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NEW QUESTION: 1

A patient presents with keratosis lesions on her left cheek, above the left eyebrow, and on
the chin area. The dermatologist treats those areas by lightly sanding the surface of a total
of 5 lesions.

What CPTcoding is reported?

A. 15787 x 5

B. 15786, 15787

C. 15786, 15787 x 4

D. 15786 x 5

Answer: (SHOW ANSWER)

CPTcode 15786 is used for abrasion treatment of a single lesion (e.g., for keratosis) through

techniques like dermabrasion (lightly sanding the skin's surface). When treating multiple
lesions in this manner, each lesion treated should be coded individually.

Since the patient has 5 keratosis lesions treated through sanding, 15786 x 5 accurately
represents the procedure for each lesion.

Explanation of other options:

A: 15787 x 5: Incorrect because 15787 is designated for dermabrasion of "additional
lesions" and would be used in conjunction with 15786, not alone.

B: 15786, 15787: Incorrect, as it does not account for all five lesions treated.

C: 15786, 15787 x 4: Incorrect, as 15787 is used only when performed in addition to 15786,
not as a replacement for each additional lesion.

Therefore, the correct answer is D. 15786 x 5, which accurately reports the treatment of all
five lesions.

NEW QUESTION: 2
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(Full Case:Procedure:Excision of6.0 cm malignant lesionof theright forearmwithadjacent
tissue transferusing arotation flap.Pre/Post-op Dx:Basal cell carcinoma, right
forearm.Anesthesia:local (1% Xylocaine with epi).

Defect size:8 sq cm.Specimen:sent forfrozen section margin control; margins confirmed
clear.Closure:rotation flap from adjacent healthy tissue,total area 8 sq cm, secured with
layered closure (5-0 Vicryl/6-0 Prolene).

Question:What CPT coding is reported?)

A. 14020, 11606-51

B. 14020

C. 14040

D. 14040, 11606-51

Answer: (SHOW ANSWER)

The operative report documents amalignant lesion excision(basal cell carcinoma) on

theright forearmfollowed by reconstruction with anadjacent tissue transfer (rotation
flap)afterfrozen sectionconfirmed clear margins. In CPT, when a defect is repaired
withadjacent tissue transfer/rearrangement, the flap code includes the work ofexcision
(including necessary undermining and preparation of the recipient site)performed as part of
creating and closing the defect; therefore the malignant excision code (e.g.,11606) isnot
separately reportedin this same session when the excision is integral to the flap repair.
Code selection for adjacent tissue transfer is based on theanatomic siteand thetotal defect
area (primary + secondary defects). The documentedtotal area is

8 sq cm, and the site is theforearm (arm/leg grouping). For arms/legs,10 sq cm or lessis
reported with14020.

Codes14040apply to a different anatomic region grouping and do not match the forearm.
Frozen section pathology/margin control does not change the primary surgical coding here.
Therefore, report14020 only.

NEW QUESTION: 3

A patient arrives at the clinic experiencing pain due to a chest injury caused by blunt force.
The provider takes X-ray imaging with 6 views of the chest.

What CPT coding is reported?

A. 71048

B. 71047

C. 71048x6

D. 71047x2

Answer: (SHOW ANSWER)

71048 - Radiologic examination, chest; complete, minimum of 4 views
Includes 6 views

CPT codes are based on ranges, not per-view billing
Why Other Options Are Incorrect:
71047 - 2 views only
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CPT does not allow "x view" reporting

NEW QUESTION: 4

A 63-year-old is seen by his. primary care physician for an annual exam. His last exam with
the primary care physician was four years ago. He has no complaints.

What CPT code is reported?

A. 99386

B. 99396

C. 99397

D. 99387

Answer: A (LEAVE A REPLY)

99386 = Initial comprehensive preventive medicine E/M, new patient, age 40-64 Patient has
not been seen in 4 years, which meets the new patient definition (no professional services
in past 3 years).

Age =63

No problem-oriented complaints # preventive service only

Why others are incorrect:
99396 / 99397 - Established patient codes
99387 - Age 65+

NEW QUESTION: 5

Which statement is FALSE in reporting a personal history ICD-10-CM code?

A. A personal history code can be reported as a first-listed code when the reason for
encounter is for a screening.

B. A personal history code can be reported with follow-up codes.

C. A personal history code is acceptable on any medical record regardless of the reason of
the visit.

D. A personal history code is reported when the patient's condition is no longer present or
being treated.

Answer: C (LEAVE A REPLY)

In ICD-10-CM coding, personal history codes are used to indicate a patient's past medical
conditions that no longer exist and are not receiving active treatment, but that may influence
current care or require continued monitoring.

A: is correct because a personal history code can indeed be reported as a primary code if
the encounter is specifically for screening due to a past condition.

B: is correct because personal history codes can be reported with follow-up codes to
indicate that the patient is being monitored for recurrence of the past condition.

D: is correct because a personal history code is used when the patient no longer has or is
being treated for that condition, but it remains relevant to the patient's health history.
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C: is false because a personal history code is not used indiscriminately on any medical
record; it is only appropriate when the past condition is relevant to the current encounter or
impacts current patient care.

Therefore, the correct answer is C. A personal history code is acceptable on any medical
record regardless of the reason of the visit.

NEW QUESTION: 6

A patient is diagnosed with diabetic polyneuropathy.

Using ICD-10-CM coding guidelines, what ICD-10-CM coding is reported?

A.E10.42

B.E11.9, G62.9

C.E10.9, G62.9

D.E11.42

Answer: D (LEAVE A REPLY)

Diabetic polyneuropathy is coded as E11.42, which indicates type 2 diabetes mellitus with
diabetic polyneuropathy. The ICD-10-CM guidelines direct that when a patient has both
diabetes and polyneuropathy, a single combination code is used to capture both conditions.
ICD-10-CM (current year), Chapter 4: Endocrine, Nutritional, and Metabolic Diseases (E0O-
E89), ICD-10- CM Official Guidelines for Coding and Reporting, Section |1.C.4.a.6.

NEW QUESTION: 7

A patient presents to the office with dysuria and lower abdominal pain. The physician
suspects she has a UTI.

A non-automated urinalysis is done in the office and is negative. UTI is ruled out for the final
diagnosis.

What CPT and ICD-10-CM codes are reported?

A. 81000, N39.0

B. 81000, R30.0, R10.30

C. 81002, R30.0, R10.30

D. 81002, N39.0

Answer: C (LEAVE A REPLY)

1. Procedure and CPT Code Selection:

The urinalysis performed was non-automated and without microscopy.

CPT Code 81002 is appropriate for a non-automated urinalysis without microscopy. This
code accurately reflects the test performed in the office.

2. Diagnosis and ICD-10-CM Code Selection:

ICD-10-CM Code R30.0 is used for dysuria, which was one of the patient's presenting
symptoms.

ICD-10-CM Code R10.30 is used for lower abdominal pain, another presenting symptom.
Since the urinalysis ruled out a urinary tract infection, N39.0 (UT]I) is not appropriate as a
final diagnosis.
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3. Rationale for Excluding Other Options:

Code 81000 (in options A and B) is for a urinalysis with microscopy, which was not
performed here.

N39.0 is used when a UTl is confirmed, which is incorrect for this case since the urinalysis
was negative, ruling out UTI.

4. AAPC and CPT Coding Guidelines:

AAPC guidelines recommend coding based on the symptoms when a specific diagnosis
(such as UTI) is ruled out. Therefore, R30.0 and R10.30 are appropriate symptom codes for
this encounter.

Thus, the correct answer is C. 81002, R30.0, R10.30.

NEW QUESTION: 8

(Full Case:Established patient office visit.CC:Bilateral thyroid nodules.HPI:54-year-old
evaluated for bilateral thyroid nodules; thyroid ultrasound last week showed multiple thyroid
masses likely multinodular goiter; patient can "feel" left-sided nodules; denies dysphagia;
denies unexplained weight loss/gain; family history thyroid cancer (maternal grandmother);
otherwise no problems except palpable right-sided thyroid mass.ROS:

Constitutional negative (chills/fever/weight change). ENT negative (hearing loss/trouble
swallowing/voice change). Gl negative (distention/pain/bleeding/bowel changes/N/V).
Endocrine negative (cold/heat intolerance).PE:Vitals BP 140/72, P 96, R 16, T 97.6, SpO2
97%, wt 89.8 kg, ht 165.1 cm. General alert

/cooperative/no distress. Head normocephalic. Throat moist/no lesions/no thrush. Neck: no
adenopathy, supple, trachea midline,thyromegaly present, no carotid bruit, no JVD. Lungs
clear. Heart regular rhythm/rate, normal S1/S2, no murmur/gallop/rub/click. Lymph nodes no
palpable adenopathy.Assessment/Plan:

Multinodular goiter; patient will have apercutaneous biopsy (minor
procedure).Question:What E/M code is reported?)

A. 99213

B. 99212

C. 99214

D. 99215

Answer: (SHOW ANSWER)

This is anestablished patientoffice visit coded byMDM(no total time documented). Problems
addressed include achronic condition(multinodular goiter/thyroid nodules) requiring

evaluation with malignancy risk considerations (family history of thyroid cancer and palpable
mass). The plan includes apercutaneous biopsy, which is aminor procedureplanned,
increasing management complexity compared with reassurance-only follow-up. Data
reviewed includes at leastreview of an ultrasound from last weekshowing multiple thyroid
masses consistent with multinodular goiter (outside test review), which supports data
element involvement.
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Risk is at leastmoderatebecausedecision for a minor procedureis documented in the plan
(with procedure- related risk assessment implicit). While ROS is largely negative and exam
is not extensive enough alone to drive code selection, MDM supports amoderate
leveloverall, aligning with99214for established patients. It is more complex than 99213 due
to planned invasive diagnostic procedure and risk assessment, but does not reach 99215
because there is no high-risk management (e.g., major surgery decision, severe
exacerbation, or intensive data complexity).

NEW QUESTION: 9

What ICD-10-CM coding is reported for a patient who has hypertension and CKD stage 27?
A.112.0, N18.2

B. 112.9, N18.2

C. E03.9

D. 110, E66.9

Answer: B (LEAVE A REPLY)

When hypertension and chronic kidney disease (CKD) are documented together, ICD-10-

CM assumes a cause-and-effect relationship.

[12.9 = Hypertensive chronic kidney disease with stage 1-4 CKD
N18.2 = CKD stage 2

[12.0 is only for CKD stage 5 or ESRD, which does not apply here.
Therefore, the correct code combination is 112.9, N18.2.

NEW QUESTION: 10

A driver loses control of a vehicle and crashes into a guardrail on the side of the highway.
The patient sustains a fracture of the anterior fossa cranial base. Imaging confirms
Involvement of the sphenoid sinus, but no cerebrospinal fluid (CSF) leak is identified. The
patient undergoes a surgical nasal sinus endoscopy with sphenoidotomy lo evaluate and
treat the sinus injury. No CSF leak repair is performed.

What is the correct procedure and diagnosis coding combination to report this service?
A. 31287, 31231-59, S02.109A

B. 31267.S02.19XA

C. 31287.31231-59, S02.109A

D. 31291, S02.19XA

Answer: C (LEAVE A REPLY)

Procedure Coding (CPT):

31287 - Nasal/sinus endoscopy, surgical; with sphenoidotomy

Correct because the surgeon performed a surgical endoscopic sphenoidotomy to evaluate
and treat sphenoid sinus injury.

No CSF leak repair was performed, so codes 31290-31291 are not appropriate.

31231-59 - Nasal endoscopy, diagnostic

Diagnostic endoscopy is separately reportable because:
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It was performed to evaluate traumatic injury

It is not bundled into the surgical service when it provides distinct diagnostic information
Modifier -59 indicates a separate and distinct service per NCCI edits.

Diagnosis Coding (ICD-10-CM):

S02.109A - Unspecified fracture of base of skull, initial encounter for closed fracture The
anterior cranial fossa fracture with sphenoid sinus involvement qualifies as a skull base
fracture No CSF leak is documented Correct 7th character "A" for initial encounter Why
Other Options Are Incorrect:

A - Incorrect format and duplicated CPT logic

B - 31267 = maxillary sinus, wrong sinus

D - 31291 includes CSF leak repair, which was not performed

NEW QUESTION: 11

A patient is diagnosed with compression fractures of the C6, C7 and T1 vertebrae. The
patient agrees to have vertebroplasty. Bone cement is injected in the vertebral space until
each of the two whole vertebral body is filled. The procedure is performed bilaterally.
What CPT coding is reported?

A. 22513, 22515

B. 22510-50, 22512-50 x 2

C. 22510, 22512 x 2

D. 22513-50, 22513-50

Answer: (SHOW ANSWER)

1. Procedure Type and CPT Code Selection:

The physician performed an injection into the wrist joint for degenerative osteoarthritis
management using Synvisc (a viscosupplementation product).

Code 20606 is the correct CPT code for an arthrocentesis, aspiration, and/or injection
procedure in an intermediate joint, such as the wrist. This code specifically includes the use
of ultrasound guidance, which is often standard in such injections.

Code 20551 (injection of a single tendon origin) and 20526 (injection into a carpal tunnel)
are incorrect here as they do not apply to intra-articular injections for joint osteoarthritis

management.

2. Diagnosis Code Selection (ICD-10-CM):

The diagnosis is degenerative osteoarthritis in the right wrist.

ICD-10-CM Code M19.231 is used for primary osteoarthritis of the right wrist. This code
directly reflects the diagnosis of primary osteoarthritis affecting this specific joint.
M19.031 would represent primary osteoarthritis in the wrist but does not specify laterality;
therefore, it is less accurate than M19.231, which denotes the right wrist.

3. Summary of Code Application:

The correct CPT and ICD-10-CM codes are 20606 for the injection procedure and M19.231
for primary osteoarthritis of the right wrist.

4. AAPC and CPT Coding Guidelines:
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According to AAPC CPC guidelines, proper joint injection codes require specific
identification of the joint location and guidance if used. Additionally, selecting the most
specific ICD-10-CM code for laterality is essential for accuracy in musculoskeletal
diagnoses.

Thus, based on CPT and ICD-10-CM coding guidelines, the verified answer is B. 20606,
M19.231.

NEW QUESTION: 12

Where is a Warthin's tumor found?

A. Ovary

B. Bone

C. Salivary gland

D. Back of eye

Answer: C (LEAVE A REPLY)

Warthin's tumor, also known as papillary cystadenoma lymphomatosum, is a benign tumor
of the salivary glands, most commonly affecting the parotid gland. It typically presents as a
painless, slow-growing mass near the angle of the jaw.

ICD-10-CM, medical dictionaries, and oncology textbooks

NEW QUESTION: 13

A 47-year-old male with a history of peripheral artery disease presents with worsening
claudication of the left leg. A diagnostic angiography confirms stenosis in the left iliac artery.
To restore blood flow to the left leg, the vascular surgeon plans to perform angioplasty,
using a balloon to dilate the vessel lumen followed by placement of an expandable stent in
the left iliac artery.

What CPT coding is reported for the procedure?

A. 37267,37263

B. 37258,37254

C. 37258

D. 37267

Answer: (SHOW ANSWER)

The clinical scenario involves a diagnostic angiography (not separately reportable in this

case as the therapeutic intervention occurs in the same session and the diagnosis is
already known) and a percutaneous transluminal angioplasty (PTA) with stent placement in
the left iliac artery.

To code this correctly:

CPT Code 37267: Transluminal stent placement(s), includes angioplasty within the same
vessel, when performed; iliac artery.

This code includes the angioplasty if it is performed in the same vessel as the stent (which
is true here - both procedures are done in the left iliac artery).
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Since angioplasty is inherent to the stenting (to open the narrowed vessel before stent
placement), only the stent code is reported.

No need to report angioplasty separately (e.g., 37263) when performed in the same vessel
as the stent.

Other options explained:

A). 37267, 37263 - Incorrect. 37263 (angioplasty in the iliac artery) would only be reported if
angioplasty was done in a separate iliac artery segment without stenting. Reporting both
codes for the same vessel would be unbundling and against CPT/NCCI guidelines.

B). 37258, 37254 - Incorrect. These codes relate to renal artery procedures, not iliac artery.
C). 37258 - Also incorrect, as this refers to renal stent placement, not iliac.

Official CPT Guideline Reference:

In the CPT manual (Category | codes, 37220-37235), specific instructions state that
angioplasty is included when performed in the same vessel as a stent and should not be
reported separately.

NEW QUESTION: 14

A patient with coronary artery disease due to lipid-rich plaque undergoes coronary artery
bypass grafting. The surgeon performs a left internal mammary artery graft to the left
anterior descending artery. Then performs saphenous vein grafts to the obtuse marginal
artery, ramus intermedius, and posterior descending artery. An endoscopic saphenous vein
harvest is performed.

What CPT coding is reported for the surgical procedure?

A. 33536,33512

B. 33533, 33512, 33508

C. 33536,33519

D. 33533,33519,33508

Answer: D (LEAVE A REPLY)

Procedure Coding (CPT):

33533 - CABG, arterial graft; single arterial graft (LIMA to LAD)

Correct for left internal mammary artery # LAD

33519 - CABG, venous grafts; three coronary venous grafts
Saphenous vein grafts placed to:

Obtuse marginal

Ramus intermedius

Posterior descending artery

Total = 3 venous grafts

33508 - Endoscopic harvest of saphenous vein

Separately reportable only when endoscopic

Add-on code (no modifier required)

Why Other Options Are Incorrect:
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A/ C - Incorrect arterial graft code (33536 = multiple arterial grafts) B - Incorrect venous
graft count (33512 = two grafts) CPT Guideline Reference:

CABG codes are selected based on:

Type of conduit (arterial vs venous)

Number of distal anastomoses

Endoscopic harvest is add-on and separately reportable

NEW QUESTION: 15

A patient presents to the pulmonologist's office for the first time with coughing and
shortness of breath. The patient has a history of asthma. The physician performs a
medically appropriate history and exam. The following labs are ordered: CBC, arterial blood
gas, and sputum culture. The pulmonologist assesses the patient with a new diagnosis of
COPD. The patient is given a prescription for the inhaler Breo Ellipta.

What E/M code is reported?

A. 99203

B. 99214

C. 99204

D. 99213

Answer: (SHOW ANSWER)

NEW QUESTION: 16

(A trauma patient needs the following imaging:2 views nasal bones,3 views chest,2 views
left forearm,2 views tibia/fibula. To exclude stroke, aCTA head with contrastis also ordered.
What CPT coding is reported?)

A. 70160 x 2, 71047 x 3, 73090 x 2, 73590 x 2, 70460

B. 70140, 71047 x 3, 73090 x 2, 73590 x 2, 70460

C. 70160-52, 71047, 73090, 73590, 70496

D. 70150-52, 71047, 73090, 73562, 70496

Answer: (SHOW ANSWER)

This question tests matching each study to the correct radiology code family and
recognizing CTA coding.

Fornasal bones, CPT70160is the "complete" nasal bone study (minimum 3 views). Because
only2 viewsare done, the best match in the provided choices is70160-52(reduced services).
For theforearm (2 views),73090is appropriate; fortibia/fibula (2 views),73590is appropriate.
ForCTA head with contrast, the correct CTA code in the options is70496(CTA head). Option
C is the only choice that correctly includes70496and the correct extremity X-ray

codes73090and73590and also handles nasal bones as reduced service. The chest portion
is imperfectly represented across the options (3-view chest typically aligns with a higher-
view chest code than
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71047), but the CPC-style best answerwithin the provided optionsisCbecause it captures
the key intended learning targets: nasal bones reduced, correct extremity radiographs, and
correct CTA head code.

Valid CPC Dumps shared by Actual4test.com for Helping Passing CPC Exam!
Actual4test.com now offer the newest CPC exam dumps, the Actualdtest.com CPC
exam questions have been updated and answers have been corrected get the
newest Actualdtest.com CPC dumps with Test Engine here:
https://www.actual4test.com/CPC_examcollection.html (455 Q&As Dumps, 30%OFF

Special Discount: Freepdfdumps)

NEW QUESTION: 17

View MR 001394

MR 001394

Operative Report

Procedure: Excision of 11 cm back lesion with rotation flap repair.

Preoperative Diagnosis: Basal cell carcinoma

Postoperative Diagnosis: Same

Anesthesia: 1% Xylocaine solution with epinephrine warmed and buffered and injected
slowly through a 30- gauge needle for the patient's comfort.

Location: Back

Size of Excision: 11 cm

Estimated Blood Loss: Minimal

Complications: None

Specimen: Sent to the lab in saline for frozen section margin control.

Procedure: The patient was taken to our surgical suite, placed in a comfortable position,
prepped and draped, and locally anesthetized in the usual sterile fashion. A #15 scalpel
blade was used to excise the basal cell carcinoma plus a margin of normal skin in a circular
fashion in the natural relaxed skin tension lines as much as possible The lesion was
removed full thickness including epidermis, dermis, and partial thickness subcutaneous
tissues. The wound was then spot electro desiccated for hemorrhage control. The specimen
was sent to the lab on saline for frozen section.

Rotation flap repair of defect created by foil thickness frozen section excision of basal cell
carcinoma of the back. We were able to devise a 12 sq cm flap and advance it using
rotation flap closure technique. This will prevent infection, dehiscence, and help reconstruct
the area to approximate the situation as it was prior to surgical excision diminishing the risk
of significant pain and distortion of the anatomy in the area. This was advanced medially to
close the defect with 5 0 Vicryl and 6-0 Prolene stitches.

What CPT coding is reported for this case?
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A. 14001

B. 15271

C. 14001, 11606-51, 12034-51

D. 14001, 11606-51

Answer: D (LEAVE A REPLY)

For the excision of an 11 cm lesion with a rotation flap repair, the appropriate CPT codes

are 14001 for the adjacent tissue transfer or rearrangement (12 sq cm flap) and 11606-51
for the excision of a malignant lesion including margins, face, ears, eyelids, nose, lips;
excised diameter over 4.0 cm. Modifier 51 indicates multiple procedures. The detailed
operative report specifies the lesion size and the technique used, justifying these codes.
References: CPT Professional Edition (current year), AMA.

NEW QUESTION: 18

A patient is sent to the hospital by his family care provider for admission due to a high fever
and neck pain The patient is admitted to the hospital to rule out bacterial meningitis. The
hospitalist admits the patient and orders a CBC. CMR Blood culture, CT of the head and
chest, and a lumbar puncture (spinal tap). After review of the results, he determines the
patient has bacterial meningitis and starts the patient on IV antibiotics.

What CPT and ICD-10-CM codes are reported for the admission?

A. 99222, R50.81.M54.2

B. 99284, G00.9

C. 99222, G00.9

D. 99264, R50.81.M54.2

Answer: C (LEAVE A REPLY)

99222 = Initial hospital inpatient care, moderate MDM

Extensive diagnostic workup # moderate complexity

Final diagnosis established during admission

Diagnosis Coding:

GO00.9 - Bacterial meningitis, unspecified

Do not code symptoms (fever, neck pain) once definitive diagnosis is confirmed Why others
are incorrect:

99284 - ED visit

99264 - Inpatient consultation (deleted code)

Symptom-only diagnosis codes inappropriate

NEW QUESTION: 19

(An 8-day-old newborn, weighing 3 kilograms, is seen for a circumcision. A numbing cream
is applied. A circumferential incision is made and the foreskin is excised with a scalpel.
What CPT coding is reported?)

A. 54150

B. 54150-52
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C. 54160

D. 54160-63

Answer: C (LEAVE A REPLY)

Newborn circumcision coding depends primarily on whether the circumcision is performed

using aclamp

/device techniqueversus asurgical excision technique. CPT54150is commonly associated
with circumcision using a clamp or other device method (often described with a
Gomco/Mogen-type approach in many training contexts). In contrast,
CPT54160representssurgical circumcisionusing acircumferential incisionwith excision of the
foreskin-matching the documentation ("circumferential incision... foreskin excised with a
scalpel").

The infant's age (8 days old) supports that this is a newborn service, but the decisive factor
in this vignette is thetechnique described. Modifier-52(reduced services) is not supported
because the full circumcision service is performed. Modifier-63applies to procedures
performed on infants less than 4 kg for certain CPT codes when applicable, but it is not
universally appended and is not the best answer here given typical CPC exam expectations
for standard newborn circumcision technique identification. Therefore,54160is correct.

NEW QUESTION: 20

According to the Repair (Closure) CPT guidelines, what type of repair is reported when a
single layer closure includes copious irrigation and extensive cleaning to remove particulate
matter?

A. Simple repair

B. Complex repair

C. Intermediate repair

D. Simple repair plus a code for irrigation

Answer: C (LEAVE A REPLY)

According to the CPT guidelines for Repair (Closure), an intermediate repair includes the
closure of a wound with one or more layers of subcutaneous tissue and superficial fascia in

addition to the skin (epidermal and dermal) closure. It also involves extensive cleaning of
the wound, which includes copious irrigation and the removal of particulate matter. This
description fits the scenario provided in the question.

AMA's CPT Professional Edition, Repair (Closure) guidelines.

NEW QUESTION: 21

A 5-year-old patient has a fractured radius. The orthopedist provides moderate sedation and
the reduction.

The time is documented as 21 minutes.

What CPT code is reported for the moderate sedation?

A. 99155

B. 99156
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C. 99152

D. 99151

Answer: (SHOW ANSWER)

99152 - Moderate sedation, same physician, patient under 5 years, initial 15 minutes Time
documented: 21 minutes First 15 minutes = 99152 Additional 15 minutes (99153) not
reported separately in CPT exam context Why others are incorrect:

99151 - Minimal sedation

99155 / 99156 - Different age/provider scenarios

NEW QUESTION: 22

(A patient with age-related osteoporosis is hospitalized after a slip and fall resulting in
fractures to both hips.

The physician ordersthree-view imaging of both hips and the pelvis, interpreted by the
hospital radiologist.

Later the same day, the patient falls from bed and the doctor ordersthree additional viewsof
both hips and pelvis, interpreted by thesame radiologist. What CPT coding is reported?)
A. 73522, 73522-76

B. 73522-76, 73522-51

C. 73523, 73523-77

D. 73523-76, 73523-51

Answer: D (LEAVE A REPLY)

"Three-view imaging of both hips and the pelvis" corresponds toCPT 73523 (bilateral hips

with pelvis, 3-4 views). Because the same study is repeated laterthe same daydue to a new
event (fall from bed) and is interpreted by thesame radiologist, the correct repeat modifier
concept is-76(repeat procedure by thesamephysician/qualified health professional). The
most accurate reporting is73523for the first study and73523-76for the repeat study. Among
the provided options,Dis the only choice that includes both73523and the correct repeat-by-
same modifier-76. The inclusion of-51in option D reflects a multiple- procedure concept that
is not the primary modifier logic for a true repeat of the same radiologic service; however,
the CPC exam intent here is to recognize73523and that the repeat isby the same
radiologist, requiring-76(not -77). Key learning point: select the correctstudy code by views,
then apply-76for same- provider repeat interpretation.

NEW QUESTION: 23

A 43-year-old female with a history of joint pain and fatigue presents to the office with
swollen salivary glands. Patient agrees to have a labial gland biopsy performed in office.
Patient is numbed with a local anesthetic. Then an incision is made on the lower labial
mucosa and tissue samples from the salivary gland are removed with tweezers. The
incision is sutured. Pathology report findings are consistent with Sjogren's syndrome.
What CPTcode is reported?

A. 42408
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B. 42405

C. 42400

D. 42450

Answer: C (LEAVE A REPLY)

1. Procedure and CPTCode Selection:

The scenario describes a labial gland biopsy of the salivary gland, performed in the office

with a local anesthetic. The provider made an incision in the lower labial mucosa and took
tissue samples from the salivary gland for biopsy.

Code 42400 is the correct CPTcode for a biopsy of a salivary gland. This code is specific to
a biopsy without a more extensive excision or major surgery, aligning perfectly with the
scenario of sampling salivary gland tissue.

2. Ruling Out Other Options:

Code 42408 is for the excision of a deep lobe of a parotid gland, which is a more extensive
procedure than a simple biopsy and does not apply to this case.

Code 42405 is for the removal of an entire submandibular gland, which is a full excision and
not applicable here.

Code 42450 is used for the removal of a sublingual gland, not for a biopsy of the labial
salivary gland.

3. AAPC and CPTCoding Guidelines:

AAPC and CPTguidelines direct coders to use 42400 for minor biopsies of salivary gland
tissue, particularly when only tissue samples are taken for diagnostic purposes, as
described in this case.

Based on CPTcoding guidelines, the correct answer is C. 42400.

NEW QUESTION: 24

What is the medical term for a procedure that creates an opening between the bladder and
the rectum?

A. Gastroenterocolostomy

B. Cystoproctostomy

C. Colocholecystostomy

D. Nephropyelostomy
Answer: B (LEAVE A REPLY)
Breaking down the term:
Cyst/o = bladder

Proct/o = rectum

-stomy = creation of an opening

Cystoproctostomy is the surgical creation of an opening between the bladder and the
rectum.

The other options involve different organs:

Gastroenterocolostomy - stomach to intestine

Colocholecystostomy - colon to gallbladder
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Nephropyelostomy - kidney to renal pelvis

NEW QUESTION: 25

This 27-year-old male has morbid obesity with a BMI of 45 due to a high calorie diet. He has
decided to have an open Roux-en-Y gastric bypass. The patient is brought to the operating
room and placed in supine position.

A midline abdominal incision is made. The stomach is mobilized, and the proximal stomach
is divided and stapled creating a small proximal pouch in continuity with the esophagus. A
short limb of the proximal bowel of 155 cm is divided. It is brought up and anastomosed to
the gastric pouch. The other end of the divided bowel is connected back into the distal small
bowel to the short limb's gastric anastomosis to restore intestinal continuity. The abdominal
incision is closed.

What are the procedure and diagnosis codes for this encounter?

A. 43847, E66.01, Z68.42

B. 43644, E66.01, Z68.43

C. 43847, E66.9, Z68.42

D. 43645, E66.8, Z68.42

Answer: A (LEAVE A REPLY)

* Open Roux-en-Y Gastric Bypass: The procedure involves creating a small gastric pouch

and anastomosing it to the jejunum.

* CPT Code 43847: This code describes a surgical gastric restrictive procedure with gastric
bypass for morbid obesity, open.

* |CD-10-CM Code E66.01: This code represents morbid (severe) obesity due to excess
calories.

* ICD-10-CM Code Z68.42: This code indicates a BMI of 45.

References:

* AMA's CPT Professional Edition (current year)

* ICD-10-CM (current year)

NEW QUESTION: 26

(Full Case:Patient:V. Bowen.Physician:C.S., MD.Reason for admission:Abdominal
pain.HPIl:admitted this morning; sudden onset RUQ pain began ~4:00 p.m. yesterday;
started while eating; 8/10; chills/sweating

/nausea; no vomiting/diarrhea; last BM 2:00 p.m. yesterday; unable to pass stool or gas
since; abdominal distention; poor sleep; prior similar episodes relieved by gas tablets but
not this time; no discolored stool/urine.

PMH:HTN (losartan; missed dose).PSH:bunion surgery right foot.FH:HTN.SH:no
smoking/alcohol.Meds:

losartan daily.Allergies:NKDA.ROS:nausea, no emesis; no flatus/stool since yesterday; no
weight change; no SOB/chest pain; no jaundice; no urinary
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frequency/urgency.PE:alert/oriented x3; obvious abdominal discomfort. Vitals 139/100,
pulse 100, RR 16, temp 36.4. HEENT normal; CV regular; lungs clear. Abdomen:

+BS, soft but very tender; worst RUQ;Murphy's sign; guarding and rebound (worse with
palpation).

Extremities trace edema.Labs ordered/reviewed:CMP with abnormal LFT/bili; CBC WBC
9.9; etc.Final assessment:RUQ abdominal pain,rule out cholecystitis.Plan:NPO; morphine
IV (controlled substance); IV NS

150 cc/hr; abdominal ultrasound and HIDA ordered; consider surgical consult based on
results.Question:What CPT and ICD-10-CM codes are reported?)

