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Policy Statement 
 

Optum* by OptumHealth Care Solutions, LLC considers the reporting of established patient re-evaluation 
services to be appropriate and/or medically necessary when all of the following conditions are met: 
• Benefit coverage criteria are satisfied 
• Re-evaluation is not a recurring routine assessment of patient status 
• The documentation of the re-evaluation includes all of the following elements: 

- An evaluation of progress toward current goals; 
- Making a professional judgment about continued care; 
- Making a professional judgment about revising goals and/or treatment or terminating services. 

 
And any one of the following indications is documented: 
• The patient presents with new clinical findings; 
• There is a significant change in the patient's condition;  
• The patient has failed to respond to the therapeutic interventions outlined in the current plan of care. 
 
 
 
 
 
Purpose 
 

This policy has been developed to describe the criteria that Optum uses to conduct utilization review (UR) 
determinations concerning the appropriateness and/or medical necessity for reporting of established patient 
re-evaluations. 
 
 
 
 
 
 
 
 
 

https://www.myoptumhealthphysicalhealth.com/ClinicalPolicies/348.pdf
https://www.myoptumhealthphysicalhealth.com/ClinicalPolicies/71.pdf
https://www.myoptumhealthphysicalhealth.com/ClinicalPolicies/71.pdf
https://www.myoptumhealthphysicalhealth.com/Documents/Reimbursement%20Policies/Documentation%20Requirements%20for%20Reimbursement%20of%20Evaluation%20Management.pdf
https://www.myoptumhealthphysicalhealth.com/Documents/Reimbursement%20Policies/Documentation%20Requirements%20for%20Reimbursement%20of%20Evaluation%20Management.pdf
https://www.myoptumhealthphysicalhealth.com/Documents/Reimbursement%20Policies/E_M%20Quick%20Reference%20Table.pdf
https://www.myoptumhealthphysicalhealth.com/Documents/Reimbursement%20Policies/0050_Modifier25Policy.pdf
https://www.myoptumhealthphysicalhealth.com/Documents/Reimbursement%20Policies/Physical_Occupational%20Therapy%20Revaluation%20Reimbursement%20Policy.pdf
https://www.myoptumhealthphysicalhealth.com/Documents/Reimbursement%20Policies/Physical_Occupational%20Therapy%20Revaluation%20Reimbursement%20Policy.pdf
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Key Policy Question 
 

What are the circumstances that support the addition of a separate and distinct re-evaluation during the 
course of care for an established patient? 
 
 

 
Scope 
 
In-scope: All in and out of network programs (exclusive of Medicare and Medicaid products for 
chiropractic) involving all provider types, where utilization review determinations about evaluation and 
management (E/M) services and/or procedural codes 97164 and 97168 are reported. This policy also serves 
as a resource for peer-to-peer interactions in describing the position of Optum on the application of CPT 
codes 97164, 97168, 99211, 99212, 99213, 99214, 99215.  
 
Out-of-scope:  Determinations concerning the level or documented performance of evaluation and 
management (E/M) services. 
 
 
 
 

Definitions 
 

The following definitions apply to this policy: 
 
Assessment Assessment refers to the professional skills used to gather data by observation, 

patient inquiry, and may include limited objective testing and measurement to 
make clinical judgments regarding the patient's condition(s). Assessments 
determine changes in the patient's status since the last visit/treatment day and 
whether the planned procedure or service should be modified. Based on these 
assessment data, the clinician may make judgments about progress toward goals 
and/or determine that a more complete evaluation or re-evaluation (see 
‘Reporting Re-evaluations’ below) is indicated.1 

 
Episode of care The consultation and skilled care provided by a clinician… 

• for a new health problem or condition, which begins with the initial 
evaluation and ends with the reporting of discharge status; or 

• for a previously treated health problem or condition, which is preceded 
by at least 3 months without treatment; or 

• for a previously treated health problem or condition, which is preceded 
by a separation from care due to a surgical procedure directly related to 
the health problem or condition; or 

• for a chronic/recurrent health problem or condition, which consists of a 
series of treatment intervals marked by one or more brief separations 
from care. 

