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Master advanced coding skills! Buck’s The Next Step: Advanced Medical Coding and Auditing shows how to code for services such as medical visits, diagnostic testing and
interpretation, treatments, surgeries, and anesthesia. Real-world cases (cleared of any patient identifiers) takes your coding proficiency a step further by providing hands-on
practice with physician documentation. With this guide, you’ll learn to pull the right information from medical documents, select the right codes, determine the correct sequencing
of those codes, and properly audit cases. Real-world patient cases (cleared of any patient identifiers) simulate the first year of coding on the job by using actual medical records,
allowing you to practice coding with advanced material. UNIQUE! From the Trenches boxes highlight the real-life experiences of professional medical coders and include
photographs, quotes, practical tips, and advice. UNIQUE! Evaluation and Management (E/M) audit forms include clear coding instructions to help reduce errors in determining the
correct level of service. Over 170 full-color illustrations depict and clarify advanced coding concepts.
Important Notice: Media content referenced within the product description or the product text may not be available in the ebook version.
Prepare for career success with this trusted introduction to the world of health insurance billing and the dynamic, growing field of health information management. A GUIDE TO
HEALTH INSURANCE BILLING, Fourth Edition, provides a thorough, practical overview of key principles and current practices, from patient registration to claims submission.
Now updated to reflect the latest trends, technology, terminology, legal and regulatory guidelines, and coding systems—including ICD-10—the new edition also features a dynamic
full-color layout. The text also includes abundant exercises, examples, case studies, and activities focused on real-world applications, including step-by-step procedures for
generating, processing, and submitting health insurance claims to commercial, private, and government insurance programs. An access code for SimClaim interactive online
billing software is also provided; this program puts billing skills to the test with case studies that require form completion. Important Notice: Media content referenced within the
product description or the product text may not be available in the ebook version.
Whether you're a beginner or experienced professional, 3-2-1 CODE IT! 5E offers you the most complete, easy-to-use medical coding guide on the market. This best-selling book
addresses the latest updates on ICD-9-CM, ICD-10-CM, ICD-10-PCS, CPT, and HCPCS Level II coding sets, conventions, and guidelines. The book's well-organized, intuitive
approach begins with diagnosis coding before building on this foundation with more in-depth instruction on procedures and services. You'll find coverage of both ICD-9 and
ICD-10 code sets as well as separate, thorough chapters on outpatient and inpatient coding. Extensive end-of-chapter practice, case studies, checklists and questions prepare
you for earning coding credentials, while strategic tips on career advancement provide insights you'll find helpful for years to come. Trust 3-2-1 CODE IT! 5E to help you master
the most current coding skills needed for success. Important Notice: Media content referenced within the product description or the product text may not be available in the ebook
version.
Gain confidence in ICD-9-CM diagnostic and procedure coding across medical specialties with this comprehensive, hands-on worktext. UNDERSTANDING ICD-9 CM CODING:
A WORKTEXT, 4th Edition has been fully updated to the latest code sets and guidelines for coding and reporting, with plenty of practice exercises, case studies, and full-color
illustrations of anatomy and procedures to help you master ICD-9-CM coding. Includes a chapter on the coming transition to ICD-10-CM and ICD-10-PCS. Important Notice:
Media content referenced within the product description or the product text may not be available in the ebook version.
Code more efficiently and effectively with Carol J. Buck's 2015 ICD-9-CM for Physicians: Volumes 1 & 2, Professional Edition. Designed by coders for coders, this full-color
reference combines Netter's Anatomy illustrations and the Official Guidelines for Coding and Reporting. Its format makes it easy to access the ICD-9-CM information you need to
stay up-to-date and ensure the most accurate billing and optimal reimbursement in physician-based and outpatient coding settings. In addition, you can take this resource into
your certification exams for enhanced testing support! Exclusive focus on ICD-9-CM: Volumes 1 & 2 provides clear, concise coverage of physician-based and hospital outpatient
coding essentials. Netter’s Anatomy art is included in the front of the book and cross referenced within the Tabular List to help you understand complex anatomic information and
how it may affect choosing codes. Full-color design includes consistent color-coded symbols and text, providing easier access to codes and coding information. More than 130
full-color illustrations provide visual orientation and enhance understand of specific coding situations. Official Guidelines for Coding and Reporting (OGCRs) are listed in full and
also integrated within the code set, providing fast, easy access to the official coding rules. Symbols and highlights identify codes that may require special consideration before
coding, including: Not First-Listed Diagnosis Use Additional Digit(s) Unspecified Includes and Excludes Use Additional Code First Color-coded Table of Drugs simplifies code
selection. Use Additional Digit(s) symbol identifies codes in the index that require an additional digit and serves as a reminder to check the Tabular List. Additional elements
within specific codes provide you with useful hints, tips, and definitions to aid in understanding difficult terminology, diseases and conditions, or coding in a specific category.