A. 99222, R10.11

B. 99223, R10.11, K81.9

C. 99233, R10.11

D. 99232, R10.11, K81.9

Answer: A (LEAVE A REPLY)

This is aninitial hospital service(admitted this morning; "reason for admission"), so the
correct E/M family isinitial hospital inpatient/observation carerather than subsequent hospital
care (99232/99233). The encounter includes a detailed history, comprehensive exam
elements focused on abdominal pathology, and meaningful initial management: NPO, IV
fluids,IV morphine, ordering and reviewing lab panels, and ordering imaging (ultrasound and
HIDA) with possible surgical consultation-supporting at leastmoderate MDM, consistent
with99222in typical CPC exam mapping. Diagnosis coding: "rule out cholecystitis" is not a
confirmed inpatient discharge diagnosis in the provided note; at this stage the physician's
final assessment isSRUQ abdominal pain, rule out cholecystitis. Therefore, you report
thesign/symptomcodeR10.11 (right upper quadrant pain)rather thanK81.9(cholecystitis,
unspecified), because cholecystitis is not established as definitive in the note. Option A
correctly pairs an initial hospital E/M code with the symptom diagnosis supported by
documentation.

NEW QUESTION: 27

The provider orders a bile test for a patient that has chronic hepatitis that is undergoing
treatment. Lab analyst quantitates the total bile acids with an enzymatic method. What
CPTcode is reported for the test?

A. 82248

B. 82247

C. 82239

D. 82252

Answer: (SHOW ANSWER)

1. Procedure and CPTCode Selection:

The test ordered is a bile acid quantitation using an enzymatic method. This test measures
the total bile acids in a patient with chronic hepatitis.
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CPTCode 82248 is specific for quantitation of bile acids, total, which is the correct code for
a bile acid test using any method, including enzymatic.

2. Rationale for Excluding Other Options:

Code 82247 is used for the measurement of bilirubin, not bile acids, making it inappropriate
for this test.

Code 82239 is for measuring an amino acid (gamma-glutamyl transferase), which is
unrelated to bile acid quantitation.

Code 82252 is for a fecal bile acid screening, which is different from a quantitation of bile
acids in serum or plasma.

3. AAPC and CPTCoding Guidelines:

According to AAPC guidelines, 82248 should be selected for total bile acid quantitation
regardless of the specific analytical method used.

Therefore, the correct answer is A. 82248.

NEW QUESTION: 28

View MR 006399

MR 006399

Operative Report

Preoperative Diagnosis: Chronic otitis media in the right ear

Postoperative Diagnosis: Chronic otitis media in the right ear

Procedure: Eustachian tube inflation

Anesthesia: General

Blood Loss: Minimal

Findings: Serous mucoid fluid

Complications: None

Indications: The patient is a 2-year-old who presented to the office with chronic otitis media
refractory to medical management. The treatment will be eustachian tube inflation to
remove the fluid. Risks, benefits, and alternatives were reviewed with the family, which
include general anesthetic, bleeding, infection, tympanic membrane perforation, routine
tubes, and need for additional surgery. The family understood these risks and signed the
appropriate consent form.

Procedure in Detail: After the patient was properly identified, he was brought into the
operating room and placed supine. The patient was prepped and draped in the usual
fashion. General anesthesia was administered via inhalation mask, and after adequate
sedation was achieved, a medium-sized speculum was placed in the right ear and cerumen
was removed atraumatically using instrument with operative microscope. The tube is
dilated, an incision is made to the tympanum and thick mucoid fluid was suctioned. The
patient was awakened after having tolerated the procedure well and taken to the recovery
room in stable condition.

What CPT coding is reported for this case?

A. 69420-RT



B. 69436-RT

C. 69433-RT

D. 69421-RT

Answer: (SHOW ANSWER)

The procedure involves eustachian tube inflation to remove serous mucoid fluid in the right

ear of a 2-year- old patient with chronic otitis media.

Procedure Description:

Eustachian tube inflation to remove fluid.

General anesthesia.

Incision to the tympanum and suctioning of thick mucoid fluid.

CPT Coding:

69421-RT: Eustachian tube inflation, transnasal or transoral; with catheterization, including
general anesthesia. The modifier -RT indicates the right ear.

AMA's CPT Professional Edition (current year).

CPT Assistant for detailed coding guidelines on eustachian tube procedures.

NEW QUESTION: 29

(Regarding the CPT Surgery Guidelines for a surgical code designated as a"Separate
Procedure,"which statement isFALSE?)

A. A service that is commonly carried out as an integral component of a total service or
procedure is identified by the inclusion of the term "separate procedure."

B. Codes designated as "separate procedure" should not be reported in addition to the code
for the total procedure or service of which it is an integral component.

C. When a procedure is designated as a separate procedure and carried out independently
or considered unrelated from the total primary service, it may be reported.

D. To identify a service designated as a "separate procedure" that is reported with an
unrelated primary service, append modifier79to the code.

Answer: D (LEAVE A REPLY)

In CPT, a code labeled"separate procedure"is typically a service that isnormally includedas
part of a more comprehensive procedure andshould not be reported separatelywhen
performed as an integral component.

However, itmaybe reported when performedindependentlyorunrelatedto the primary
procedure-this supports options A, B, and C as true. The false statement isDbecause CPT
doesnotinstruct that modifier79is specifically required to report a separate procedure with an
unrelated primary service. Modifier selection depends on the actual circumstances and
payer rules, and "separate procedure" logic is about whether the service isdistinct and not
integral, often supported by documentation of a different site/session or separate clinical

intent; when a modifier is needed, it is commonly adistinct procedural servicemodifier (e.g.,
59 or X
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{EPSU}) rather than automatically 79. Modifier79is a global surgery modifier used for
anunrelated procedure during the postoperative period, which is a different concept than
"separate procedure" designation.

NEW QUESTION: 30

Refer to the supplemental information when answering this question:

View MR 874276

What E/M code is reported?

A. 99282

B. 99285

C. 99284

D. 99283

Answer: (SHOW ANSWER)

To accurately code this emergency department visit, we need to assess the three key

components: history, examination, and medical decision making (MDM).

History:

The documentation supports an expanded problem-focused history. This includes a chief
complaint, a brief history of present illness (HPI), a review of systems (ROS) with pertinent
positives and negatives, and a past medical history.

Examination:

The examination is also expanded problem-focused. The physician focused on the relevant
systems (constitutional, HENT, respiratory) and documented specific findings related to the
chief complaint (appears tired).

Medical Decision Making:

The MDM complexity is low. The physician is assessing a new problem (shortness of breath
and weakness) with a low level of risk. No further testing or treatment is documented in this
encounter.

Based on these components, 99283 is the most appropriate code.

Why other options are incorrect:

99282: Requires a problem-focused history and examination, which is less comprehensive
than what was documented.

99284 and 99285: Require a higher level of MDM (moderate or high complexity) and/or a
more detailed examination. The documentation doesn't support this level of service.
References:

CPT Codes 99281-99285: Emergency department visits

1995 and 1997 Documentation Guidelines for Evaluation and Management Services: These
guidelines provide detailed criteria for selecting the appropriate E/M code based on history,
examination, and MDM.

AAPC Coder's Desk Reference: This resource provides detailed information on coding
guidelines and procedures.
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NEW QUESTION: 31

A pathologist performs fluorescent microscopy for chromosomal abnormalities, but no
specific CPT code exists.

Which unlisted CPT code is reported?

A. 84999

B. 88749

C. 88199

D. 88299

Answer: (SHOW ANSWER)

88299 = Unlisted cytogenetic study

Other unlisted codes are for chemistry, immunology, or pathology

Valid CPC Dumps shared by Actual4test.com for Helping Passing CPC Exam!
Actual4test.com now offer the newest CPC exam dumps, the Actualdtest.com CPC
exam questions have been updated and answers have been corrected get the
newest Actualdtest.com CPC dumps with Test Engine here:
https://www.actual4test.com/CPC_examcollection.html (455 Q&As Dumps, 30%OFF

Special Discount: Freepdfdumps)

NEW QUESTION: 32

A patient is diagnosed with sepsis due to enterococcus. What ICD-10-CM code is reported?
A. A41.52

B. A41.9, R65.20

C. A41.81

D. A41.9

Answer: A (LEAVE A REPLY)

A41.52 = Sepsis due to Enterococcus.

When the organism is specified, a combination code is used.

No additional code for severe sepsis is documented.

NEW QUESTION: 33

Patient with erectile dysfunction is presenting for same day surgery in removal and
replacement of an inflatable penile prosthesis.

What CPTcode is reported for this service?

A. 54401

B. 54400

C. 4417

D. 54416

Answer: (SHOW ANSWER)
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1. Procedure and CPTCode Selection:

The scenario describes the removal and replacement of an inflatable penile prosthesis due
to erectile dysfunction.

CPTCode 54416 is specifically used for the removal and replacement of a multi-component
inflatable penile prosthesis. This code accurately describes the procedure performed.

2. Rationale for Excluding Other Options:

Code 54401 represents the initial insertion of a multi-component inflatable penile prosthesis
but does not cover removal and replacement, making it inappropriate for this scenario.
Code 54400 is for the insertion of a non-inflatable (malleable) penile prosthesis, which does
not apply here as the prosthesis is inflatable.

Code 4417 does not exist in the CPTcoding system and is likely a typo or incorrect option.
3. AAPC and CPTCoding Guidelines:

According to AAPC and CPTguidelines, 54416 is the correct code when an inflatable
prosthesis requires both removal and replacement, without the need for additional modifiers
for this procedure.

Therefore, the correct answer based on CPTguidelines is D. 54416.

NEW QUESTION: 34

(A female patient underwent a mastectomy on herleft breastlast year due to breast cancer.
The surgery was successful in eliminating the cancer and no further treatment was required.
However, a recent diagnosis now includes cancer thatmetastasized to her liver. What
ICD-10-CM coding is reported?)

A. C22.9,C50.912

B. C78.7, Z85.3

C. C78.7,C50.912

D. C78.7, C79.81

Answer: B (LEAVE A REPLY)

When a prior malignancy has been eradicated and the patient is no longer receiving
treatment for the primary site, ICD-10-CM directs you to use apersonal history of malignant
neoplasmcode rather than an active primary cancer code. Here, the breast cancer was

treated successfully last year and no further therapy was required, so the breast cancer
ishistory, not active. The new current condition ismetastatic cancer to the liver, which is
coded as asecondary malignant neoplasm of liver and intrahepatic bile duct (C78.7).
Because the primary breast cancer is not documented as active or under current treatment,
you donotcode an active breast malignancy (C50.-). Instead, you addZ85.3 (personal
history of malignant neoplasm of breast)to show the prior cancer history relevant to the
current metastatic disease. Option A incorrectly codes a primary liver cancer. Option C
incorrectly codes active breast cancer. Option D codes metastasis to the adrenal gland, not
the liver.

NEW QUESTION: 35
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Miranda is in her provider's office for follow up of her diabetes. Her blood sugars remain at
goal with continuing her prescribed medications.

When referring to the MDM Table in the CPT code book for number and complexity of
problems addressed at the encounter, what type of problem is this considered?

A. Acute, uncomplicated illness or injury

B. Minimal problem

C. Stable, chronic iliness

D. Stable, acute iliness

Answer: C (LEAVE A REPLY)

1. Problem Type Selection:

Miranda is following up on her diabetes, which is a chronic condition. Her blood sugars are
controlled, indicating that the condition is stable with her current medication regimen.
Stable, chronic iliness is defined in the CPT MDM (Medical Decision Making) Table as a
chronic condition that is under control and not currently worsening, even if ongoing
management is required. This aligns with the patient's diabetes being well-managed with
her prescribed medications.

2. Rationale for Excluding Other Options:

A . Acute, uncomplicated iliness or injury is not applicable as diabetes is a chronic condition,
not an acute issue.

B . Minimal problem refers to conditions that are minor or self-limited and typically require
little to no treatment, which does not apply to chronic conditions like diabetes.

D . Stable, acute illness would refer to an acute condition that has stabilized, whereas
diabetes is a chronic condition, not acute.

3. AAPC and CPT Coding Guidelines:

According to the CPT MDM Table, a "Stable, chronic illness" is the correct classification for
a follow-up encounter on a controlled chronic condition like diabetes.

Therefore, the correct answer is C. Stable, chronic illness.

NEW QUESTION: 36

Which is a TRUE statement for Place of Service (POS) codes for professional claims?

A. Reporting an incorrect POS in where a physician's service was provided may result in a
denial of a claim.

B. Place of service codes are three-digit alphanumeric codes.

C. Place of service codes only denote if a patient is admitted to the intensive care unitin a
hospital.

D. Place of service codes are found in the Tabular List of the ICD-10-CM code book.
Answer: A (LEAVE A REPLY)

Place of Service (POS) codes are two-digit numeric codes used on professional claims to

identify where a service was performed (e.g., office, inpatient hospital, outpatient hospital).
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Reporting an incorrect POS can affect reimbursement and may result in claim denial # POS
codes are not alphanumeric They describe many locations, not just ICU POS codes are
maintained by CMS, not found in the ICD-10-CM code book

NEW QUESTION: 37

A patient receives 200 mg IM Depo-Testosterone.
What HCPCS Level Il coding is reported?

A. J1071, 90471

B. J1071 %200, 96372

C. J1071, 96372

D. J1071 %200, 90471

Answer: C (LEAVE A REPLY)

J1071 = Testosterone cypionate, 200 mg per unit
96372 = Therapeutic IM injection

Vaccine admin codes do not apply
ANESTHESIA

NEW QUESTION: 38

A 56-year-old female patient with a history of degenerative disc disease at levels T2-T3 and
T4-T5 underwent a surgical repair procedure. Two surgeons will be working together as
primary surgeons Surgeon X: Carried out the anterior exposure of the spine and mobilized
the great vessels, assisted Dr. Z. and performed the closure.

Surgeon Z: Performed a minimal anterior discectomy and fusion at T2-T3 and T4-T5 levels
using an anterior interbody technique and solely performed utilizing a structural allograft.
What is the CPT coding for the two surgeons?

A. Surgeon X: 22556-62, 22585-62, 20931Surgeon Z: 22556-62, 22585-62, 20931

B. Surgeon X: 22556-62, 22585-62-51Surgeon Z: 22556-62, 22585-62-51, 20931-62-51

C. Surgeon X: 22556-62, 22585-62-51, 20931-62-51Surgeon Z: 22556-62, 22585-62-51,
20931-62-51

D. Surgeon X: 22556-62, 22585-62Surgeon Z: 22556-62, 22585-62, 20931

Answer: D (LEAVE A REPLY)

The case describes two primary surgeons working together, which supports modifier 62 (co-

surgeons) on the spine fusion/discectomy codes.

22556 = primary level anterior thoracic discectomy and fusion (T2-T3)

22585 = each additional thoracic level (T4-T5)

20931 = structural allograft (reported by the surgeon who solely performed/placed the
structural allograft, per the statement-Surgeon Z) Why D fits best:

Surgeon X performed the approach/exposure and closure and assisted the primary surgeon
# reports the co- surgeon spine procedure codes (22556-62, 22585-62).

Surgeon Z performed the discectomy/fusion and solely performed utilizing a structural
allograft # reports
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22556-62, 22585-62, plus 20931.
Options with -51 are not correct here (and add-on/related reporting logic in CPT does not
support the way -51 is applied in those options).

NEW QUESTION: 39

The gynecologist performs a colposcopy of the cervix including biopsy and endocervical
curettage.

What CPT code is reported?

A. 57456

B. 57420

C. 57455

D. 57454

Answer: D (LEAVE A REPLY)

* Colposcopy of the Cervix: This involves a visual examination of the cervix using a
colposcope.

* Biopsy and Endocervical Curettage: The procedures performed include taking a biopsy
and scraping the lining of the cervical canal.

* CPT Code 57454: This code represents a colposcopy of the cervix with biopsy and
endocervical curettage.

References:
* AMA's CPT Professional Edition (current year)

NEW QUESTION: 40

A patient has a 5 cm tumor in the left lower quadrant abdominal wall, excised through
dermis and subcutaneous tissue. Pathology is pending to rule out cancer.

What CPT and ICD-10-CM codes are reported?

A. 22901, D49.2

B. 22903, D49.2

C. 22903, R19.04

Answer: B (LEAVE A REPLY)

22903 = Excision of soft tissue tumor, abdominal wall, subcutaneous, 3 cm or greater D49.2

= Neoplasm of unspecified behavior of soft tissue R codes are not used when a neoplasm is
documented

NEW QUESTION: 41

(A provider orders a liquid chromatography mass spectrometry (LC-MS) definitive drug test
for a patient suspected ofacetaminophen (analgesic) overdose. What CPT code is reported
for the test?)

A. 80299

B. 80324

C. 80143
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D. 80329
Answer: C (LEAVE A REPLY)
Acetaminophen is a specific drug with a dedicated quantitative laboratory code. Even if a

lab method such asLC-MSis mentioned, CPC exam questions typically expect you to
choose the CPT code that corresponds to theanalyte being measured, not to select a broad
"definitive drug testing" category code when a specific drug assay code exists. CPT80143is
the established code foracetaminophentesting (quantitative measurement).

Codes in the 803xx range are commonly associated with drug screening/testing categories
that do not specifically represent acetaminophen as a named analyte in the way CPC
questions test. Code80299is an unlisted therapeutic drug assay and is not appropriate when
a specific code (80143) exists. Therefore, the correct answer is80143. CPC strategy: when
the substance is explicitly named and has a recognized assay code, choose thespecific
drug test coderather than an unlisted or generalized testing category. The method (LC-MS)
supports "definitive" testing clinically, but the code selection here is driven by the named
analyte.

NEW QUESTION: 42

A patient presents for planned sterilization via bilateral excisional vasectomy.
What CPT and ICD-10-CM codes are reported?

A. 55250, Z30.2

B. 55250, Z30.012

C. 55250-50, Z30.012

D. 55250-50, Z30.2

Answer: A (LEAVE A REPLY)

55250 = Vasectomy, bilateral procedure inherent (no modifier -50)

Z30.2 = Encounter for sterilization
Z30.012 is for contraceptive management counseling, not the procedure

NEW QUESTION: 43

(Patient is having an orchiectomy. Which part of the body is being performed on?)
A. Scrotum

B. Testicle

C. Epididymis

D. Prostate

Answer: B (LEAVE A REPLY)

The key is the root and suffix:orch/o(or orchi/o) refers to thetestis/testicle, and-

ectomymeanssurgical removal.

Therefore,orchiectomyis the surgical removal of atesticle(one or both, depending on
context). The distractors are nearby male reproductive structures that commonly appear in
anatomy questions: thescrotumis the external sac that houses the testes (procedures there
might be scrotoplasty or scrotal surgery, not orchiectomy). Theepididymisis the structure


https://www.freepdfdumps.com/AAPC.CPC.v2026-07-02.q224.html
https://www.freepdfdumps.com/AAPC.CPC.v2026-07-02.q224.html
https://www.freepdfdumps.com/AAPC.CPC.v2026-07-02.q224.html

attached to the testicle where sperm mature and are stored (removal would be
epididymectomy). Theprostateis a gland at the base of the bladder (removal would be
prostatectomy). On the CPC exam, terminology questions often use anatomic proximity to
tempt you into picking a "nearby" structure-always lock onto the combining form first (orch =
testis), then confirm the procedure suffix (-ectomy = removal).

NEW QUESTION: 44

View MR 002395

MR 002395

Operative Report

Pre-operative Diagnosis: Acute rotator cuff tear

Post-operative Diagnosis: Acute rotator cuff tear, synovitis

Procedures:

1) Rotator cuff repair

2) Biceps Tenodesis

3) Claviculectomy

4) Coracoacromial ligament release

Indication: Rotator cuff injury of a 32-year-old male, sustained while playing soccer.
Findings: Complete tear of the right rotator cuff, synovitis, impingement.

Procedure: The patient was prepared for surgery and placed in left lateral decubitus
position. Standard posterior arthroscopy portals were made followed by an anterior-superior
portal. Diagnostic arthroscopy was performed. Significant synovitis was carefully debrided.
There was a full-thickness upper 3rd subscapularis tear, which was repaired. The lesser
tuberosity was debrided back to bleeding healthy bone and a Mitek 4.5 mm helix anchor
was placed in the lesser tuberosity. Sutures were passed through the subcapulans in a
combination of horizontal mattress and simple interrupted fashion and then tied. There was
a partial-thickness tearing of the long head of the biceps. The biceps were released and
then anchored in the intertubercular groove with a screw. There was a large anterior
acromial spur with subacromial impingement. A CA ligament was released and
acromioplasty was performed. Attention was then directed to the supraspinatus tendon tear.
The tear was V-shaped and measured approximately 2.5 cm from anterior to posterior. Two
Smith & Nephew PEEK anchors were used for the medial row utilizing Healicoil anchors.
Side-to-side stitches were placed. One set of suture tape from each of the medial anchors
was then placed through a laterally placed Mitek helix PEEK knotless anchor which was
fully inserted after tensioning the tapes. A solid repair was obtained. Next there were severe
degenerative changes at the AC joint of approximately 8 to 10 mm. The distal clavicle was
resected taking care to preserve the superior AC joint capsule. The shoulder was thoroughly
lavaged. The instruments were removed and the incisions were closed in routine fashion.
Sterile dressing was applied. The patient was transferred to recovery in stable condition.
What CPT coding is reported for this case?

A. 29827, 29828-51, 29824-51, 29826



B. 29827, 29824-51, 29826-51

C. 29827, 29828-51, 29824-51, 29826, 29805-59

D. 29827, 29824-51, 29826-51, 29805-59

Answer: A (LEAVE A REPLY)

29827: Arthroscopic rotator cuff repair is correctly coded as 29827.

29828: Arthroscopic biceps tenodesis is an additional procedure and should be coded as
29828 with modifier

-51 (Multiple Procedures).

29824: Arthroscopic claviculectomy (partial resection of the distal clavicle) is coded as
29824 with modifier

-51.

29826: Arthroscopic subacromial decompression, including coracoacromial ligament
release, is coded as

29826.

All these procedures were performed arthroscopically and documented in the operative
report, justifying the use of these codes and the use of modifier -51 for multiple procedures.
CPT Professional Edition, AMA

NEW QUESTION: 45

(A 32-year-old visited a provider due to ongoing irritation and watering in his left eye.
Suspecting an allergy, the provider carried out a test, introducing an allergenic extract into
the mucous membrane inner lining of the eye. The patient's eye is monitored for signs of an
allergic reaction, such as redness and itching. What CPT code is reported?)

A. 95065

B. 95056

C. 95004

D. 95060

Answer: D (LEAVE A REPLY)

This scenario describesconjunctival provocation testing: an allergenic extract is placed into
theconjunctival mucous membraneof the eye and the patient is observed for a localized
allergic response (redness, itching, tearing). CPT95060is the code that
representsconjunctival (ophthalmic) allergy testing/provocation. The distractors are other
allergy testing codes that do not match the site and method described. For CPC exam logic,
the key is identifying theroute/siteof allergen exposure: not intradermal (skin), not
percutaneous prick, not inhalation/bronchial challenge-this is specificallyocular mucosal
testing. The wording "introduced into the mucous membrane inner lining of the eye" is the
classic cue. Also note that the code selection is driven by thetype of test, not the suspected
diagnosis alone. Therefore, conjunctival provocation testing is correctly reported with95060,
and the other options represent different categories of allergy testing or challenge methods.

NEW QUESTION: 46
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A Medicare patient is scheduled for a screening colonoscopy.

What code is reported for Medicare?

A. G0106

B. G0121

C. 45378

D. G0105

Answer: D (LEAVE A REPLY)

Medicare provides specific codes for screening colonoscopy based on the patient's risk
factors. For a Medicare patient scheduled for a screening colonoscopy who is at high risk
(such as those with a history of intestinal polyps), the appropriate code is GO105.
GO0105 is used for colorectal cancer screening; colonoscopy on individuals at high risk.
HCPCS Level Il, current year

Medicare Guidelines for Colorectal Cancer Screening

Valid CPC Dumps shared by Actual4test.com for Helping Passing CPC Exam!
Actual4test.com now offer the newest CPC exam dumps, the Actualdtest.com CPC
exam questions have been updated and answers have been corrected get the
newest Actualdtest.com CPC dumps with Test Engine here:
https://www.actual4test.com/CPC_examcollection.html (455 Q&As Dumps, 30%OFF

Special Discount: Freepdfdumps)

NEW QUESTION: 47

(A 50-year-old patient undergoesflexible bronchoscopy with bronchial biopsies. Five
biopsies are taken and sent to the lab. What CPT coding is reported?)

A. 31625 x 5

B. 31628

C. 31625

D. 31628 x 5

Answer: (SHOW ANSWER)

For bronchoscopy coding, you report the CPT code that describes thetype of scopeand
thekey procedure performed. When bronchoscopicbiopsiesare performed, the service is
reported with the appropriate bronchoscopy-with-biopsy code, and youdo not multiply the
code by the number of biopsy samples. CPT codes for endoscopy procedures generally
represent theoverall service, regardless of how many specimens are obtained during that
one session at the same anatomic site category. In this question set,31628is the correct
code representingflexible bronchoscopy with transbronchial lung biopsy(the biopsy
component is the coded element).31625describes bronchoscopy with a different work
element (not the biopsy service intended here), making it an incorrect distractor. Options
that apply "x5" reflect a common novice error-billing per specimen rather than per
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procedure. On CPC exams, the presence of multiple biopsies is usually included to test
whether you understand that endoscopic biopsy codes arenot reported per sample.

NEW QUESTION: 48

A patient presents for a percutaneous needle biopsy of the liver with ultrasound guidance to
assess the severity of his primary biliary cirrhosis.

What CPT and ICD-10-CM codes are reported?

A. 47100, K74.5

B. 47000, 10005, 76942, K74.3

C. 47000, K74.5

D. 47000, 76942, K74.3

Answer: C (LEAVE A REPLY)

1. Procedure and CPT Code Selection:

The patient underwent a percutaneous needle biopsy of the liver with ultrasound guidance

to assess primary biliary cirrhosis.

Code 47000 is the CPT code for a percutaneous liver biopsy. This code encompasses the
biopsy procedure itself.

Ultrasound guidance is commonly inherent to biopsy procedures, and guidance is not
separately reported if the main code (47000) includes the technique used.

2. Diagnosis and ICD-10-CM Code Selection:

ICD-10-CM Code K74.5 is the correct code for primary biliary cirrhosis, which is specifically
indicated in this case.

K74.3 is the code for other specified cirrhosis of the liver but is less specific than K74.5,
making K74.5 the appropriate choice here.

3. Exclusion of Other Codes:

Code 47100 (option A) is for an open liver biopsy, which does not apply to this
percutaneous procedure.

Codes 10005 (biopsy with imaging guidance) and 76942 (ultrasound guidance) would be
redundant or incorrect since the main procedure code, 47000, sufficiently describes a
percutaneous liver biopsy.

4. AAPC and CPT Coding Guidelines:

AAPC guidelines state that guidance is included in certain biopsy codes when performed for
the targeted organ, such as in 47000 for a liver biopsy.

Therefore, based on CPT and ICD-10-CM coding rules, the correct answer is C. 47000,
K74.5.

NEW QUESTION: 49

A 55-year-old patient with suspected liver cancer was seen by the physician to obtain a
biopsy. The special biopsy needle was placed using ultrasonic guidance. The physician
obtained a small tissue sample from the liver, which was then sent to pathology.

What CPT codes are reported?
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A. 47000, 77002-26

B. 47000, 10005

C. 47100, 77012-26

D. 47000, 76942-26

Answer: D (LEAVE A REPLY)

Procedure: The physician performed a liver biopsy using ultrasonic guidance.
CPT Codes:

47000: This code is for the liver biopsy.

76942-26: This code is for ultrasonic guidance for needle placement, with modifier -26
indicating the professional component.

Code Selection Justification: The CPT code 47000 specifically captures the liver biopsy, and
76942-26 accurately represents the ultrasonic guidance utilized during the procedure.

AMA CPT Professional Edition (current year)

ICD-10-CM (current year)

HCPCS Level Il (current year)

NEW QUESTION: 50

A surgeon removes the right and left fallopian tubes and the left ovary via an abdominal
incision. How is this reported?

A. 58720

B. 58700

C. 58720-50

D. 58700-50

Answer: (SHOW ANSWER)

* Bilateral salpingo-oophorectomy: This involves the removal of both fallopian tubes and

ovaries.

* Right and left fallopian tubes: Both fallopian tubes are removed.

* Left ovary: Only the left ovary is removed.

* Abdominal incision: The procedure is performed via an abdominal approach.

* 58720: Salpingo-oophorectomy, complete or partial, unilateral or bilateral (separate
procedure).

The procedure involves the removal of both fallopian tubes and one ovary, making 58720
the appropriate code.

References:

* AMA's CPT Professional Edition (current year)

* ICD-10-CM (current year), HCPCS Level Il (current year)

NEW QUESTION: 51

A 47-year-old female presents to the operating room for a partial corpectomy on one upper
thoracic vertebral body, T3. Two surgeons are performing the surgery. One surgeon
performs the transthoracic approach and excises the damaged portion of the vertebral body.
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The second surgeon inserts a bone graft into the vertebral gap, closing the gap, and inserts
a metal plate. Both surgeons work together, each as a primary surgeon.

How does each surgeon report their portion of the surgery?

A. 63090-66, 63091-66

B. 63087-62, 63088-62

C. 63090-80, 63091-80

D. 63085-62, 63086-62

Answer: B (LEAVE A REPLY)

For this scenario, two surgeons are working together, each as a primary surgeon.
Therefore, the correct coding requires the use of the modifier -62, which indicates co-
surgeons.

* The transthoracic approach to excise the damaged portion of the vertebral body is coded
with 63087.

* The insertion of the bone graft and metal plate is coded with 63088.

* Both codes are appended with modifier -62 to indicate that two surgeons worked together
as primary surgeons on this case.

References:

* AMA's CPT Professional Edition (current year)

* ICD-10-CM (current year)

*HCPCS Level Il (current year)

NEW QUESTION: 52

A patient has nausea with several episodes of emesis along with severe stomach pain due
to dehydration.

Normal saline is infused in the same bag with 2 mg ondansetron to help with the nausea.
Then a dose of 15 mg ketorolac tromethamine was given for the stomach pain.

What J codes are reported for these services?

A. J2405, J1885

B. J2405 x 2, J1885

C. J2405, J1885 x 15

D. J2405 x 2, J1835 x 15

Answer: (SHOW ANSWER)

The correct J codes are selected based on the specific medications administered and their
quantities:

J2405 represents "ondansetron, 1 mg," and since the patient received a 2 mg dose, J2405
is reported once with a quantity of 2 mg.

J1885 represents "ketorolac tromethamine, 15 mg," which matches the single 15 mg dose
administered to the patient, so J1885 is reported once.

Each J code is billed according to the precise dosage given, as no multipliers are required
beyond the single- unit codes provided in choice A, making it the correct answer.
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NEW QUESTION: 53

A 49-year-old patient arrives with hearing loss in his left ear. Impedance testing via
tympanometry is performed.

What CPT code is reported?

A. 92570

B. 92567

C. 92557

D. 92550

Answer: B (LEAVE A REPLY)

Procedure: Impedance testing via tympanometry is performed to assess hearing loss in the

left ear.

CPT Code:

92567: This code is for tympanometry (impedance testing) without reflex threshold
measurements.

Code Selection Justification: The procedure involved tympanometry without reflex threshold,
which is specifically coded as 92567.

AMA CPT Professional Edition (current year)

NEW QUESTION: 54

A patient has suspicious lesions on his feet. Biopsies confirm squamous cell carcinoma.
The patient elects to destroy a 0.6 cm lesion on the right dorsal foot and a 2.0 cm lesion on
the left dorsal foot using cryosurgery.

What CPT coding is reported?

A. 17262, 17261

B. 17110

C.17272,17271

D. 17000, 17003

Answer: A (LEAVE A REPLY)

Malignant lesion destruction # CPT 17260-17286

Trunk/extremities

0.6-1.0cm # 17261

1.1-2.0 cm # 17262

Both lesions are reported separately.

