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COVID-19 ICD-10 CODING FAQS

These answers are accurate as of April 2020

Q: Does COVID-19 with an associated confirmed illness require a linkage
in documentation (e.g., pneumonia due to COVID-19) in order for ICD-10CM codes to be assigned?

A: Per the Coding Clinic guidance dated April 1, 2020, the provider
does not need to explicitly link the test result to the respiratory
condition for codes to be assigned.

Q: If a test for COVID-19 has not been performed, but a physician
documents that a patient has COVID-19, should we assign a code for
confirmed COVID-19?

A: Yes, per the ICD-10-CM Official Coding and Reporting Guidelines
update effective April 1, 2020, the provider’s documentation that the
individual has COVID-19 is sufficient to support code assignment.

Q: For outpatient emergency department (ED) visits, the Official
Guidelines state to code only confirmed or definitive cases documented or
interpreted by a physician in the note. When lab results are placed in the
medical record from external labs for an "ED visit," is that sufficient to use
when ED physicians do not make addendums of interpretation of the lab
to the ED note?

A: Per the April 1, 2020, Coding Clinic Advisor, the positive test
results can be coded as confirmed COVID-19 cases as long as the
test result itself is part of the medical record. Please note that this
advice is limited to cases related to COVID-19 and not the coding
of other laboratory tests. Due to the heightened need to uniquely
identify COVID-19 patients, we recommend that providers consider
developing facility-specific coding guidelines to hold back coding of
inpatient admissions and outpatient encounters until the test results
for COVID-19 testing are available.

Q: From an ED point of view, it will be rare that we would be able to
assign ICD-10-CM code U07.1, as results are never available. What codes
would be appropriate for a patient seen in the ED with symptoms due to
suspected exposure to COVID-19?
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A: Assign codes based on the signs and symptoms with additional
code Z20.828 (contact with and [suspected] exposure to other viral
communicable diseases). However, it is recommended and more
accurate to hold all inpatient and outpatient claims until test results
are received for the most accurate capture of COVID-19 status,
whenever possible.

Q: Can ICD-10-CM code U07.1 be used retrospectively prior to April 1,
2020?
A: No, U07.1 is only for dates of service and discharges on April 1,
2020, and after.

Q: What is the ICD-10-CM code for viral pneumonia?
A: The ICD-10-CM code assigned is J12.89 (other viral pneumonia)
for pneumonia associated with COVID-19.

Q: Does COVID-19 have to be specifically documented or can we accept
COVID-19 infection as confirmation of the virus?

A: If COVID-19 infection is documented as a definitive diagnosis by a
provider and/or is supported with a positive test result in the medical
record, it should be reported with U07.1 (COVID-19).

Q: How should we code positive COVID-19 cases without respiratory
manifestations or any signs or symptoms with a date of service prior to
April 1, 2020, and no prior suspected exposure?
A: For asymptomatic patients with no known exposure who test
positive for COVID-19 prior to April 1, 2020 should be reported
as a screening examination (Z11.59, Encounter for screening for
other viral diseases) with an additional code to identify the specific
condition discovered as a result of the screening (B97.29, Other
coronavirus as the cause of diseases classified elsewhere). Z11.59
may be used as a first-listed code or as an additional diagnoses
depending on the circumstances of the encounter.
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Q: If a patient has symptoms and there is a confirmed COVID-19 test for a
date of service prior to April 1, but no definitive respiratory infections (e.g.,
pneumonia, bronchitis, lower respiratory infection), how is this reported in
a professional setting?

A: Assign codes for symptoms and the additional code B97.29 (other
coronavirus as the cause of diseases classified elsewhere).

Q: If a patient comes to the ED and with symptoms and recent travel,
but no known exposure to a positive COVID-19 patient, is ICD-10-CM
code Z20.828 (contact with and [suspected] exposure to other viral
communicable diseases) appropriate?