Codingupdates.com companion website includes the latest changes to the ICD coding system. Items are included throughout Diseases: Tabular List, Volume 1 to provide
information on common diseases and conditions to ensure that you code accurately. Age and Sex edits from the Definition of Medicare Code Edits denote codes that are used
only with patients of a specific age or sex, helping to ensure accurate reporting. Omit Codes and Code First draw attention to government material needing special attention.
Emergency Room Coding will prepare you for the real world of coding in the emergency department setting. The text provides the beginning coder with a solid foundation of how to code ER
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charts. We focus on the diagnoses and procedures seen in the majority of community-based hospitals. The scenarios in this book are based on real life experiences and will provide the coder
with situations s/he will most likely encounter in the emergency room coding environment. The study guide contains 32 emergency room records. The case studies are representative of what
is commonly treated in most emergency rooms. Each case study contains an ER report and an answer worksheet. The ER record serves as a good teaching tool for new coders because ER
records do not require as much clinical background to code as inpatient records. However, some of the injury cases may present a challenge for new coders. Also, unlike most coding
textbooks, this study guide contains a complete ER report with a full explanation, not just thumbnail sketches. Therefore, Emergency Room Coding is more realistic than the one-to-two line
diagnostic statements encountered in most coding textbooks. Finally, the Answer Key for the case studies contains a rationale for all code assignments, as well as directions for locating the
correct diagnostic and procedure codes. A multiple choice final review quiz is included at the end of this study guide as an opportunity for coders to test their coding skill set. Emergency Room
Coding is updated annually to reflect the annual coding changes. Who is this book for? Coders needing to develop ER coding skills Students/Beginning coders trying to get their first job
Anyone needing to understand ER code assignment Coding supervisors HIM Directors Auditors/Compliance Officers Case Managers What's Inside? 32 Case Studies Dictated ER Reports
Answer Key Rationale Instructions on how to locate codes in ICD-9 Coding Book Final Exam Linda Kobayashi, BA, RHIT, CCS, has been a coder and coding manager for almost 20 years.
Since 1998, Ms. Kobayashi has owned and operated Codebusters, Inc., a nationwide coding consulting company. Widely regarded as a medical coding and auditing expert, she has
conducted workshops on a variety of coding topics, including CCS Exam preparation workshops. Throughout her career the author has remained professionally active, as an AHIMA member
as well as a member of her state association, CHIA (California health Information Association). Her formal training includes a teaching credential from California State University Los Angeles,
a B.A. degree in English Literature from University of California Los Angeles, an RHIT from AHIMA after completing the RHIT program at East Los Angeles College, and a CCS certificate from
AHIMA. Extensive experience as a hands-on coder, auditor and educator, and has given the author the expertise to help coders prepare for the professional coding environment.
Elsevier and the American Medical Association have partnered to co-publish this ICD-9-CM reference by Carol J. Buck! Maximize your efficiency and effectiveness with Carol J. Buck’s 2013
ICD-9-CM for Physicians, Volumes 1 & 2 — Professional Edition. Combining Netter’s Anatomy artwork and the Official Guidelines for Coding and Reporting (OGCR) with a format designed by
coders for coders, this handy, spiral-bound reference gives you easy access to the information you need to stay up to date and ensure the most accurate billing and optimal reimbursement in
physician-based coding. Plus, you can take this resource into certification exams for enhanced testing support! Exclusive focus on ICD-9-CM, Volumes 1 and 2 provides clear, concise
coverage of physician-based coding essentials. UNIQUE! Full-color Netter’s Anatomy artwork clarifies complex anatomic information to help you appropriately code related procedures. Use
Additional Digit(s) symbol in the index identifies codes that require an additional digit to remind you to check the tabular. The Official Guidelines for Coding and Reporting (OGCR) are listed
within the lists of codes and in a separate index for fast, easy access to the coding rules when you need them. Items provide detailed information on common diseases and conditions, helping
you code more effectively. Symbols throughout the text alert you to new, revised, and deleted codes and clearly identify codes that require special consideration before assigning symbols,
including Not First-Listed Diagnosis, Unspecified Code, Includes and Excludes, and Use Additional. Additional hints, tips and definitions within specific codes provide extra guidance in coding
anatomy, pathophysiology, or other coding directions. References to the American Hospital Association’s Coding Clinics® help you find expanded information about specific codes and their
usage. Age and Sex edits alert you to codes that are used only with patients of a specific age or sex, helping to ensure accurate reporting. Omit and Code Also codes highlight government text
needing special attention. Coding updates on the companion codingupdates.com website keep you informed of changes to ICD codes.