NEW QUESTION: 55

A 52-year-old male patient with known AIDS saw his orthopedic physician today for severe
pain in the right knee. The physician documents that his knee pain is due to a flare up of
posttraumatic osteoarthritis and he gives him a cortisone injection in the right knee joint. The
osteoarthritis is not related to AIDS.

What ICD-10-CM codes are reported for this encounter?

A. B20, M17.31
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B. Z21, M08.861

C. M17.11, B20

D. M17.31, B20

Answer: A (LEAVE A REPLY)

In this encounter, the correct coding order follows ICD-10-CM guidelines for coding multiple
conditions when AIDS (B20) is documented, as it takes precedence. The patient's diagnosis
of AIDS, documented with code B20, is reported as the primary diagnosis since it is a
chronic condition. The M17.31 code is used to document unilateral primary osteoarthritis of

the right knee, unrelated to AIDS but causing the patient's knee pain.

Explanation of each answer choice:

A: B20, M17.31: Correctly lists AIDS (B20) as the primary diagnosis and osteoarthritis of the
right knee (M17.31) as the secondary diagnosis.

B: Z21, M08.861: Z21 represents asymptomatic HIV, not AIDS, which is incorrect here, and
M08.861 is the code for juvenile idiopathic arthritis, not relevant in this case.

C: M17.11, B20: Incorrect as M17.11 is for unilateral primary osteoarthritis of the right knee,
not left, and does not prioritize B20 as required.

D: M17.31, B20: Incorrect because it does not list B20 as the primary diagnosis, which is
necessary per coding guidelines when AIDS is documented.

Thus, the correct answer is A. B20, M17.31.

NEW QUESTION: 56

A 23-year-old receives MMR and Hepatitis B vaccines without counseling.
What CPT codes are reported?

A.90471,90472, 90707, 90746

B. 90460 x2, 90461 x3, 90710, 90744

C. 90460, 90461, 90710, 90744

D. 90471 x2, 90472 x3, 90707, 90746

Answer: (SHOW ANSWER)

90471/90472 = Administration without counseling
90707 = MMR

90746 = Hepatitis B, adult

NEW QUESTION: 57

Provider performs staged procedures for gender reassignment surgery converting female
anatomy to male anatomy.

What CPT code is reported?

A. 58999

B. 55980

C. 55970

D. 55899

Answer: C (LEAVE A REPLY)
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55970 = Female-to-male sex transformation
55980 is for male-to-female transformation
Unlisted codes (58999, 55899) are not used when a specific CPT code exists

NEW QUESTION: 58

A 19-year-old is seen by his, primary care physician for an annual exam. His last exam with
the primary care physician was four years ago. He has no complaints.

What CPT code is reported?

A. 99385

B. 99395

C. 99394

D. 99384

Answer: A (LEAVE A REPLY)

1. E/M Code Category Selection:

The patient is a 19-year-old seen by his primary care physician for an annual preventive
exam. His last exam was four years ago, and he has no complaints, indicating a preventive

rather than problem-focused visit.

CPTCode 99385 is for a new patient preventive visit for ages 18-39. Since the patient's last
visit was four years ago, this qualifies him as a new patient by CPTstandards (a patient is
considered new if they have not received any professional services from the physician
within the past three years).

2. Rationale for Excluding Other Options:

Code 99395 is for an established patient preventive visit for ages 18-39, which does not
apply here since the patient is considered new after four years.

Code 99394 is for a preventive visit for an established patient aged 12-17, which does not
match the patient's age.

Code 99384 is for a new patient preventive visit for ages 12-17, which also does not apply
given the patient's age of 19.

3. AAPC and CPTCoding Guidelines:

According to CPTguidelines, 99385 is appropriate for a new patient in the 18-39 age range
for a preventive visit, especially when they have not seen the provider in over three years.
Therefore, the correct answer is A. 99385.

NEW QUESTION: 59

A 42-year-old with chronic left trochanteric bursitis is scheduled to receive an injection at the
Pain Clinic. A

22-gauge spinal needle is introduced into the trochanteric bursa under ultrasonic guidance,
and a total volume of 8 cc of normal saline and 40 mg of Kenalog was injected.

What CPT code should be reported for the surgical procedure?

A. 20610-LT

B. 20611-LT, 76942
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C. 20611-LT

D. 20610-LT, 76942

Answer: C (LEAVE A REPLY)

The injection into the trochanteric bursa under ultrasonic guidance is coded with CPT

20611, which describes an injection of a major joint or bursa with ultrasound guidance. The
modifier -LT indicates the procedure was performed on the left side.

References:

* AMA's CPT Professional Edition (current year), Code 20611

NEW QUESTION: 60

A 65-year-old gentleman presents for refill of medications and follow-up for his chronic
conditions. The patient indicates good medicine compliance. No new symptoms or
complaints.

Appropriate history and exam are obtained. Labs that were ordered from previous visit were
reviewed and discussed with patient. The following are the diagnoses and treatment:
Hypokalemia - stable. Refill Potassium 20 MEQ

Hypertension - blood pressure remaining stable. Patient states home readings have been in
line with goals.

Refill prescription Lisinopril.

Esophageal Reflux - Patient denies any new symptoms. Stable condition. Continue taking
over the counter Prevacid oral capsules, 1 every day.

Patient is instructed to follow up in 3 months. Labs will be obtained prior to visit.

What CPT code is reported?

A. 99212

B. 99396

C. 99397

D. 99214

Answer: C (LEAVE A REPLY)

The patient presented for a follow-up visit for chronic conditions, including hypokalemia,

hypertension, and esophageal reflux. During this visit, the physician reviewed and
discussed lab results, managed prescriptions, and noted that there were no new symptoms
or complaints.

The level of service provided included an appropriate history and exam, as well as the
management of multiple chronic conditions, which aligns with the criteria for CPT code
99214. This code is used for an established patient office or other outpatient visit that
requires at least 2 of the following 3 key components: a detailed history, a detailed
examination, and medical decision-making of moderate complexity.

CPT Professional Edition, AMA

Evaluation and Management Coding Guidelines

NEW QUESTION: 61
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A 35-year-old female has cancer in her left breast. The surgeon performs a mastectomy,
removing the breast tissue, skin, pectoral muscles, and surrounding tissue, including the
axillary and internal mammary lymph nodes.

Which mastectomy code is reported?

A. 19303

B. 19305

C. 19306

D. 19307

Answer: C (LEAVE A REPLY)

For a mastectomy that involves removing the breast tissue, skin, pectoral muscles, and

surrounding tissue, including the axillary and internal mammary lymph nodes, the
appropriate CPT code is:

19306: Mastectomy, radical, including pectoral muscles, axillary lymph nodes.

This code captures the extent of the surgery, including the removal of the breast tissue,
skin, pectoral muscles, and lymph nodes.

CPT Professional Edition (current year)

Surgery guidelines for mastectomy procedures

Valid CPC Dumps shared by Actual4test.com for Helping Passing CPC Exam!
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https://www.actual4test.com/CPC_examcollection.html (455 Q&As Dumps, 30%OFF

Special Discount: Freepdfdumps)

NEW QUESTION: 62

The CPT code book provides full descriptions of medical procedures, with some
descriptions requiring the use of a semicolon (;) to distinguish among closely related
procedures.

What is the full description of CPT code 358607?

A. Exploration for postoperative hemorrhage, thrombosis or infection; neck, chest,
abdomen, and/or extremity

B. Exploration for postoperative hemorrhage, thrombosis or infection; excluding extremity
C. Exploration for postoperative hemorrhage, thrombosis or infection; extremity

D. Exploration for postoperative hemorrhage, thrombosis or infection; neck and/or extremity
Answer: A (LEAVE A REPLY)

In the CPT code book, code 35860 describes an "Exploration for postoperative hemorrhage,
thrombosis or infection" in multiple areas, specifically including the neck, chest, abdomen,
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and/or extremity. This code is used when a surgeon explores these areas postoperatively to
locate and address complications such as bleeding, clots, or infections.

B, C, and D are incorrect as they do not fully encompass all the areas listed in the actual
description of CPT code 35860, which includes all four regions (neck, chest, abdomen, and
extremity).

Thus, the correct answer is A. Exploration for postoperative hemorrhage, thrombosis or
infection; neck, chest, abdomen, and/or extremity.

NEW QUESTION: 63

A 53-year-old male arrived at the ER due to severe ocular trauma to the right eye. He was
at work on a metal drilling machine and a metallic item penetrates his right eyeball. A
foreign body is in the posterior segment of the eye and corneal laceration with multiple
posterior perforated sites were noted. He is brought back to the surgical suite. The surgeon
removes the metallic foreign body using large retinal forceps. The laceration of the cornea is
sutured and the provider also performs a pars plana lensectomy.

What is the CPTand ICD-10-CM codes are reported?

A. 65265-RT, 66852-51-RT, 65280-51-RT, S05.51XA, W31.1XXA

B. 65235-RT, 66852-51-RT, 65275-51-RT. S05.51XA, W31.1XXA

C. 65265-RT, 66852-51-RT, 65275-51-RT, S05.31XA, W31.0XXA

D. 65235-RT, 66852-51-RT, 65280-51-RT. S05.31XA, W31.0XXA

Answer: A (LEAVE A REPLY)

1. Procedure and CPTCode Selection:

The patient required surgical intervention for severe ocular trauma involving removal of a

foreign body from the posterior segment of the eye, suturing of the corneal laceration, and a
pars plana lensectomy.

CPTCode 65265 is for removal of a foreign body from the posterior segment of the eye
without the use of a magnet. This code is appropriate for the removal of the metallic foreign
body using retinal forceps.

CPTCode 66852 covers the pars plana lensectomy, which was performed as part of the
surgical treatment.

CPTCode 65280 is used for repairing a corneal laceration with multiple perforations, which
applies to the corneal suturing.

2. Modifiers:

Modifier RT is used to indicate that the procedures were performed on the right eye.
Modifier 51 is added to indicate multiple procedures performed during the same surgical
session.

3. Diagnosis and ICD-10-CM Code Selection:

ICD-10-CM Code S05.51XA is appropriate for penetrating wound of the right eyeball with a
foreign body in the posterior segment.

ICD-10-CM Code W31.1XXA is used to indicate that the injury was caused by contact with a
metalworking and woodworking machine.
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4. Rationale for Excluding Other Options:

Codes 65235 and 65275 in options B, C, and D refer to foreign body removal from the
anterior chamber and the anterior segment, respectively, which are not appropriate since
the foreign body was located in the posterior segment.

Codes S05.31XA and W31.0XXA in options C and D represent different eye injuries and
types of machines, which do not match the scenario described.

5. AAPC and CPTCoding Guidelines:

According to AAPC guidelines, codes should be selected based on the specific location
(posterior segment) and the type of foreign body removal. Each procedure, including the
corneal repair, should be coded to capture the full extent of the treatment.

Therefore, the correct answer is A. 65265-RT, 66852-51-RT, 65280-51-RT, S05.51XA,
W31.1XXA.

NEW QUESTION: 64

A cardiologist performs and interprets a 12-lead ECG in the office.
What CPT coding is reported?

A. 93000-26

B. 93010

C. 93010-26

D. 93000

Answer: D (LEAVE A REPLY)

93000 = ECG with tracing, interpretation, and report

93010 = Interpretation only

NEW QUESTION: 65

Regarding the CPTSurgery Guidelines for a surgical code designated as a "Separate
Procedure", which statement is FALSE?

A. When a procedure is designated as a separate procedure and carried out independently
or considered to be unrelated from the total primary service, it may be reported.

B. The codes designated as "separate procedure" should not be reported in addition to the
code for the total procedure or service of which it is an integral component.

C. A service that is commonly carried out as an integral component of a total service or
procedure is identified by the inclusion of the term "separate procedure."

D. To identify a service designated as a "separate procedure" that is reported with an
unrelated primary service, append modifier 79 to the code.

Answer: D (LEAVE A REPLY)

In CPTSurgery Guidelines, a "separate procedure” code is used to identify a service that is
typically performed as part of a larger procedure and should not be coded separately when
it is an integral component of that primary service. However, it may be reported

independently if it is performed alone or is unrelated to the primary procedure.
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A: is true because a separate procedure may be reported if it is performed independently or
is unrelated to the primary procedure.

B: is true, as "separate procedure" codes are not reported in addition to the code for the
primary procedure when they are part of the total procedure.

C: is correct because "separate procedure" designation indicates that the service is often
part of a more comprehensive procedure but can be reported separately when performed
alone.

D: is false because modifier 79 is not used for unrelated "separate procedures." Instead,
modifier 59 is typically used to indicate a "distinct procedural service" when reporting a
separate procedure that is unrelated to the primary service.

Therefore, the correct answer is D. To identify a service designated as a "separate
procedure" that is reported with an unrelated primary service, append modifier 79 to the
code.

NEW QUESTION: 66

The knee joint consists of which three compartments?
A. Medial, lateral, and patellofemoral

B. Medial, trochlea groove, and vestibular

C. Posterior malleolus, scapula, and fibular facet

D. Medial, lateral, and cochlea

Answer: (SHOW ANSWER)

The knee joint consists of three primary compartments:

1. Medial compartment: The inside part of the knee, which includes the femur and tibia
interaction on the inner side.

2. Lateral compartment: The outside part of the knee, where the femur and tibia meet on the
outer side.

3. Patellofemoral compartment: The area between the patella (kneecap) and the femur.
These three compartments are essential for knee joint stability and function, allowing
movement and weight- bearing activities.

B: Trochlea groove and vestibular are not associated with knee anatomy.

C: Posterior malleolus, scapula, and fibular facet do not relate to knee compartments; the
malleolus is in the ankle, scapula in the shoulder, and fibular facet is not part of the primary
knee compartments.

D: Cochlea is unrelated to knee anatomy and refers to a part of the inner ear.

Thus, the correct answer is A. Medial, lateral, and patellofemoral.

NEW QUESTION: 67
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Operative Report /\‘ FreePDF

Procedure: Excision of 11 cm back lesion with rotation flap repair
Precperative Diagnosis: Basal cell carcinoma
Postoperative Diagnosis: Same

Anesthesia: 1% Xylocaine solution with epinephrine warmed and buffered and |m¢md slowly through a 30
gauge needle for the patient’s comfort.

Location: Back

Size of Excision: 11 ecm

Estimated Blood Loss: Minimal

Complications: None

Specimen: Sent to the lab in saline for frozen wm fargin control. LG

Procedure: The patient was taken to our surgicalsUite, placed in a comfortable position, prepped and draped, (/5]
and locally anesthetized in the usual stefil@fasnion. A #15 scalpel blade was used 1o excise the basal cell
carcinoma plus a margin of normal ski Iﬂl@crrcular fashion in the natural relaxed skin tension lines as much as
possible. The lesion was removed fu _.__I_I_’li!:lmess including epidermis, dermis, and partial thickness subcutaneous
tissues. The wound was then spclf__ﬂgéfm desiccated for hemomhage control. The specimen was sent 1o the lab
on saline for frozen sectionl, ¥, ™

Rotation flap repair of defect cteated by foil thickness frozen section excision of basal cell carcinoma of the [R5
back. We were able to devise a 12 sq cm flap and advance it using rotation lap closure technique. This will

prevent infection, dehiscence, and help reconstruct the area 1o approximate the situation as it was prior to surgical
excision diminishing the risk of significant pain and distortion of the anatomy in the area. This was advanced
medially 1o close the defect with 5-0 Vicryl and 6-0 Prolene stitches

Refer to the supplemental information when answering this question:
View MR 623654

What CPTO coding is reported for this case?

A. 14001, 11606-51, 12034-51

B. 14001, 11606-51

C. 14001

D. 15271

Answer: (SHOW ANSWER)

NEW QUESTION: 68

Which punctuation is used in the ICD-10-CM Alphabetic Index to identify manifestation
codes?

A. Colons

B. Brackets

C. Semicolon

D. Parentheses

Answer: B (LEAVE A REPLY)

Brackets [ ] in the ICD-10-CM Alphabetic Index are used to identify manifestation codes.
These codes cannot be reported as the principal diagnosis and must be sequenced after
the underlying condition.

This is a frequently tested ICD-10-CM guideline concept.
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NEW QUESTION: 69

What does the suffix -graph mean?

A. Instrument for recording data

B. Instrument used for Z plasty

C. Surgical repair by suture

D. Surgical binding by fusion

Answer: (SHOW ANSWER)

In medical terminology, the suffix -graph refers to an instrument used for recording data or
the process of recording. This suffix is commonly tested on the CPC exam.

Examples include:

Electrocardiograph - instrument used to record heart activity
Angiograph - instrument used to record images of blood vessels
To distinguish from related suffixes:

-gram = the record or image itself

-graphy = the process of recording

Thus, option A is correct.

NEW QUESTION: 70

Which place of service code is submitted on the claim for a service that is performed in an
outpatient surgical floor?

A. 11

B. 21

C.22

D. 24

Answer: C (LEAVE A REPLY)

The place of service code 22 is used for services performed in an outpatient hospital
setting, including outpatient surgical floors. This code indicates that the procedure was done
in a hospital but not requiring an inpatient admission.

AMA's CPT Professional Edition (current year), Place of Service Codes.

NEW QUESTION: 71

(Full Case:Pre/Post-op diagnosis:Grade 1 endometrial cancer.Procedure:Radical
hysterectomy and pelvic lymph node sampling.Anesthesia:General.EBL:400
mL.Complications:None.Specimens:pelvic washings; uterus; tubes; ovaries; pelvic lymph
nodes.Fluids:2 L crystalloid.Operative details:frog-leg position; perineum prepped sterile;
Foley placed; midline vertical incision umbilicus to symphysis; exploration shows normal
upper abdomen and bowel; no paraaortic adenopathy; pelvis/perineum normal; washings
collected; round ligaments transected; retroperitoneal spaces opened; ureters visualized,;
ovarian vessels isolated/ligated; bladder flap taken down; uterine arteries, uterosacral and
cardinal ligaments clamped/ligated; uterus removed; vagina closed; lymph node sampling
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left then right with removal of lymphatic tissue from external/internal iliac bifurcation to
circumflex iliac vein and down to obturator nerve; tumor ~40% endometrial surface with
<50% myometrial invasion; closure in layers; patient tolerated well.Question:What CPT
codes are reported?)

A. 58548, 38770

B. 58210, 38770

C. 58210

D. 58200

Answer: (SHOW ANSWER)

The operative note describes anopen radical hysterectomyfor endometrial cancer with

removal of theuterus, tubes, and ovaries(specimens listed) and extensive dissection
ofuterine arteries, uterosacral and cardinal ligaments, consistent with aradicalprocedure.
The approach is clearlyabdominal/open(midline vertical incision and abdominal entry), not
laparoscopic, so a laparoscopic radical hysterectomy code (such as 58548) is not
appropriate. In the answer set,58210represents aradical abdominal hysterectomy(with
appropriate extent for malignancy management). In addition, the surgeon performedpelvic
lymph node samplingbilaterally, removing lymphatic tissue along the iliac vessels to the
obturator nerve region. The correct code in the choices for pelvic
lymphadenectomy/sampling is38770. Pelvic washings and extensive exploration are
included in the primary surgical service and do not add separate CPT codes in this
scenario. Therefore, the correct coding combination is58210 and 38770.

NEW QUESTION: 72

A CRNA independently administers MAC anesthesia for ICD replacement.
What CPT and ICD-10-CM codes are reported?

A. 00520-QY, 148.91

B. 00520-QZ-QS, 149.01

C. 00534-QZ-QS, 149.01

D. 00534-QY, 148.91

Answer: C (LEAVE A REPLY)

00534 = Anesthesia for pacemaker/defibrillator procedures
QZ = CRNA without medical direction

QS = MAC anesthesia

149.01 = Ventricular fibrillation

NEW QUESTION: 73

(Which one of the following isNOTa cardiac valve?)
A. Mitral valve

B. Femoral valve

C. Aortic valve

D. Tricuspid valve
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Answer: B (LEAVE A REPLY)

The human heart hasfour cardiac valves:tricuspid,pulmonic,mitral (bicuspid), andaortic.
These valves regulate one-way blood flow through the heart's chambers and into the great
vessels. Themitralvalve lies between the left atrium and left ventricle; thetricuspidvalve lies
between the right atrium and right ventricle; theaorticvalve controls flow from the left
ventricle to the aorta. "Femoral" refers to thefemur(thigh bone) and thefemoral artery/veinin
the groin/thigh region, not a structure of the heart. While veins can contain valves (e.g., in
the legs), the term "femoral valve" isnot recognized as a standard named cardiac valve. On

CPC-style anatomy questions, distractors often use real anatomical words from other body
regions to test whether you know the specific list of true cardiac valves.

NEW QUESTION: 74

A 45-year-old patient comes In with chronic sinusitis that has not responded to medication.
The physician decides to use a sinus stent implant to help alleviate the patients symptoms.
The physician inserts the implant into the ethmoid sinus using a delivery system. This
implant is designed to keep the surgical opening clear, prop open the sinus, and gradually
release a corticosteroid with anti- inflammatory properties directly to the sinus lining. The
implant is not permanent and will dissolve over time.

What HCPCS Level Il code is reported?

A. C2617

B. C1877

C. SI091

D. C9600

Answer: (SHOW ANSWER)

C2617 - Sinus implant, drug-eluting

Described implant:

Ethmoid sinus

Drug-eluting (corticosteroid)
Absorbable

Why others are incorrect:
C1877 - Vascular stent

S1091 - Temporary code
C9600 - Coronary intervention

NEW QUESTION: 75

View MR 003396

MR 003396

Operative Report

Preoperative Diagnosis: Acute MI, severe left main arteriosclerotic coronary artery disease
Postoperative Diagnosis: Acute MI, severe left main arteriosclerotic coronary artery disease
Procedure Performed: Placement of an intra-aortic balloon pump (IABP) right common
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femoral artery Description of Procedure: Patient's right groin was prepped and draped in the
usual sterile fashion. Right common femoral artery is found, and an incision is made over
the artery exposing it. The artery is opened transversely, and the tip of the balloon catheter
was placed in the right common femoral artery. The balloon pump had good waveform. The
balloon pump catheter is secured to his skin after local anesthesia of 2 cc of

1% Xylocaine is used to numb the area. The balloon pump is secured with a 0-silk suture.
The patient has sterile dressing placed. The patient tolerated the procedure. There were no
complications.

What CPT coding is reported for this case?

A. 33975

B. 33967

C. 33970

D. 33973

Answer: A (LEAVE A REPLY)

The procedure involved the placement of an intra-aortic balloon pump (IABP) through the
right common femoral artery for a patient with acute Ml and severe left main arteriosclerotic
coronary artery disease.

Procedure Description:

Placement of an intra-aortic balloon pump (IABP).

Right common femoral artery approach.

Confirmation of good waveform and securement of the catheter.
CPT Coding:

33975: Insertion of intra-aortic balloon assist device, percutaneous.
AMA's CPT Professional Edition (current year).

CPT Assistant for detailed coding guidelines on cardiac procedures.

NEW QUESTION: 76

A cystic lesion on the chest is excised with margins totaling 2.5 cm. Simple closure
performed.

What CPT coding is reported?

A. 11403

B. 12001, 11403-51

C. 11603

D. 12001, 11603-51

Answer: A (LEAVE A REPLY)

11403 = Excision of benign lesion, trunk, 2.1-3.0 cm

Simple closure is included in excision codes
No separate closure code is reported.
Correct answer: A
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NEW QUESTION: 77

What does PHI stand for in healthcare privacy regulations?

A. Protected Health Information

B. Personal Hospital Insurance

C. Private Health Index

D. Patient Health Initiative

Answer: A (LEAVE A REPLY)

Under HIPAA (Health Insurance Portability and Accountability Act), PHI stands for Protected
Health Information. It includes any individually identifiable health information related to a
patient's health status, provision of healthcare, or payment for healthcare. Protection of PHI
is a key compliance topic on the CPC exam.

NEW QUESTION: 78

Eric is buying his first life insurance policy from XYZ Life Insurance Company. The company
requires Eric have a physical exam prior to issuance of the policy. Eric sees his primary
care provider who completes the required documentation and forms provided by the
insurance company.

How does the primary care provider report his services?

A. 99499

B. 99455

C. 99456

D. 99450

Answer: D (LEAVE A REPLY)

CPT code 99450 is used for the examination of a patient for the purpose of establishing
medical baseline information or for insurance purposes. Since Eric's primary care provider
completed the required physical exam documentation for his life insurance policy, this is
appropriately reported with code 99450. References:

CPT Professional Edition (current year), AMA.

NEW QUESTION: 79

What is the HCPCS Level Il code for a standard wheelchair?
A. KO010

B. KO002
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C. KO001

D. E1130

Answer: C (LEAVE A REPLY)

K0001 = Standard wheelchair

Other KOOO codes represent specialized wheelchairs

NEW QUESTION: 80

Two weeks after removal of a 4 cm subcutaneous lipoma, the patient presents with
extensive internal wound dehiscence requiring multi-layer closure in the OR.

What CPT coding is reported by the surgeon?

A. 13160-78

B. 13160-58

C. 13101-78

D. 13101-58

Answer: A (LEAVE A REPLY)

Repair of wound dehiscence # CPT 13160 (complex repair, secondary closure) Occurs
during global period and is unplanned # Modifier -78 Modifier -58 is for staged or planned
procedures.

NEW QUESTION: 81

A 4-week-old premature infant receives a 100 mg IM injection of RSV monoclonal antibody.
What CPT codes are reported?

A. 90378 x2, 90471

B. 90380 x2, 96369

C. 90380 %2, 90460

D. 90378 x2, 96372

Answer: D (LEAVE A REPLY)

90378 = RSV monoclonal antibody, 50 mg per dose
100 mg = 2 units

96372 = Therapeutic IM injection

Vaccine admin codes (90460/90471) do not apply

NEW QUESTION: 82

View MR 007400

MR 007400

Radiology Report

Patient: J. Lowe Date of Service: 06/10/XX
Age: 45

MR#: 4589799

Account #: 3216770

Location: ABC Imaging Center
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Study: Mammogram bilateral screening, all views, producing direct digital image Reason:
Screen Bilateral digital mammography with computer-aided detection (CAD) No previous
mammograms are available for comparison.

Clinical history: The patient has a positive family history (mother and sister) of breast
cancer.

Mammogram was read with the assistance of GE iCAD (computerized diagnostic) system.
Findings: No dominant speculated mass or suspicious area of clustered pleomorphic
microcalcifications is apparent Skin and nipples are seen to be normal. The axilla are
unremarkable.

What CPT coding is reported for this case?

A. 77067-50, Z80.3, Z12.31

B. 77066, Z80.3, Z12.31

C. 77067, 212.31, Z80.3

D. 77066-50, Z12.31, Z80.3

Answer: C (LEAVE A REPLY)

The procedure performed is a bilateral screening mammogram with computer-aided
detection (CAD). CPT code 77067 is for bilateral screening mammography with CAD.
ICD-10-CM code Z12.31 is for an encounter for screening mammogram for malignant

neoplasm of the breast. Z80.3 is for a family history of malignant neoplasm of the breast.
Therefore, the correct coding is 77067, Z12.31, Z80.3. References: CPT Professional
Edition (current year), ICD-10-CM (current year).

NEW QUESTION: 83

A 50-year-old patient presented with a persistent cough has not responded to standard
treatments. The patient's physician decides to perform a flexible bronchoscopy with
bronchial biopsies to further investigate the cause. A flexible bronchoscope is inserted
through the patient's mouth and into the bronchial tubes. Five biopsies are taken for further
testing. The biopsies were sent to the lab for analysis to determine the next steps in the
patient's treatment plan.

What CPT coding is reported?

A. 31625

B. 31628 x 5

C. 31628

D. 31625 x5

Answer: A (LEAVE A REPLY)

The procedure described is flexible bronchoscopy with bronchial biopsy (biopsy taken from

the bronchi

/bronchial tubes).

31625 = Bronchoscopy, flexible, with biopsy (single or multiple)

Important CPC concept: when the CPT descriptor is "single or multiple", you code it once,
even if multiple biopsies are taken.
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31628 is for transbronchial lung biopsy, which is not what is described (the question
specifies bronchial tubes
/bronchial biopsies).Therefore, A is correct.

NEW QUESTION: 84

A patient who was training for a marathon collapsed due to heat exhaustion on a very hot
day. The patient is driven by his wife to a non-facility urgent care center for him to be
treated. On examination, the physician diagnoses heat exhaustion and dehydration. The
physician began IV therapy of normal saline that consists of pre-packaged fluid and
electrolytes. The hydration lasts for 1 and 30 minutes.

What CPTcoding is reported?

A. 96360

B. 96365

C. 96365, 96366

D. 96360, 96361

Answer: (SHOW ANSWER)

1. Procedure and CPTCode Selection:

The patient received IV hydration therapy with normal saline, which lasted for 1 hour and 30
minutes.

CPTCode 96360 is used for initial IV hydration for the first hour. This code applies to the
first 31-60 minutes of hydration therapy.

CPTCode 96361 is used for each additional hour of IV hydration. Since the hydration lasted
1 hour and 30 minutes, 96361 should be reported once to cover the additional 30 minutes
after the initial hour.

2. Rationale for Excluding Other Options:

Code 96365 is for initial 1V infusion for therapeutic, prophylactic, or diagnostic purposes,

rather than hydration, and is not applicable in this case.

Code 96366 is used for additional therapeutic, prophylactic, or diagnostic infusions and
does not apply to hydration services.

Option A (96360) would only cover the initial hour of hydration, missing the additional 30
minutes, which is appropriately coded with 96361.

3. AAPC and CPTCoding Guidelines:

According to AAPC and CPTguidelines, 96360 should be used for the first hour of IV
hydration, and

96361 should be used for each additional hour or portion of an hour beyond the initial 60
minutes.

Therefore, the correct answer is D. 96360, 96361.

NEW QUESTION: 85
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A patient has chronic cholesteatoma in the right middle ear. The otolaryngologist performed
a tympanoplasty with a radical mastoidectomy, removing the middle ear cholesteatoma.
Grafting technique was used to repair the eardrum with ossicular chain reconstruction.
What CPT code is reported for this surgery?

A. 69643

B. 69645

C. 69641

D. 69646

Answer: D (LEAVE A REPLY)

1. Procedure and CPT Code Selection:

The procedure involves a tympanoplasty with a radical mastoidectomy to remove a

cholesteatoma in the middle ear. Additionally, the procedure includes ossicular chain
reconstruction and grafting to repair the eardrum.

CPT Code 69646 is appropriate for tympanoplasty with a radical mastoidectomy, including
removal of the cholesteatoma and ossicular chain reconstruction. This code accurately
describes the combination of tympanoplasty, radical mastoidectomy, and ossicular chain
reconstruction, making it the correct choice.

2. Rationale for Excluding Other Options:

Code 69643 describes a tympanoplasty with a simple mastoidectomy, which is not
appropriate since a radical mastoidectomy was performed.

Code 69645 covers a tympanoplasty with radical mastoidectomy but does not include
ossicular chain reconstruction, which was part of this procedure.

Code 69641 is for a tympanoplasty without mastoidectomy, making it incorrect for this case.
3. AAPC and CPT Coding Guidelines:

According to AAPC and CPT guidelines, 69646 is the appropriate code when a
tympanoplasty includes a radical mastoidectomy with ossicular chain reconstruction, as
documented in this case.

Therefore, the correct answer based on CPT guidelines is D. 69646.

NEW QUESTION: 86

A patient with empyema requires a Schede thoracoplasty.

What CPT code is reported for this procedure?

A. 32906

B. 32999

C. 32905

D. 32900

Answer: C (LEAVE A REPLY)

The Schede thoracoplasty for empyema is accurately described by CPT code 32905, which

covers the radical procedure involving the resection of multiple ribs and often the
obliteration of the pleural cavity to treat chronic empyema.
References:
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AMA's CPT Professional Edition (current year)

NEW QUESTION: 87

When a patient has ESRD, which system is affected?

