
 

 
EMR: Changing Diagnosis Codes in Clinical Note 
QuickTopic 

You may need to remove a diagnosis code from a clinical note because: 1) you did not treat that 
problem during the visit; 2) the patient’s status has changed; 3) the payer’s coding rules indicate 
a change is needed; or, 4) an incorrect diagnosis code was entered. 

This QuickTopic provides step-by-step instructions on how to make temporary and/or 
permanent changes to diagnosis codes in a clinical note. 

Temporarily Removing a Diagnosis Code  
Patients often have more than one problem being addressed in an episode of care. If you have 
entered multiple diagnosis codes to identify multiple problems, you may need to remove one of 
them temporarily for billing purposes because the services you provided did not address that 
condition or body part. In this example, we are removing M545 Low Back Pain. 

1. Click on the Charge Capture > Procedure Code Entry tab in the clinical note. 

2. Locate the diagnosis code you want to remove under each procedure code and click 
Remove.  

 

3. The diagnosis code is removed from the procedure code but remains on the A: Evaluation 
> Diagnosis tab and on the case for future use. 

 

4. Use the Move buttons to change the order of the remaining diagnosis codes if necessary. 
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Permanently Removing a Diagnosis Code 
You may need to permanently remove a diagnosis code from a clinical note because the 
patient’s status has changed or because the payer’s coding rules indicate a change is needed. 
You may also need to remove a diagnosis code that was entered in error. 

Permanently removing a diagnosis code requires changes in both the clinical note and the case 
with which it is associated. 

Removing the Diagnosis Code from the Clinical Note and the Case 

1. On the A: Evaluation > Diagnosis tab in the clinical note, click Remove in the row 
containing each diagnosis code you want to permanently eliminate. 

 

2. The diagnosis code no longer displays on the tab but is still present in the case. To remove 
it from the case, click Edit Case Diagnoses. 

 

3. A pop up listing all of the 
diagnosis codes on the 
case displays. Click on the 
row containing the 
diagnosis code you want 
to permanently eliminate, 
then click Remove Row.  

Use the Move buttons to 
change the order of the 
remaining diagnosis 
codes if necessary. 
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4. When you are finished editing the diagnosis codes, click Save. 

 

5. Follow the instructions above to permanently remove and/or re-order the diagnosis codes 
under each procedure code selected on the Charge Capture > Procedure Code Entry tab. 

The next clinical note created in the case will reflect all of the changes made. 

 

 

 

 

NOTE:  If a clinical note is finalized with an incorrect diagnosis code, an addendum is 
required on each note that has that diagnosis code to remove it from note and the 
associated charges.  
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For More Information 
If you need more information about getting around in RevFlow, go to the Library in the BMS 
Resource Center. Under BMS, expand the RevFlow Provider Resources folder and then click 
on the QuickTopics, Training Guides or Tutorials folder.  

You can also use the Resource Center’s Knowledge Object Search to search for information.  
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EMR: Code and Minute Rule Validation on 
Charge Capture 
QuickTopic 

This document describes the steps required to complete the Charge Capture tab in a visit note 
and validate diagnosis codes, procedure codes, and minute rules in the RevFlow electronic 
medical record (EMR). 

Charge Code Types  
After you complete clinical documentation and add procedure codes on the Charge Capture > 
Procedure Code Entry sub-tab, select the Charge Validation sub-tab. 

 

The procedure codes you selected automatically display in tables based on code type. 

 

Charge Code Types 

The procedure codes are organized as timed or untimed services: 

• Untimed Services: service-based procedure codes that do not have a unit of time in their 
definition.  

o Evaluation codes, re-evaluation codes and most modality codes (e.g., hot/cold pack, 
mechanical traction) are examples of service-based codes in the CPT code set.  

o It does not matter how long it takes you to perform an activity billed with a service-based 
code. The maximum number of units you may bill is 1. 