Learn to code effectively with ICD-9-CM medical coding and gain a thorough introduction to ICD-10-CM/PCS coding with one book! ICD-9-CM Coding, 2013/2014 Edition combines basic
coding principles with proven, practical insight and the ICD-9-CM and ICD-10-CM/ICD-10-PCS Official Guidelines for Coding and Reporting to prepare you for the upcoming implementation of
ICD-10-CM/PCS. Whether you're learning to code for the first time or making the transition from ICD-9-CM to ICD-10-CM/PCS, leading medical coding authors Karla Lovaasen and Jennifer
Schwerdtfeger deliver the fundamental understanding you need to succeed in hospital and physician settings. Both ICD-9-CM codes and ICD-10-CM/ICD-10-PCS codes are shown in all
coding exercises and examples (including answer keys). Emphasis on ICD-10-CM and ICD-10-PCS coding prepares you for the upcoming implementation of ICD-10. MS-DRG documentation
and reimbursement details guide you through this key component of the coding process. Line coding exercises and activities challenge you to apply concepts to solve problems. ICD-10
Official Guidelines for Coding and Reporting (OGCR) are included in each coding chapter, immediately following the ICD-9-CM coding guidelines. Full-color A&P content, disease coverage,
procedure guidelines, and drug data ensure that you're familiar with key topics affecting medical coding. Medical record coverage introduces the records and documents you'll encounter on
the job. Updated Coding Clinic references direct you to the definitive coding resource from the American Hospital Association (AHA). A companion Evolve website provides convenient online
access to the OGCR, medical and surgical root operations definitions, a MS-DRG list, partial answer keys, and more.
Mastering advanced medical coding skills is easier with Carol J. Buck's proven, step-by-step method! The Next Step: Advanced Medical Coding and Auditing, 2017/2018 Edition shows how to
code for services such as medical visits, diagnostic testing and interpretation, treatments, surgeries, and anesthesia. Real-world cases take your outpatient coding skills a step further by
providing hands-on practice with physician documentation. With this guide from coding author and educator Carol J. Buck, you will learn to confidently pull the right information from medical
documents, select the right codes, determine the correct sequencing of those codes, and properly audit cases. Real-world patient cases (cleared of any patient identifiers) simulate the first
year of coding on the job by using actual medical records. UNIQUE! From the Trenches boxes highlight the real-life experiences of professional medical coders and include photographs,
quotes, practical tips, and advice. UNIQUE! Evaluation and Management (E/M) audit forms include clear coding instructions to help reduce errors in determining the correct level of service.
Nearly 200 full-color illustrations depict and clarify advanced coding concepts. Coding updates and tips are also provided on the Evolve companion website. UPDATED content includes the
latest coding information available, for accurate coding and success on the job. NEW! Additional Netter’s anatomy illustrations provide visual orientation and enhance understanding of
specific coding situations.