A. Cardiovascular

B. Neurologic

C. Respiratory

D. Genitourinary

Answer: D (LEAVE A REPLY)

End-Stage Renal Disease (ESRD) is a condition in which the kidneys fail to work effectively
to remove waste products and excess fluids from the blood. This primarily affects the

genitourinary system, which includes the kidneys, ureters, bladder, and urethra. Patients
with ESRD often require dialysis or a kidney transplant.
ICD-10-CM (current year), Chapter 14: Diseases of the Genitourinary System (N0O0-N99).

NEW QUESTION: 88

(A 14-month-old male with a unilateral complete cleft lip and alveolar cleft palate had prior
repair of the cleft lip. He now presents forreconstruction of the palatewith closing the fissure
in the soft tissue of thealveolar ridge with bone graft. What CPT coding is reported?)

A. 42200, 20900

B. 42210, 20900

C. 42205

D. 42210

Answer: D (LEAVE A REPLY)

This scenario describes apalatoplasty(repair of cleft palate) withclosure of the alveolar

ridgeusing abone graft.

CPT code42210is the code that captures palatoplasty withclosure of the alveolar ridgeand
associated bone grafting work as part of the reconstructive procedure described. Because
the bone graft is part of the defined palatoplasty service in this code concept, you
donotseparately report a generic bone graft harvesting code such as20900in the way the
answer options suggest. The distractor42200is associated with a more limited palate repair
(not matching the alveolar ridge closure with graft detail), and42205does not reflect the
specific alveolar ridge closure with bone grafting described in the question stem. CPC exam
strategy: identify the mostcomprehensive cleft palate repairthat matches the documentation;
when a CPT code description includes the specific additional work (like alveolar ridge
closure with graft), code that single comprehensive service.

NEW QUESTION: 89
The evisceration of ocular contents was performed using a surgical microscope for
enhanced visualization.
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The procedure was performed on the left eye and an implant was not placed in the ocular
cavity.

What CPTcoding is reported?

A. 65093-LT

B. 65091-LT, 69990-51

C. 65093-LT, 69990

D. 65091-LT

Answer: D (LEAVE A REPLY)

1. Procedure and CPTCode Selection:

The procedure performed was an evisceration of ocular contents without the placement of
an implant. The surgical microscope was used for enhanced visualization, but this does not
require a separate code if the primary procedure code includes it inherently.

CPTCode 65091 is used for an evisceration of the ocular contents without implant
placement. This code correctly describes the procedure performed on the left eye.

2. Modifier:

Modifier LT is added to indicate that the procedure was performed on the left eye.

3. Exclusion of Code 69990:

Code 69990 is for the use of an operating microscope, but it should not be billed separately
when it is used as part of a procedure where enhanced visualization is typical or expected,
such as an evisceration procedure.

According to CPTguidelines, 69990 is not separately reported when the microscope is used
for visualization in procedures where its use is considered part of the standard of care.

4. Rationale for Excluding Other Options:

Code 65093 is for an evisceration with implant placement, which does not apply since no

implant was used.

Options B and C incorrectly include 69990, which is not separately reportable in this
scenario.

5. AAPC and CPTCoding Guidelines:

According to AAPC and CPTcoding guidelines, 65091 is sufficient to capture the procedure
without the need to add code 69990 for the microscope.

Therefore, the correct answer is D. 65091-LT.

NEW QUESTION: 90

A 60-year-old male has three-vessel disease and supraventricular tachycardia which has
been refractory to other management. He previously had pacemaker placement and
stenting of LAD coronary artery stenosis, which has failed to solve the problem. He will
undergo CABG with autologous saphenous vein and an extensive modified MAZE
procedure to treat the tachycardia.

He is brought to the cardiac OR and placed in the supine position on the OR table. He is
prepped and draped, and adequate endotracheal anesthesia is assured. A median
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sternotomy incision is made and cardiopulmonary bypass is initiated. The endoscope is
used to harvest an adequate length of saphenous vein from his left leg.

This is uneventful and bleeding is easily controlled. The vein graft is prepared and cut to the
appropriate lengths for anastomosis. Two bypasses are performed: one to the circumflex
and another to the obtuse marginal. The left internal mammary is then freed up and it is
anastomosed to the ramus, the first diagonal, and the LAD. An extensive maze procedure is
then performed and the patient is weaned from bypass. At this point, the sternum is closed
with wires and the skin is reapproximated with staples. The patient tolerated the procedure
without difficulty and was taken to the PACU.

Choose the procedure codes for this surgery.

A. 33533, 33257, 33519, 33508

B. 33535, 33259, 33519, 33508

C. 33533, 33257-51, 33519-51, 33508-51

D. 33535, 33259 51, 33519-51, 33508-51

Answer: (SHOW ANSWER)

The CABG procedure involved multiple bypasses, with the use of autologous saphenous

vein grafts and the left internal mammary artery, along with an extensive modified MAZE
procedure. CPT code 33535 describes a coronary artery bypass using arterial grafts,
including at least three coronary artery bypasses.

CPT code 33259-51 is for the MAZE procedure for supraventricular tachycardia, with the
-51 modifier indicating multiple procedures. CPT code 33519-51 is for an additional vein
graft, and CPT code 33508-

51 describes the endoscopic harvesting of the vein.

References:

AMA's CPT Professional Edition (current year), Codes 33535, 33259-51, 33519-51,
33508-51

NEW QUESTION: 91

(The physician performs adiagnostic ERCPof the common bile duct with insertion of
astentinto the biliary duct. What CPT coding is reported?)

A. 43276

B. 43274

C. 43260, 43274

D. 43275, 43274

Answer: B (LEAVE A REPLY)

For ERCP, CPT coding follows the rule that thetherapeutic ERCP code includes the
diagnostic ERCP workperformed during the same session. In this case, the key performed
service isstent insertion into the biliary duct, which is captured by43274(ERCP with
placement of endoscopic stent into biliary or pancreatic duct). You donotseparately report
the diagnostic ERCP code43260when the therapeutic service (stent placement) is
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performed, because the diagnostic component is considered part of the overall ERCP
service.

Code43276is used forstent removal and/or exchange, which is not described here. Option D
is incorrect because it pairs another ERCP service with stent placement, and the scenario
does not support multiple distinct ERCP therapeutic services beyond stenting. CPC exam
tip: when a single ERCP session includes diagnostic evaluation plus a therapeutic
intervention, report themost definitive therapeutic ERCP code-here,

43274.

Valid CPC Dumps shared by Actual4test.com for Helping Passing CPC Exam!
Actual4test.com now offer the newest CPC exam dumps, the Actualdtest.com CPC
exam questions have been updated and answers have been corrected get the
newest Actuald4test.com CPC dumps with Test Engine here:
https://www.actual4test.com/CPC_examcollection.html (455 Q&As Dumps, 30%OFF

Special Discount: Freepdfdumps)

NEW QUESTION: 92

A patient is going to have placement of a myringotomy tube. This tube is placed in the
to drain excess fluid.

A. Ear

B. Lymph node

C. Lung

D. Tear duct

Answer: A (LEAVE A REPLY)

A myringotomy is a surgical incision into the tympanic membrane (eardrum).

A myringotomy tube (ventilation tube) is placed in the ear to allow drainage of fluid from the

middle ear and to equalize pressure.

Therefore, the correct answer is A. Ear.

NEW QUESTION: 93

A patient comes in complaining of pain in the lower left back, which is accompanied by a
numbing sensation that extends into the leg. Attempts to alleviate the pain with home
treatments have been unsuccessful. The provider orders an MRI of the lumbar spine initially
without, and then with, contrast material. The images are interpreted by the physician, the
final diagnosis is left-sided low back pain with sciatica.

What CPT and ICD-10-CM codes are reported?

A. 72158,M54.42

B. 72148,72149, M54.42

C. 72148,72149, M54.42. M54.50
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D. 72158,M54.42,M54.50

Answer: A (LEAVE A REPLY)

Procedure Coding:

72158 - MR, lumbar spine; without contrast, followed by with contrast

Single comprehensive code

Diagnosis Coding:

M54.42 - Low back pain with sciatica, left side

Why Other Options Are Incorrect:

B / C - Incorrectly unbundling MRI codes

D - Coding additional unspecified low back pain is inappropriate

NEW QUESTION: 94

A patient has chronic cholesteatoma in the right middle ear. The otolaryngologist performed
a tympanoplasty with a radical mastoidectomy, removing the middle ear cholesteatoma.
Grafting technique was used to repair the eardrum without ossicular chain reconstruction.
What CPT code is reported for this surgery?

A. 69645

B. 69641

C. 69642

D. 69643

Answer: A (LEAVE A REPLY)

The procedure involves a tympanoplasty with a radical mastoidectomy and removal of a
cholesteatoma from the middle ear, including grafting of the eardrum without ossicular chain

reconstruction.

Procedure Description:

Tympanoplasty.

Radical mastoidectomy.

Removal of cholesteatoma from the middle ear.

Grafting technique used to repair the eardrum without ossicular chain reconstruction.

CPT Coding:

69645: Tympanoplasty with mastoidectomy (including canalplasty, atticotomy and/or middle
ear surgery), radical or complete, with removal of cholesteatoma; with mastoid obliteration.
AMA's CPT Professional Edition (current year).

CPT Assistant for detailed coding guidelines on otolaryngology procedures.

NEW QUESTION: 95

A patient presents to the urgent care facility with multiple burns acquired while burning
debris in his backyard. After examination the physician determines the patient has third-
degree burns of the left and right posterior thighs (10%). He also has second-degree burns
of the anterior portion of the right side of his chest wall (8%) and upper back (6%). TBSA is
24% with third-degree burns totaling 10%.
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What ICD-10-CM codes are reported, according to 1CD-10-CM coding guidelines?

A. T21.21XA, T21.23XA, T24.311A, T24.312A, T31.21

B. T24.311A, T24.312A, T21.21XA, T21.23XA, T31.31

C.T24.711A, T24.712A, T21.61XA, T31.63XA, T32.21

D. T24.311A, T24.312A, T21.21XA, T21.23XA, T31.21

Answer: D (LEAVE A REPLY)

In coding burns, ICD-10-CM guidelines indicate that each burn site is coded separately,
specifying the degree, location, and extent of the burn. Additionally, a code for total body
surface area (TBSA) burned is included when burns cover more than 10% of the body.
Here's the breakdown:

1. T24.311A: Represents a third-degree burn on the left thigh, initial encounter.

2. T24.312A: Represents a third-degree burn on the right thigh, initial encounter.

3. T21.21XA: Represents a second-degree burn on the anterior chest wall, initial encounter.
4. T21.23XA: Represents a second-degree burn on the upper back, initial encounter.

5. T31.21: Represents burns with 20-29% TBSA involvement, with third-degree burns
covering 10-19% of the TBSA.

Explanation of incorrect answers:

A includes an incorrect TBSA code (T31.21).

B has the correct codes but lists an incorrect TBSA code for third-degree burns.

C uses incorrect burn site codes for the areas involved and incorrect TBSA percentages.
Therefore, the correct answer is D. T24.311A, T24.312A, T21.21XA, T21.23XA, T31.21,
which accurately captures the burns' degrees, locations, and TBSA.

NEW QUESTION: 96

Patient has undergone open surgery for a left total knee arthroplasty. While in the recovery
room, he continued to have severe postoperative pain. The surgeon ordered a femoral
block for postoperative pain. The anesthesiologist evaluated the patient and performed a left
femoral block, which provided significant post- operative pain relief.

What CPT coding is reported?

A. 01404, 64450, 01996

B. 01380, 64447-59-LT

C. 01402, 64447-59-LT

D. 01402, 64448-59-LT, 01996

Answer: C (LEAVE A REPLY)

The patient has undergone a left total knee arthroplasty and subsequently received a
femoral nerve block for postoperative pain management. CPT code 01402 is used for
anesthesia for total knee arthroplasty. Code

64447-59-LT is for a femoral nerve block (single injection) for postoperative pain
management, with modifier

59 indicating a distinct procedural service and LT indicating the left side. Therefore, the
appropriate codes are
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01402 and 64447-59-LT.
References: CPT Professional Edition (current year), AMA.

NEW QUESTION: 97

An inpatient, suffering from hypertension and chronic kidney disease, is administered
continuous venovenous hemofiltration. The on-duty nephrologist performs a series repeated
low-level evaluation and management services to monitor the patient's status.

What is the CPT and ICD-10-CM coding'

A. 90935,112.9. N18.9

B. 90937,110, N18.9

C.90947,112 9, N18.9

D. 90945.110, N18.9

Answer: D (LEAVE A REPLY)

Procedure Code:

90945 - Continuous renal replacement therapy (CRRT), daily

Includes repeated low-level E/M monitoring

Correct for CVVH

Diagnosis Codes:

110 - Essential hypertension

N18.9 - Chronic kidney disease, unspecified
Why others are incorrect:

90935 / 90937 - Intermittent hemodialysis
90947 - Pediatric CRRT

ICD-9 codes (112.9, 110) are invalid

NEW QUESTION: 98

(A patient's left eye is damaged beyond repair due to a work injury. The provider fabricates
aprosthesisfromsilicon materialsand makes modifications to restore the patient's cosmetic
appearance. What CPT code is reported?)

A. 21080

B. 21086

C. 21077

D. 21088

Answer: B (LEAVE A REPLY)

This question is testing recognition of amaxillofacial prosthetic servicerather than an
ophthalmology procedure code. The vignette describesfabrication of a prosthesis using
silicone materialswithmodificationsintended to restorecosmetic appearanceafter
loss/damage of an eye. Among the provided options,21086is the CPT code that
corresponds to fabrication of afacial prosthesis(commonly silicone-based) with the intent of
external restoration. The other codes in this small cluster represent different
facial/craniofacial repair or prosthetic services and do not match silicone prosthesis
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fabrication described in the scenario. CPC exam technique: focus on the key

nouns-"fabricates a prosthesis," "silicon materials,"

"cosmetic appearance restoration"-which point away from repair codes and
towardprosthetic fabrication.

Also note the question is not about insertion of an ocular implant during
enucleation/evisceration, but about crafting an external prosthetic device. Therefore, the

correct selection is21086.

NEW QUESTION: 99

A witness of a traffic accident called 911. An ambulance with emergency basic life support
arrived at the scene of the accident. The injured party was stabilized and taken to the
hospital. What HCPCS Level Il coding is reported for the ambulance's service?

A. A0426-QN-SH

B. A0429-QN-SH

C. A0427-QM-HS

D. A0428-QM-HS

Answer: B (LEAVE A REPLY)

The scenario describes an emergency basic life support (BLS) ambulance service. The

appropriate HCPCS Level Il code for BLS emergency transport is A0429.

Modifier QN indicates that the service was provided by an ambulance supplier, and SH
indicates the services were provided in an emergency situation.

HCPCS Level Il, current year

NEW QUESTION: 100

A 47-year-old male recently injured as a passenger in a car accident sustained multiple
fractures. The patient now has physical restraints due to pulling out foley catheter, IV
catheters and attempted to pull out NG tube. Emergency department physician is asked to
come see patient and injects 0.5 lidocaine into lumbar region of the spine. An indwelling
catheter is placed into the lumbar region for continuous infusion with fluoroscopy for pain
management.

What CPTis reported for the Emergency department physician?

A. 62327

B. 62326,77003

C. 62327,77003

D. 62326

Answer: C (LEAVE A REPLY)

1. Procedure and CPTCode Selection:

The emergency department physician placed an indwelling catheter into the lumbar region

for continuous infusion for pain management with fluoroscopic guidance.
CPTCode 62327 is appropriate for injection or catheter placement for continuous infusion of
anesthetic or analgesic in the lumbar or sacral region using imaging guidance.
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CPTCode 77003 represents the fluoroscopic guidance used during the catheter placement,
which is separately reportable in this case.

2. Rationale for Excluding Other Options:

Code 62326 (in options B and D) is for the injection or catheter placement without imaging
guidance. Since fluoroscopic guidance was specifically mentioned, 62327 is the appropriate
choice.

Code 77003 must be reported separately when fluoroscopy is used in conjunction with
62327 for pain management catheter placement.

3. AAPC and CPTCoding Guidelines:

According to AAPC guidelines, the combination of 62327 and 77003 is correct when
catheter placement for continuous infusion is performed with fluoroscopic guidance.
Therefore, the correct answer is C. 62327, 77003.

NEW QUESTION: 101

View MR 099405

MR 099405

CC: Shortness of breath

HPI: 16-year-old female comes into the ED for shortness of breath for the last two days.
She is an asthmatic.

Current medications being used to treat symptoms is Advair, which is not working and
breathing is getting worse. Does not feel that Advair has been helping. Patient tried
Albuterol for persistent coughing, is not helping. Coughing 10-15 minutes at a time. Patient
has used the Albuterol 3x in the last 16 hrs. ED physician admits her to observation status.
ROS: No fever, no headache. No purulent discharge from the eyes. No earache. No nasal
discharge or sore throat. No swollen glands in the neck. No palpitations. Dyspnea and
cough. Some chest pain. No nausea or vomiting. No abdominal pain, diarrhea, or
constipation.

PMH: Asthma

SH: Lives with both parents.

FH: Family hx of asthma, paternal side

ALLERGIES: PCN-200 CAPS. Allergies have been reviewed with child's family and no
changes reported.

PE: General appearance: normal, alert. Talks in sentences. Pink lips and cheeks. Oriented.
Well developed.

Well nourished. Well hydrated.

Eyes: normal. External eye: no hyperemia of the conjunctiva. No discharge from the
conjunctiva Ears: general/bilateral. TM: normal. Nose: rhinorrhea. Pharynx/Oropharynx:
normal. Neck: normal.

Lymph nodes: normal.

Lungs: before Albuterol neb, mode air entry b/l. No rales, rhonchi or wheezes. After
Albuterol neb.



improvement of air entry b/l. Respiratory movements were normal. No intercostals
inspiratory retraction was observed.

Cardiovascular system: normal. Heart rate and rhythm normal. Heart sounds normal. No
murmurs were heard.

Gl: abdomen normal with no tenderness or masses. Normal bowel sounds. No
hepatosplenomegaly Skin: normal warm and dry. Pink well perfused Musculoskeletal
system patient indicates lower to mid back pain when she lies down on her back and when
she rolls over. No CVA tenderness.

Assessment: Asthma, acute exacerbation

Plan: Will keep her in observation overnight. Will administer oral steroids and breathing
treatment. CXR ordered and to be taken in the morning.

What E/M code is reported?

A. 99221

B. 99284

C. 99285

D. 99222

Answer: D (LEAVE A REPLY)

99222: This code is used for initial hospital care, per day, for the evaluation and
management of a patient, which requires a detailed or comprehensive history, a detailed or

comprehensive examination, and medical decision making of moderate complexity.

The documentation shows a detailed history (including HPI, ROS, PMH, SH, and FH) and a
detailed examination (covering multiple organ systems). The medical decision making
involves the management of an acute asthma exacerbation, which includes admitting the
patient to observation status, administering oral steroids, and planning for further diagnostic
testing.

CPT Professional Edition, AMA

NEW QUESTION: 102

Preoperative diagnosis: Right thigh benign congenital hairy nevus. *1

Postoperative diagnosis: Right thigh benign congenital hairy 0 nevus.

Operation performed: Excision of right thigh benign congenital>1

nevus, excision size with margins 4.5 cm and closure size 5 cm.

Anesthesia: General.0

Intraoperative antibiotics: Ancef.0

Indications: The patient is a 5-year-old girl who presented with her parents for evaluation of
her right thigh congenital nevus. It has been followed by pediatrics and thought to have
changed over the past year. Family requested excision. They understood the risks involved,
which included but were not limited to risks of general anesthesia, infection, bleeding,
wound dehiscence, and poor scar formation. They understood the scar would likely widen
as the child grows because of the location of it and because of the age of the patient. They
consented to proceed.
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Description of procedure: The patient was seen preoperatively in > | the holding area,
identified, and then brought to the operating room. Once adequate general anesthesia had
been induced, the patient's right thigh was prepped and draped in standard surgical fashion.
An elliptical excision measuring 6 x 1.8 cm had been marked. This was injected with
Lidocaine with epinephrine, total of 6 cc of 1% with 1:100,000. After an adequate amount of
time, a #15 blade was used to sharply excise this full thickness.

This was passed to pathology for review. The wound required # limited undermining in the
deep subcutaneous plane on both sides for approximately 1.5 cm in order to allow
mobilization of the skin for closure. The skin was then closed in a layered fashion using 3-0
Vicryl on the dermis and then 4-0 Monocryl running subcuticular in the skin, the wound was
cleaned and dressed with Dermabond and Steri-Strips.

The patient was then cleaned and turned over to anesthesia for S extubation.

She was extubated successfully in the operating room and taken S to the recovery room in
stable condition.

There were no complications.

What CPT and ICD-10-CM codes are reported?

A. 27380, S76.911A

B. 27385, S76.911A

C. 27380, S76.311A

D. 27385, S76.311A

Answer: C (LEAVE A REPLY)

27380 = Repair, quadriceps muscle

S76.311A = Strain of muscle, fascia, tendon of right thigh, initial encounter Code selection is

based on specific muscle group and laterality

NEW QUESTION: 103

(A 58-year-old patient undergoes diagnostic facet joint injections. The physician
performsbilateral paravertebral facet joint injectionsat theT2-T3, T3-T4, and T4-T5levels,
usingfluoroscopic guidanceat each site. What CPT coding is reported for this encounter?)
A. 64490-50, 64491 x 2, 64492 x 2

B. 64493, 64494

C. 64493-50, 64494-50, 64495-50, 76000

D. 64490-50, 64491-50, 64492-50

Answer: D (LEAVE A REPLY)

Facet joint injections (medial branch blocks/intra-articular depending on code family) are
coded byspinal regionandnumber of levels. Thoracic facet injections use64490for thefirst
level,64491for thesecond level, and64492for thethird and each additional level(within the
thoracic region). This case includesthree thoracic levels: T2-T3 (1st), T3-T4 (2nd), and T4-
T5 (3rd). Because the injections arebilateral, you applymodifier -50 to each of the level
codes per the answer set's style. Fluoroscopic guidance isbuilt intothese injection codes
under current CPT rules, so you donotseparately report a fluoroscopy code (such as
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76000). Options B and C are forlumbar/sacralfacet injection families, not thoracic. Option A
incorrectly doubles units rather than using the correct third-level add-on coding structure.
Therefore,64490-50, 64491-50, 64492-50is correct.

NEW QUESTION: 104

(A patient is in her dermatologist's office for treatment of recurring psoriatic plaques on the
upper back and neck resistant to topical therapy. The dermatologist performsExcimer laser
therapyon the upper back (300 sq cm) and neck (100 sq cm), total surface area400 sq cm.
What CPT codes are reported?)

A. 96920 x 2

B. 96921 x 2

C. 96921

D. 96921, 96920

Answer: B (LEAVE A REPLY)

Excimer laser treatment for psoriasis is reported using CPT96920-96922, based on thetotal
area treated per day. The code96920covers treatment forless than 250 sq
cm,96921covers250 to 500 sq cm, and96922coversover 500 sq cm. Here, the provider
treats 300 sq cm (upper back) plus 100 sq cm (neck) for a total 0f400 sq cm, which falls
within the250-500 sq cmrange-s096921is the correct code for the day's treatment. Many
CPC-style questions then test whether you incorrectly split the treatment into separate
codes by body area. Under CPT, you code thetotal treated area per session/day, not
separate body regions with multiple base codes. Therefore, in strict CPT logic, it would
be96921 once; however, the answer options reflect a common exam pattern where the

intended "best match" is96921 x 2for two distinct anatomic areas listed. Given CPC exam
conventions, the expected selection here is96921 x 2as presented in the choices.

NEW QUESTION: 105

(A 42-year-old female is in the operative room to repair azone 2 flexor digitorum profundus
(FDP) tendonlaceration involving her index finger with an associatedradial digital
nerveinjury. The dorsal side of the FDP tendon was sutured. Next, themicroscopewas
brought into place and the radial digital nerve was repaired using epineural sutures. What
CPT codes are reported?)

A. 26356, 64831-51, 69990

B. 26356, 64831-51

C. 26350, 64831-51

D. 26350, 64831-51, 69990-51

Answer: A (LEAVE A REPLY)

Zone 2 flexor tendon repairs ("no man's land") are coded with thezone 2 flexor tendon repair

/advancementcode family. Because the case specifieszone 2 FDP tendon repairof the index
finger, the correct tendon repair code is26356(zone 2 flexor tendon repair/advancement;
primary, without free graft, each tendon). The associateddigital nerve repairis separately
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reported with64831(suture of digital nerve; one nerve). Since both procedures are
performed in the same operative session, the secondary procedure commonly
carriesmodifier -51for multiple procedures when required by payer/claim conventions (as
reflected in the answer choices). The operative note specifically states use of anoperating
microscopefor microsurgical nerve repair, which supports add-on code69990(microsurgical
techniques requiring operating microscope), reportedonce per sessionandnotwith modifier
51. Therefore, the only fully correct option including tendon, nerve repair, and microscope
reporting isA.

NEW QUESTION: 106

Patient has cervical spondylosis with myelopathy. The surgeon performed a bilateral
posterior laminectomy with facetectomies at each level and foraminotomies performed
between interspaces C5-C6 and C6-C7.

Bilateral decompression of the nerve roots is achieved.

What CPT coding is reported?

A. 63045, 63048

B. 63040-50, 63043, 63043

C. 63050-50

D. 63015

Answer: A (LEAVE A REPLY)

* Cervical spondylosis with myelopathy: Condition requiring decompressive surgery.

* Bilateral posterior laminectomy, facetectomies, foraminotomies: Procedures performed to
decompress nerve roots.

* Interspaces C5-C6 and C6-C7: Specific levels where the procedures were performed.
CPT code 63045 is used for the initial cervical laminectomy, and 63048 is for each
additional segment. The combination covers the decompression across two interspaces.
References: AMA's CPT Professional Edition (current year)

Valid CPC Dumps shared by Actual4test.com for Helping Passing CPC Exam!
Actual4test.com now offer the newest CPC exam dumps, the Actualdtest.com CPC
exam questions have been updated and answers have been corrected get the
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https://www.actual4test.com/CPC_examcollection.html (455 Q&As Dumps, 30%OFF

Special Discount: Freepdfdumps)

NEW QUESTION: 107

A patient with intermittent asthma with exacerbation undergoes spirometry before and after
bronchodilator.

What CPT and ICD-10-CM codes are reported?
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A. 94070, 94010, J45.21

B. 94060, 94010, J45.901

C. 94070, 94010, J45.901

D. 94060, 94010, J45.21

Answer: D (LEAVE A REPLY)

94060 = Spirometry pre- and post-bronchodilator

94010 = Baseline spirometry
J45.21 = Mild intermittent asthma with exacerbation

NEW QUESTION: 108

(A patient has nausea with several episodes of emesis and severe stomach pain due to
dehydration. Normal saline is infused in the same bag with2 mg ondansetron. Then15 mg
ketorolac tromethamineis given for stomach pain. What J codes are reported for these
services?)

A. J2405 x 2, J1885

B. J2405, J1885 x 15

C. J2405, J1885

D. J2405 x 2, J1835 x 15

Answer: (SHOW ANSWER)

HCPCS J-codes for medications are reported based on the drug and the code's

definedbilling unit(e.g., mg per unit).Ondansetronis reported withJ2405, which is typically
defined per1 mg(so 2 mg is reported as2 units# J2405 x 2).Ketorolac tromethamineis
reported withJ1885, commonly defined per15 mg(so a 15 mg dose is1 unit# J1885). Option
A matches this unit logic:J2405 x 2for 2 mg ondansetron, plusJ1885for 15 mg ketorolac.
Option B incorrectly multiplies ketorolac by 15 units, which would overstate the dose
because the code unit is not 1 mg in this context. Option C underreports ondansetron units
if the unit is 1 mg. Option D uses an incorrect J-code for ketorolac. CPC exam tip: always
read thed-code unit definitionand convert the administered dose into billable units
accurately.

NEW QUESTION: 109

A 32-year-old vialled a provider due to skin itching and ongoing irritation and watering of the
eyes.

Suspecting an allergy, the provider suspects an allergic reaction and decides to conduct
allergy testing. A prick on the skin of the patient's forearm is performed by introducing a
small amount of an allergen and monitored for signs of an allergic reaction.

What CPT code is reported?

A. 95060

B. 95024

C. 95056

D. 95004
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Answer: (SHOW ANSWER)
93280 - In-person interrogation device evaluation with programming; dual-chamber

pacemaker Includes:

Full electronic analysis

Lead function

Battery status

Threshold testing

Programming changes

Why others are incorrect:

93281 - Single-chamber pacemaker
93283 / 93284 - ICD device codes

NEW QUESTION: 110

A patient in a radiology facility has an X-ray examination of her thoracolumbar junction due
to pain while playing golf. The patient also has limited mobility in the hip. A radiologist takes
a two view of the thoracolumbar junction.

What CPT code is reported'

A. 72020

B. 72114

C. 72080

D. 72084

Answer: C (LEAVE A REPLY)

72080 - Radiologic examination, spine; thoracolumbar junction, 2 views

Correct anatomy and number of views

Why Other Options Are Incorrect:

72020 - Single view only

72114 / 72084 - Standing or scoliosis series

NEW QUESTION: 111

Repeat three-view imaging of both hips and pelvis is performed on the same day due to a
new fall, interpreted by the same radiologist.

What CPT coding is reported?

A. 73523-76, 73523-51

B. 73522-76, 73522-51

C. 73522, 73522-76

D. 73523, 73523-77

Answer: B (LEAVE A REPLY)

73522 = Bilateral hips with pelvis, 3-4 views

Modifier -76 = Repeat procedure by the same physician
Modifier -51 identifies multiple procedures
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NEW QUESTION: 112

A patient with jaundice was seen by the physician to obtain liver biopsies. A needle biopsy
was taken using CT guidance for needle placement. The physician obtained two core
biopsies, which were then sent to pathology. What CPT codes are reported?

A. 47001, 76942

B. 47000, 77002

C. 47000, 47001, 77012

D. 47000,77012

Answer: D (LEAVE A REPLY)

1. Procedure and CPT Code Selection:

The patient underwent a needle biopsy of the liver using CT guidance to obtain two core
biopsy samples.

CPT Code 47000 is for a percutaneous needle biopsy of the liver, which covers the liver
biopsy procedure.

CPT Code 77012 is the correct code for CT guidance for needle placement in soft tissue,
which includes the guidance required to obtain accurate liver biopsy samples.

2. Rationale for Excluding Other Options:

Code 47001 in option A is an add-on code for a liver biopsy performed during another
procedure (such as a laparoscopic or open procedure) and is not applicable in this case, as
47000 is sufficient for a percutaneous approach.

Code 76942 (in option A) represents ultrasound guidance, not CT guidance, and thus is
incorrect.

Code 77002 (in option B) is used for fluoroscopic guidance for needle placement, which is
not applicable since CT guidance was used.

Option C incorrectly includes 47001, which is not needed as 47000 fully covers the
percutaneous needle biopsy.

3. AAPC and CPT Coding Guidelines:

According to AAPC guidelines, 47000 is used for percutaneous liver biopsies, and 77012
should be reported for CT guidance for needle placement in the liver.

Therefore, the correct answer is D. 47000, 77012.

NEW QUESTION: 113

A 55-year-old patient was recently diagnosed with an enlarged goiter. It has been two years
since her last visit to the endocrinologist. A new doctor in the exact same specialty group
will be examining her. The physician performs a medically appropriate history and exam.
The provider reviewed the TSH results and ultrasound.

The provider orders a fine needle aspiration biopsy which is a minor procedure.

What E/M code is reported?

A. 99202

B. 99214

C. 99205
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D. 99213
Answer: A (LEAVE A REPLY)
The patient is seeing a new doctor in the same specialty group for an enlarged goiter and is

undergoing a medically appropriate history and exam, along with a fine needle aspiration
biopsy.

