasks

• Gait-related obstacle tasks

• Functional squatting or bending 
to mimic job or home activities

97530
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97530 
Documentation 

must include:

The specific functional activity 
performed

The functional purpose (e.g., “improve 
ability to lift 10 lbs at work”)

How the provider guided, cued, or 
modified the activity

Time spent (must support 15 minutes 
of one-on-one care per unit)



Objective:
Improve ability to lift 10–15 lb objects at work with correct body mechanics to reduce low-back 
strain.

Functional Tasks Performed:
• Floor-to-waist box lift training: using a 10-lb weighted box. Practiced 8 repetitions emphasizing hip hinge 

and neutral spine.

• Reach-and-place activity: lifted box from waist height to overhead shelf, 6 repetitions.

• Simulated work-task transitions: forward-reach with controlled squat and return, 8 repetitions.

• Provider Involvement:
Patient direct supervision 20 minutes - constant verbal and tactile cues on hip hinge 
strategy, spinal alignment, controlled eccentric movement, and proper grip/lift technique.

• Patient Response:
Improved lifting mechanics with reduced lumbar flexion compensation; tolerated all tasks 
without increased pain.

• Plan:
Increase box weight to 12–15 lbs next visit and progress to more complex work-simulation 
tasks.
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• Choosing 97530 or 97110 depends on the intent 
of the task. For example, abdominal curls can be 
used for strengthening weak abdominal muscles 
and is considered exercise 97110

• However, if the patient is incorporating 
abdominal curs with other movements to 
facilitate rising from a lying position, it would be 
considered a therapeutic activity.

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

• 97110 note focuses on exercise, 
reps/sets/resistance, and impairments (strength, 
ROM).

• 97530 note focuses on functional tasks that 
simulate real-life movement (lifting, reaching, 
transitions).

• Both include objective purpose, provider 
involvement, patient response, and time. The 
items auditors look for. 82



Audit Note

If documentation does not clearly state a functional purpose (“to improve 
ability to lift, carry, transfer, reach, bend, etc.”), 97530 is usually denied.

If the service is an exercise, payers will default to 97110, not 97530.

97530 typically reimburses higher, so insurers scrutinize it more closely.

83



97112 Neuromuscular Re-education

• Balance

• Coordination 

• Kinesthetic sense 

• Posture Proprioception 

• Motor control Movement 
patterns

• Tai Chi?

• Postural control

•  Balance 

• Fall prevention 

• Weight shifting 

• Coordination

• Neuromuscular 
control
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CPT 97112 

• Neuromuscular re-education of 
movement, balance, 
coordination, kinesthetic sense, 
posture, and/or proprioception 
for sitting and/or standing 
activities, each 15 minutes

• Time –based skilled therapeutic 
procedure that involves direct 
one-on-one contact with the 
patient to improve 
neuromuscular control and 
functional movement patterns.

• It is not just exercise, it 
specifically targets how the 
nervous system coordinates 
muscle activity, posture, and 
movement.
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97112

• Duration: 15 minutes, one-on-one

• Interventions:
• Single-leg stance balance on foam pad (3×20 sec)
• Eccentric heel raises with tactile cueing (2×10)
• Step-down retraining emphasizing proprioceptive control

• Purpose: Facilitate proprioceptive input, improve ankle stability, and restore 
coordinated lower-extremity movement patterns following pain reduction.

• Response: Improved postural control, decreased compensatory trunk sway. 
Demonstrated better motor sequencing and stability post-session.
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• A patient has:
• Chronic balance deficits 
• History of falls 
• Impaired proprioception

The provider spends 15 minutes providing one-on-one instruction and 
correction utilizing Tai Chi weight-shifting exercises to improve balance and 
reduce fall risk.