 
An episode may include the evaluation and treatment related to multiple 
conditions.  
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Established patient 
(chiropractor) 

An established patient is one who has received professional services from the 
physician [including chiropractor] or from another physician of the same 
specialty who belongs to the same group practice, during the past three years.2 

 
Established patient 
(physical/occupational 
therapist) 

An established patient is one who has received professional services for an 
episode of care from the therapist or from another therapist of the same specialty, 
who belongs to the same group practice, for a particular condition. If a new 
problem/abnormality is encountered, then an initial evaluation should be 
reported.3 

 
Patient-important 
outcomes 

Reports or measures representing what is most important to patients about a 
condition and its treatment. Patient-important outcomes often relate to 
symptoms, signs, functional status, perceptions, or other aspects such as 
convenience and tolerability.4 
 

Re-evaluation The re-evaluation provides additional objective information not included in other 
documentation (eg, assessments of progress between visits). Re-evaluation is 
separately reportable and is periodically indicated during an episode of care 
when the professional assessment of a clinician indicates a significant 
improvement, or decline, or change in the patient's condition or functional status 
that was not anticipated in the plan of care.1 

 
 
 
 
 
 
Background 
 
Introduction 
“Reassessments [and re-evaluations] are an integral component of case management and should be made 
following an appropriate period of care…A knowledge of the natural history of the condition greatly 
facilitates decisions concerning the timing of reassessment.” 

5  The requirements for reporting patient re-
evaluations have been described.2,6-8 Similarly, the documentation standards for substantiating the 
performance of established patient re-evaluations have been described.9,10  The routine assessment of 
patient progress (eg, to assess changes in a patient's status since the last visit, and whether the planned 
procedure or service should be modified) is included in the services provided during a subsequent office 
visit and is not reportable as a re-evaluation.1 
 
 
Indications for Reporting Re-evaluations 
In contrast to assessment, a re-evaluation is focused on evaluation of progress toward current goals and 
making a professional judgment about continued care, modifying goals and/or treatment or terminating 
services. Re-evaluation requires the same professional skills as an initial evaluation. Indications for a re-
evaluation include new clinical findings, a significant change in the patient's condition, or failure to respond 
to the therapeutic interventions outlined in the plan of care.1 
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Reporting Re-evaluations 
 
The reporting of a re-evaluation includes all of the following components: 
 

• Data collection: 
o Updated relevant history 
o Current subjective symptoms 
o Pertinent physical examination findings 
o Standardized patient-important outcome assessments (e.g., measures of functional status) 

based on appropriate, relevant, and validated tests and tools using comparable and 
consistent methods  

 
• Outcomes assessment:  

o Deciphering effectiveness of intervention(s) 
 Assessment or clinically meaningful progress in primary and secondary 

outcomes 
 Correlation of outcomes with anticipated goals 

o Identification of barriers to improvement/recovery 
 

• Clinical decision-making:  
o Interpretation of symptoms and exam findings to determine the priority/focus of 

treatment 
o Judgments about the necessity of continued skilled care services  
o Identification of appropriate further intervention(s) 

 
• Plan of care:  

o Goals: 
 Updated person-centered goals that are consistent with changes in a patient’s 

condition and the likelihood of further clinically relevant improvement with 
treatment 

o Interventions: 
 Any modification of current intervention(s) 
 Description and implementation plan for any appropriate new intervention(s)  

o Schedule: 
 Frequency and duration of skilled- and self-care 
 Timeframe for re-evaluation of response to treatment and to determine the need 

for a change in the current plan of care 
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Coding Information 
 

Note: The Current Procedural Terminology (CPT) codes listed in this policy may not be all inclusive and 
are for reference purposes only. The listing of a service code in this policy does not imply that the service 
described by the code is a covered or non-covered health service. Coverage is determined by the member’s 
benefit document.  
 
 

Code Description 
 
 

97164 

Re-evaluation of physical therapy established plan of care, requiring these components: 
- An examination including a review of history and use of standardized tests and measures is required; and 
- Revised plan of care using a standardized patient assessment instrument and/or measurable assessment 

of functional outcome. 
 