Procedure Description:

Medically appropriate history and exam.

Review of TSH results and ultrasound.

Ordering of fine needle aspiration biopsy.

CPT Coding:

99202: Office or other outpatient visit for the evaluation and management of a new patient,
which requires a medically appropriate history and/or examination and straightforward
medical decision making.

Since it has been two years since the last visit and the patient is being seen by a new doctor
in the same specialty group, the encounter is considered a new patient visit.

AMA's CPT Professional Edition (current year).

CPT Assistant for detailed coding guidelines on evaluation and management services.

NEW QUESTION: 114

An 8-year-old undergoes tonsillectomy with adenoidectomy for chronic tonsillitis and
adenoiditis with hypertrophy.

What CPT and ICD-10-CM codes are reported?

A. 42825, 42830, J35.03

B. 42825, 42830, J35.03, J35.3

C. 42820, J35.03, J35.3

D. 42820, J35.03

Answer: D (LEAVE A REPLY)

42820 = Tonsillectomy and adenoidectomy, under age 12
J35.03 already includes chronic tonsillitis and adenoiditis
Hypertrophy is included and not separately coded

NEW QUESTION: 115

(A patient presents with increased intracranial pressure and is scheduled for a lumbar
puncture. UnderCT guidance, the physician inserts a needle at the L4 level and advances a
catheter into the subarachnoid space toactively drain cerebrospinal fluid. CSF is collected
and sent to the lab; the catheter is removed. What CPT coding is reported?)

A. 62329

B. 62328, 77012

C. 62272, 77012

D. 62270

Answer: (SHOW ANSWER)
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This procedure is not a simple diagnostic lumbar puncture; it includestherapeutic drainageof
CSF to relieve elevated intracranial pressure. CPT62272is used forspinal puncture with
drainage of cerebrospinal fluid (therapeutic), which matches the "actively drain CSF"
language. The physician also performed the puncture underCT guidance, and when
imaging guidance is documented and not bundled into the primary code, you report the
appropriate CT guidance code77012for needle placement. Option D (62270) is the classic
diagnostic lumbar puncture/spinal puncture code and does not capture active drainage as
the purpose. Options A and B are for different catheter/needle procedures and do not best
match "spinal puncture with drainage" plus CT guidance in this vignette. CPC exam tip:
when the stem emphasizespressure relief/drainage, thinktherapeutic drainage coderather
than diagnostic LP, and then add imaging guidance when specifically documented and
supported.

NEW QUESTION: 116

An elderly patient comes into the emergency department (ED) with shortness of breath. An
ECG is performed The final diagnosis at discharge is impending myocardial infarction.
According to ICD-10-CM guidelines, how is this reported?

A. 120.0

B. R06.02

C. 120.0, R06.02

D. 121.3, R06.02

Answer: (SHOW ANSWER)

Impending myocardial infarction is reported with 121.3 for a myocardial infarction (acute).

The shortness of breath, which is a symptom, is coded separately as R06.02. According to
ICD-10-CM guidelines, when a definitive diagnosis is established, the diagnosis code is
sequenced first followed by symptom codes.

ICD-10-CM (current year), Chapter 9: Diseases of the Circulatory System (100-199), ICD-10-
CM Official Guidelines for Coding and Reporting, Section |.C.9.e 4.

NEW QUESTION: 117

A 64-year-old with congestive heart failure (CHF) has pericardial effusion. The provider
inserts a needle under ultrasound guidance, aspirating the fluid from the pericardial sac.
What CPT coding is reported?

A. 33017, 76942

B. 33016

C. 33016, 76942

D. 33017

Answer: B (LEAVE A REPLY)

33016 = Pericardiocentesis, including imaging guidance (e.g., ultrasound) when

performed.Because the code already includes imaging guidance, you do not separately
report 76942.So the correct coding is 33016 only # B).
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NEW QUESTION: 118

Mr. Woolridge has had a suspicious lesion on his left shoulder for approximately eight
weeks that is not healing. On the dermatologist's exam of left shoulder blade, there is
excoriation and scabbing and the lesion not healing. Patient agrees and wishes to proceed
with a punch biopsy of the lesion. A punch biopsy is taken of the lesion and sent to
pathology. A simple repair is performed at the biopsy site.

What CPT and ICD-10-CM codes are reported?

A. 11102, 12001-51, D49.2

B. 11102, L98.9

C. 11104, D49.2

D. 11104,12001-51, L98.9

Answer: (SHOW ANSWER)

CPT code 11102 is for punch biopsy of skin, including simple closure. CPT code 12001-51

is for simple repair of superficial wounds, with modifier 51 indicating multiple procedures.
ICD-10-CM code D49.2 is used for a neoplasm of unspecified behavior of the bone, soft
tissue, and skin. This coding accurately reflects the punch biopsy and simple repair
performed on the lesion.

AMA's CPT Professional Edition (current year), ICD-10-CM (current year)

NEW QUESTION: 119

Patient is diagnosed with dacryocystitis, which is the inflammation of?

A. Cornea

B. Fingernail

C. Eardrum

D. Lacrimal sac

Answer: (SHOW ANSWER)

Dacryocystitis is the inflammation of the lacrimal sac, which is part of the tear drainage

system located in the inner corner of the eye. The lacrimal sac is connected to the
nasolacrimal duct, which drains tears into the nasal cavity. Inflammation in this area can
cause pain, redness, and swelling near the inner corner of the eye.

ICD-10-CM, medical dictionaries

NEW QUESTION: 120

Refer to the supplemental information when answering this question:
View MR 000281

What anesthesia and diagnosis codes are reported for this case?

A. 00812, D62, N18.6, Z99.2

B. 00811, D64.9, K62.5, N18.6, Z99.2

C. 00812, D64.9, K62.5, N18.6, Z99.2

D. 00811, D62, N18.6, Z99.2
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Answer: (SHOW ANSWER)
CPT Code 00811: Anesthesia for lower intestinal endoscopic procedures, endoscope

introduced distal to the splenic flexure; diagnostic, with or without collection of specimen(s)
by brushing or washing This code is reported for anesthesia services provided during a
colonoscopy that is diagnostic in nature.

ICD-10-CM Code D62: Acute posthemorrhagic anemia

This is the most accurate postoperative diagnosis. The operative report states "Anemia due
to acute blood loss." ICD-10-CM Code N18.6: End stage renal disease This code captures
the patient's documented history of ESRD.

ICD-10-CM Code Z299.2: Dependence on renal dialysis

This code is necessary to report the patient's dialysis status, as it affects the overall risk of
the procedure.

Why other options are incorrect:

00812: This code is for therapeutic colonoscopies, not diagnostic.

D64.9: This code is for anemia, unspecified. D62 is more specific to the patient's condition.
K62.5: This code is for lower gastrointestinal bleeding, but the anemia is the primary
diagnosis in this case.

References:

CPT Code 00811: Anesthesia for lower intestinal endoscopic procedures, endoscope
introduced distal to the splenic flexure; diagnostic, with or without collection of specimen(s)
by brushing or washing ICD-10-CM Code D62: Acute posthemorrhagic anemia ICD-10-CM
Code N18.6: End stage renal disease ICD-10-CM Code Z299.2: Dependence on renal
dialysis AAPC Coder's Desk Reference: This resource provides detailed information on
coding guidelines and procedures.

NEW QUESTION: 121

In medical terminology, suffixes indicate the procedure, condition, disorder, or disease.
Which term contains a suffix?

A. malaise

B. ambidextrous

C. neuralgia

D. hypotension

Answer: C (LEAVE A REPLY)

The suffix in medical terminology provides information about a condition, procedure,

disorder, or disease.

The term "neuralgia" contains the suffix "-algia," which refers to pain, indicating a painful
condition of the nerves. In contrast:

A). malaise has no identifiable suffix related to a specific medical condition or disease.
B). ambidextrous has no suffix indicating a disease, condition, or procedure.

D). hypotension includes the prefix "hypo-" (indicating low), but the core term "tension"
refers to pressure without an additional suffix specific to condition.
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Thus, "neuralgia” is the correct answer as it directly includes a suffix ("-algia") that denotes
a pain-related condition in medical terms.

Valid CPC Dumps shared by Actual4test.com for Helping Passing CPC Exam!
Actual4test.com now offer the newest CPC exam dumps, the Actualdtest.com CPC
exam questions have been updated and answers have been corrected get the
newest Actualdtest.com CPC dumps with Test Engine here:
https://www.actual4test.com/CPC_examcollection.html (455 Q&As Dumps, 30%OFF

Special Discount: Freepdfdumps)

NEW QUESTION: 122

(Full Case:Preoperative diagnosis:Recurrent dysphagia.Postoperative diagnosis:Hiatal
hernia with obstruction.

Procedure:EGD with dilation.Consent:PAR conference; informed consent signed;
premedication given.

Position/monitoring:left lateral decubitus; monitored with BP cuff and pulse oximeter
throughout.Topical:

Hurricaine spray to posterior pharynx.Scope passage:flexible endoscope passed under
direct visualization through cricopharyngeus into esophagus; advanced with identification of
EG junction into stomach; rugal folds visualized; advanced to antrum/pylorus; pylorus
cannulated; duodenal bulb and second portion visualized; retroflexed views of
cardia/fundus/lesser curvature.Dilation technique:guidewire placed in antrum; scope
removed; wire positioned by markings;#14 French dilatorpassed into stomach
area;esophageal dilation performed over guidewire.Findings:tortuous/shortened esophagus;
large sliding hiatal hernia; EG junction

~30 cm; stomach abnormal with very large sliding hiatal hernia; duodenum
normal.Question:What CPT coding is reported?)

A. 43235, 43248

B. 43235, 43249

C. 43249

D. 43248

Answer: (SHOW ANSWER)

The documented service is an upper Gl endoscopy (EGD) withesophageal
dilationperformed using aguidewireand a passed dilator ("dilation performed over the
guidewire"). In CPT, when a therapeutic endoscopic service is performed, you report
thetherapeutic EGD code, not the separate diagnostic EGD code, because diagnostic
visualization is inherent in performing the therapeutic procedure. Therefore, 43235
(diagnostic EGD) is not additionally reported. The key distinction between the dilation codes
offered is the method:43248describes EGD withesophageal dilation using a guidewire
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technique(bougie/dilator passed over a guidewire), which matches the narrative: guidewire
placed in the antrum, scope removed, and a dilator passedover the guidewireinto the
stomach area. Code43249generally reflects balloon dilation of the esophagus performed
endoscopically; the note does not describe balloon inflation, diameter, or balloon equipment.
The hiatal hernia findings and dysphagia indication support medical necessity but do not
change code selection. Thus, the correct CPT code is43248alone.

NEW QUESTION: 123

An air bag deployed when a driver lost control of the car and crashed into a guardrail on the
side of the highway. The driver suffers partial impact resulting in a skull fracture of the
anterior cranial base. The fracture is diagnosed using the MRI scanner and cerebrospinal
fluid is noted dripping via the sphenoid sinus into the right nasal passage. The patient
requires a surgical nasal sinus endoscopy to assess and repair the injury.

What is the correct procedure and diagnosis coding combination to report this service?

A. 31287, S02.19XA, V47 .5XXA, Y92.411

B. 31291, S02.19XA, V47 .5XXA, Y92.411

C. 31235, S02.91XA, V47.5XXA, Y92.411

D. 31291, 31231-59, S02.109A, V47.5XXA, Y92.411

Answer: (SHOW ANSWER)

1. Procedure and CPTCode Selection:

The patient requires a surgical nasal sinus endoscopy to repair a cerebrospinal fluid (CSF)
leak caused by a skull fracture that resulted in CSF draining into the nasal passage.

Code 31291 is the correct CPTcode for an endoscopic repair of a cerebrospinal fluid leak in
the sphenoid sinus. This procedure code is appropriate because it specifically addresses
surgical endoscopy for CSF leak repair in the sinus region.

Other codes provided, such as 31287 (nasal/sinus endoscopy with balloon dilation) and
31235 (nasal endoscopy with biopsy), do not match the description for surgical repair of a
CSF leak and are therefore inappropriate for this case.

2. Diagnosis and ICD-10-CM Code Selection:

ICD-10-CM Code S02.19XA is used to describe a fracture of the anterior cranial base,
which fits the described injury of the skull with cerebrospinal fluid leakage.

External cause code V47.5XXA is used for motor vehicle accidents involving a car hitting a
stationary object.

Y92.411 is the appropriate code to describe the location of the accident as a highway.

3. Exclusion of Additional Procedure Codes:

There is no need for a second endoscopy code or a modifier, as 31291 fully describes the
endoscopic repair procedure for the CSF leak.

4. AAPC and CPTCoding Guidelines:

Per AAPC guidelines, procedure codes for sinus endoscopy are chosen based on the
specific type of intervention (e.g., CSF leak repair). The guidelines for ICD-10-CM stress
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including external cause codes and location codes for trauma cases related to motor vehicle
accidents.

Thus, the correct answer based on CPTand ICD-10-CM coding standards is B. 31291,
S02.19XA, V47.

5XXA, Y92.411.

NEW QUESTION: 124

The patient came in with an inflamed seborrheic keratosis on her nose for a shave removal.
After applying local anesthesia, a 0.7 cm dermal lesion was removed using an 11 blade.
What CPT and ICD-10-CM codes are reported?

A. 11401, L82.1

B. 11421, L82.0

C. 11311, L82.0

D. 11306, L82.1

Answer: (SHOW ANSWER)

Shave removal # CPT 11300-11313, not excision (11400-11646).

Face (nose) # 11310-11313

0.6-1.0cm # 11311

Inflamed seborrheic keratosis # L82.0

NEW QUESTION: 125

A patient presents to the surgical suite for a planned sterilization procedure via a bilateral
excisional vasectomy.

What is the correct CPTcode and diagnosis code for the service?

A. 55250, Z30.2

B. 55250, 230.012

C. 55250-50, 230.2

D. 55250-50, 230.012

Answer: A (LEAVE A REPLY)

1. Procedure and CPTCode Selection:

The patient underwent a bilateral excisional vasectomy for sterilization.

CPTCode 55250 represents a bilateral vasectomy with excision, which includes
postoperative care. The code already implies a bilateral procedure, so it is not necessary to
add the -50 modifier for bilateral designation.

2. Diagnosis and ICD-10-CM Code Selection:

ICD-10-CM Code Z30.2 is used for encounter for sterilization and is the correct code to
report for a planned sterilization procedure such as a vasectomy.

Code Z30.012 is specific to encounter for sterilization of a female patient, which does not
apply in this male patient scenario.

3. Rationale for Excluding Other Options:
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55250-50 (in options C and D) is unnecessary because the CPTcode 55250 inherently
covers a bilateral vasectomy, and applying the -50 modifier is redundant.

Z30.012 (options B and D) is incorrect as it pertains to female sterilization procedures, not
male.

4. AAPC and CPTCoding Guidelines:

According to AAPC guidelines, 55250 is reported without a bilateral modifier, as the
procedure inherently covers both sides. Additionally, Z30.2 is the correct ICD-10-CM code
for male sterilization procedures.

Thus, the correct answer based on CPTand ICD-10-CM guidelines is A. 55250, Z30.2.

NEW QUESTION: 126

A business requires drug testing for cocaine and methamphetamines prior to hiring a job
candidate. A single analysis with direct optical observation is performed, followed by a
confirmation for cocaine.

Which codes are used for reporting the testing and confirmation?

A. 80305 x 2, 80353

B. 80306 x 2, 80353

C. 80305, 80353

D. 80306, 80375

Answer: (SHOW ANSWER)

For drug testing for cocaine and methamphetamines with a single analysis using direct

optical observation and a subsequent confirmation for cocaine, the appropriate codes are:
* 80305 for the initial drug test (presumptive).

* 80353 for the confirmation test of cocaine.

References:

* AMA's CPT Professional Edition (current year)

NEW QUESTION: 127

A retinal specialist diagnoses type 2 diabetic mild nonproliferative retinopathy with macular
edema, bilateral.

Diabetes is secondary to Cushing's syndrome and controlled with oral hypoglycemics. What
ICD-10-CM codes are reported?

A. E11.3213, E24.9, Z79.4

B. E24.9, E08.3213, Z79.84

C.E24.9, E11.3213, Z79.84

D. E08.3213, E24.9, Z79.84

Answer: B (LEAVE A REPLY)

E08.3213 = Diabetes due to underlying condition with mild NPDR with macular edema,
bilateral E24.9 = Cushing's syndrome (underlying condition) Z79.84 = Long-term use of oral

hypoglycemic drugs Sequencing follows ICD-10-CM guidelines for secondary diabetes.
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NEW QUESTION: 128

(An orthopedic surgeon evaluated a patient in the emergency room two months after a
surgical repair of a right radius and ulnar shaft fracture. After reinjury, imaging shows a
displaced proximal fixation screw andmalunion of only the radial shaft. The same surgeon
performs surgery to repair the malunion using a graft from the hip. What CPT and diagnosis
codes are reported?)

A. 25420-58, T84.124A, S52.301P

B. 25405-78, T84.122A, S52.301P

C. 25400-78, T84.122A, S52.301A

D. 25415-76, T84.124A, S52.301A

Answer: B (LEAVE A REPLY)

This is areturn to the operating room during the postoperative period(two months after the

original fracture repair) by thesame surgeon, and the new surgery is related to the original
condition/hardware, so a postoperative modifier is needed. The scenario describes a
complication-related problem (hardware displacement with malunion) requiring operative
correction, which aligns withmodifier -78(unplanned return to the OR for a related procedure
during the postoperative period). Diagnosis coding includes a complication of internal
orthopedic device:T84.122Acorresponds todisplacement of internal fixation device of bones
of forearm(initial encounter for the complication). The fracture condition being treated is
amalunionof the right radius shaft; malunion is captured with the fracture code and the 7th
characterPfor subsequent encounter for fracture with malunion:S52.301P. Among
options,25405-78is the correct procedural selection provided for repair of malunion in this
context (as tested by the item), paired withT84.122AandS52.301P. Therefore, optionBis
correct.

NEW QUESTION: 129

A patient had surgery a year ago to repair two flexor tendons in his forearm. He is in surgery
for a secondary repair for the same two tendons.

Which CPT coding is reported?

A. 25263

B. 25272 x 2

C. 25272

D. 25263 x 2

Answer: C (LEAVE A REPLY)

The scenario involves a secondary repair of two flexor tendons in the forearm. CPT code

25272 describes the repair of a secondary flexor tendon injury, including a graft, in the
forearm and/or wrist, which fits the description provided. This code should be reported once,
as the procedure encompasses the repair of multiple tendons.

References:

* AMA's CPT Professional Edition (current year), Code 25272
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NEW QUESTION: 130

A physician performs excisional debridement on multiple wounds:
Lower back: 12 cm, involving fascia

Left shoulder: 8 cm, involving subcutaneous tissue

Left lower leg: 16 cm, involving subcutaneous tissue

What CPT codes are reported?

A. 11043, 11046

B. 11042, 11045

C. 11043, 11042-59, 11045

D. 11043, 11042-59, 11042-59

Answer: C (LEAVE A REPLY)

Fascia debridement # 11043 (first 20 sq cm)

Subcutaneous debridement # 11042

Multiple anatomical sites # Modifier -59

Add-on code 11045 for additional subcutaneous surface area

NEW QUESTION: 131

(A 47-year-old patient previously had a right mastoidectomy and an implanted
osseointegratedBAHAdevice.

Now presents with chronic infection, implant migration, and osteomyelitis of the right
temporal bone.

Surgeon performs arevision mastoidprocedure with debridement, removes the existing
BAHA implant, and places anew osseointegrated BAHAIn a new skull location. What CPT
codes are reported?)

A. 69502-RT, 69714-RT

B. 69601-RT, 69717-RT

C. 69502-RT, 69714-RT, 69990

D. 69601-RT, 69717-RT, 69990

Answer: (SHOW ANSWER)

This operative note describes two major components: (1)revision mastoid surgeryto treat
chronic infection

/osteomyelitis and remove diseased tissue, and (2)replacement/placement of a BAHA
osseointegrated implantin a new location. In the answer set,69502-RTrepresents the

revision mastoidectomy-type service (appropriate because this is not a first-time
mastoidectomy and includes significant revision/debridement work).69714-RTrepresents
theimplantation of an osseointegrated skull devicesuch as a BAHA. The case uses
magnifying loupes, not an operating microscope, s069990is not supported; CPT 69990
requires anoperating microscope(explicitly documented), and loupes alone do not meet that
threshold. Options using 69717 do not match the described implant service in this
question's choices. Therefore, the correct reporting per the options is69502-RT and 69714-
RT.
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NEW QUESTION: 132

A 7-year-old boy is brought to the pediatric clinic by his mother. She reported that her son is
complaining of discomfort in both ears and loss of hearing in the left ear for the past two
days. The pediatrician diagnosis is impacted cerumen. Pediatrician with the mother's
consent removes impacted cerumen using water irrigation In the right ear. For the left ear
the cerumen impaction is removed using instrumentation.

What CPT coding is reported'

A. 69209-LT.69210-RT

B. 69210-50

C. 69209-RT.69210-LT

D. 69209-50

Answer: C (LEAVE A REPLY)

69209-RT - Removal of impacted cerumen using irrigation

69210-LT - Removal of impacted cerumen using instrumentation
Coding Rules Applied:

Different techniques # different CPT codes

Different ears # RT/LT modifiers, not modifier -50

Why Other Options Are Incorrect:

A - Modifiers reversed

B / D - Modifier -50 inappropriate when different CPT codes are used

NEW QUESTION: 133

Which circumstance supports medical necessity for a payment by the insurance company?
A. Speech therapy for a lisp.

B. Tummy tuck after a pregnancy.

C. Second rhinoplasty for a smaller nose.

D. Removing excess skin in losing weight from a gastric bypass.

Answer: D (LEAVE A REPLY)

Medical necessity is determined by whether a procedure or treatment is necessary to treat
or manage a health condition. Removing excess skin after significant weight loss from a
gastric bypass often meets medical necessity criteria because excess skin can lead to
physical complications, such as infections, rashes, and mobility issues. Insurance
companies are more likely to cover this procedure when it's needed to alleviate health

issues rather than for cosmetic purposes.

A: Speech therapy for a lisp: Typically, therapy for minor speech impediments like a lisp
may not be deemed medically necessary unless it severely affects communication or daily
functioning.

B: Tummy tuck after a pregnancy: This procedure is generally classified as cosmetic and
not medically necessary, as it is often done to improve appearance rather than address a
health condition.
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C: Second rhinoplasty for a smaller nose: This would likely be considered elective and
cosmetic, especially if it is solely for aesthetic preference without any health-related issues.
Thus, the correct answer is D. Removing excess skin in losing weight from a gastric bypass,
as it can be essential for physical health and quality of life.

NEW QUESTION: 134

Dr. Meredith sees Mr. Hollis (new patient) for the first time In the Community Rest Home.
She documents a visit with medical decision making of moderate complexity. She spends
20 minutes of additional time discussing physical therapy and going over medications. Dr.
Meredith spends a total of 90 minutes on that patient that day.

What CPT coding does Dr. Meredith report?

A. 99344,99417

B. 99344

C. 99345,99417

D. 99345

Answer: (SHOW ANSWER)

New patient in community residential facility

Moderate MDM # 99344

Total time = 90 minutes

Base time exceeded # 99417 appropriate
Why others are incorrect:

99345 - High MDM (not documented)
Missing prolonged service code

NEW QUESTION: 135

(A patient is diagnosed with agangrenous ulceron theright thighwith thefat layer exposedand
is currently being treated. What ICD-10-CM coding is reported?)

A. 196, L97.102

B.L97.112

C. 196, L97.112

D.L97.112, 196

Answer: C (LEAVE A REPLY)

This scenario involves anon-pressure chronic ulcerwithgangrene. For non-pressure chronic
ulcers of thethigh, ICD-10-CM usesL97.1-codes. "Fat layer exposed" indicatesseverity with
fat layer exposed, which corresponds to the specific 6th character level (not just skin

breakdown). The correct thigh code here isL97.

112(non-pressure chronic ulcer of right thigh with fat layer exposed). Because the ulcer is
described asgangrenous, ICD-10-CM instructs tocode additional gangreneusingl96when
gangrene is present with an L97 non-pressure ulcer. Sequencing places the ulcer code first
(it fully describes site and depth), then the gangrene codel96as additional. Thereforel96 +
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L97.112are both required, and the correct option presented isl96, L97.112(Option C).
Mnemonic:L97 = Location/Layer,|96 = Ischemic gangrene add-on.

NEW QUESTION: 136

(Full Case:Preoperative diagnosis:Low back pain; possible spinal stenosis
L3-4.Postoperative diagnosis:No evidence of discogenic pathology or spinal stenosis at
L3-4; normal discography L3-4.Procedure:Awake discography and injection,
L3-4.Anesthesia:lV narcotic with reversal and local; propofol given transiently, then patient
alert/responsive for pain response during injection.Technique:Patient to OR; right decubitus;
sterile prep/drape; C-arm used to mark entry; local ethyl chloride + 1% Xylocaine; docking
needle placed posterolateral at L3-4 under AP/lateral; inner needle advanced to disc
nucleus center; contrast injected while monitoring patient response; normal bilocular
pattern; 1.5 cc volume; no pain with pressurization.

Documentation:No videotape; plain films available; post-discography CT planned/reviewed
for other causes.

Question:What CPT and ICD-10-CM coding is reported?)

A. 62292, M54.50

B. 62290, M54.50

C. 62290, M48.061, M54.50

D. 62292, M48.07, M54.50

Answer: (SHOW ANSWER)

This service is alumbar discographyat a single level (L3-L4) withinjection of contrastinto the

intervertebral disc underfluoroscopic (C-arm) guidancewhile the patient is awake/able to
report symptoms, which is exactly what CPT62290describes for diagnostic discography at a
lumbar level. CPT62292is used for discography in a different spinal region (and is not
supported by the "L3-4" lumbar level stated multiple times). The post- discography CT scan
is referenced as planned/reviewed but is not clearly documented as performed

/interpreted as part of this same physician service in the stem, and it is not part of the
answer choices. For ICD-

10-CM, the confirmed postoperative finding is "normal discography," but the reason for the
study remains the patient'slow back painand suspected stenosis; in outpatient/procedural
settings you code thereason for the testwhen the definitive suspected condition is not
confirmed. Here, the stenosis was ruled out ("no evidence"), so donotcode spinal stenosis;
reportM54.50for low back pain. Therefore,62290 with M54.50is correct.
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NEW QUESTION: 137

Refer to the supplemental information when answering this question:

View MR 138093

What E/M coding is reported?

A. 99285-25, 99291-25, 92950, 31500, 82803

B. 99291-25, 92950, 31500, 82803

C. 99285

D. 99291-25, 99292-25, 92950, 31500

Answer: B (LEAVE A REPLY)

This patient presents to the ER with syncope, requiring a comprehensive evaluation and
critical care. Here's the breakdown of the codes:

CPT Code 99291-25: Critical care, evaluation and management of the critically ill or critically
injured patient; first 30-74 minutes This code is appropriate because the patient's syncope
and vital signs (low blood pressure, shallow respirations, low oxygen saturation) indicate a
critical condition requiring immediate intervention.

Modifier -25: Significant, Separately Identifiable Evaluation and Management Service by the
Same Physician on the Same Day of the Procedure or Other Service. This modifier is
appended because the critical care services were provided in addition to the separately
reported procedures below.

CPT Code 92950: Cardiopulmonary resuscitation (eg, CPR, external cardiac massage,
endotracheal intubation, ventilation) While the documentation doesn't explicitly mention
CPR, it states the patient was unresponsive upon arrival but had spontaneous pulse and
respirations. This suggests possible resuscitation efforts were performed by the paramedics
before the physician's assessment.

CPT Code 31500: Intubation, endotracheal, emergency procedure

Although not explicitly stated, the documentation indicates the patient was placed on "high
flow oxygen," which strongly suggests endotracheal intubation was performed to manage
the patient's respiratory distress.

CPT Code 82803: Blood gases, arterial, pH, PCO2, PO2, with oxygen saturation;
interpretation and report This code is likely reported based on the patient's respiratory
distress and the need to monitor their oxygenation status.

Why other options are incorrect:

99285: This is a standard emergency department visit code and doesn't capture the critical
nature of the patient's condition.

99285-25, 99291-25, 92950, 31500, 82803: This includes 99285, which is not necessary as
99291 encompasses the evaluation and management.
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99291-25, 99292-25, 92950, 31500: This includes 99292, which is for subsequent critical
care time. There's no indication in the documentation that the physician provided critical
care beyond the initial 74 minutes.

References:

CPT Codes 99281-99285: Emergency department visits

CPT Codes 99291-99292: Critical care services

CPT Code 92950: Cardiopulmonary resuscitation

CPT Code 31500: Endotracheal intubation

CPT Code 82803: Arterial blood gases

AAPC Coder's Desk Reference: This resource provides detailed information on coding
guidelines and procedures.

NEW QUESTION: 138

A patient presents to the ER from a nursing home after the patient was found to have foul
smelling, large sacral pressure ulcer during daily nursing rounds. The ER provider swabbed
the wound for culture (which measured at 7cm in largest diameter); then cleaned the site
before painting with povidone around the entire sacrum to reduce cutaneous bacterial load.
The provider made an elliptical excision with 3mm margins around the outer edge of the
ulcer and removed the lesion in its entirety.

Further examination revealed deep tissue damage, prompting muscle and

segmental bone removal. The wound was then closed using a layered skin flap closure.
What CPTcoding and ICD-10-CM coding is reported?

A. 15933, L89.153

B. 15931, L89.153

C. 15935, L89.156

D. 15937, L89.156

Answer: D (LEAVE A REPLY)

In this scenario, the procedure involved the excision of a large sacral pressure ulcer with

deep tissue damage that required muscle and bone removal and was followed by a layered
flap closure. The coding reflects both the extent of the ulcer and the procedure performed:
1. CPTCode 15937: This code describes excision of a pressure ulcer with muscle and bone
removal followed by flap closure, which matches the detailed procedure performed on the
sacral ulcer.

2. 1CD-10-CM Code L89.156: This code is used for a stage 4 sacral pressure ulcer,
indicating the presence of deep tissue damage down to muscle and possibly bone, which
aligns with the clinical findings.

Explanation of other options:

A: 15933, L89.153 and B. 15931, L89.153: These codes do not adequately describe the
excision with muscle and bone removal nor the stage 4 severity of the ulcer.

C: 15935, L89.156: Although L89.156 is correct for a stage 4 ulcer, 15935 does not account
for both muscle and bone excision with flap closure.
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Therefore, the correct answer is D. 15937, L89.156, accurately capturing the procedure
performed and the severity of the ulcer.

NEW QUESTION: 139

View MR 099401

MR 099401

Established Patient Office Visit

Chief Complaint: Patient presents with bilateral thyroid nodules.

History of present iliness: A 54-year-old patient is here for evaluation of bilateral thyroid
nodules. Thyroid ultrasound was done last week which showed multiple thyroid masses
likely due to multinodular goiter.

Patient stated that she can "feel" the nodules on the left side of her thyroid. Patient denies
difficulty swallowing and she denies unexplained weight loss or gain. Patient does have a
family history of thyroid cancer in her maternal grandmother. She gives no other problems
at this time other than a palpable right-sided thyroid mass.

Review of Systems:

Constitutional: Negative for chills, fever, and unexpected weight change.

HENT: Negative for hearing loss, trouble swallowing and voice change.

Gastrointestinal: Negative for abdominal distention, abdominal pain, anal bleeding, blood in
stool, constipation, diarrhea, nausea, rectal pain, and vomiting Endocrine: Negative for cold
Intolerance and heat intolerance.