Neuromuscular reeducation (97112) performed for 15 minutes utilizing Tai Chi-
based balance and weight-shifting exercises. Direct one-on-one instruction 
provided to improve postural control, proprioception, coordination, and fall-
prevention strategies. Verbal and tactile cueing provided throughout 
treatment to correct movement patterns and improve dynamic balance. 
Patient demonstrated improved weight transfer and stability during gait 
activities.
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Medical Necessity

• Are the goals being accomplished?
• Is the patient getting better?
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Extent Of Meaningful Improvement

• Significant durable pain intensity decrease

• Functional improvement by clinically meaningful improvement on validated disease-specific outcomes 

instruments; return to work; and/or documented improvement in activities of daily living

• Documented decreased utilization of pain-related medications

• Objective measures demonstrating the extent of meaningful clinical improvement today and the 

rational for additional treatment requested example to reach further durable improvement or for 

ongoing pain management and any further information supporting the need for additional care

• Include any barriers to recovery such as complicating conditions or comorbidities but also how the 

patient has changed to date and how the care would continue the same trajectory
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PROMIS 
Patient Reported Outcome Measurement 

Instruments

General Pain Index

Patient Specific Functional Scale

PROMIS Short Form – Pain Interference

Pain and Functional Rating Scale (VA & 
DOD)

Oswestry (LBP index)

Neck Disability Index
91
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What About?

• I am a cash-based practice and do not bill 
or participate with insurance.

• I am a high-volume practice
• I do community-based acupuncture
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The Key Lesson For Compliance
• In high-volume practices, documentation is the only evidence of 

individualized care.

• Good documentation does not require long notes.

• It requires consistent, intentional elements.
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What to Avoid (High-Risk)
• Red Flags –Board & Plaintiff Triggers
• Identical notes visit after visit
• No subjective variation ever documented
• No reassessment over time
• Retroactive or batch documentation
• “Acupuncture Performed” only
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Although cash-based practice notes are not 
required for billing, I recommend documenting:

• Chief complaint 
• Pain level or functional complaint 
• Areas treated 
• Number of needles and placement 
• Adjunctive therapies 
• Patient response
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Initial Visit

• Patient Information
• Name 
• DOB 
• Contact information

• Health History
• Chief complaint(s) 
• Relevant health history 
• Medications 
• Allergies 
• Contraindications

• Assessment
• A brief assessment may include:
• Pain area(s) 
• Severity 
• Duration 
• Relevant findings

• Treatment Plan

• Informed Consent

• Treatment

Acupuncture performed to lumbar and 
lower extremity points. 14 needles inserted 
(indicate points) and removed without 
complication. Infrared heat applied to 
lumbar region for 15 minutes.

Patient tolerated treatment well and 
reported decreased tightness following 
treatment.
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Cash Practice Note

S: Neck pain 5/10, improved since last visit.

O: Cervical muscle tension and 
tenderness noted.

A: Continued improvement.

P: Acupuncture performed to cervical and 
upper thoracic regions. 12 needles 
(indicate points) inserted and removed 
without incident. Patient tolerated 
treatment well.
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Sam’s 5 - Quick Audit

1. Why was the patient there? 

2. What condition was treated? 

3. What treatment was performed? 

4. Were needles removed? 

5. How did the patient respond?

If those five questions are answered, the documentation is usually adequate for a 
cash-only acupuncture practice from a clinical and risk-management perspective.
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• Even cash-only providers should maintain records that are 
legible, contemporaneous, and complete enough to support 
continuity of care. If a patient later requests records for 
reimbursement from a health plan, workers' compensation 
case, personal injury claim, HSA/FSA substantiation, or legal 
matter, sparse records can become a problem.

• Therefore, while insurance-level documentation is 
unnecessary, I generally recommend a streamlined SOAP 
note with treatment details and patient response rather 
than a treatment log alone.
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Documentation Protects More Than Payment

• Documentation protects the provider and the patient

• It is not about billing
• It is about defensibility
• It is about professional credibility
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Minimal documentation is acceptable.  
Missing documentation is not.

Smart, consistent notes protect the provider, the patient, and the 
brand.
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