• Timed One-on-One Services: time-based procedure codes that have a unit of time (e.g., 
15 minutes) in their definition.  

o Therapeutic exercise, gait training, manual therapy and ultrasound are examples of 
time-based codes in the CPT code set. 
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o According to the CPT manual, you must complete at least half of the time specified in 
the code definition delivering a clinical service to bill 1 unit of a time-based code. Time 
is calculated in round numbers so half of 15 minutes is 8 minutes. 

o Alternative code sets may have other rules with respect to minimum times required to 
bill 1 unit of a code. 

o Payers may have rules regarding how many minutes of a service are required to bill 1 
or more units of a time-based code. The most commonly adopted minute rules for time-
based codes are the Medicare 8-minute rule and the rule in the CPT manual (referred 
to as the Rule of 8s in RevFlow). 

Units Assigned to Procedure Codes 

RevFlow automatically assigns 1 unit to each procedure code you select. Double-click on the 
number to select it if you need to make changes.  

 

• RevFlow limits the options to 0 or 1 unit for untimed (service-based) codes.  

• RevFlow does not impose limits on the number of units for time-based codes at the point of 
charge capture. You may be notified of limits via a payer alert located above the visit note 
tabs. 

 

 

 

 

NOTE: Procedure codes used to bill for interventions provided during a visit carry forward 
automatically to the next visit note. Enter 0 units if you want to retain a procedure code for 
future use but you do not want to bill it for the current visit. 
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Minute Rules 
RevFlow is designed to help you apply payment rules that may be in effect in a patient’s case. 
Payment rules may be applied by the patient’s payer or by your practice owner/administrator, or 
both.  

The “minute rule” is the most common payment rule you will encounter. RevFlow displays what 
minute rule is in effect, if any, underneath the Validate Charges button.  

There are 4 options for minute rules in RevFlow: 

Medicare 8-Minute Rule  

For information about the Medicare 8-
Minute rule, see the document Medicare 
8-Minute Rule, Procedure Codes, and 
Minutes of Service QuickTopic in the 
RevFlow Resource Center. 

 

 

 

 

 

 
 

Rule of 8s  
 
For information about the Rule of 8s, see 
the document Rule of 8s, Procedure Codes, 
and Minutes of Service QuickTopic in the 
RevFlow Resource Center. 
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Non-CPT Code Set Billing  

The Non-CPT Code Set Billing rule is for 
payers who use charge codes that are 
different from CPT codes. The alternative 
codes may have different definitions with 
respect to time than the CPT code set.  

 

 

 

 

 

 

 

 

No Minute Rule Applies  

The No Minute Rule Applies rule is for 
payers who use the charge code 
definitions to determine the number of 
service minutes needed to bill 1 or more 
units of a time-based code. 
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Minutes of Service 
You must enter minutes of service provided on a visit when the primary payer uses the 
Medicare 8-Minute Rule, the Rule of 8s, or the Non-CPT Code Set billing rule. 

Timed and untimed procedure codes have different definitions of legitimately billable service 
minutes that are described here. 

Timed Procedure Codes 

• Hands On (Direct Contact) Treatment Minutes are the number of minutes spent one-on-
one providing interventions to the patient during the visit.  

• Patient Assessment/Management Minutes are the number of minutes spent during the 
visit performing one or more of the following activities:  

o Assessing the patient's progress, readiness for and response to the interventions 
provided. 

o Educating and/or communicating with the patient, caregivers, and other providers about 
the interventions provided while in the patient’s presence. 

o Completing clinical documentation about the interventions provided while in the patient’s 
presence. 

Untimed Codes 

• Direct Contact Minutes – Untimed Procedures are the number of minutes spent during 
the visit performing an evaluation, re-evaluation, or providing a constant attendance 
modality (e.g., direct current electrical stimulation). These minutes include patient 
assessment and management during the application of the modality. 

• Minutes – Untimed Modalities are the number of minutes spent providing an unattended 
modality (e.g., mechanical traction, unattended electrical stimulation). These minutes 
include preparing the patient and necessary equipment prior to, as well as clean up after, 
application of the modality. 
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Submitting Charges for the Visit 
The RevFlow EMR supports appropriate billing for a visit by verifying that the service minutes 
and units per procedure code you enter comply with the primary payer’s minute rule when it is 
present. The process for entering minutes and units varies depending on which minute rule is in 
place. 