A: Yes, codes should be assigned for the symptoms and an
additional code Z20.828 to identify suspected exposure. If the
patient has symptoms that are generally seen in COVID-19 cases and
a test is requested, the provider suspects there has been exposure.
However, it is recommended and more accurate to hold all inpatient
and outpatient claims until test results are received for the most
accurate capture of COVID-19 status, whenever possible.

Q: If an inpatient is transferred or discharged before positive lab results
come in, do we need to query the provider to amend the discharge
summary to state “COVID-19 positive”?

A: Per the April 1, 2020, Coding Clinic Advisor, the positive test
results can be coded as confirmed COVID-19 cases as long as the
test result itself is part of the medical record. Please note that this
advice is limited to cases related to COVID-19 and not the coding
of other laboratory tests. Due to the heightened need to uniquely
identify COVID-19 patients, we recommend that providers consider
developing facility-specific coding guidelines to hold back coding of
inpatient admissions and outpatient encounters until the test results
for COVID-19 testing are available.

Q: Is there a code for history of COVID-19? If not, what is the best code
to use? This will be needed for tracking and research for clinical trials
(antibodies) or recurrence.

A: There is not a specific ICD-10-CM code for a History of COVID-19.
However, per the April 16 AHA Coding Clinic Advisor the appropriate
code is Z86.19 (personal history of other infectious and parasitic
diseases).
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Q: Is there a list of acceptable terms that, if documented as positive or
confirmed, can be coded as COVID-19? Is it required for the provider to
specifically document “COVID-19,” or are there other terms that can be
interpreted as such? For example, "patient tested positive for coronavirus
infection," "confirmed positive COVID-19," "tested positive for the
coronavirus," or "positive human coronavirus."

A: I have not seen a comprehensive list of terms. However, all of the
ones stated in the question would likely be considered acceptable.
For any patient with a positive COVID-19 test, the diagnosis code
U07.1 (COVID-19) may be reported. If in doubt, seek clarification from
the provider.

Q: A patient presents to the ED with shortness of breath. The patient was
not able to be tested due to state guidelines. Final diagnosis on the ED
record is “COVID-19 infection; difficulty breathing.” What is the final code
assignment based on the new guidelines?
A: A provider’s documentation stating the patient has the condition
is sufficient to support code assignment of U07.1 (COVID-19).
An additional code for the symptom of difficulty breathing is
documented with a definitive COVID-19 diagnosis.

Q: How would we code an ED patient with a presumed COVID-19
diagnosis with no test given?
A: If the provider documented signs or symptoms that led to the
presumed diagnosis of COVID-19, codes should be assigned with
additional code Z20.828 (contact with and [suspected] exposure
to other viral communicable diseases). Per the ICD-10-CM Official
Guidelines, presumptive positive COVID-19 test results should
be coded as confirmed. However, in this example, a test was not
performed, nor did a provider make a definitive diagnosis to allow
reporting of U07.1 (COVID-19). “Presumed,” in this instance, would
be treated as an uncertain diagnosis. Only confirmed cases of
COVID-19 may be reported.
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Q: Please clarify sequencing for sepsis and COVID-19.
A: Coding for sepsis with COVID-19 will be dependent on the
circumstances of the admission. If the patient is admitted for
COVID-19 and the patient develops viral sepsis after admission, per
the sepsis sequencing guidelines, the codes would be sequenced
as U07.1 (COVID-19) and A41.89 (other specified sepsis) with the
systemic infection first. However, COVID-19 does not always have to
be the principal diagnosis. If the patient had sepsis and meets the
documentation requirements for being present on admission per the
sepsis guidelines, the systemic infection would be sequenced first,
followed by the COVID-19 diagnosis.

Q: Please clarify the statement "ruled out after evaluation.” Does that
mean when the lab test is negative, we can assign code Z03.818
(encounter for observation for suspected exposure to other biological
agents ruled out)?
A: Code Z03.818 is generally used in situations where the patient is
asymptomatic and is tested and that test result returns negative.

Q: On an outpatient account (patient is in observation), would you query
the provider to document the positive result of the COVID-19 test? We can
see it as coders, but should we be getting confirmation of that from the
provider?