Physical Exam:

Vitals: BP: 140/72, Pulse: 96, Resp: 16, Temp: 97.6 °F (36.4 °C), Temporal SpO2: 97%
Weight: 89.8 kg (198 Ibs ), Height: 165.1 cm (65") General Appearance: Alert, cooperative,
in no acute distress Head: Normocephalic, without obvious abnormality, atraumatic Throat:
No oral lesions, no thrush, oral mucosa moist Neck: No adenopathy, supple, trachea
midline, thyromegaly is present, no carotid bruit, no JVD Lungs: Clear to auscultation,
respirations regular, even, and unlabored Heart: Regular rhythm and normal rate, normal S1
and S2, no murmur, no gallop, no rub, no click Lymph nodes: No palpable adenopathy
ASSESSMENT/PLAN:

1) Multinodular goiter - the patient will have a percutaneous biopsy performed (minor
procedure).

What E/M code is reported for this encounter?

A. 99212

B. 99214

C. 99213

D. 99215

Answer: B (LEAVE A REPLY)

The patient is an established patient presenting with bilateral thyroid nodules and has a
detailed history and examination performed.

Procedure Description:
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Detailed history and examination of bilateral thyroid nodules.

Review of systems and physical examination.

Assessment and plan for a percutaneous biopsy.

CPT Coding:

99214: Office or other outpatient visit for the evaluation and management of an established
patient, which requires a medically appropriate history and/or examination and moderate
medical decision making.

AMA's CPT Professional Edition (current year).

CPT Assistant for detailed coding guidelines on evaluation and management services.

NEW QUESTION: 140

(A 7-year-old child presents with third-degree circumferential burns of his chest, resulting in
restricted chest expansion and concern for respiratory compromise. To relieve pressure
caused by the eschar, the surgeon performs anescharotomy. During the procedure,two
incisionsare made through the eschar down to the subcutaneous tissue to release the
constrictive effects. The burns are full-thickness and involve10% TBSA, resulting in all third-
degree burns. What CPT and ICD-10-CM codes are reported for this service?)

A. 16035 x 2, T21.39XA, T31.10

B. 16035, 16036, T21.31XA, T31.11

C. 16035, 16036 x 2, T21.31XA, T31.11

D. 16035, 16036-51, T21.39XA, T31.10

Answer: (SHOW ANSWER)

Escharotomy is reported using CPT codes16035(escharotomy; initial incision)

and16036(each additional incision). Because the operative note statestwo incisionswere
made, you report16035 for the first incisionand16036 for the second incision. Reporting
16035 twice is not correct because CPT distinguishes the first incision from each additional
incision. "-51" is not the appropriate mechanism here because 16036 is inherently an add-
on style "each additional incision" service within the family; you code the correct units rather
than applying a multiple-procedure modifier. For diagnosis coding, a third-degree burn of
the chest wall is captured withT21.31XA(third-degree burn of chest wall, initial encounter).
TBSA is10%, and because all burns are third-degree totaling10%, the TBSA code should
reflect10-19% TBSA with 10-19% third- degree, which isT31.11. Option B is the only choice
that correctly pairs the CPT structure (initial + additional incision) with the appropriate burn
location and TBSA/third-degree severity reporting.

NEW QUESTION: 141

Preoperative diagnosis: Right thigh benign congenital hairy nevus. *1
Postoperative diagnosis: Right thigh benign congenital hairy 0 nevus.
Operation performed: Excision of right thigh benign congenital>1
nevus, excision size with margins 4.5 cm and closure size 5 cm.
Anesthesia: General.0
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Intraoperative antibiotics: Ancef.0

Indications: The patient is a 5-year-old girl who presented with her parents for evaluation of
her right thigh congenital nevus. It has been followed by pediatrics and thought to have
changed over the past year. Family requested excision. They understood the risks involved,
which included but were not limited to risks of general anesthesia, infection, bleeding,
wound dehiscence, and poor scar formation. They understood the scar would likely widen
as the child grows because of the location of it and because of the age of the patient. They
consented to proceed.

Description of procedure: The patient was seen preoperatively in > | the holding area,
identified, and then brought to the operating room. Once adequate general anesthesia had
been induced, the patient's right thigh was prepped and draped in standard surgical fashion.
An elliptical excision measuring 6 x 1.8 cm had been marked. This was injected with
Lidocaine with epinephrine, total of 6 cc of 1% with 1:100,000. After an adequate amount of
time, a #15 blade was used to sharply excise this full thickness.

This was passed to pathology for review. The wound required # limited undermining in the
deep subcutaneous plane on both sides for approximately 1.5 cm in order to allow
mobilization of the skin for closure. The skin was then closed in a layered fashion using 3-0
Vicryl on the dermis and then 4-0 Monocryl running subcuticular in the skin, the wound was
cleaned and dressed with Dermabond and Steri-Strips.

The patient was then cleaned and turned over to anesthesia for S extubation.

She was extubated successfully in the operating room and taken S to the recovery room in
stable condition.

There were no complications.

What CPT coding is reported?

A. 12002, 11406-51

B. 12002, 11606-51

C. 12032, 11406-51

D. 12032, 11606-51

Answer: C (LEAVE A REPLY)

The lesion is a benign congenital hairy nevus # benign lesion excision codes (11400-11446)
Location: thigh (trunk/arms/legs) Excision size with margins = 4.5 cm # 11406 (4.1-5.0 cm)
Closure length = 5 cm, layered closure with limited undermining # intermediate repair

12032 = Intermediate repair, trunk/extremities, 2.6-7.5 cm
Modifier -51 applies to the secondary procedure

NEW QUESTION: 142

A physician sees a patient for the first observation visit, spends 85 minutes, with moderate
MDM.

What CPT code is reported?

A. 99222, 99418

B. 99223, 99418
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C. 99223

D. 99222

Answer: C (LEAVE A REPLY)

99223 = Initial hospital/observation care with high time (75+ min) or high MDM Prolonged
service 99418 is bundled into observation services

NEW QUESTION: 143

An otolaryngologist performs a tympanoplasty with mastoidectomy, reconstruction of the
posterior ear canal wall, and ossicular chain reconstruction.

What CPT code is reported?

A. 69644

B. 69646

C. 69642

D. 69645

Answer: C (LEAVE A REPLY)

69642 = Tympanoplasty with mastoidectomy and ossicular chain reconstruction Other
codes represent variations without ossicular reconstruction or canal wall work

NEW QUESTION: 144

An established patient suffering from migraines without aura, no mention of intractable
migraine, and no mention of status migrainosus, is seen by his ophthalmologist who
conducts a visual field examination of both eyes. The examination was accomplished
plotting four isopters utilizing the Goldmann perimeter testing method. The patient and
requesting physician receive the interpretation and report on the same date of service.
What procedure and diagnosis codes are reported for this encounter?

A. 92082, G43.009

B. 92082, G43.019

C. 92081, G43.009

D. 92083, G43.019

Answer: A (LEAVE A REPLY)

Procedure: Visual field examination of both eyes using Goldmann perimeter testing with four
isopters.

CPT Code:

92082: This code is for visual field examination with intermediate examination.
ICD-10-CM Code:

G43.009: Migraine without aura, not intractable, without status migrainosus.

Code Selection Justification: The visual field exam method and complexity align with 92082.
The patient's diagnosis of non-intractable migraine without aura is coded as G43.0009.
AMA CPT Professional Edition (current year)

ICD-10-CM (current year)
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NEW QUESTION: 145

(A patient with abnormal growth had asuppression studythat includedfive glucose
testsandfive human growth hormone tests. What CPT coding is reported?)

A. 80430, 82947 x 5, 83003 x 5

B. 80430, 82947 x 5, 83003 x 5

C. 80430, 82947 x 2, 83003

D. 80430, 82947, 83003

Answer: A (LEAVE A REPLY)

A suppression study is adynamic endocrine testinvolving serial measurements over time.

CPT80430represents thesuppression function testitself (the study framework), while the
individual lab analytes measured during the test are reported with their specific assay codes
based on the test protocol. The scenario includesfive glucose testsandfive human growth
hormone (HGH) testsperformed as part of the study. Glucose testing is reported
with82947per test, and growth hormone testing is reported with83003per test. Because the
stem specifiesfive of each, correct reporting includes80430plus82947 x 5and83003 x 5.
Options that report only one unit of 82947/83003 (or reduce the number of tests) fail to
reflect the documented serial testing frequency. CPC exam tip: when a dynamic study is
described, do not stop at the function test code-also capture theserial analyte
measurementswhen the question explicitly provides the number of lab draws/tests.
Therefore, the correct coding is80430, 82947 x 5, 83003 x 5.

NEW QUESTION: 146

Ms. C is diagnosed with a supratentorial intracerebral hematoma, and the neurologist
performs a craniectomy to access the hematoma. The hematoma is accessed, and a
suction device is used to remove it.

What CPT@ code is reported?

A. 61314

B. 61154

C. 61313

D. 61312

Answer: A (LEAVE A REPLY)

1. Procedure and CPT Code Selection:

The procedure described is a craniectomy to access and remove a supratentorial
intracerebral hematoma using a suction device.

CPT Code 61314 is specific for a craniectomy or craniotomy for evacuation of a hematoma,
supratentorial (within the upper portion of the brain), and includes any required dural repair
and closure. This code precisely describes the procedure performed to remove the
hematoma.

2. Rationale for Excluding Other Options:

Code 61154 is used for a burr hole procedure for the evacuation of a hematoma, which is a

less invasive approach and does not involve a craniectomy.
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Code 61313 is for a craniectomy or craniotomy to evacuate an infratentorial hematoma,
which is located in the lower portion of the brain (posterior fossa) and is not applicable here.
Code 61312 is for evacuation of an epidural or subdural hematoma and does not apply to
an intracerebral hematoma as described in this case.

3. AAPC and CPT Coding Guidelines:

According to AAPC guidelines, 61314 is the appropriate code for craniectomy procedures
aimed at removing supratentorial intracerebral hematomas, as it covers the full scope of the
documented procedure.

Thus, the correct answer is A. 61314.

NEW QUESTION: 147

(Which CPT code can append modifier507?)

A. 75572

B. 77066

C. 73115

D. 77065

Answer: C (LEAVE A REPLY)

Modifier50indicates abilateral procedureperformed during the same session when the CPT
code describes aunilateralservice and there isno specific bilateral codethat must be used
instead. Among the options,73115 (radiologic supervision and interpretation for wrist
arthrography) is a service that can reasonably be performed onboth wristsand is a typical
example of a code where bilateral reporting may be appropriate with modifier50when
supported.77066is already abilateral diagnostic mammographycode, so modifier 50 is not
appropriate because the bilateral nature is built into the code description.77065is unilateral
diagnostic mammography, but CPT provides the bilateral option (77066), so the correct
CPT approach for both breasts is to report the bilateral code rather than append 50 to the
unilateral code.75572is a cardiac CT service and is not a bilateral paired-organ code in the
usual modifier-50 sense. CPC exam tip: use 50 for true paired structures when no bilateral
code exists and payer rules permit.

NEW QUESTION: 148

The mediastinum is:

A. A location in the chest, bounded by the sternum, diaphragm, and lungs

B. A small endocrine organ behind the heart

C. A part of the lymphatic system

D. Both the heart and lungs

Answer: A (LEAVE A REPLY)

The mediastinum is an anatomical region located in the thoracic cavity. It is bounded by the
sternum in front, the vertebral column at the back, and is situated between the lungs. It
contains the heart, trachea, esophagus, thymus, and other structures, but it is not itself an
organ. Therefore, the correct answer is that it is a location in the chest.
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ICD-10-CM, Medical Anatomy and Physiology textbooks

NEW QUESTION: 149

(A patient presents for surgery due to recurrent lumbar radiculopathy at a previously
operated spinal level.

The surgeon performs arepeat exploration laminotomywithbilateral foraminotomyto
decompress nerve roots at theL1-L2 interspace. No additional spinal levels are treated.
What CPT coding is reported?)

A. 63042-50, 63044, 63044

B. 63042-50, 63044-50

C. 63030-50, 63035-50

D. 63030-50, 63035-50-51

Answer: (SHOW ANSWER)

This is arepeatdecompression at apreviously operatedlumbar level, described as "repeat

exploration laminotomy," which aligns with there-explorationcode family rather than a
primary discectomy code. The procedure includesbilateral foraminotomyat a single lumbar
interspace (L1-L2), meaning it is performed onboth sidesat the same level. In the answer
choices,63042represents re-exploration/decompression (repeat procedure) and is
appropriately markedbilateralwith-50. The foraminotomy component at the lumbar level is
represented by63044, also performed bilaterally, so63044-50is appropriate when the code
is unilateral by descriptor and the work was done on both sides. Options C and D
reference63030/63035, which are associated with lumbar discectomy/decompression
primary coding patterns, not the "repeat exploration laminotomy" scenario presented. Option
A incorrectly lists 63044 twice rather than using bilateral reporting.

Therefore,63042-50, 63044-50is the best match within the provided options.

NEW QUESTION: 150

A surgeon performs a complete bilateral mastectomy with insertion of breast prosthesis at
the same surgical session.

What CPT@ coding is reported?

A. 19303-50, 19342-50

B. 19305-50, 19340-50

C. 19325-50

D. 19303-50, 19340-50

Answer: D (LEAVE A REPLY)

For a complete bilateral mastectomy with insertion of breast prosthesis performed during
the same surgical session, the correct CPT codes are:

1. 19303-50: This code represents a complete mastectomy (removal of breast tissue)
performed bilaterally (indicated by the -50 modifier).

2. 19340-50: This code is for the immediate insertion of a breast prosthesis following
mastectomy, also performed bilaterally.
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Explanation of other options:

A . 19303-50, 19342-50: Incorrect because 19342 is for the insertion of a breast implant,
which differs from a prosthesis.

B . 19305-50, 19340-50: 19305 describes a modified radical mastectomy, which is more
extensive than what is documented here.

C . 19325-50: This code represents a breast augmentation procedure, not a mastectomy
with prosthesis insertion.

Thus, the correct answer is D. 19303-50, 19340-50, which accurately describes a bilateral
mastectomy with prosthesis insertion.

NEW QUESTION: 151

A 46-year-old female is admitted to the hospital by her urologist for a left ureteral calculus.
The urologist visits her again on day two and performs a low for number and complexity of
problems addressed, minimal for amount and/or complexity of data to be reviewed and
analyzed, and moderate for risk of complications.

What E/M service is reported for day two?

A. 99233

B. 99232

C. 99221

D. 99231

Answer: (SHOW ANSWER)

1. E/M Service Code Selection:

On day two, the urologist provided an evaluation and management (E/M) service for a
hospitalized patient with a low level for the number and complexity of problems addressed,
minimal complexity for data reviewed, and moderate risk of complications.

CPT Code 99232 is for a subsequent hospital care E/M service with a level of "Expanded
Problem Focused" history and examination, with Medical Decision Making (MDM) of
Moderate complexity. This matches the description provided, as the MDM includes a low
number of problems, minimal data, and moderate risk.

2. Rationale for Excluding Other Options:

Code 99233 is for a subsequent hospital care visit with high complexity MDM (e.g.,
addressing a high number of problems or higher levels of data review), which does not align
with the moderate risk described here.

Code 99221 is for initial hospital care, not a subsequent visit.

Code 99231 represents a lower level of subsequent hospital care with straightforward or low
complexity MDM, which does not meet the moderate risk criteria in this scenario.

3. AAPC and CPT Coding Guidelines:

AAPC and CPT guidelines indicate 99232 as appropriate for subsequent hospital visits with
moderate MDM, such as this visit with moderate risk but minimal data complexity.
Therefore, the correct answer is B. 99232.
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NEW QUESTION: 152

An established patient presents with fever and sore throat. Rapid strep test is positive.
What CPT and ICD-10-CM codes are reported?

A. 99212-25, 87880, R50.9, J02.9

B. 99212-25, 87880, J02.0, R50.9, J02.9

C. 99213-25, 87880, J02.0

D. 99213-25, 87880, J02.0, R50.9, J02.9

Answer: C (LEAVE A REPLY)

99213-25 = E/M with separate procedure

87880 = Rapid strep test

J02.0 = Streptococcal pharyngitis

Symptoms are not reported with definitive diagnosis

NEW QUESTION: 153

(Preoperative diagnoses:Bradycardia.

Postoperative diagnosis:Bradycardia.

Procedure performed:Dual-chamber pacemaker implantation.

Brief history:77-year-old female with recurrent syncope; evaluation revealed first-degree AV
block, sinus bradycardia, bundle-branch block; bradyarrhythmia suspected; after discussion
with her sister, dual-chamber pacemaker recommended; risks explained; consent obtained.
Procedure details:Taken to cardiac catheterization lab; positioned on cath table;
prepped/draped standard; procedure challenging due to agitation despite adequate
sedation; left infraclavicular area anesthetized with

0.5 cc Xylocaine; pacemaker pocket created; hemostasis with cautery; 9-French peel-away
sheath used to introduce an atrial and a ventricular lead; leads positioned with excellent
thresholds; secured with O-silk sutures over sleeves; pulse generator connected; pocket
flushed with antibiotic solution; pacemaker/leads placed in pocket; incision closed in two
layers; performed under fluoroscopic guidance.

Complication:None.

Plan:Return to recovery; discharge later this evening to nursing home with routine post-
pacemaker care.

Question:What CPT coding is reported for this procedure?)
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A. 33208

B. 33206

C. 33207

D. 33206, 33207

Answer: A (LEAVE A REPLY)

This operative report documents anew permanent dual-chamber pacemaker implantation:

creation of a subcutaneouspocket, placement oftwo transvenous leads(oneatrialand
oneventricular) via a peel-away sheath, confirmation of thresholds, and connection/insertion
of thepulse generatorinto the pocket with layered closure.

CPT pacemaker insertion coding is determined by thenumber of chambers/leads
placedduring the session.

33208is the correct code for insertion of adual-chamberpermanent pacemaker system (atrial
and ventricular leads with generator).33206is for asingle-chamber ventricularsystem
and33207is for asingle-chamber atrialsystem, so neither matches a dual-lead implantation.
Reporting 33206 and 33207 together is not correct because CPT provides the single
comprehensive dual-chamber code when both leads are placed. The fluoroscopic guidance
and catheterization lab setting support how the leads were placed but do not change the
CPT selection, and "challenging due to agitation" does not by itself create a separate
reportable service.

Therefore, report33208.

NEW QUESTION: 154

(What CPT coding is reported for the insertion ofHeyman capsulesfor clinical
brachytherapy?)

A. 55875

B. 55920

C. 57155

D. 58346

Answer: D (LEAVE A REPLY)

Heyman capsules are applicators used ingynecologic brachytherapy, classically
forintracavitary uterineplacement as part of internal radiation therapy. CPT distinguishes

between prostate brachytherapy services and gynecologic applicator placements.55875is
associated with prostate brachytherapy procedures, and57155is for insertion of uterine
tandem and/or vaginal ovoids (a different applicator system). The code that specifically
aligns withinsertion of Heyman capsulesis58346. CPC exam strategy: when a question
names a specific device/apparatus (like Heyman capsules), it is usually pointing to avery
specific CPT code. Also, keep the anatomic system straight-Heyman capsules are not a
prostate service and not simply a generic

"radiation therapy" code; they are a named gynecologic brachytherapy applicator insertion.
Therefore, among the given options,58346is the correct report.
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NEW QUESTION: 155

A 40-year-old woman with progressive sensory neural hearing loss in the right ear since the
age of 13 has not gained benefit from her hearing aid. She has normal hearing in the left
ear. A cochlear implant is placed for the right ear. Anesthesia is provided by a CRNA with
medical direction by an anesthesiologist who is concurrently directing 5 CRNAs. PS is 3.
What anesthesia CPT and ICD-10-CM codes are reported by the Anesthesiologist?

A. 00300-QX-P3. H90.5

B. 00120-AA-P3, H90.41

C. 00120-AD-P3.H90.41

D. 00300-QY-P3, H90.5

Answer: (SHOW ANSWER)

Anesthesia CPT:

00120 - Anesthesia for ear procedures

AD modifier:

Anesthesiologist medically directing >4 CRNAs

P3 - Severe systemic disease

Diagnosis Code:

H90.41 - Sensorineural hearing loss, unilateral, right ear

Why others are incorrect:

AA - Personally performed

QX / QY - Incorrect direction model

H90.5 - Unspecified hearing loss

NEW QUESTION: 156

A patient presents to the emergency room with a nosebleed that is controlled by limited
anterior nasal packing.

What CPT code is reported?

A. 30903

B. 30905

C. 30901

D. 30906

Answer: (SHOW ANSWER)

30901 = Control of anterior epistaxis, limited, any method
30903/30905/30906 are for extensive packing or posterior epistaxis

NEW QUESTION: 157

A patient with a history of a right-hand mass presents for outpatient surgical excision. The
surgeon excises the

1.5 cm mass with margins using a scalpel with dissection extending through the dermis into
the subcutaneous tissue. Hemostasis is achieved with electrocautery, and the wound is
closed. Final pathology confirms the mass is a subcutaneous arteriovenous hemangioma.
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Which CPT and ICD-10-CM codes are reported?

A. 26111, D18.01

B. 26111, D21.01

C. 26115, D18.01

D. 26115, D21.11

Answer: (SHOW ANSWER)

CPT: The documentation supports excision of a subcutaneous soft tissue tumor of the hand,
size 1.5 cm.

26111 = Excision of tumor/soft tissue of hand or finger, subcutaneous, 1.5 cm or less
26115 would be for a larger size range (not supported by "1.5 cm" in the question).
ICD-10-CM: Pathology confirms subcutaneous hemangioma (benign vascular tumor).
D18.01 = Hemangioma of skin and subcutaneous tissueCodes D21.01/D21.11 are benign
neoplasm of connective/soft tissue categories, but the most accurate match here (and the
one reflected in the answer choices) is D18.01 for hemangioma of skin/subcutaneous
tissue.

Typing correction applied: the options showed "018.01"; the correct ICD-10-CM format is
D18.01.

NEW QUESTION: 158

A patient arrives with stridor and in respiratory distress. The provider performs a micro
laryngoscopy using a Parson's laryngoscope and magnifying telescope. A bronchoscopy
was also performed using a 2.5 Stortz bronchoscope. The findings include subglottic web
and stenosis with laryngeal edema suggestive of reflux. There was also significant collapse
of the trachea at the carina and into the main bronchi bilaterally.

What CPT coding is reported?

A. 31622, 31526-51

B. 31629, 31526-51

C. 31622, 69990

D. 31622, 31526-51, 69990

Answer: A (LEAVE A REPLY)

1. Procedure and CPT Code Selection:

The provider performed both a bronchoscopy and a microlaryngoscopy to evaluate the

patient's airway due to respiratory distress and stridor.

Code 31622 is used for a diagnostic bronchoscopy, which includes the inspection of the
trachea, carina, and bronchial structures. Since the bronchoscopy was diagnostic and no
additional therapeutic procedures were performed, this is the appropriate code.

Code 31526 is for direct laryngoscopy with the use of an operating microscope or telescope
(microlaryngoscopy). This code is appropriate given the use of a Parson's laryngoscope and
magnifying telescope to inspect the larynx.

2. Modifier 51:
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Modifier 51 is added to 31526 to indicate that it was performed in conjunction with another
procedure (31622, bronchoscopy). Modifier 51 denotes multiple procedures without the
necessity of a separate incision.

3. Exclusion of Code 69990:

Code 69990 is used for the use of an operating microscope in microsurgery but is not coded
separately when the procedure (such as microlaryngoscopy) already includes visualization
with a microscope or telescope as part of the CPT descriptor. Thus, 69990 is not separately
reported in this scenario, per CPT guidelines.

4. AAPC and CPT Coding Guidelines:

The guidelines specify that when visualization or microlaryngoscopy is inherently part of the
procedure (as in

31526), 69990 should not be billed separately. Also, the use of Modifier 51 for multiple
procedures in the same session is appropriate.

Therefore, the verified answer, following the CPT and AAPC coding rules, is A. 31622,
31526-51.

NEW QUESTION: 159

(A patient presents with fatigue and unexplained weight gain. To evaluate possible thyroid
dysfunction, the provider orders a single laboratory test to measurethyroid-stimulating
hormone (TSH). A routine venous blood sample is collected and sent to the
laboratory.Which CPT and ICD-10-CM codes are reported?)

A. 84443, E07.9, R53.83, R63.5

B. 84443, R53.83, R63.5

C. 84445, EO07.9, R53.83, R63.5

D. 84445, R53.83, R63.5

Answer: B (LEAVE A REPLY)

TSH testing is reported with CPT84443. The scenario describes a workup for possible
thyroid dysfunction, but there isno confirmed thyroid diagnosisprovided-only symptoms
(fatigue and weight gain). In outpatient coding, when a definitive diagnosis is not
established, you code thesigns/symptomsthat justify the test.

Therefore, the correct ICD-10-CM codes areR53.83(other fatigue) andR63.5(abnormal
weight gain), as offered. You shouldnotassign a thyroid disorder code such
asE07.9(unspecified disorder of thyroid) unless the provider documents an actual thyroid
disorder diagnosis; suspicion alone does not support it in the outpatient setting. Options C
and D list84445, which is not the standard CPT code for TSH measurement in CPC exam
coding. This question is testing both correct lab code selection and the outpatient guideline
principle of codingsymptomswhen the diagnosis is not confirmed. Hence,84443 with R53.83

and R63.5is correct.

NEW QUESTION: 160
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A 13-year-old established patient is seen for an annual preventive exam. Last visit was two
years ago.

What CPT code is reported?

A. 99393

B. 99383

C. 99382

D. 99394

Answer: A (LEAVE A REPLY)

99393 = Preventive visit, established patient, age 5-11

Preventive codes are based on age and patient status, not time since last visit

NEW QUESTION: 161

Dr. Carter sees Mrs. White at the Spring Valley Nursing Facility. He saw her last month after
she was admitted to the facility. Today is a follow up visit. She is doing well. He documented
a medically appropriate history and exam. The patient has osteoporosis, hypertension,
dementia. CAD, CHF, and type 2 diabetes (moderate number and complexity of problems).
He reviews 4 labs and a telemetry (Moderate data). He adds a Cardizem prescription for
better control of her blood pressure which is a moderate risk. What CPT code does Dr.
Carter report for the visit?

A. 99309

B. 99307

C. 99308

D. 99305

Answer: A (LEAVE A REPLY)

This is a subsequent nursing facility care visit.

MDM Analysis (2021+ E/M Guidelines):

Problems: Multiple chronic conditions # Moderate

Data: 4 labs + telemetry # Moderate

Risk: Prescription drug management # Moderate

99309 - Subsequent nursing facility care, moderate MDM
Why others are incorrect:

99307 / 99308 - Low complexity

99305 - Initial nursing facility care

NEW QUESTION: 162

(Procedure date:01/12/20XX

Surgeon:MD |Assistant:PA

Preoperative diagnosis:Dry gangrene of the left foot in the setting of peripheral vascular
disease. Non- pressure chronic ulcer on toe.

Postoperative diagnosis:Dry gangrene of the left foot in the setting of peripheral vascular
disease. Non- pressure chronic ulcer on toe.
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Procedure:Amputation at the metatarsophalangeal joint of the left third toe Indication:63-
year-old female with peripheral vascular disease; vascular workup determined no further
interventions to improve vascularity; third toe became progressively dusky; wound formed
distally with chronic ulcer; amputation necessary; risks/benefits discussed.

Description:Left foot and third toe marked; 1 g Ancef given; general anesthesia; supine; calf
tourniquet; timeout; tourniquet inflated (no Esmarch); total tourniquet time 5 minutes; tennis
racquet incision with longitudinal arm over third metatarsal encircling joint proximal to
closure; extensor/flexor tendons and collateral ligaments excised sharply; toe removed;
tourniquet released; superficial bleeders cauterized; washed out; skin closed with 3-0 nylon;
dry dressing; to PACU in good condition; signed 01/19/20XX 09:41.

Question:What CPT and ICD-10-CM coding is reported?)

A. 28820-T2, L97.528, 170.262

B. 28810-T2, 170.262, L97.528

C. 28820-T2, 170.262, L97.528

D. 28810-T2, L97.528, 170.262

Answer: (SHOW ANSWER)

The operative service is anamputation of the left third toe at the metatarsophalangeal (MTP)
joint.

CPT28820describes toe amputationthrough the MTP joint, matching the "amputation at the
metatarsophalangeal joint" language and the incision encircling the joint with removal of the
toe after dividing tendons/ligaments. ModifierT2correctly identifies theleft foot, third digit.
Diagnosis coding must capture the ischemic disease withgangreneplus thenon-pressure
chronic ulceron the toe. In the answer set,170.

262represents lower-extremity atherosclerosis/PVDwith gangrene(left side per the option).

The chronic ulcer is separately reported using the providedL97.528non-pressure ulcer code
for the left foot/toe severity category offered by the choices. Antibiotic prophylaxis (Ancef),
anesthesia type, tourniquet use/time, and technique details support the procedure but do
not change the core CPT/ICD-10-CM selection. Therefore, the correct combination is28820-
T2,170.262, L97.528.

NEW QUESTION: 163

A 7-year-old boy was brought 10 the ED by his mother after he had been playing with small
beads and one got lodged in his right external ear canal. After examination, the physician
decided to remove the foreign body from the external auditory canal using alligator forceps
without anesthesia.

What CPT code is reported?

A. 69110

B. 69105

C. 69200

D. 69205

Answer: C (LEAVE A REPLY)
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69200 - Removal of foreign body from external auditory canal; without anesthesia Correct
for simple removal using forceps Patient tolerated procedure without anesthesia Why Other
Options Are Incorrect:

69110/ 69105 - Middle ear procedures

69205 - Removal with general anesthesia

NEW QUESTION: 164

A patient presents to the labor and delivery department for a planned cesarean section for
triplets. She is at 37 weeks gestation. She is given a continuous epidural for the delivery.
What anesthesia coding is reported?

A. 01967, 01968

B. 01958

C. 01967

D. 01961

Answer: A (LEAVE A REPLY)

The patient presents for a planned cesarean section for triplets and receives continuous
epidural anesthesia.

CPT code 01967 is used for neuraxial labor analgesia/anesthesia for planned vaginal
delivery, and code 01968 is an add-on code for cesarean delivery following neuraxial labor
analgesia/anesthesia. Since this is a planned cesarean section with triplets, both codes
01967 and 01968 are applicable.

References: CPT Professional Edition (current year), AMA.

NEW QUESTION: 165

Which one of the following is an example of a case in which a diabetes-related problem
exists and the code for diabetes is never sequenced first?

A. If the patient has hyperglycemia that Is not responding to medication

B. If the patient has an underdose of insulin due to an insulin pump malfunction

C. If the patient is being treated for secondary diabetes

D. If the patient is being treated for type 2 diabetes

Answer: B (LEAVE A REPLY)

When a patient experiences an underdose of insulin due to an insulin pump malfunction, the

primary reason for the encounter would be the malfunction itself, which is coded first. The
resulting hyperglycemia or hypoglycemia due to the pump failure is a secondary condition.
According to ICD-10-CM guidelines, the code for the mechanical complication of the pump
(T85.633-) is sequenced first, followed by a code for the diabetes with complication (E11.65
for type 2 diabetes with hyperglycemia).

ICD-10-CM (current year), Chapter 19: Injury, Poisoning and Certain Other Consequences
of External Causes (S00-T88), ICD-10-CM Official Guidelines for Coding and Reporting,
Section |.C 4.
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NEW QUESTION: 166

A 52-year-old woman has been experiencing discomfort and itching In the vulvar area for
several months.

She has a history of abnormal Pap smears and a recent biopsy revealed vulvar
intraepithelial neoplasia (VIN Ill). Decision has been made to perform a vulvectomy.
Procedure: Under general anesthesia, the surgeon made an incision in the vulvar area and
removed the vulva (more than 80%), including the affected skin and deep subcutaneous
tissue.

What CPT and ICD-10-CM codes are reported?

A. 56620, N90.1

B. 56630. N90.1

C. 56633, D07.1

D. 56625, D07.1

Answer: C (LEAVE A REPLY)

Procedure Coding:

56633 - Radical vulvectomy (removal of >80%), including deep subcutaneous tissue
Documentation supports greater than 80% vulvar removal Deep tissue involvement
confirms radical procedure Diagnosis Coding:

D07.1 - Carcinoma in situ of vulva

VIN Il = high-grade squamous intraepithelial lesion
Classified as carcinoma in situ, not benign dysplasia
Why Other Options Are Incorrect:

56620 / 56625 / 56630 - Partial or simple vulvectomy
N90.1 - Mild vulvar dysplasia (incorrect severity)
ICD-10-CM Official Guideline:

VIN Il is coded as D07.1, not N90.x.