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Learning advanced medical coding concepts is easy with Carol J. Buck's proven, step-by-step method! The Next Step: Advanced Medical Coding and Auditing, 2013 Edition provides an indepth understanding of physician-based medical coding and coding services such as medical visits, diagnostic testing and interpretation, treatments, surgeries, and anesthesia. Patient cases
reflect actual medical records - with personal details changed or removed - and give you real-world experience coding from physical documentation with advanced material. Enhance your
clinical decision-making skills and learn to confidently pull the right information from documents, select the right codes, determine the correct sequencing of those codes, properly audit cases,
and prepare for the transition to ICD-10-CM with the help of Carol J. Buck! Auditing cases in every chapter offer realistic experience with auditing coded reports. UNIQUE! Evaluation and
Management (E/M) Audit Forms, developed to determine the correct E/M codes, simplify the coding process and help you ensure accuracy. Dual Coding prepares you for the switch to ICD-10
by accompanying all ICD-9 answers with corresponding codes from ICD-10-CM. Realistic patient cases simulate the professional coding experience by using actual medical records (with
personal patient details changed or removed), allowing you to practice coding with advanced material. UNIQUE! Netter anatomy plates in each chapter help you understand anatomy and how
it affects coding. From the Trenches boxes in each chapter highlight real-life medical coders and provide practical tips, advice, and encouragement. More than 175 illustrations and a full-color
design make advanced concepts more accessible and visually engaging. Stronger focus on auditing cases prepares you to assign correct codes to complicated records, as well as audit
records for accuracy. Updated content presents the latest coding information so you can practice with the most current information available.
Real-world patient cases (cleared of any patient identifiers) simulate the first year of coding on the job by using actual medical records, allowing students to practice coding with advanced
material. UNIQUE! Evaluation and Management (E/M) audit forms include clear coding instructions to help reduce errors in determining the correct level of service. More than 150 full-color
illustrations depict and clarify advanced coding concepts. From the Trenches boxes highlight the real-life experiences of professional medical coders and include photographs, quotes, practical
tips, and advice.

Mastering advanced medical coding skills is easier with Carol J. Buck's proven, step-by-step method! The Next Step: Advanced Medical Coding and Auditing, 2016 Edition uses
real-world patient cases to explain coding for services such as medical visits, diagnostic testing and interpretation, treatments, surgeries, and anesthesia. Hands-on practice with
physician documentation helps you take the next step in coding proficiency. With this guide from coding author and educator Carol J. Buck, you will learn to confidently pull the
right information from medical documents, select the right codes, determine the correct sequencing of those codes, and then properly audit cases. UNIQUE! Evaluation and
Management (E/M) audit forms include clear coding instructions to help reduce errors in determining the correct level of service. Real-world patient cases (cleared of any patient
identifiers) simulate the first year of coding on-the-job by using actual medical records. More than 185 full-color illustrations depict and clarify advanced coding concepts. From
the Trenches boxes highlight the real-life experiences of professional medical coders and include photographs, quotes, practical tips, and advice. UPDATED content includes the
latest coding information available, for accurate coding and success on the job.
A basic guide to hospital billing and reimbursement, Understanding Hospital Billing and Coding, 3rd Edition helps you understand, complete, and submit the UB-04 claim form
that is used for all Medicare and privately insured patients. It describes how hospitals are reimbursed for patient care and services, showing how the UB-04 claim form reflects the
flow of patient data from the time of admission to the time of discharge. Written by coding expert Debra P. Ferenc, this book also ensures that you understand the essentials of
ICD-10-CM and develop skills in both inpatient coding and outpatient/ambulatory surgery coding. UB-04 Claim Simulation on the companion Evolve website lets you practice
entering information from source documents into the claim form. Over 300 illustrations and graphics bring important concepts to life. Detailed chapter objectives highlight what
you are expected to learn. Key terms, acronyms, and abbreviations with definitions are included in each chapter. Concept Review boxes reinforce key concepts. Test Your
Knowledge exercises reinforce lessons as you progress through the material. Chapter summaries review key concepts. Practice hospital cases let you apply concepts to real-life
scenarios. UPDATED content reflects the most current industry changes in ICD-10, MR-DRGs, PPS Systems, and the Electronic Health Record. NEW Hospital Introduction
chapter includes a department-by-department overview showing how today's hospitals really work NEW Health Care Payers and Reimbursement section follows the workflow of
the hospital claim by including successive chapters on payers, prospect payment systems, and accounts receivable management.
This revised training and educational tool helps to simplify learning the ICD-9-CM coding process. Chapters include all areas of ICD-9-CM - from an introduction to the content,
format, and coding process, to an in-depth analysis for identifying and locating the most appropriate codes.