A: Per the updated guidelines, code assignment can be based
solely on a positive lab test result. However, this guidance is only
applicable to COVID-19-related cases.

Q: The sensitivity of the COVID-19 test is only 70%, according to a study
I read. If the swab test is negative but the CT scan or X-ray is consistent
with COVID-19 and the physician documents "presumed COVID-19" as the
diagnosis, does U07.1 (COVID-19) apply?

A: If the provider documented signs or symptoms that led to the
presumed diagnosis of COVID-19, along with the performance
of testing and imaging, codes should be assigned for the signs
and symptoms with additional code Z20.828 (contact with and
[suspected] exposure to other viral communicable diseases). Per
the ICD-10-CM Official Guidelines, presumptive positive COVID-19
test results should be coded as confirmed. However, in this example,
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a test returned negative but the provider still presumed COVID-19.
Presumed in this instance would be treated as an uncertain
diagnosis. Only confirmed cases of COVID-19 may be reported.

Q: There are cases of COVID-19 where the test can be negative at
one time but positive if repeated. What should we report if the provider
documents "Despite a negative COVID-19 test result, I believe this patient
has COVID-19 because of X"?

A: Only confirmed cases of COVID-19 may be reported, either
by definitive documentation by a provider of the condition or a
positive test result in the medical record. This example, without
further clarification from the provider, likely would be considered
a suspected COVID-19 case, since an uncertain term (“I believe”)
was documented. Diagnosis codes should be assigned for signs
and symptoms and additional code Z20.828 (contact with and
[suspected] exposure to other viral communicable diseases).

Q: I’m wondering how to code for an ED encounter where COVID-19
is suspected, and the patient was tested and sent back home to selfquarantine. After a few days, the test comes back positive. Should we
report ICD-10-CM code U07.1 (COVID-19), since the test eventually came
back positive? Or should it be Z20.828 (contact with and [suspected]
exposure to other viral communicable diseases), as the test hadn't come
back at the time of the encounter?

A: The tests are generally not available until after an outpatient
encounter has occurred. Code U07.1 should be assigned to capture
the positive COVID-19 test result. Although generally lab tests in
outpatient settings must be interpreted by a physician, the updated
guidelines allow code assignment for COVID-19 to be supported by
lab test results.

Q: Will the add-on DRG payments apply to the category B97 (viral agents
as the cause of diseases classified elsewhere) codes reported for patients
prior to April 1, 2020? My concern is that we will not get paid for the
COVID-19 patients prior to then.

A: The CARES Act says “as of the declaration of public health
emergency,” which is retroactive to encounters from January 27,
2020. For cases prior to that, there is likely no add-on payment, but it
is captured by coded data such as B97.29 (other coronavirus as the
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cause of diseases classified elsewhere), as well as condition codes.
Per the National Uniform Billing Committee (NUBC) announcement
on March 23, B97.29 will be used to identify COVID-19-related
claims.

Q: Can a coder report ICD-10-CM code U07.1 (COVID-19) solely based on
a positive test result on inpatient, outpatient, or diagnostic visits?

A: Code U07.1 should be assigned to capture the positive COVID-19
test result. Although lab tests in outpatient settings generally must
be interpreted by a physician, the updated guidelines allow code
assignment for COVID-19 to be supported by lab test results.

Q: Can “COVID infection,” without the -19 attached, be interpreted as a
positive COVID-19 diagnosis?

A: Yes, it would seem appropriate to assign code U07.1 (COVID-19)
for documentation of "COVID." If in doubt, it is advisable to query the
provider.

Q: Can ICD-10-CM codes Z03.818 and Z20.828 be used together?
A: Per the April 16, 2020, AHA Coding Clinic Advisor, Z03.818 is
designated for patients without signs or symptoms and subsequently
ruled out. Z20.828 should be assigned for patients with known
or suspected exposure even if the test is negative, unknown, or
inconclusive at the time of reporting. Z20.828 may be reported even
without explicit documentation of exposure or suspected exposure.
Therefore, it would not be appropriate to ever assign both codes to
the same patient, even though there is not an Excludes1 note.

