
DOCUMENTATION AND CODING AUDITS/REVIEWS 
 
When was the last time your practice’s physicians’ documentation and coding was reviewed?  Are you 
missing valuable revenue as a result of under-coding?  At a minimum you may be losing revenue due to 
improper coding or documentation not supporting the level and scope of care provided.  You could also 
be exposing your practice to tremendous financial risk. 
 
Carolina Professional Consultants, through its staff and partners at InGauge Healthcare Solutions, 
provides a full range of audit services designed to help you strengthen the financial health of your 
practice and help you minimize your risk of audits. 
 

 Medical Chart Reviews: 
Evaluate the accuracy of your current documentation and coding. 
 
Every Chart Review Includes: 

 A quality review of each chart’s documentation and coding by a Certified Professional 
Coder. 

 A detailed audit report of the findings along with recommendations and cross 
references to coding guidelines. 

 A consultative session to review the audit report and provide training and education 
based on the findings. 

Our chart review process follows a structured methodology designed to identify improvement 
opportunities through a comprehensive assessment of documentation, coding and billing.  This 
approach identifies gaps between existing processes and national best practices. 
 

 EMR Coding / Documentation Review: 
Evaluation of the impact of your EMR is having on your coding and documentation. 
 
EMRs are providing many benefits for medical documentation, however, because of the 
complexity of coding, most EMRs are still not able to accurately code based on the information 
entered.  For many physicians, our audits are bringing to light coding risks they were not aware 
of and inefficiencies they are happy to get help with.  Our team will review your templates and 
final documentation and then provide education and advice to maximize efficiency and accurate 
results. 
 

 ICD-10 Assessment: 
Assessment of existing documentation to identify deficiencies in preparation for ICD-10-CM. 
 
Documentation will become critical with ICD-10.  One of the largest problems following the 
October 1, 2013 implementation date for ICD-10 will be documentation insufficient to support 
the specificity required for the new ICD-10 code sets.  For many organizations, this has been 
forgotten among the other education, training, and implementation objectives.   
 
If your office is fully prepared for ICD-10, but clinical documentation has not improved, accurate 
coding and proper payment will not be possible.  A behavioral change in documentation habits 
for most providers will be necessary, and now is the time to start preparing. 
 
 



A clinical documentation ICD-10 assessment will: 
 Validate sufficient ICD-10 documentation 
 Identify ICD-10 clinical documentation deficiencies 
 Identify ICD-10 training specific to your needs 
 Avoid an increase in denied or unbillable claims 
 Prevent an interruption in revenue 

 
 Appeals: 

Assistance with navigating the appeals process and collecting money related to medical 
necessity.  Let our team of experts help you get paid for the work you perform. 
 
Providing services and not being paid is perhaps one of the most frustrating things providers 
face.  Just because you were not paid on the initial determination does not mean you should not 
have been paid.  Let our team evaluate your denials and help you through the appeals process 
so you can be properly paid for the services you’ve performed and documented. 
 

 Educational Services: 
Services and resources from our professional trainers to help educate your physicians and staff. 
 
As part of each of our audits, we provide feedback to you on our finding and what you can do to 
improve outcomes.  But you may want more formal training on best practices in documentation 
and coding.  We work with you to help you understand how to document better, not document 
more.  Better documentation leads to better coding and better reimbursements. 
 

 Audit Validation: 
Internal audits are a great way to demonstrate your efforts to submit complete and accurate 
claims to payers.  There may be times when you want to be sure that others outside of your 
practice would agree with the findings of your staff.  External review by our staff can validate 
the findings of your staff and provide further evidence of the accuracy of your current 
documentation, coding and billing practices. 
 

 Litigation Support / Expert Witness: 
We hope it never happens, but if it does, having an experienced attorney at your side during 
legal proceedings can help you address those critical coding and billing questions. 
 
Created by years of experience, we can provide an experienced attorney you can depend on in 
legal situations.  If you find yourself in a legal situation needing an expert legal representation 
for your coding and documentation, we can refer you to someone you can be confident in.  If 
you find yourself the target of a compliance audit or investigation and need legal advice, our 
partnered attorney can review your documentation and provide training and education on how 
to meet regulatory compliance directives. 

 
 