Medicine
The ICD-9-CM Coding Handbook is the only guide published in collaboration with the Central Office on ICD-9-CM of the American Hospital Association. The Central Office is the
official industry body that prepares the AHA Coding Clinic for ICD-9-CM. The Handbook helps coders understand the principles behind the classification system so they can apply
the official coding advice found in the ICD-9-CM Coding Manual. Academic and in-service instructors can easily arrange course outlines and study exercises around Handbook
chapters to train new and experienced coders. Each Handbook contains 100-plus exercises and review questions plus, 269 case summary exercises that are based on real
patient records. FY2013 Errata for 2012 ICD-9-CM Coding Handbook
If you need to have a strong understanding of how ICD-9-CM diagnosis and procedure codes are determined, then you have chosen the right book, ICD-9-CM Inpatient Coding
Reference and Study Guide. The author designed a book that goes beyond the fundamentals, that gets into the details of ICD-9-CM diagnosis and procedure code assignment
as would be experienced on the job. This user-friendly reference teaches coders how to handle many coding situations, while also being comprehensive enough to teach
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someone with a basic knowledge of medical coding how to move to the next level of advanced inpatient coding. Updated every year to reflect the annual ICD-9-CM coding
changes, the text enables HIM professionals to master the concepts of medical coding while also gaining critical knowledge to pass the CCS exam administered by AHIMA and
the CPC-H exam from the AAPC. The book also serves as an excellent desk reference and resource for coders who need to refresh their ICD-9-CM coding skills. Among the
topics covered in Volume 1 are inpatient coding guidelines, coding conventions, coding tables, and a drug reference. However, the heart of this manual is the body system
analysis, based on chapters 1 - 17 of the Tabular list in Volume I of the ICD-9-CM Official Coding Guidelines. The chapters are categorized by body system such as respiratory,
digestive, et al. The chapters in this study guide follow the same sequence as the Official Coding Guidelines. All chapters, in addition to highlighting basic coding guidelines,
contain situation-based coding tips and coding examples. A quiz follows each chapter reinforcing concepts in a rigorous manner that applies directly to the professional coding
environment. The book also contains a selective discussion of invasive procedures that the coder will most likely encounter on the job and on the exam. At the end of ICD-9-CM
Inpatient Coding Reference and Study Guide are 15 case studies, providing the reader with an opportunity to assess their ICD-9-CM coding skill set and speed at coding
inpatient medical records. Each record contains a face sheet, history & physical, progress notes, and answer sheet. Some of the case studies contain ER reports, consultations,
as well as operative and pathology reports. The answer key at the end of this study guide contains a rationale for all code assignments. 456 short answer questions 116 multiple
choice questions 15 full medical record case studies Each question is highly relevant and reflects a coding situation most hospital-based inpatient coders will face. The text
strives to ensure the reader understands every diagnosis and procedure discussed: thorough discussion of symptoms, standard treatment protocols, and medications. Coding
examples and quizzes help clarify the information presented. Linda Kobayashi, BA, RHIT, CCS, has been a coder and coding manager for almost 20 years. Since 1998, Ms.
Kobayashi has owned and operated Codebusters, Inc., a nationwide coding consulting company. Widely regarded as a medical coding and auditing expert, she has conducted
workshops on a variety of coding topics, including CCS Exam preparation workshops. Throughout her career the author has remained professionally active, as an AHIMA
member as well as a member of her state association, CHIA (California health Information Association). Her formal training includes a teaching credential from California State
University Los Angeles, a B.A. degree in English Literature from University of California Los Angeles, an RHIT from AHIMA after completing the RHIT program at East Los
Angeles College, and a CCS certificate from AHIMA. Extensive experience as a hands-on coder, auditor and educator, and has given the author the expertise to help coders
prepare for the professional coding environment.
Updated to include the new and revised ICD-9-CM codes for 2007, this comprehensive, system-based text teaches the essential ICD-9-CM coding skills needed in medical coding and billing
careers. The text provides an overview of ICD-9-CM guidelines on coding practice and introduces students to medical records, including how to locate information and code accurately and
efficiently. The book covers symptoms, signs, diagnoses, procedures, and their ICD-9-CM codes by system, and uses actual medical records to show how to code conditions and procedures.
A section explains how the coding process affects reimbursement and health services administration. Each chapter includes coding practice exercises.