Q: I’m coding an account for a mother and baby with documentation
of maternal exposure to COVID-19 10 days prior to delivery. There is no
documentation of coronavirus symptoms and no testing performed, but
both are being kept in isolation until discharge home. Should I assign
ICD-10-CM code Z03.818 (encounter for observation for suspected
exposure to other biological agents ruled out) or Z20.828 (contact with and
[suspected] exposure to other viral communicable diseases)?

A: Since the patient was documented as having suspected exposure
to COVID-19, assign Z20.828 as an additional code.
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Q: How do we handle “detected COVID-19”? Is it the same as
presumptive COVID-19?

A: If this means the virus was detected and there is a positive test
result, it would be appropriate to report ICD-10-CM code U07.1
(COVID-19).

Q: How do we report COVID-19 in an outpatient department if the patient
is having signs and symptoms, but no history of the illness and contact
with infected people?

A: If a patient is presenting with signs and symptoms of COVID-19,
it is suspected that the patient has had contact with COVID-19.
Therefore, assign codes for the signs and symptoms and ICD-10-CM
code Z20.828 (contact with and [suspected] exposure to other viral
communicable diseases).

Q: What do we report if a patient came in with respiratory symptoms (e.g.,
cough) and impression states upper respiratory infection and suspected
for COVID-19, but no lab tests were ordered for the visit?

A: Code the upper respiratory infection and ICD-10-CM code
Z20.828 (contact with and [suspected] exposure to other viral
communicable diseases). Symptoms integral to the definitive
disease (i.e., upper respiratory infection) should not be reported
separately, per the guidelines. Only confirmed cases of COVID-19
may be reported with U07.1.

Q: How would you code symptoms for a patient with no reported contact
with infected people and no travel, but the provider wants the patient
tested?

A: If a patient is presenting with signs and symptoms of COVID-19,
it is suspected that the patient has had contact with COVID-19.
Therefore, assign codes for the signs and symptoms and Z20.828
(contact with and [suspected] exposure to other viral communicable
diseases).

Q: I am not clear on the guideline assuming a link between COVID-19 and
pneumonia. I believe we still need to query the physician to link pneumonia
to COVID-19 before we can code as viral pneumonia.
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A: Per the updated guidelines, providers do not have to document a
link between a respiratory condition and COVID-19 in order to assign
codes for both conditions.

Q: A patient came in with signs and symptoms and was diagnosed with
acute bronchitis. The patient was also tested for COVID-19 with negative
result. Is Z03.818 (encounter for observation for suspected exposure to
other biological agents ruled out) still applicable in this case?

A: Z03.818 is generally only used for patients without symptoms
and the test result is returned negative. Therefore, to show there
was suspected exposure (hence the test being ordered due to
the patient’s acute bronchitis), assign Z20.828 (contact with and
[suspected] exposure to other viral communicable diseases) as an
additional code.

Q: A patient was admitted with pneumonia and tested for COVID-19, but
results were negative while admitted. Should we report either ICD-10-CM
code Z03.818 (encounter for observation for suspected exposure to other
biological agents ruled out) or Z20.828 (contact with and [suspected]
exposure to other viral communicable diseases)?

A: Assign Z20.828 to identify that there was suspected exposure
due to the patient’s pneumonia. This enables tracking for suspected
COVID-19 cases. Z03.818 is only assigned for patients without
symptoms and the results are returned as negative.

Q: Should documentation queries be sent to providers requesting linkage
of COVID-19 to the manifestations?
A: No, the provider does not need to link the respiratory
manifestations to COVID-19 when there is a positive test result and
ICD-10-CM code U07.1 is assignable.

Q: What codes do you use for an OB patient who delivers and the
physician documents asymptomatic COVID-19 in the discharge summary?
Testing was positive.

A: Assign a code from category O98.5- and U07.1 as an additional
code for a positive COVID-19 test, even without symptoms.
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