Medicare 8-Minute Rule 

1. Enter minutes of services for untimed procedure codes in the appropriate cell for each type 
of code. In this example,  

a. 10 minutes are entered in the Untimed Modality Minutes cell for the unattended 
modality code (mechanical traction), and 

b. 15 minutes are entered in the Untimed Procedure Minutes for the evaluation code 
(physical therapy evaluation: moderate complexity). 

RevFlow prevents you from entering minutes in the incorrect cell.  

 

2. Enter minutes of service in the Direct Contact Treatment Minutes and/or Patient 
Assessment/Management Minutes cells for each timed procedure code selected. 

Guidance regarding application of the Medicare 8-Minute Rule displays in red text above the 
table. If you have entered enough service minutes to submit multiple units of a procedure 
code, click on a cell in the Units column and enter a different number. In this example, 2 
units of Therapeutic Exercise are entered. 

 

 

RevFlow automatically totals service minutes 
for timed and untimed procedure codes, as 
well as total treatment minutes provided 
during the visit. 
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Rule of 8s 

1. Enter minutes of services for untimed procedure codes in the appropriate cell for each type 
of code. In this example,  

a. 10 minutes are entered in the Untimed Modality Minutes cell for the unattended 
modality code (mechanical traction), and 

b. 15 minutes are entered in the Untimed Procedure Minutes for the evaluation code 
(physical therapy evaluation: moderate complexity). 

RevFlow prevents you from entering minutes in the incorrect cell.  

 

2. Enter minutes of service in the Direct Contact Treatment Minutes and/or Patient 
Assessment/Management Minutes cells for each timed procedure code selected. RevFlow 
automatically calculates the correct number of units based on the Rule of 8s algorithm. 

 

RevFlow automatically totals service minutes 
for timed and untimed procedure codes, as 
well as total treatment minutes provided during 
the visit. 
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Non-CPT Code Set Billing 

Enter cumulative service minutes in the white 
boxes relevant to the timed and/or untimed 
procedure codes you selected.  

Manually change the number of units next to 
each procedure code in the code table, when 
indicated, by clicking on a cell in the unit. 

 

 

 

No Minute Rule Applies 

RevFlow automatically calculates the minutes of service for timed procedure codes based on 
the number of units entered and the amount of time in the code definition. In this example, 30 
service minutes are calculated based on 1 unit each of two 15-minute codes (2 x 15 = 30). 

 

 

NOTE: See the EMR: Completing a No Charge Transfer Note QuickTopic for instructions 
regarding use of the “I’m not billing for this visit” check box located under Total Treatment 
Minutes. This check box only displays if no procedure codes are selected for the note. 
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Charge Validation 
Click Validate Charges when you have finished entering your minutes of service and units or 
procedure codes.  

RevFlow automatically verifies that: 1) the diagnosis codes and procedure codes are acceptable 
to the payer, and 2) the number of units of timed codes is consistent with the number of minutes 
you have entered for time-based services when payers impose minute rules. RevFlow alerts 
you when validation problems occur using the warning messages displayed here. 

Unacceptable Diagnosis or Procedure Codes  

If you receive this warning, you may not sign 
the note until you have made the necessary 
corrections. 

 

 

 

 

 

 

Number of Units of Timed Codes Exceeds the Number of Minutes Entered 
(overbilling) 

If you receive this warning, you may not sign the note until you have made the necessary 
corrections. 
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Insufficient Number of Units of Timed Codes for the Number of Minutes Entered 
(underbilling) 

If you receive this warning, you may be in 
an underbilling situation. Click OK if this is 
your intent. Click Cancel to return the 
Charge Validation tab to make corrections. 

 

 

 

 

Your practice owner or administrator has the ability to set a hard stop for potential underbilling 
situations. If you receive this warning, you may not sign the note until you have made the 
necessary corrections. 
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For More Information 
If you need more information about charging in RevFlow, go to the Library on the RevFlow 
Resource Center. Under BMS, expand the RevFlow Provider Resources folder and then 
access the QuickTopics and Tutorials folders. 

You can also use the Resource Center’s Search feature to look for information. 
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EMR: Procedure Codes, Minutes of Service, and 
Application of the Medicare 8-Minute Rule 
QuickTopic 

This QuickTopic describes the relationship between the American Medical Association’s Current 
Procedural Terminology (CPT) codes and the minutes of clinical service provided. You also 
learn how RevFlow applies the Medicare 8-Minute rule to time-based procedure codes on the 
Charge Capture > Charge Validation tab in a visit note. 