Elsevier and the American Medical Association have partnered to co-publish this ICD-9-CM reference by Carol J. Buck! Maximize your efficiency and effectiveness with Carol J. Buck’s 2013
ICD-9-CM for Hospitals, Volumes 1, 2, & 3 — Professional Edition. Combining Netter’s Anatomy artwork and the Official Guidelines for Coding and Reporting (OGCR) with a format designed
by coders for coders, this handy, spiral-bound reference gives you easy access to the information you need to stay up to date and ensure the most accurate billing and optimal reimbursement
in both physician-based and inpatient coding. Plus, you can take this resource into certification exams for enhanced testing support! Coverage of all three ICD-9-CM volumes includes both
inpatient and outpatient codes. UNIQUE! Full-color Netter’s Anatomy artwork clarifies complex anatomic information to help you appropriately code related procedures. Use Additional Digit(s)
symbol in the index identifies codes that require an additional digit to remind you to check the tabular. The Official Guidelines for Coding and Reporting (OGCR) are listed within the lists of
codes and in a separate index for fast, easy access to the coding rules when you need them. Items provide detailed information on common diseases and conditions, helping you code more
effectively. Symbols throughout the text alert you to new, revised, and deleted codes and clearly identify codes that require special consideration before assigning symbols, including
Unacceptable Principal Diagnosis, Use Additional, Includes and Excludes, Non OR Procedure, Code First, Present on Admission, Hospital Acquired Condition, and CC and MCC. Additional
hints, tips and definitions within specific codes provide extra guidance in coding anatomy, pathophysiology, or other coding directions. References to the American Hospital Association’s
Coding Clinics® help you find expanded information about specific codes and their usage. Age and Sex edits alert you to codes that are used only with patients of a specific age or sex,
helping to ensure accurate reporting. Omit and Code Also codes highlight government text needing special attention. Coding updates on the companion codingupdates.com website keep you
informed of changes to ICD codes.
Among the topics covered in Codebuster's CPT-4 Outpatient Coding Reference and Study Guide are outpatient guidelines, CPT format and conventions, plus terminology. This study guide
assists HIM professionals prepare for professional coding exams such as the CCS, CCS-P, and CPC exams. The text serves as an excellent resource for coders who need to refresh or
expand their CPT-4 coding skills. Coders can look up various diagnoses and procedures for the applicable coding guideline, while having access realistic coding scenarios that are likely to be
similar to the coding problems experienced on the job. The book covers the surgery section of CPT-4 and Anesthesiology. Each chapter stands on its own; thus, the reader can go through the
chapters in any order. There is a chapter-by-chapter analysis of the various body systems based on the surgery section of the CPT coding book. All chapters contain, in addition to the basic
coding guidelines, critical coding questions, coding tips, coding examples, as well as a quiz at the end of each chapter. There is also a section on coding from operative reports. The operative
reports are categorized by body system. The book is written in a step-by-step format and is very easy to follow. The content has been chosen to for two purposes: 1.Target the most frequently
encountered coding situations in the outpatient setting. 2.Provide the knowledge base to master the outpatient coding concepts tested on the CCS Exam. The text has 226 short answer
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questions (CPT codes), 38 operative reports (ICD-9 and CPT codes), and 23 full medical record case studies (ICD-9 and CPT codes). Each question is highly relevant and reflects a coding
situation most hospital-based outpatient coders will face. The text strives to ensure the reader understands every diagnosis and procedure discussed: thorough discussion of symptoms,
standard treatment protocols, and medications.Coding examples and quizzes help clarify the information presented. 23 Case Studies have been constructed to mimic real-life outpatient
medical records. Apply your knowledge from Chapters 1-15 and the Operative Reports to master coding from medical records. Each Case Study presents a complete medical record with
associated ancillary documents. The records will test your ability to code in a live setting. Coders can assess their coding efficiency based on their accuracy and speed, critical for on the job
practice and exam preparation. The Answer Key contains the rationale for how all codes were determined for the Case Studies. The text is updated every year to reflect the annual CPT coding
changes. Linda Kobayashi, BA, RHIT, CCS, has been a coder and coding manager for almost 20 years. Since 1998, Ms. Kobayashi has owned and operated Codebusters, Inc., a nationwide
coding consulting company. Widely regarded as a medical coding and auditing expert, she has conducted workshops on a variety of coding topics, including CCS Exam preparation
workshops. Throughout her career the author has remained professionally active, as an AHIMA member as well as a member of her state association, CHIA (California health Information
Association). Her formal training includes a teaching credential from California State University Los Angeles, a B.A. degree in English Literature from University of California Los Angeles, an
RHIT from AHIMA after completing the RHIT program at East Los Angeles College, and a CCS certificate from AHIMA. Extensive experience as a hands-on coder, auditor and educator, and
has given the author the expertise to help coders prepare for the professional coding environment.