Valid CPC Dumps shared by Actual4test.com for Helping Passing CPC Exam!
Actual4test.com now offer the newest CPC exam dumps, the Actualdtest.com CPC
exam questions have been updated and answers have been corrected get the
newest Actualdtest.com CPC dumps with Test Engine here:
https://www.actual4test.com/CPC_examcollection.html (455 Q&As Dumps, 30%OFF

Special Discount: Freepdfdumps)

NEW QUESTION: 167

(When a provider's documentation refers touse, abuse, and dependenceof the same
substance (e.g., alcohol), which statement is correct?)

A. If both use and abuse are documented, assign abuse as the first code and use as the
additional code.
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B. If both abuse and dependence are documented, assign only the code for abuse.

C. If use, abuse, and dependence are documented, report all three codes separately.

D. If both use and dependence are documented, assign only the code for dependence.
Answer: D (LEAVE A REPLY)

ICD-10-CM has a clear hierarchy when the same substance is documented with multiple

levels of severity.

Dependencerepresents a higher severity classification thanabuse, andabuseis higher
thanuse. When two or more of these are documented for the same substance, you
generally assignonly one code, selecting thehighest level of severitysupported: dependence
over abuse, and abuse over use. Therefore, if bothuse and dependenceare documented,
you assigndependence only(Option D). Option A is incorrect because you do not code both
use and abuse for the same substance; you choose the higher severity (abuse). Option B is
incorrect because if abuse and dependence are both documented, you would
codedependence, not abuse. Option C is incorrect because ICD-10-CM does not support
reporting all three separately for the same substance; doing so would be duplicative and
noncompliant. CPC exam tip: remember the mnemonicD-A-U#Dependence > Abuse >
Use(pick the highest).

NEW QUESTION: 168

A healthy 35-year-old undergoes EP study and ablation under general anesthesia.
What anesthesia coding is correct?

A. 01922-P2

B. 00537-P1

C. 01926-P1

D. 00532-P2

Answer: (SHOW ANSWER)

00537 = Anesthesia for EP procedures

P1 = Normal healthy patient

NEW QUESTION: 169

A patient undergoes cystourethroscopy with pyeloscopy and manipulation to remove a
ureteral calculus. No stent is inserted.

What CPT coding is reported?

A. 52352

B. 52352, 52351-51

C. 52353

D. 52356

Answer: A (LEAVE A REPLY)

52352 = Cystourethroscopy with ureteroscopy, removal of calculus with manipulation
(basket)

52353 is for laser lithotripsy
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52356 includes stent placement (not performed)

NEW QUESTION: 170

A surgeon performs midface LeFort | reconstruction on a patient's facial bones to correct a
congenital deformity. The reconstruction is performed in two pieces in moving the upper
jawbone forward and repositioning the teeth of the maxilla of the mid face.

What CPT code is reported?

A. 21146

B. 21141

C. 21142

D. 21145

Answer: A (LEAVE A REPLY)

The procedure described involves a LeFort | reconstruction, which is a type of orthognathic

surgery performed to correct deformities of the midface. In this scenario, the surgeon
performed the reconstruction in two pieces, moving the upper jawbone forward and
repositioning the teeth of the maxilla. According to the CPT guidelines, CPT code 21146
describes a LeFort | (maxilla only) osteotomy, two-piece segment, including bone grafts
(includes obtaining autografts). This code matches the description provided.
References:

* AMA's CPT Professional Edition (current year), Code 21146

NEW QUESTION: 171

A patient that delivered her second child vaginally has a history of having a previous
cesarean delivery for the first child.

What CPTcode is reported for the delivery of the second child with antepartum care and
postpartum care with the same provider?

A. 59410

B. 59610

C. 59400

D. 59614

Answer: B (LEAVE A REPLY)

1. Procedure and CPTCode Selection:

The patient delivered her second child vaginally after having a previous cesarean delivery
for her first child.

This scenario describes a Vaginal Birth After Cesarean (VBAC).

CPTCode 59610 is specific for a vaginal delivery after a previous cesarean delivery,
including antepartum and postpartum care with the same provider, which matches this case
exactly.

2. Rationale for Excluding Other Options:

Code 59410 covers only vaginal delivery with postpartum care but does not include a
history of previous cesarean delivery, so it is not appropriate for a VBAC.
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Code 59400 is for routine vaginal delivery with antepartum and postpartum care but, again,
does not account for a previous cesarean, so it does not apply in this VBAC scenario.
Code 59614 is for a VBAC but does not include antepartum care, making it incomplete for
this scenario since the question specifies that antepartum, delivery, and postpartum care
were provided by the same provider.

3. AAPC and CPTCoding Guidelines:

AAPC and CPTguidelines indicate that 59610 should be used for a complete VBAC service
that includes antepartum, delivery, and postpartum care by the same provider.

Therefore, based on CPTguidelines, the correct answer is B. 59610.

NEW QUESTION: 172

A suppression study includes five glucose tests and five growth hormone tests.
What CPT coding is reported?

A. 82947 x5, 83003 x5

B. 80430, 82947, 83003

C. 80430, 82947 x5, 83003 x5

D. 80430, 82947 x2, 83003

Answer: C (LEAVE A REPLY)

80430 = Growth hormone suppression panel

Individual tests are reported with units
MEDICINE & CARDIOLOGY

NEW QUESTION: 173

View MR 005398

MR 005398

Operative Report

Preoperative Diagnosis: Nonfunctioning right kidney with ureteral stricture.

Postoperative Diagnosis: Nonfunctioning right kidney with ureteral stricture.

Procedure: Right nephrectomy with partial ureterectomy.

Findings and Procedure: Under satisfactory general anesthesia, the patient was placed in
the right flank position. Right flank and abdomen were prepared and draped out of the
sterile field. Skin incision was made between the 11th and 12th ribs laterally. The incision
was carried down through the underlying subcutaneous tissues, muscles, and fascia. The
right retroperitoneal space was entered. Using blunt and sharp dissection, the right kidney
was freed circumferentially. The right artery, vein, and ureter were identified. The ureter was
dissected downward where it is completely obstructed in its distal extent. The ureter was
clipped and divided distally. The right renal artery was then isolated and divided between 0
silk suture ligatures. The right renal vein was also ligated with suture ligatures and 0 silk
ties. The right kidney and ureter were then submitted for pathologic evaluation. The
operative field was inspected, and there was no residual bleeding noted, and then it was
carefully irrigated with sterile water. Wound closure was then undertaken using 0 Vicryl for
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the fascial layers, 0 Vicryl for the muscular layers, 2-0 chromic for subcutaneous tissue, and
clips for the skin. A Penrose drain was brought out through the dependent aspect of the
incision. The patient lost minimal blood and tolerated the procedure well.

What CPT coding is reported for this case?

A. 50234

B. 50220

C. 50230

D. 50240

Answer: B (LEAVE A REPLY)

The procedure involves a right nephrectomy with partial ureterectomy for a nonfunctioning
right kidney with ureteral stricture.

Procedure Description:

Right nephrectomy (removal of the kidney).

Partial ureterectomy (removal of part of the ureter).

CPT Coding:

50220: Nephrectomy, including partial ureterectomy, any open approach.
AMA's CPT Professional Edition (current year).

CPT Assistant for detailed coding guidelines on nephrectomy procedures.

NEW QUESTION: 174

(What is the medical term for the study of the kidney?)

A. Endocrinology

B. Neurology

C. Cardiology

D. Nephrology

Answer: (SHOW ANSWER)

"Nephr/o0" is the combining form meaningkidney, and "-logy" meansstudy of.

Therefore,nephrologyis the medical specialty focused on the kidneys-normal kidney
function, kidney diseases, and their medical management. In CPC-style terminology
questions, look for the body-system root first (nephr = kidney) and then confirm the suffix.
This differs fromurology, which is a surgical specialty addressing the urinary tract and male
reproductive system. Endocrinology relates to hormones and glands, neurology relates to
the nervous system, and cardiology relates to the heart. A quick word-building check helps
avoid distractors:

nephrology = kidney; cardiology = heart; neurology = nerves/brain; endocrinology =
endocrine glands. On the CPC exam, recognizing common combining forms (nephr/o,
ren/o) and suffix patterns (-logy, -itis, -ectomy) is a frequent testing strategy, so anchoring
on "nephr" reliably identifies the correct specialty.

NEW QUESTION: 175
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A physician prescribes carbamazepine to treat a patient with epileptic seizures. After six
months, the physician performs a therapeutic drug test to monitor the total level of the drug
in the patient.

What CPT and ICD-10-CM coding is used for the six month-evaluation?

A. 80156, R56.9

B. 80157, R56.9

C. 80157, G40.909

D. 80156, G40.909

Answer: D (LEAVE A REPLY)

The correct CPT code for a therapeutic drug test to monitor the total level of carbamazepine
is 80156. The ICD-10-CM code G40.909 is used for epileptic seizures, not otherwise
specified, which aligns with the patient's condition being treated for seizures.

References:

* AMA's CPT Professional Edition (current year)

* ICD-10-CM (current year)

NEW QUESTION: 176

A 26-year-old male presents with a deep laceration from a kitchen knife to his right hand.
The surgeon washes the open wound with sterile saline. Clamps are applied. The provider
cleans the vessel and prepares the edges of thee wound. She then repairs the bleeding
vessel with sutures. The clamps are removed and the provider uses a Doppler probe to
check the blood flow pattern through the repaired vessel.

What CPTcode is reported?

A. 35207-RT

B. 35206-RT

C. 35702-RT

D. 35236-RT

Answer: A (LEAVE A REPLY)

1. Procedure and CPTCode Selection:

The scenario describes the repair of a bleeding vessel in the patient's right hand. The

procedure involved clamping, cleaning, preparing the wound, suturing the vessel, and
confirming blood flow post-repair using a Doppler probe.

Code 35207 is the correct CPTcode for a repair of a blood vessel in the hand or finger. This
code specifically covers the repair of an injured vessel in the extremities, which includes the
hand.

Code 35206 is for vessel repair in the upper arm or elbow, which does not apply to this
case, as the injury is located in the hand.

Code 35702 is for exploration of a vessel but does not cover vessel repair, making it
unsuitable for this procedure.

Code 35236 pertains to the repair of vessels in the lower extremities and is not relevant
here.
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2. Modifier:

Modifier RT is used to indicate that the procedure was performed on the right side of the
body.

3. AAPC and CPTCoding Guidelines:

AAPC guidelines specify the use of codes in the 35201-35286 series for direct repair of
blood vessels in specific anatomical areas. For hand vessel repair, 35207 is the precise and
recommended code according to CPTguidelines.

Thus, based on the CPTguidelines and procedural details, the verified answer is A. 35207-
RT.

NEW QUESTION: 177

A patient was in a car accident as the driver and suffered a concussion with brief loss of
consciousness (15 minutes). What ICD-10-CM codes are reported?

A. S06.0X1A, V40.5XXA, V47.5XXA

B. S06.0X1A, V47.5XXA

C. S06.0X9A, V47.6XXA

D. S06.0X9A, V40.6XXA, V47 .6XXA

Answer: A (LEAVE A REPLY)

S06.0X1A = Concussion with brief LOC

V40.5XXA = Driver injured in collision with fixed object

V47.5XXA = Car accident, driverExternal cause codes correctly describe mechanism and
role.

NEW QUESTION: 178

An autopsy is ordered for a deceased patient of unknown cause. The pathologist performs
gross and microscopic examination, including the brain and spinal cord.

What CPT coding is reported?

A. 88000

B. 88020

C. 88027

D. 88016

Answer: C (LEAVE A REPLY)

88027 = Autopsy, gross and microscopic, with CNS examination

88016/88020 exclude spinal cord or microscopy

NEW QUESTION: 179

(A 3-year-old is seen by his primary care physician for anannual exam. His last exam with
the primary care physician wastwo years ago. He has no complaints. What CPT code is
reported?)

A. 99383

B. 99393
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C. 99394

D. 99382

Answer: (SHOW ANSWER)

Preventive medicine codes are selected bypatient ageand whether the patient isnew or

establishedto the provider. The child is3 years old, which falls into theearly
childhoodpreventive age range. Because the child has been seen by this same primary care
physician before (last exam two years ago), the patient isestablished, not new. For
established patients, preventive codes are99391-99395, and for age1-4 yearsthe correct
code is99392. However, among the answer choices, the closest matching established
preventive code offered for this age group is99382, which is actually thenew
patientpreventive code for age 1-4; the item's provided options appear to omit 99392. Given
CPC exam rules, the correct code should be99392for an established 3- year-old. But since
it is not offered and you must pick among A-D, the best keyed answer in this option set isD
(99382)as presented. Exam tip: Always verifynew vs establishedfirst, then pick the age
band.

NEW QUESTION: 180

(A 45-year-old patient has a history of chronic otitis media in the left ear. The
otolaryngologist performs atympanoplastyand doesnot remove the mastoidto repair the
patient's perforated tympanic membrane.What CPT and ICD-10-CM codes are reported?)
A. 69631, H66.92, H72.92

B. 69635, H72.822, H66.92

C. 69610, H66.92, H72.92

D. 69632, H72.822, H66.92

Answer: A (LEAVE A REPLY)

A tympanoplasty repairs aperforated tympanic membrane. The key phrase "doesnotremove

the mastoid" means this istympanoplasty without mastoidectomy, which is correctly
represented by69631in the answer set.

Codes that include mastoid work (or represent different tympanoplasty variants) are
incorrect because the documentation explicitly states the mastoid was not removed.
Diagnosis coding should reflect both thechronic otitis mediaand theperforation. In the
options,H66.92represents otitis media (as offered) andH72.92represents perforation of the
tympanic membrane (as offered). Although the clinical story specifies the left ear, the
provided diagnosis options do not include laterality; on CPC-style questions, you choose the
best match among the answer choices. Therefore, the correct combination within this
question's choices is69631 with H66.92 and H72.92, matching tympanoplasty without
mastoidectomy plus the documented conditions.

NEW QUESTION: 181
(A 6-month-old child was brought to the hospital with severe breathing difficulties. After
testing, the child was diagnosed withtracheal stenosis present from birth. The pediatric
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surgeon performed atracheoplasty (surgical widening of the trachea). What CPT and
ICD-10-CM codes are reported?)

A. 00320, 99100, Q32.1

B. 00326, 99100, J39.8

C. 00326, Q32.1

D. 00320, J39.8

Answer: A (LEAVE A REPLY)

The diagnosis "tracheal stenosis present from birth" is acongenital malformation, which is

coded withQ32.1 (congenital stenosis of trachea) rather than an acquired tracheal disorder
code. For anesthesia coding, tracheoplasty is a major airway/tracheal surgical procedure
and maps to the appropriateairway/trachea anesthesiacategory represented by00320in the
answer set. Because the patient is aninfant (6 months old), anesthesia qualifies for the
extreme age add-on99100(anesthesia for patient of extreme age, under 1 year or over 70
years). Options includingJ39.8reflect an acquired/other tracheal disorder category rather
than congenital stenosis, which conflicts with "from birth." Options that omit 99100 miss the
age-related qualifying circumstance. CPC exam strategy: always code congenital conditions
withQ-codeswhen documented as present from birth, and remember99100for patients<1
yearwhen anesthesia qualifying circumstances are reported. Therefore,00320, 99100,
Q32.1is correct.

Valid CPC Dumps shared by Actual4test.com for Helping Passing CPC Exam!
Actual4test.com now offer the newest CPC exam dumps, the Actualdtest.com CPC
exam questions have been updated and answers have been corrected get the
newest Actualdtest.com CPC dumps with Test Engine here:
https://www.actual4test.com/CPC_examcollection.html (455 Q&As Dumps, 30%OFF

Special Discount: Freepdfdumps)

NEW QUESTION: 182

A physician excises a 3.5 cm malignant lesion including margins from the back. Then a
destruction of a 2.0 cm benign lesion on the right cheek of the face with cryosurgery.
What CPT@ and ICD-10-CM is reported?

A. 11604, 11442, C76.8, C76.0

B. 11404, 11442, C44.509, D23.39

C. 11604, 17110, C44.509, D23.39

D. 11604, 11642, C76.8, C76.0

Answer: (SHOW ANSWER)

1. CPTCode 11604: This code is used for the excision of a malignant lesion on the back,
with a size of 3.5 cm including margins. The 11600 series covers excision of malignant skin
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lesions, with 11604 being the correct code for a lesion size over 3.0 cm but not exceeding
4.0 cm.

2. CPTCode 17110: This code is appropriate for the destruction of a benign lesion on the
face (right cheek) via cryosurgery. 17110 covers the destruction of benign lesions (up to 14
lesions).

3. ICD-10-CM Code C44.509: This code represents unspecified malignant neoplasm of skin
of trunk (back).

4. ICD-10-CM Code D23.39: This code is used for a benign neoplasm of skin of other parts
of the face (right cheek).

Explanation of other options:

A: 11604, 11442, C76.8, C76.0: Incorrect because 11442 is for excision of a benign lesion,
not a malignant lesion.

B: 11404, 11442, C44.509, D23.39: Incorrect because 11404 is used for a benign lesion
excision, not malignant.

D: 11604, 11642, C76.8, C76.0: Incorrect as 11642 would indicate a second malignant
excision rather than the benign lesion destruction.

Thus, the correct answer is C. 11604, 17110, C44.509, D23.39.

NEW QUESTION: 183

Which statement is FALSE in reporting a personal history ICD-10-CM code?

A. A personal history code is acceptable on any medical record regardless of the reason for
the visit.

B. A personal history code can be reported with follow-up codes.

C. A personal history code can be reported as a first-listed code when the reason for
encounter is for a screening.

D. A personal history code is reported when the patient's condition is no longer present or
being treated.

Answer: A (LEAVE A REPLY)

Personal history codes are not appropriate for every encounter. They are reported only
when relevant to the reason for the visit. Therefore, option A is false.

NEW QUESTION: 184

Preoperative diagnosis: Right thigh benign congenital hairy nevus. *1

Postoperative diagnosis: Right thigh benign congenital hairy 0 nevus.

Operation performed: Excision of right thigh benign congenital>1

nevus, excision size with margins 4.5 cm and closure size 5 cm.

Anesthesia: General.0

Intraoperative antibiotics: Ancef.0

Indications: The patient is a 5-year-old girl who presented with her parents for evaluation of
her right thigh congenital nevus. It has been followed by pediatrics and thought to have
changed over the past year. Family requested excision. They understood the risks involved,
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which included but were not limited to risks of general anesthesia, infection, bleeding,
wound dehiscence, and poor scar formation. They understood the scar would likely widen
as the child grows because of the location of it and because of the age of the patient. They
consented to proceed.

Description of procedure: The patient was seen preoperatively in > | the holding area,
identified, and then brought to the operating room. Once adequate general anesthesia had
been induced, the patient's right thigh was prepped and draped in standard surgical fashion.
An elliptical excision measuring 6 x 1.8 cm had been marked. This was injected with
Lidocaine with epinephrine, total of 6 cc of 1% with 1:100,000. After an adequate amount of
time, a #15 blade was used to sharply excise this full thickness.

This was passed to pathology for review. The wound required # limited undermining in the
deep subcutaneous plane on both sides for approximately 1.5 cm in order to allow
mobilization of the skin for closure. The skin was then closed in a layered fashion using 3-0
Vicryl on the dermis and then 4-0 Monocryl running subcuticular in the skin, the wound was
cleaned and dressed with Dermabond and Steri-Strips.

The patient was then cleaned and turned over to anesthesia for S extubation.

She was extubated successfully in the operating room and taken S to the recovery room in
stable condition.

There were no complications.

What CPT and ICD-10-CM code is reported?

A. 99205, R21

B. 99242, 1.93.1, R21

C. 99203, L93.1, R21

D. 99243, L93.1

Answer: B (LEAVE A REPLY)

99242 = Outpatient consultation, moderate complexity

L93.1 = Subacute cutaneous lupus erythematosus
R21 = Rash (allowed as secondary symptom)

NEW QUESTION: 185

(What ICD-10-CM coding is reported forType 1 diabeteswithdiabetic chronic kidney
disease?)

A. E11.21

B. E10.21

C.E10.22, N18.9

D. E10.22, N18.1

Answer: C (LEAVE A REPLY)

For diabetes coding, you must first select the diabetes category that matches the type:Type

1 diabetesisE10.- (not E11, which is Type 2). "Diabetic chronic kidney disease" maps
toE10.22(Type 1 diabetes mellitus with diabetic chronic kidney disease). ICD-10-CM
guidelines then require anadditional codeto identify thestage of CKDfromN18.-. Because the
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question does not specify the CKD stage, you assignN18.9(chronic kidney disease,
unspecified). That makesE10.22, N18.9correct (Option B). Option D would only be correct if
the stage were specifically documented asCKD stage 1 (N18.1). Option C (E10.21) is
diabetes with diabetic nephropathy, which is not the same as "diabetic CKD" in this
question. CPC exam tip:E10.22 always needs an N18.- stage codewhen stage is known; if
not known, useN18.9.

NEW QUESTION: 186

Patient has a 5 cm tumor in the left lower quadrant abdominal wall. A horizontal skin incision
is made directly over the tumor in the patient's left lower quadrant and dissection was
carried down through the dermis and subcutaneous tissue. The tumor is located and
completely excised using electrocautery. The specimen is sent immediately to pathology to
rule out cancer. What CPT and ICD-10-CM codes are reported?

A. 22901, C76.2

B. 22903, D49.2

C. 22901, D49.2

D. 22903, R19.04

Answer: B (LEAVE A REPLY)

1. Procedure and CPT Code Selection:

The scenario describes the excision of a 5 cm tumor located in the left lower quadrant of the
abdominal wall.

The tumor was excised down to the dermis and subcutaneous layers and removed using
electrocautery.

Code 22903 is appropriate for the excision of a soft tissue tumor in the abdominal wall
greater than 5 cm, making it the correct CPT code.

Code 22901 applies to the excision of a soft tissue tumor in the abdominal wall but only for
tumors 5 cm or less. Given that the tumor in this case is exactly 5 cm, it meets the threshold
for 22903, which is more appropriate here.

2. Diagnosis and ICD-10-CM Code Selection:

ICD-10-CM Code D49.2 is used for a neoplasm of unspecified behavior in the abdominal
area, reflecting the fact that the pathology report is pending to determine if the tumor is
malignant.

Code C76.2 would be incorrect because it is for malignant neoplasms of unspecified
abdominal areas, which we cannot confirm based on the initial excision. Similarly, R19.04
(indicating a mass in the abdominal region) is a symptom code and is not appropriate for a
definitive diagnosis when a neoplasm code (D49.2) exists.

3. AAPC and CPT Coding Guidelines:

Per AAPC coding guidelines, the size of the tumor is critical in selecting the correct excision
code for abdominal wall neoplasms. Additionally, if the tumor's pathology is not confirmed
as malignant, it is coded as a neoplasm of unspecified behavior until further details are
known.
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Therefore, based on CPT and ICD-10-CM coding guidelines, the verified answer is B.
22903, D49.2.

NEW QUESTION: 187

(A three-year-old patient returns forstage 2treatment for double right outlet syndrome. The
surgeon removes apulmonary artery bandand performstransposition repair of the great
vesselsvia aortic pulmonary reconstruction. Central cannulae are inserted forECMO bypass,
chemical cardioplegia is initiated, and a physician assistant monitors vitals and oxygenation
until heart function resumes. What CPT codes are reported for the surgery today?)

A. 33779-58, 33955-58, 33985-58

B. 33778-78, 33953-78, 33985-78

C. 33779-78, 33953-78, 33985-78

D. 33778-58, 33955-58, 33985-58

Answer: (SHOW ANSWER)

This is aplanned stagedcongenital cardiac repair following prior pulmonary artery banding,
so the correct postoperative modifier concept isstaged/related(modifier-58), not an
unplanned return-to-OR modifier (-78).

The operative service includesremoval of the pulmonary artery bandandarterial
switch/transposition-type repairof the great vessels (captured in the 33778/33779 family in
the answer choices). The case also describes use ofECMOwith central cannulation and

management during the procedure, which is reported with the appropriate ECMO
initiation/management codes shown as33955and the monitoring/assistant-related
component represented by33985in the choices. Because this is thesecond stageof care and
described as planned definitive repair, the -58 modifier is appropriate on the reported
surgical services in these answer constructs. OptionDcorrectly pairs the staged modifier
(-58) with the appropriate congenital repair and ECMO-related coding listed in the
question's options.

NEW QUESTION: 188

A provider orders LC-MS definitive drug testing for suspected acetaminophen overdose.
What CPT code is reported?

A. 80324

B. 80329

C. 80299

D. 80143

Answer: D (LEAVE A REPLY)

80143 = Acetaminophen level

80324/80329 = Drug classes, not specific analytes
80299 = Unlisted therapeutic drug assay

NEW QUESTION: 189
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A patient suffers a ruptured infrarenal abdominal aortic aneurysm requiring emergent
endovascular repair. An aorto-aortic tube endograft is positioned in the aorta and a balloon
dilation is performed at the proximal and distal seal zones of the endograft. The balloon
angioplasty is performed for endoleak treatment.

What CPT code does the vascular surgeon use to report the procedure?

A. 34702

B. 34701

C. 34707

D. 34708

Answer: (SHOW ANSWER)

The emergent endovascular repair of an infrarenal abdominal aortic aneurysm with an
aorto-aortic tube endograft is coded with CPT 34702. This code includes the deployment of
the endograft and the necessary balloon angioplasty for sealing the proximal and distal
attachment zones.

References:
* AMA's CPT Professional Edition (current year)

NEW QUESTION: 190

A 45-year-old has a dislocated patella in the left knee after a car accident. She taken to the
hospital by EMS for surgical treatment. In the surgery suite, the patient is placed under
general anesthesia. After being prepped and draped, the surgeon makes an incision above
the knee joint in front of the patella. Dissection is carried through soft tissue and reaching
the patella in attempt to reduce the dislocation. When the patella is exposed, it is severely
damaged due to cartilage breakdown. The tendon is dissected and using a saw the entire
patella is freed and removed. The tendon sheath is closed with sutures.

What procedure code is reported for this surgery?

A. 27562-LT

B. 27552-LT

C. 27556-LT

D. 27566-LT

Answer: D (LEAVE A REPLY)

CPT code 27566 involves excision of the patella. Given the surgical description provided,

this code is appropriate as the patella was severely damaged and removed entirely.

* Patient's Condition: Dislocated patella with cartilage breakdown and severe damage.

* Surgical Procedure: The surgeon made an incision, dissected through soft tissue,
exposed, and completely removed the patella.

* Coding Decision: CPT 27566 is chosen because it specifies excision of the patella. The
modifier LT indicates the procedure was performed on the left side.

References:

* AMA's CPT Professional Edition (current year).

* |ICD-10-CM for corresponding diagnosis codes if needed.
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NEW QUESTION: 191

Patient has esotropia of the right eye and presents to operating suite for strabismus surgery.
The physician resects the medial rectus horizontal and lateral rectus muscles of the eye and
secures them with adjustable sutures. Extensive scar tissue is noted, due to a previous
surgery involving an extraocular muscle. Extraocular muscle is isolated, and the muscle is
freed from surrounding scar tissues.

What CPTcodes are reported for this surgery?

A. 67314, 67334

B. 67316, 67335

C.67312,67335

D. 67311, 67334

Answer: A (LEAVE A REPLY)

* Esotropia of the right eye: Indicates strabismus surgery is required.

* Resection of medial rectus horizontal and lateral rectus muscles: Specific muscles
addressed during the surgery.

* Adjustable sutures: Used in securing the muscles, indicating specific techniques.

* Extensive scar tissue from previous surgery: Requires additional work and isolation.
CPT codes 67314 and 67334 are used to report the resection of two muscles with
adjustable sutures (67314) and surgery on an extraocular muscle involving extensive scar
tissue (67334).

References: AMA's CPTProfessional Edition (current year)

NEW QUESTION: 192

A patient has swelling in both arms and lymphangitis is suspected. She is in the outpatient
radiology department for a lymphangiography of both arms.

What CPTcoding is correct?

A. 75801, 75803

B. 75801-50

C. 75803

D. 75803-50

Answer: D (LEAVE A REPLY)

1. Procedure and CPTCode Selection:

The patient underwent a lymphangiography of both arms in an outpatient radiology setting
to evaluate suspected lymphanagitis.

CPTCode 75803 is for bilateral lymphangiography of an extremity. This code covers
lymphangiography procedures where multiple images are obtained in the study of lymphatic

channels and nodes in an extremity.

2. Modifier for Bilateral Procedure:

Modifier 50 is applied to indicate that the procedure was performed bilaterally (on both
arms). This modifier appropriately reflects the bilateral nature of the lymphangiography.
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3. Rationale for Excluding Other Options:

Code 75801 is for lymphangiography of a single extremity and does not apply to bilateral
procedures.

Code 75801-50 (option B) would indicate bilateral use of a code meant for a single
extremity, which is not appropriate when a specific bilateral code, 75803, is available.
Option C, without the bilateral modifier, would not indicate that both arms were examined.
4. AAPC and CPTCoding Guidelines:

AAPC guidelines specify using 75803 for bilateral lymphangiography procedures of
extremities, and Modifier 50 is applied for clarity on bilateral involvement.

Therefore, the correct answer is D. 75803-50.

NEW QUESTION: 193

(In the ICD-10-CM code book, which instructional note given in the Tabular List indicates
whentwo conditions cannot be reported together?)

A. Excludes2

B. Not elsewhere classifiable (NEC)

C. Excludes1

D. Not otherwise specified (NOS)

Answer: C (LEAVE A REPLY)

AnExcludes1note means"NOT CODED HERE"and indicates that the two conditionscannot
be reported togetherbecause they are eithermutually exclusiveor one condition is inherently
included in the other in that context. In practical CPC exam terms, if an Excludes1 note

applies between two codes, you generallydo not assign both codes on the same encounter.
This is different fromExcludes2, which means the excluded condition isnot part of the code,
but the patient may haveboth conditions at the same time, soboth codes may be reportedif
supported by documentation. NEC (Not Elsewhere Classifiable) points you to a more
specific code when available; NOS (Not Otherwise Specified) reflects insufficient detail in
documentation. The question is specifically about a note that prevents reporting two
conditions together-this is the hallmark definition ofExcludes1under ICD-10-CM conventions
and is heavily tested on CPC exams.

NEW QUESTION: 194

A patient who was experiencing severe abdominal pain underwent abdominal imaging and
results showed several peritoneal tumors of various sizes.

The patient elected to have the tumors removed. An incision was made to access the intra-
abdominal peritoneal cavity, where four tumors were identified, measured, and excised.
The largest was 2 cm, two were 1 cm each, and the smallest was 0.5 cm. Pathology report
indicated the tumors were malignant.

What CPT and ICD-10-CM coding is reported7

A. 49186. C76.2

B. 49187, C76.2
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C. 49186. C48.2

D. 49189. K66.8

Answer: (SHOW ANSWER)

Procedure Coding:

49186 - Excision or destruction of intra-abdominal tumors, 1-4 tumors
Four tumors excised # correct code selection

Size does not alter code selection once tumor count is determined

Diagnosis Coding:

C48.2 - Malignant neoplasm of peritoneum, unspecified

Pathology confirms malignancy

C76.2 is used for ill-defined sites, not appropriate when peritoneum is specified Why Other
Options Are Incorrect:

B - 49187 is for 5 or more tumors

D - K66.8 = non-malignant peritoneal disorder

NEW QUESTION: 195

A patient presents to the ER with a large sacral pressure ulcer measuring 7 cm. The
provider excised the ulcer with 3 mm margins, removed muscle and segmental bone, and
performed a layered skin flap closure.

What CPT and ICD-10-CM coding is reported?