CPT Code Definitions  
Providers select procedure codes to charge for clinical services delivered during a patient visit. 
Each code has an operational definition that describes the services provided. Some codes also 
reference the type(s) of clinicians qualified to deliver the service and/or the typical amount of 
time needed to deliver the service. 

“Timed” CPT Codes  

CPT codes with a unit of time in their definition (e.g., 15 minutes) are classified as time-based 
(or “timed”) codes. “Timed” codes commonly used to bill for therapy services include, but are not 
limited to: 

• 97110 – Therapeutic exercise 

• 97112 – Neuromuscular re-education 

• 97116 – Gait training 

• 97140 – Manual therapy 

• 97530 – Therapeutic activity 

• 97532 – Cognitive skills development 

An individual qualified provider may bill multiple units of a “timed” code based on the amount of 
time spent delivering one-on-one services and any interpretative guidance provided by the 
payer. 
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“Untimed” CPT Codes 

CPT codes without a unit of time in their definition are classified as service-based (or “untimed”) 
codes. “Untimed” codes commonly used to bill for therapy services include, but are not limited 
to: 

• 97010 – Hot/Cold pack 

• 97012 – Mechanical traction 

• 97016 – Vasopneumatic devices 

• 92506 - Evaluation of speech, language, voice, communication, and/or auditory pro-
cessing 
 

• 92507 - Treatment of speech, language, voice, communication, and/or auditory pro-
cessing disorder; individual 

• 92522 – Evaluation of speech sound production  

An individual qualified provider may bill a maximum of 1 unit of an “untimed” code no matter 
how long it takes to deliver the service. 

PT and OT Evaluation and Re-evaluation Codes 

On January 1, 2017, the Centers for Medicare and Medicaid Services adopted new evaluation 
and re-evaluation codes for physical therapy (PT) and occupational therapy (OT). The 
operational definitions of these codes include a “typical” amount of time; however, this 
information is used for guidance only. The new codes remain classified as “untimed” codes and 
follow the same rule described in the previous section. 

• 97161 – PT evaluation – low complexity 

• 97162 – PT evaluation – moderate complexity 

• 97163 – PT evaluation – high complexity 

• 97164 – PT re-evaluation 

• 97165 – OT evaluation – low complexity 

• 97166 – OT evaluation – moderate complexity 

• 97167 – OT evaluation – high complexity 

• 97168 – OT re-evaluation 
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Minutes of Service and Minute Rules  
The total minutes of one-on-one (i.e., “direct 
contact”) time-based services dictate how 
many units a “timed” code(s) a qualified 
provider may bill.  

Payers may have guidance regarding 1) who 
must provide the services (e.g., PT, PTA, 
OT, COTA, SLP, etc.), and 2) the translation 
of minutes into units for timed codes (i.e., a 
“minute rule”).  

If a “minute rule” is in effect on a patient’s 
case, the name of the rule displays on the 
Charge Validation tab in the visit note 
underneath the Complete button.  

Four boxes in which to enter your minutes of 
service also display: two are related to 
“timed” codes and two are related to 
“untimed” codes. 

 
Types of Minutes for Timed Codes 

Hands On Treatment Minutes are the number of minutes a qualified provider spent one-on-
one providing interventions to the patient during the visit.  

Patient Assessment/Management Minutes are the number of minutes a qualified provider 
spent during the visit performing one or more of the following activities:  

• Assessing the patient's progress, readiness for and response to the interventions 
applied. 

• Educating and/or communicating with the patient, or with caregivers/other providers 
while in the patient’s presence, about the interventions applied. 

• Completing clinical documentation in the patient’s presence about the interventions 
provided.  
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Types of Minutes Untimed Codes 

Direct Contact Minutes for Untimed Codes are the number of minutes a qualified provider 
spent during the visit performing the evaluative service or re-evaluative service billed with 
“untimed” codes.  

Indirect Contact Minutes for Untimed Codes are the number of minutes a patient spent in 
treatment with an unattended modality (e.g., mechanical traction, unattended electrical 
stimulation). These minutes include patient assessment and management during the application 
of the “untimed” interventions. 