Typically, 20 minutes are spent face-to-face with the patient and/or family. 
 
 
 

97168 

97168 - Re-evaluation of occupational therapy established plan of care, requiring these components: 
- An assessment of changes in patient functional or medical status with revised plan of care; 
- An update to the initial occupational profile to reflect changes in condition or environment that affect 

future interventions and/or goals; and 
- A revised plan of care. A formal reevaluation is performed when there is a documented change in 

functional status or a significant change to the plan of care is required. 
 

Typically, 30 minutes are spent face-to-face with the patient and/or family. 
 

99211 
Office or other outpatient visit for the evaluation and management of an established patient that may not require the 
presence of a physician. 
 

Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent performing or supervising these services. 
 
 
 
 

99212 

Office or other outpatient visit for the evaluation and management of an established patient, which requires at least two of 
these three key components: 

- a problem focused history 
- a problem focused examination 
- straightforward medical decision making 

 

Counseling and/or coordination of care with other providers or agencies are provided consistent with the nature of the 
problem(s) and the patient’s and/or family’s needs 
 

Usually the presenting problem(s) are self-limited or minor. Physicians typically spend 10 minutes face-to-face with the 
patient and/or family 

 
 
 
 

99213 

Office or other outpatient visit for the evaluation and management of an established patient, which requires at least two of 
these three key components: 

- an expanded problem focused history 
- an expanded problem focused examination 
- medical decision making of low complexity 

 

Counseling and/or coordination of care with other providers or agencies are provided consistent with the nature of the 
problem(s) and the patient’s and/or family’s needs 
 

Usually the presenting problem(s) are of low to moderate severity. Physicians typically spend 15 minutes face-to-face 
with the patient and/or family 

 
 
 
 

99214 

Office or other outpatient visit for the evaluation and management of an established patient, which requires at least two of 
these three key components: 

- a detailed history 
- a detailed examination 
- medical decision making of moderate complexity 

 

Counseling and/or coordination of care with other providers or agencies are provided consistent with the nature of the 
problem(s) and the patient’s and/or family’s needs 
 

Usually the presenting problem(s) are of moderate to high severity. Physicians typically spend 25 minutes face-to-face 
with the patient and/or family 

 
 
 
 

99215 

Office or other outpatient visit for the evaluation and management of an established patient, which requires at least two of 
these three key components: 

- a comprehensive history 
- a comprehensive examination 
- medical decision making of high complexity 

 

Counseling and/or coordination of care with other providers or agencies are provided consistent with the nature of the 
problem(s) and the patient’s and/or family’s needs 
 

Usually the presenting problem(s) are of moderate to high severity. Physicians typically spend 40 minutes face-to-face 
with the patient and/or family 
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http://www.apta.org/uploadedFiles/APTAorg/About_Us/Policies/BOD/Practice/DocumentationPatientClientMgmt.pdf
http://www.apta.org/uploadedFiles/APTAorg/About_Us/Policies/BOD/Practice/DocumentationPatientClientMgmt.pdf
http://www.apta.org/
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Contact Information 
 
Please forward any commentary or feedback on Optum utilization management policies to: 
policy.inquiry@optumhealth.com  with the word “Policy” in the subject line. 
 
 

The services described in Optum* by OptumHealth Care Solutions, LLC policies are subject to the terms, 
conditions and limitations of the Member's contract or certificate.  Optum reserves the right, in its sole 
discretion, to modify policies as necessary without prior written notice unless otherwise required by 
Optum’s administrative procedures. 
 
Certain internal policies may not be applicable to self-funded members and certain insured products. Refer 
to the member's Summary Plan Description (SPD) or Certificate of Coverage (COC) to determine whether 
coverage is provided or if there are any exclusions or benefit limitations applicable to any of these policies. 
If there is a difference between any policy and the member’s SPD or COC, the member’s SPD or COC will 
govern. 
 
 
 
 

 
 
 
 

mailto:policy.inquiry@optumhealth.com