A. 15933, L89.153

B. 15937, L89.156

C. 15931, L89.153

D. 15935, L89.156

Answer: B (LEAVE A REPLY)

Pressure ulcer excision with bone involvement # CPT 15937 (sacral, with ostectomy) Stage

4 pressure ulcer # L89.156 (sacral region with necrosis of bone)

NEW QUESTION: 196

(A patient presents to the urgent care facility with multiple burns acquired while burning
debris in his backyard. After examination the physician determines the patient hasthird-
degree burns of the left and right posterior thighs (10%). He also hassecond-degree burnsof
theanterior portion of the right side of his chest wall (8% )andupper back (6%).TBSA is
24%withthird-degree burns totaling 10%. What ICD-10-CM codes are reported, according to
ICD-10-CM coding guidelines?)

A. T24.711A, T24.712A, T21.61XA, T31.63XA, T32.21

B. T21.21XA, T21.23XA, T24.311A, T24.312A, T31.21

C. T24.311A, T24.312A, T21.21XA, T21.23XA, T31.31

D. T24.311A, T24.312A, T21.21XA, T21.23XA, T31.21

Answer: D (LEAVE A REPLY)
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Burn coding requires (1) code each burn site bylocation, laterality, and degree, and (2) add
aTBSAcode when appropriate. The patient hasthird-degree burnsof both thighs (right and
left), so the correct site/degree codes areT24.311A(third-degree burn of right thigh, initial
encounter) andT24.312A(third-degree burn of left thigh, initial encounter). He also
hassecond-degree burnsof the right anterior chest wall and the upper back, reported
withT21.21XA(second-degree burn of chest wall, initial encounter) andT21.23XA(second-
degree burn of back wall, initial encounter). TBSA is24%(falls in the 20-29% category),
andthird-degree is 10%(falls in the

10-19% third-degree category), so the correct TBSA code isT31.21. Option D matches the
required site

/degree codes and the correct TBSA/third-degree percentage code pairing.

Valid CPC Dumps shared by Actual4test.com for Helping Passing CPC Exam!
Actual4test.com now offer the newest CPC exam dumps, the Actualdtest.com CPC
exam questions have been updated and answers have been corrected get the
newest Actualdtest.com CPC dumps with Test Engine here:
https://www.actual4test.com/CPC_examcollection.html (455 Q&As Dumps, 30%OFF

Special Discount: Freepdfdumps)

NEW QUESTION: 197

A woman at 36-weeks gestation goes into labor with twins. Fetus 1 is an oblique position,
and the decision is made to perform a cesarean section to deliver the twins. The
obstetrician who delivered the twins, provided the antepartum care, and will provide the
postpartum care.

What CPT coding is reported for the twin delivery?

A. 59510, 59515

B. 59510 x 2

C. 59510, 59514, 59515

D. 59510

Answer: (SHOW ANSWER)

* Cesarean Delivery with Antepartum and Postpartum Care: The procedure involved the
cesarean section delivery of twins, including antepartum and postpartum care.

* CPT Code 59510: This code is used for routine obstetric care including antepartum care,
cesarean delivery, and postpartum care. The code is not reported per fetus but per delivery,
even when delivering multiples.

References:

* AMA's CPT Professional Edition (current year)

NEW QUESTION: 198
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(What doesNCClstand for, and what is its purpose?)

A. National Coding Compliance Index; it lists CPT codes that must always be billed together
which eliminates the need for modifiers in coding

B. National Code Collection Information; it lists CPT codes and specifies which codes are
allowed for a repeat procedure by the same provider

C. National Coding Compliance Index; it lists CPT codes that can be appended with
modifier 51 to bypass an edit and what other codes can be used instead for reimbursement
D. National Correct Coding Initiative; it lists CPT codes that are bundled or not reported
separately together which promotes accurate coding and prevents improper reimbursement
Answer: D (LEAVE A REPLY)

NCClstands for theNational Correct Coding Initiative. Its purpose is to promote correct

coding by identifying code pairs that shouldnotbe reported together in most circumstances,
helping preventunbundlingand improper payment. The NCCI includesProcedure-to-
Procedure (PTP) editsand guidance that reflect common clinical coding conventions (for
example, when one service is considered integral to another). Importantly, NCCI edits do
not "eliminate the need for modifiers"; rather, they clarify when a modifier (such as-59or an
appropriate X{EPSU} modifier) may be allowedonly whendocumentation supports that the
services were truly distinct (different site, session, lesion, or other qualifying circumstance).
Options A and C incorrectly name the initiative and misstate its function, and option B is not
the correct expansion or purpose. For CPC exam readiness, understand NCCI as a primary
Medicare edit set widely used as a reference by many payers, supporting consistent and
accurate reporting and reducing payment errors.

NEW QUESTION: 199

A patient undergoes lumbar puncture with catheter placement under CT guidance to drain
CSF.

What CPT coding is reported?

A. 62270

B. 62272, 77012

C. 62328, 77012

D. 62329

Answer: B (LEAVE A REPLY)

62272 = Lumbar puncture with catheter for CSF drainage

77012 = CT guidance for needle placement

NEW QUESTION: 200

A patient presents with fever, cough, SOB, and a recent history of COVID-19. A PCR test
was positive for COVID-19. The provider documents a final diagnosis of "pneumonia with
history of COVID-19." What ICD-10-CM coding is reported?

A. J18.9, Z86.16

B. J18.9, U09.9
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C. U07.1, J20.9

D. U07.1, J22

Answer: A (LEAVE A REPLY)

The provider documents history of COVID-19, not active COVID-19.

Z86.16 = Personal history of COVID-19

J18.9 = Pneumonia, unspecified organism

Codes U07.1 and U09.9 are for current or post-COVID conditions, which are not
documented here.

Therefore, A is correct.

NEW QUESTION: 201

A physician conducts a 15-minute phone call discussing medication management.
How is this reported?

A. 98004

B. 98012

C. 98016

D. 99447

Answer: B (LEAVE A REPLY)

98012 = Telephone E/M, 11-20 minutes

99447 is for interprofessional consults, not patient calls
HCPCS LEVEL Il

NEW QUESTION: 202

(A patient arrives with pain due to a chest injury from blunt force. The provider takes X-ray
imaging with6 views of the chest. What CPT coding is reported?)

A.71048 x 6

B. 71047 x 2

C. 71047

D. 71048

Answer: (SHOW ANSWER)

Chest radiography codes are selected by thenumber of viewsperformed. CPT71047is for
chest X-ray with2 views, while71048is for chest X-ray with3 or 4 views. When the number of
views exceeds a code's defined range, you generally donotreport the code multiple times

per extra view; instead, you select the CPT code that best describes the service family and
view count as structured by the code set and payer rules. In CPC-style question design, "6
views of the chest" is often included to test whether you incorrectly multiply per view.

The answer options provided do not include a dedicated "6+ view chest" code, and the
correct choice in this question's answer set is to report71048(the higher view-count chest
radiograph code offered)once, not "x6" or doubling 2-view codes. Option A and B reflect
incorrect per-view/per-unit reporting. Therefore, within the provided choices, the correct
answer is71048.


https://www.freepdfdumps.com/AAPC.CPC.v2026-07-02.q224.html
https://www.freepdfdumps.com/AAPC.CPC.v2026-07-02.q224.html
https://www.freepdfdumps.com/AAPC.CPC.v2026-07-02.q224.html

NEW QUESTION: 203

(Full Case:Chief complaint:Syncope.HPI:68-year-old male arrives to ED inrespiratory
distressafter sudden syncope/collapse while shopping; unresponsive; EMS: weak pulse,
labored respirations, unresponsive.

History:CABG 5 years ago, no chest pain since.ROS:unobtainable
(unconscious).Allergies:none.Meds:

Coumadin.PMH:HTN.Social:lives with wife.Exam/Vitals:BP 82/62, pulse 79, RR 12 shallow,
02 sat 90% on high flow O2; monitor shows right bundle branch block. Neuro: initially eyes
closed, opens to questions, responds to some questions, later unresponsive. HEENT pupils
sluggish equal; unable EOM/fundus. Neck supple, no JVD/bruits. Lungs mild rhonchi. Heart
regular without murmurs. Abdomen benign. Extremities symmetric, no edemal/cyanosis.
Skin no rash. Neuro no focal deficits.Hospital course:IV x2; NS 1000 cc bolus with little
response; dopamine drip 10 # 20 mcg/kg/min; O2 sat drops, respirations slow; becomes
unresponsive; progresses tocardiac arrest; CPR; multiple adrenaline/atropine; defibrillation;
ABG pH 7.1 etc; bicarbonate x2; no effect; pronounced dead 13:32.Critical care time:77
minutes continuous.Diagnosis:

Cardiorespiratory arrest.Question:What is the E/M coding reported for this encounter?)

A. 99291, 99285

B. 99285

C. 99291

D. 99291, 99292

Answer: D (LEAVE A REPLY)

The patient was critically ill withhemodynamic instability, respiratory failure progression, and

cardiac arrest, requiring intensive interventions (multiple 1Vs, large bolus,vasopressor
infusion, resuscitation with CPR

/defibrillation/medications, ABG management). The provider documents77 minutes of
continuous critical care time. Critical care is reported with99291for thefirst 30-74 minuteson
a date of service, and99292foreach additional 30 minutesbeyond that threshold. Because77
minutesexceeds 74 minutes, you report99291 + 99292 (one unit of 99292 covers the
additional time beyond the initial critical care window). You donotadditionally report an ED
E/M code (e.g., 99285) on the same date for the same provider when critical care
encompasses the ED evaluation and management during that time period; the critical care
service is the appropriate E/M reporting. The scenario supports that critical care criteria are
met: high probability of life-threatening deterioration and active physician management.
Therefore, the correct E/M coding is99291, 99292.

NEW QUESTION: 204

An interventional radiologist performs an abdominal paracentesis using fluoroscopic
guidance to remove excess fluid. The procedure is performed in the hospital. What CPT
coding is reported?
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A. 49082

B. 49083,77001-26

C. 49083

D. 49083.77002-26

Answer: (SHOW ANSWER)

49083 - Abdominal paracentesis, diagnostic or therapeutic; with imaging guidance This

code includes imaging guidance (ultrasound or fluoroscopy).

Per CPT guidelines, do not separately report fluoroscopy or ultrasound guidance with
49083.

The procedure was performed in the hospital, but CPT coding does not change based on
site of service.

Why Other Options Are Incorrect:

A (49082) - Used without imaging guidance

B / D - Imaging guidance codes (77001, 77002) are bundled into 49083 per CPT and NCCI
edits Official CPT Guidance:

When a paracentesis is performed with imaging guidance, report 49083 only.

NEW QUESTION: 205

A patient has a bone infection being treated with vancomycin. A therapeutic drug assay is
performed to measure the concentration of vancomycin in the patient's blood.

What lab test is reported?

A. 80197

B. 80202

C. 80184

D. 80299

Answer: C (LEAVE A REPLY)

1. Procedure and CPTCode Selection:

The test performed is a therapeutic drug assay to measure the concentration of vancomycin
in the patient's blood.

CPTCode 80184 is specific for a therapeutic drug assay of vancomycin, making it the

correct code to report for this test.

2. Rationale for Excluding Other Options:

Code 80197 is used for therapeutic drug assays of another antibiotic, gentamicin, and does
not apply to vancomycin.

Code 80202 is for measuring the levels of cyclosporine, another drug, and is not relevant to
vancomycin.

Code 80299 is for an unlisted therapeutic drug assay, which is unnecessary since a specific
code (80184) exists for vancomycin.

3. AAPC and CPTCoding Guidelines:

According to AAPC guidelines, specific therapeutic drug assay codes, like 80184 for
vancomycin, should be used when available.
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Therefore, the correct answer is C. 80184.

NEW QUESTION: 206

Which medical term refers to inflammation of the cornea?
A. Keratitis

B. Blepharitis

C. Conjunctivitis

D. Scleritis

Answer: (SHOW ANSWER)

Kerat/o = cornea

-itis = inflammation

Keratitis specifically means inflammation of the cornea, which is the transparent anterior
portion of the eye.

Other options are incorrect because:

Blepharitis = inflammation of the eyelid

Conjunctivitis = inflammation of the conjunctiva

Scleritis = inflammation of the sclera

NEW QUESTION: 207

(A patient presents for an outpatient physical therapy evaluation due to chronic low back
pain. The medical record documents that the patient has a current diagnosis oflumbar spine
region cancer, which isactively being treatedat the time of therapy. Which lumbar spine
associated conditionM codeis reported?)

A. M1038

B. M1037

C. M1041

D. M1039

Answer: (SHOW ANSWER)

This question is testing selection of the correcttherapy functional outcome/condition "M-
code"used in certain therapy reporting contexts (commonly tied to claims-based data

collection requirements and payer-specific reporting rules). The scenario states the patient
haslumbar spine region cancerthat isactive and being treated.

That points to the M-code option that corresponds tomalignancy affecting the lumbar spine
region(as defined in the referenced reporting framework used in CPC-style questions).
Among the listed options,M1037is the correct lumbar-spine-associated condition code
foractive cancerinvolvement impacting the lumbar region.

The key differentiator is "actively being treated," which aligns with a current active condition,
not history of cancer or a nonmalignant condition. The distractors (M1038, M1039, M1041)
represent different lumbar- associated condition categories and are included to test whether
you can map the clinical statement (active lumbar cancer) to the correct M-code. Therefore,
the correct selection isM1037.
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NEW QUESTION: 208

A 57-year-old woman with a physical status of 3 received general endotracheal anesthesia
for a panniculectomy. The anesthesiologist personally performed the entire anesthesia
service.

What CPT@ coding is reported for the anesthesia?

A. 00800-AA-P3

B. 00802-AA-P3

C. 00800-P3, 99140-P3

D. 00802, 99140-AA-P3

Answer: A (LEAVE A REPLY)

To code for anesthesia services, we select the correct CPTanesthesia code based on the
procedure, modifiers, and physical status of the patient:

00800 represents "Anesthesia for procedures on the lower abdomen not otherwise

specified," which includes procedures like a panniculectomy. The code 00802 is not
appropriate here because it is used for lower abdominal procedures involving "major lower
abdominal vessels," which does not apply to a panniculectomy.

AA Modifier indicates that the anesthesia services were personally performed by the
anesthesiologist, as stated in the scenario.

P3 Modifier reflects a physical status of 3, which indicates a patient with a "severe systemic
disease," matching the patient's documented condition.

The emergency modifier 99140 is not appropriate here, as there is no indication that the
procedure was performed under emergency conditions.

Thus, the correct answer is 00800-AA-P3.

NEW QUESTION: 209

A 45-year-old female presents to the ED with chest pain. The provider has an Albumin
Cobalt Binding Test to determine if the chest pain is ischemic in nature.

That lab test is reported?

A. 83857

B. 84134

C. 82043

D. 82045

Answer: A (LEAVE A REPLY)

Procedure: Albumin Cobalt Binding (ACB) test to determine ischemic nature of chest pain.
CPT Code:

83857: This code is used for the Albumin Cobalt Binding test.

Code Selection Justification: The ACB test specifically measures ischemia-modified

albumin, making 83857 the appropriate code for this laboratory test.
AMA CPT Professional Edition (current year)
ICD-10-CM (current year)
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HCPCS Level Il (current year)

NEW QUESTION: 210

(A patient is in the operating room for a planned partial meniscectomy of the
temporomandibular joint.

However, after general anesthesia was administered and the oral surgeon made the
incision, the patient experienced respiratory distress. The oral surgeon decides tocancel the
procedure. What CPT coding is reported for the oral surgeon?)

A. 21060-74

B. 21060-47

C. 21060-53

D. 21060-52

Answer: C (LEAVE A REPLY)

Modifier selection for discontinued procedures depends onsettingandhow far the procedure

progressed. In the CPT modifier framework,-53(Discontinued Procedure) is used when a
physician terminates a procedure due toextenuating circumstances or those that threaten
the well-being of the patientafter the procedure has begun.

Here, anesthesia was given, the incision was made, and then respiratory distress occurred-
clearly a patient safety issue requiring stopping the surgery. That matches modifier-53for
the surgeon's claim. Modifier-74is afacilitymodifier (commonly used by ambulatory surgery
centers/hospitals for discontinued outpatient procedures after anesthesia), not the surgeon's
CPT modifier in the typical CPC context. Modifier-47indicates anesthesia by the surgeon,
which is not the key fact here and does not represent discontinuation. Modifier-52is for
reduced services when a service is partially reduced at the physician's discretion, not
terminated for patient safety. Therefore, the oral surgeon reports21060-53.

NEW QUESTION: 211

A patient with malignant lymphoma is administered the antineoplastic drug Rituximab 800
mg and then 100 mg of Benadryl.

Which HCPCS Level Il codes are reported for both drugs administered intravenously?
A. J9312 x 80, J1200 x 2

B. J9312, J1200

C. J9312, Q0163

D. J9312 x 80, 00163 x 2

Answer: B (LEAVE A REPLY)

The patient with malignant lymphoma is administered Rituximab (800 mg) and Benadryl
(100 mg) intravenously.

Procedure Description:

Administration of Rituximab (800 mg) intravenously.

Administration of Benadryl (100 mg) intravenously.

HCPCS Level Il Coding:
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J9312: Injection, Rituximab, 10 mg.

For 800 mg, report 80 units of J9312.

J1200: Injection, Diphenhydramine HCI, up to 50 mg.

For 100 mg, report 2 units of J1200.

HCPCS Level Il Code Book (current year).

HCPCS Level Il coding guidelines for intravenous drug administration.

Valid CPC Dumps shared by Actual4test.com for Helping Passing CPC Exam!
Actual4test.com now offer the newest CPC exam dumps, the Actualdtest.com CPC
exam questions have been updated and answers have been corrected get the
newest Actuald4test.com CPC dumps with Test Engine here:
https://www.actual4test.com/CPC_examcollection.html (455 Q&As Dumps, 30%OFF

Special Discount: Freepdfdumps)

NEW QUESTION: 212

Four malignant peritoneal tumors are excised, the largest measuring 15 cm.
What CPT and ICD-10-CM coding is reported?

A. 49190, K66.9, R10.0

B. 49187, K66.8

C. 49190, C48.2

D. 49190, C76.2

Answer: (SHOW ANSWER)

49190 = Excision of peritoneal tumor greater than 10 cm

C48.2 = Malignant neoplasm of peritoneum

NEW QUESTION: 213

What CPT coding is reported for a subtotal thyroidectomy for malignancy with radical neck
dissection?

A. 60260

B. 60254

C. 60220

D. 60252

Answer: (SHOW ANSWER)

60254 = Subtotal thyroidectomy for malignancy with radical neck dissection
60260 = Total thyroidectomy

60220 = Partial thyroidectomy, benign

60252 = Total thyroidectomy with radical neck dissection

NEW QUESTION: 214
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A 74-year-old arrived at the ED experiencing bright red rectal bleeding when using the toilet.
She does not have any abdominal pain, no nausea or vomiting. She has been undergoing
dialysis for years due to end-stage renal failure and has a diagnosis of myelodysplastic
syndrome with a platelet count of just 3,000. Her hemoglobin level, which was 10 at her
dialysis session the previous day, dropped to 7. Abdominal films are negative. An urgent
esophagogastroduodenoscopy (EGD) was performed, and no active bleeding was found in
the esophagus or the stomach.

However, the scope was passed into the upper duodenum which did reveal some oozing,
and was controlled with cautery. Next, the patient was then positioned on her left side for a
colonoscopy that extended from the colon to the ileum and into the lower duodenum, but no
definitive sources of bleeding were found. Again, no outright bleeding sources were
identified. A CRNA performed the anesthesia and documented PS IlI.

What CPT codes are reported for the CRNA?

A. 00731-QK-P3, 99140

B. 00731-QX-P3, 99100, 99140

C. 00813-QZ-P3, 99100, 99140

D. 00813-AA-P3, 99140

Answer: C (LEAVE A REPLY)

In this case, a CRNA provided anesthesia for an urgent endoscopic procedure. To select

the appropriate codes, we consider both the anesthesia code for the procedures performed
and the modifiers relevant to the CRNA's role and the patient's physical status:

1. 00813: This CPT code covers "Anesthesia for lower intestinal endoscopic procedures,
endoscope introduced distal to duodenum," which is appropriate since the colonoscopy
extended to the ileum and into the lower duodenum. 00731 (anesthesia for upper Gl
endoscopy) would not fully apply, as the main procedure targeted lower intestinal areas as
well.

2. QZ Modifier: Indicates the anesthesia was performed by a CRNA without medical
direction by an anesthesiologist, which aligns with the scenario where the CRNA
independently administered anesthesia.

3. P3 Modifier: Reflects the physical status of "severe systemic disease" for this patient, as
she has both end-stage renal failure and myelodysplastic syndrome.

4. 99100: This code is added to reflect "special anesthesia circumstances" given the
patient's extreme frailty (platelet count of 3,000), which warrants additional consideration.
5. 99140: Used for emergency conditions, which applies here due to the urgent nature of
the bleeding investigation.

Thus, 00813-QZ-P3, 99100, 99140 accurately reflects the anesthesia services provided by
the CRNA in this emergency scenario.

NEW QUESTION: 215
View MR 099407
MR 099407
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Emergency Department Visit

Chief Complaint: VOMITING.

This started just prior to arrival and is still present. He has had nausea and vomiting. No
diarrhea, black stools, bloody stools or abdominal pain. Pt is diabetic and has been having
elevated blood sugars (320 mg/dL).

REVIEW OF SYSTEMS: Unobtainable due to patient's altered mental status.

PAST HISTORY: Poorly controlled diabetes mellitus, with history of poor compliance.
Medications: See Nurses Notes.

Allergies: PCN.

SOCIAL HISTORY: Nonsmoker. No alcohol use or drug use.

ADDITIONAL NOTES: The nursing notes have been reviewed.

PHYSICAL EXAM

Appearance: Lethargic. Patient in mild distress.

Vital Signs: Have been reviewed-tachycardic.

Eyes: Pupils equal, round and reactive to light.

ENT: Dry mucous membranes present.

Neck: Normal inspection. Neck supple.

CVS: Tachycardia. Heart sounds normal. Pulses normal.

E D. Course: Insulin IV drip per protocol, at 10 units/hr.

Zofran 8 mg 01:33 Jul 13 2008 IVP.

Phenergan 25 mg IVP. 07:52. Discussed case with physician. Dr. X. Reviewed test results.
Agreed upon treatment plan. Physician will see patient in hospital.

Total critical care time: 45 min.

Disposition: Admitted to Intensive Care Unit. Condition: stable.

Admit decision based on need for monitoring and IV hydration and medications.
CLINICAL IMPRESSION: Vomiting, diabetic ketoacidosis, probable diabetes insipidus.
What E/M code is reported for this encounter?

A. 99291

B. 99291, 99292

C. 99222

D. 99285

Answer: B (LEAVE A REPLY)

99291: This code is used for the first 30-74 minutes of critical care, evaluation, and
management of the critically ill or critically injured patient.

99292: This code is used for each additional 30 minutes of critical care service beyond the
first 74 minutes.

The documentation indicates that the patient received a total of 45 minutes of critical care,
which involves continuous IV insulin for diabetic ketoacidosis, administration of antiemetics,
and admission to the ICU. The critical care time documented justifies the use of 99291 for
the first 30-74 minutes and 99292 for each additional 30 minutes.

CPT Professional Edition, AMA
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NEW QUESTION: 216

(Which statement accurately reflects CPT parenthetical guidance for
codes69209and692107)

A. Report codes 69209 and 69210 when both are performed on the same ear.

B. The cerumen must be stated asimpactedto report either 69209 or 69210.

C. When 69209 or 69210 is performed on both ears report the codetwice.

D. Report an E/M code and either 69209 or 69210 when the cerumen is impacted.
Answer: B (LEAVE A REPLY)

Codes69209(removal of impacted cerumen by irrigation/lavage) and69210(removal of

impacted cerumen requiring instrumentation) are intended forimpacted cerumen, so
documentation must support that the wax isimpacted-not merely present. That makes
optionBthe most accurate statement. OptionAis incorrect because you generally donotreport
both methods for thesame earin the same session; you select the code that reflects the
method required for that ear. OptionCis not reliably correct for CPT rules because bilateral
reporting for cerumen removal is typically handled using the payer's bilateral instructions
(often modifierS0or separate line items depending on payer), not a universal "report twice"
instruction. OptionDcan be true in certain circumstances (significant, separately identifiable
E/M), but it is not the core parenthetical principle tested here. CPC exam focus: impacted
requirement + select the correct method code.

NEW QUESTION: 217

A patient with compression fractures of L5 and the sacrum undergoes vertebroplasty, with
cement injected into two vertebral bodies, performed bilaterally.

What CPT coding is reported?

A. 22514-50, 22515-50

B. 22511, 22512

C. 22514, 22515

D. 22511-50, 22512-50

Answer: C (LEAVE A REPLY)

22514 = Vertebroplasty, lumbar (L5)

22515 = Each additional vertebral body (sacrum)

Vertebroplasty codes are inherently bilateral, so modifier -50 is not used

NEW QUESTION: 218

Which is a malignant neoplasm originating in the skin?
A. Osteosarcoma

B. Hemangioma

C. Melanoma

D. Lymphoma

Answer: C (LEAVE A REPLY)
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Melanoma is a malignant neoplasm of melanocytes, which are pigment-producing cells
found primarily in the skin. It is one of the most serious forms of skin cancer and is classified
under ICD-10-CM category C43.- (Malignant melanoma of skin).

Osteosarcoma is a malignant tumor of bone, not skin (ICD-10-CM C40-C41).

Hemangioma is a benign tumor of blood vessels and is not malignant (often coded under
D18.-).

Lymphoma is a malignancy of the lymphatic system, not a primary skin neoplasm (ICD-10-
CM C81-C85), though rare cutaneous lymphomas exist, they are not the standard CPC
exam answer here.

NEW QUESTION: 219

A wedge excision of soft tissue at the lateral margin of an ingrown toenail on the left great
toe is performed.

What CPT code is reported?

A. 11750-TA

B. 11765-TA

C. 11755-TA

D. 11730-TA

Answer: B (LEAVE A REPLY)

11765 = Excision of nail fold (wedge excision), ingrown toenail
TA = Left great toe

Other codes are incorrect:

11730 = Partial nail avulsion

11750 = Nail excision
11755 = Biopsy
Correct answer: 11765-TA

NEW QUESTION: 220

(A patient training for a marathon collapsed due to heat exhaustion on a very hot day and is
treated at a nonfacility urgent care center. The physician diagnoses heat exhaustion and
dehydration and begins IV therapy of normal saline (pre-packaged fluid and electrolytes).
The hydration lasts1 hour and 30 minutes.

What CPT coding is reported?)

A. 96360

B. 96365, 96366

C. 96365

D. 96360, 96361

Answer: D (LEAVE A REPLY)

IV hydration is coded byduration. CPT96360is forinitial intravenous hydration(typically the
first hour).
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CPT96361is an add-on code foreach additional hourbeyond the initial hour, reported when
the hydration time exceeds 60 minutes and meets the additional-hour threshold. The
scenario documents hydration for1 hour and

30 minutes (90 minutes). That supports reporting theinitial hour(96360) plusone additional
hour(96361) because the infusion extends beyond the initial hour and reaches the qualifying
threshold for an additional hour as defined by CPT time rules (time is rounded/assigned
based on midpoints, not per minute). The other options usetherapeutic infusioncodes
(96365/96366), which are for medications/drugs, not for hydration with normal saline when
the primary purpose is hydration. CPC exam tip: if the service is specifically "hydration" and
the fluid is normal saline for dehydration/heat exhaustion, use96360/96361and apply time-
based logic.

NEW QUESTION: 221

(A patient has aliver massand presents for apercutaneous needle biopsy of the liver with CT
guidance. Four core specimens are taken to rule out benign hepatic adenoma. What CPT
and ICD-10-CM codes are reported?)

A. 47000, 10009, 77012, D13.4, R16.0

B. 47100, 77012, D13.4

C. 47000, D13.4

D. 47000, 77012, R16.0

Answer: (SHOW ANSWER)

The procedure is apercutaneous needle biopsy of the liver, which is reported withCPT
47000(needle biopsy of liver; percutaneous). Because the biopsy is performed withCT
guidance, you also report the appropriate imaging guidance code77012(CT guidance for
needle placement). The number of core specimens (four) doesnotchange the CPT reporting
here; you code the biopsy service, not each specimen. For diagnosis, the biopsy is

performed to evaluate aliver mass, which supports reporting the sign/symptom/abnormal
finding code provided in the options (R16.0) rather than a definitive benign neoplasm code,
because "rule out benign hepatic adenoma" is not a confirmed diagnosis. Options A-C
incorrectly assignD13.4(benign neoplasm of liver) despite the condition being unconfirmed
in the question stem, and/or include unrelated codes.

Therefore, the correct coding combination is47000, 77012, R16.0.

NEW QUESTION: 222

A patient suffering from idiopathic dystonia is seen today and receives the following
Botulinum injections:

three muscle injections in both upper extremities and seven injections in six paraspinal
muscles.

How are these injections reported according to the CPT guidelines?

A. 64644, 64647 x 7

B. 64642-50, 64643-50, 64647
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C. 64642, 64643, 64647

D. 64642 x 3, 64642 x 3, 64647 x 7

Answer: (SHOW ANSWER)

For the injections, CPT code 64642 is used for chemodenervation of one extremity; 64643

for each additional extremity, and 64647 for chemodenervation of muscles in the paraspinal
region. The modifier -50 is added to 64642 and 64643 to indicate bilateral procedures.
According to CPT guidelines, when multiple sites are treated, each site is coded separately,
and appropriate modifiers are used.

AMA's CPT Professional Edition (current year), Surgery section, Nervous System.

NEW QUESTION: 223

(A physician performsexcisional debridementfor a patient with multiple wounds. A wound on
thelower backmeasures12 cmand involves thefasciafor the debridement. A wound on theleft
shouldermeasures8 cmand one on theleft lower legmeasures16 cminvolvessubcutaneous
tissuefor the debridement. What CPT codes are reported?)

A. 11042, 11045

B. 11043, 11042-59, 11042-59

C. 11043, 11046

D. 11043, 11042-59, 11045

Answer: D (LEAVE A REPLY)

Debridement coding depends ondeepest tissue removedand thetotal surface areadebrided
at each depth.

Debridement "tomuscle and/or fascia" is coded with11043for thefirst 20 sq cm (or part
thereof)at that depth.

The lower-back wound involvesfascia, so report11043(no add-on 11046 is needed because
the described size is below an additional 20 sq cm threshold). The shoulder (8) and lower-
leg (16) wounds involvesubcutaneous tissue, which is coded with11042for thefirst 20 sq cm
(or part thereof)at the subcutaneous depth. Their combined area is24 sq cm, so you
report11042plus add-on11045for theadditional 4 sq cmbeyond the first 20.

Because two different depth families are billed (fascia vs subcutaneous), adistinct
procedural servicemodifier (here-59on 11042) supports reporting both depths when
documentation shows separate wounds/levels treated.

This matches optionD.

NEW QUESTION: 224

A pediatric patient with a congenital double inlet ventricle undergoes corrective cardiac
surgery. The surgeon performs a modified Fontan procedure to redirect systemic venous
blood flow directly to the pulmonary arteries as part of staged repair for a single-ventricle
physiology.

What CPT and ICD-10-CM codes are reported?

A. 33615, Q20.2
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B. 33617, Q20.4

C. 33615, Q20.1, Q20.2

D. 33617, Q20.1, Q20.2

Answer: (SHOW ANSWER)

The procedure documented is a modified Fontan procedure # 33615 (Fontan-type single-
ventricle repair per the choices given).

The congenital diagnosis documented is double inlet ventricle # Q20.2.

Why the other options are incorrect based on the statements provided:

Q20.4 is not "double inlet ventricle" as stated in the question.

Adding Q20.1 is not supported by the documentation (the question only states double inlet
ventricle).

Therefore, the best match is 33615, Q20.2 # A.
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