Minute Rules for Timed Codes: The Medicare 8-Minute Rule 

CMS uses the Medicare 8-Minute Rule as an algorithm for billing timed codes. Other payers 
also may use this rule. The Medicare 8-Minute Rule uses the following ranges of minutes to 
determine how many units of “timed” codes may be billed for a therapy visit: 
 

• 1 unit:    > 8 minutes to < 23 minutes 

• 2 units:  > 23 minutes to < 38 minutes 

• 3 units:  > 38 minutes to < 53 minutes 

• 4 units:  > 53 minutes to < 68 minutes 

• 5 units:  > 68 minutes to < 83 minutes 

• 6 units:  > 83 minutes to < 98 minutes 

• 7 units:  > 98 minutes to < 113 minutes 
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Decision Support for Accurate Billing 
RevFlow assists you with translating minutes into units by comparing the total minutes of 
service entered for “timed” codes with the Medicare 8-minute Rule.  

The Allowed # of Timed 15 min codes you may bill based on the total minutes for “timed” 
codes displays in red font between the first two tables of procedure codes. 

Click Complete to initiate RevFlow’s decision support analysis regarding the minutes and units 
you have entered. 

RevFlow displays an error message if you attempt to bill more units than the rule allows given 
the number of minutes you have entered. 

RevFlow also displays a message if you attempt to bill fewer units than the rule allows given the 
number of minutes you have entered. Your practice owner or administrator determines whether 
this message is a confirmation message or an error message. 

Hypothetical scenarios are provided below. 
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Scenario #1 - Too Many Units of Timed Codes (Over Billing) 

You enter 15 “hands on” minutes for 
therapeutic exercise (97110) and neuro 
re-education (97112), combined, and 5 
“assessment/management” minutes for 
the “timed” codes. The total number of 
minutes for timed codes = 20. 

Each “timed” code has 1 unit assigned to 
it in the table. According the Medicare 8-
minute Rule 23 minutes are needed to 
bill 2 units of “timed” codes. 
 
An overbilling error displays indicating 
that you have selected too many units. 
You are unable to sign the note until a 
correction to the minutes or the units is 
made. 
 
 

 

 

Scenario #2 – Appropriate Number of Units of Timed Codes 

You enter 25 “hands on” minutes for 
therapeutic exercise (97110) and neuro 
re-education (97112), combined, and 10 
assessment/management minutes 
for the “timed” codes. The total number 
of minutes for “timed” codes = 35. 

Each “timed” code has 1 unit assigned to 
it in the table. According the Medicare 8-
minute Rule you have enough service 
minutes to bill 2 units of “timed” codes. 
You sign the note and submit the 
charges for processing. 
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Scenario #3 – Too Few Units of Timed Codes  

You enter 30 “hands on” minutes (for 
therapeutic exercise (97110) and neuro 
re-education (97112), combined, and 10 
assessment/management minutes for 
the timed codes. The total number of 
minutes for timed codes = 40. 

Each timed code has 1 unit assigned to it 
in the table. According the Medicare 8-
minute Rule you have enough service 
minutes to bill 3 units of timed codes.  

 

 

		

	

 

If your practice owner/administrator has 
selected the confirmation question 
option, a pop-up message displays 
verifying that you intended to charge 
fewer units than the minutes you entered 
allow.  

You may click OK to verify that the units 
selected are correct or click Cancel to 
return to the Charge Validation tab and 
adjust the minutes of service and/or units 
of “timed” codes. 

If your practice owner/administrator has selected the error message option, an error displays 
indicating that you have selected too few units. You are unable to sign the note until a correction 
to the minutes or the units is made. 
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For More Information 
If you need more information about charging for clinical services in RevFlow, go to the Library 
on the BMS Resource Center. Under BMS, expand the RevFlow Provider Resources folder 
and then access the QuickTopic and Tutorials folders. 
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EMR: Procedure Codes, Minutes of Service, and 
Application of the Rule of 8s 
QuickTopic 

This QuickTopic describes the relationship between the American Medical Association’s Current 
Procedural Terminology (CPT) codes and the minutes of clinical service provided. You also 
learn how RevFlow applies the Rule of 8s to time-based procedure codes on the Charge 
Capture > Charge Validation tab in a visit note. 

CPT Code Definitions  
Providers select procedure codes to charge for clinical services delivered during a patient visit. 
Each code has an operational definition that describes the services provided. Some codes also 
reference the type(s) of clinicians qualified to deliver the service and/or the typical amount of 
time needed to deliver the service. 

“Timed” CPT Codes 

CPT codes with a unit of time in their definition (e.g., 15 minutes) are classified as time-based 
(or “timed”) codes. “Timed” codes commonly used to bill for therapy services include, but are not 
limited to: 

• 97110 – Therapeutic exercise 

• 97112 – Neuromuscular re-education 

• 97116 – Gait training 

• 97140 – Manual therapy 

• 97530 – Therapeutic activity 

• 97532 – Cognitive skills development 

An individual qualified provider may bill multiple units of a “timed” code based on the amount of 
time spent delivering one-on-one services and any interpretative guidance provided by the 
payer. 
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“Untimed” CPT Codes 

CPT codes without a unit of time in their definition are classified as service-based (or “untimed”) 
codes. “Untimed” codes commonly used to bill for therapy services include, but are not limited 
to: 

• 97010 – Hot/Cold pack 

• 97012 – Mechanical traction 

• 97014 – Electrical stimulation (unattended) 

• 97016 – Vasopneumatic devices 

• 92506 - Evaluation of speech, language, voice, communication, and/or auditory pro-
cessing 
 

• 92507 - Treatment of speech, language, voice, communication, and/or auditory pro-
cessing disorder; individual 

• 92522 – Evaluation of speech sound production  

An individual qualified provider may bill a maximum of 1 unit of an “untimed” code no matter 
how long it takes to deliver the service. 

PT and OT Evaluation and Re-evaluation Codes 

On January 1, 2017, the Centers for Medicare and Medicaid Services adopted new evaluation 
and re-evaluation codes for physical therapy (PT) and occupational therapy (OT). The 
operational definitions of these codes include a “typical” amount of time; however, this 
information is used for guidance only. The new codes remain classified as “untimed” codes and 
follow the same rule described in the previous section. 

• 97161 – PT evaluation – low complexity 

• 97162 – PT evaluation – moderate complexity 

• 97163 – PT evaluation – high complexity 

• 97164 – PT re-evaluation 

• 97165 – OT evaluation – low complexity 

• 97166 – OT evaluation – moderate complexity 

• 97167 – OT evaluation – high complexity 

• 97168 – OT re-evaluation 
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Minutes of Service and Minute Rules 
The total minutes of one-on-one (i.e., 
“direct contact”) time-based services 
dictate how many units of a “timed” 
code(s) a qualified provider may bill.  

Payers also may have guidance 
regarding 1) who must provide the 
services (e.g., PT, PTA, OT, COTA, SLP, 
etc.), and 2) the translation of minutes 
into units for timed codes (i.e., a “minute 
rule”).  

If a “minute rule” is in effect on a patient’s 
case, the name of the rule displays on the 
Charge Validation tab in the visit note 
underneath the Complete button.  

Four boxes in which to enter minutes of 
service also display: two are related to 
“timed” codes and two are related to 
“untimed” codes. 

Types of Minutes for Timed Codes 

Hands On Treatment Minutes are the number of minutes a qualified provider spent one-on-
one providing interventions to the patient during the visit.  

Patient Assessment/Management Minutes are the number of minutes a qualified provider 
spent during the visit performing one or more of the following activities:  

• Assessing the patient's progress, readiness for and response to the interventions 
applied. 

• Educating and/or communicating with the patient, or with caregivers/other providers 
while in the patient’s presence, about the interventions applied. 

• Completing clinical documentation in the patient’s presence about the interventions 
applied. 
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Types of Minutes for Untimed Codes 

Direct Contact Minutes for Untimed Codes are the number of minutes a qualified provider 
spent during the visit performing the evaluative or re-evaluative service billed with “untimed” 
codes.  

Indirect Contact Minutes for Untimed Codes are the number of minutes a patient spent in 
treatment with an unattended modality (e.g., mechanical traction, unattended electrical 
stimulation). These minutes include patient assessment and management during the application 
of the “untimed” interventions. 

Minute Rules for Timed Codes: The Rule of 8s  

Many commercial payers use the guidance included in the CPT code manual (i.e., the Rule of 
8s) as an algorithm for billing timed codes. The Rule of 8s uses the following thresholds to 
determine how many units of “timed” codes may be billed for a therapy services visit: 
 

• 1 unit of each unique procedure code requires at least 8 minutes of service for each 
code. 

• 2 units of the same procedure code require at least 23 minutes of service for that code. 

• 3 units of the same procedure code require at least 38 minutes of service for that code. 

• 4 units of the same procedure code require at least 53 minutes of service for that code. 
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Decision Support for Accurate Billing 
RevFlow assists you with translating minutes into units by comparing the total minutes of 
service entered for “timed” codes with the Rule of 8s.  

The range of minutes needed to support the number of units you entered is automatically 
allocated in each row created by a “timed” code. The minimum number of minutes at the low 
end of the range is deducted from your total minutes for “timed” codes.  

The Remaining Minutes to Apply to Charges displays in red font between the first two tables 
of procedure codes. 

Click Complete to initiate RevFlow’s decision support analysis regarding the minutes and units 
you have entered. 

An error message displays if you attempt to bill more units than the rule allows given the 
number of minutes you have entered. You can anticipate this message if the Remaining 
Minutes to Apply to Charges is a negative number. 
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RevFlow also displays a message if you attempt to bill fewer units than the rule allows given the 
number of minutes you have entered. Your practice owner or administrator determines whether 
this message is a confirmation message or an error message. 

Hypothetical scenarios are provided here. 

Scenario #1 - Too Many Units of Timed Codes 

You enter 10 “hands on” minutes for therapeutic exercise (97110) and neuro re-education 
(97112), combined, and 5 “assessment/management” minutes for the “timed” codes. The total 
number of minutes for “timed” codes = 15. 

Each “timed” code has 1 unit assigned to it in the table. The system allocates 8 minutes to each 
code resulting in a 1 minute deficit (15 service minutes – 16 minutes allocated minutes = -1 
minutes available).  
 

 
An overbilling error displays indicating that you have selected too many units. You are unable to 
sign the note until a correction to the minutes or the units is made. 
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Scenario #2 – Appropriate Number of Units of Timed Codes 

You enter 15 “hands on” minutes for therapeutic exercise (97110) and neuro re-education 
(97112), combined, and 10 assessment/management minutes for the “timed” codes. The total 
number of minutes for “timed” codes = 20. 

Each “timed” code has 1 unit assigned to it in the table. Billing is optimized because there are 
enough service minutes to support each unique code (i.e., 8 minutes each). The remaining 4 
service minutes cannot be billed using this rule. You finalize the note and submit the charges for 
processing.	 
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Scenario #3 – Too Few Units of Timed Codes  

You enter 30 “hands on” minutes (for therapeutic exercise (97110) and neuro re-education 
(97112), combined, and 5 assessment/management minutes for the “timed” codes. The total 
number of minutes for “timed” codes = 35. 

 

Each “timed” code has 1 unit assigned to it in the table. The system allocates 8 minutes to each 
code resulting in a 19 minute excess (35 service minutes – 16 minutes allocated minutes = 19 
additional minutes available). According the Rule of 8s you have enough service minutes to bill 
2 units of one of the “timed” codes.  

If the practice owner/administrator has selected the confirmation question option, a pop-up 
message displays verifying that you intended to charge fewer units than the minutes you 
entered allow.  

You may click OK to verify that the units 
selected are correct or click Cancel to 
return to the Charge Validation tab and 
adjust the minutes of service and/or units 
of timed codes. 
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If the practice owner/administrator has selected the error message option, an error displays 
indicating that you have selected too few units. The therapist is unable to sign the note until a 
correction to the units or the minutes is made. 
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For More Information 
If you need more information about charging for clinical services in RevFlow, go to the Library 
on the BMS Resource Center. Under BMS, expand the RevFlow Provider Resources folder 
and then access the QuickTopic and Tutorials folders. 
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