ICD-10: A COMPREHENSIVE GUIDE fully prepares current and future medical coders for the transition to ICD-10-CM and PCS coding systems that will go into effect on October 1, 2013. This
comprehensive guide covers both ICD-10-CM and ICD-10-PCS coding, highlighting changes in terminology, functionality, guidelines, and conventions. Whether you need to understand and
review the impact the transition will have on the industry, or if you need to learn to assign ICD-10 codes accurately, ICD-10: A Comprehensive Guide will prepare your students for the road
ahead. Important Notice: Media content referenced within the product description or the product text may not be available in the ebook version.
Elsevier and the American Medical Association have partnered to co-publish this ICD-9-CM reference by Carol J. Buck! Code efficiently and effectively with Carol J. Buck's 2012 ICD-9-CM for
Hospitals, Volumes 1, 2, & 3, Professional Edition. Combining Netter's Anatomy artwork and the 2011 Official Guidelines for Coding and Reporting (OCGR) with a format designed by coders
for coders, this handy, spiral-bound reference helps you easily access the information you need to stay up to date and ensure the most accurate billing and maximum reimbursement in
physician-based and inpatient coding. Plus, you can take this resource into your certification exams for enhanced testing support!
Perfect for preparing for the RHIA and RHIT exams! the Comprehensive Review Guide for Health Information serves as a personal tutor for HIM students to review the major learning
competencies that will be tested on the exams. the workbook section, divided by knowledge clusters, contains short answer, fill in the blank, and matching questions to assess the students'
understanding of the competency after using the comprehensive review book section and listening to audio recordings. At the end of every knowledge cluster, a multiple choice test simulates
the questions on the national RHIA and RHIT
There is an enormous and growing demand for skilled medical coders, creating a severe shortage in a large variety of coding situations. Demand greater than supply can result in excellent
compensation for those on the supply side. So, how do you determine if medical coding is the profession for you? If you are already a medical coder, how do you identify and evaluate the
rapidly expanding variety of opportunities open to you? INDEPENDENT MEDICAL CODING, 2nd edition: The Comprehensive Guidebook for Career Success as a Medical Coder (just
published by Rayve Productions) provides answers to these questions and many more, such as What is Coding?; Are You Ready to Go Solo?; What is the Future of Coding in Health Care?
The 448-page book also gives extensive information regarding Medical Coding Education and Experience; Continuing Professional Education; Becoming Credentialed; Medical
Transcriptionists as Coding Specialists; Salary Projections Based on Survey Data; Types of Coding Systems; Establishing Your Independent Coding Business; Alternative Careers for the
Health Care Coding Specialist; Establishing Fees; Marketing Tips; Contracts and Independent Contractors; Building a Successful Coding/Consulting Business; Professional Ethics; Finances;
and much more, including descriptions of the authors' favorite references and resources and the appendix's twenty-three exhibits of helpful forms and documents.
Understanding Health Insurance, Eleventh Edition, is the essential learning tool you need when preparing for a career in medical insurance billing. This comprehensive and easy-to-understand
text is fully-updated with the latest code sets and guidelines, and covers important topics in the field like managed care, legal and regulatory issues, coding systems, reimbursement methods,
medical necessity, and common health insurance plans. The eleventh edition has been updated to include new legislation that affects healthcare, ICD-10-CM coding, implementing the
electronic health record, the Medical Integrity Program (MIP), medical review process, and more. The practice exercises in each chapter provide plenty of review, and the accompanying
workbook—sold separately—provides even more application-based assignments and additional case studies for reinforcement. Includes free online StudyWARETM software that allows you to
test your knowledge, free online SimClaimTM CMS-1500 claims completion software, and free-trial access to Ingenix's EncoderPro.com—Expert encoder software. Important Notice: Media
content referenced within the product description or the product text may not be available in the ebook version.
Elsevier and the American Medical Association have partnered to co-publish this ICD-9-CM reference by Carol J. Buck! Code more efficiently and effectively with Carol J. Buck's 2014
ICD-9-CM for Physicians: Volumes 1 and 2, Standard Edition. Designed by coders for coders, this reference combines Netter's Anatomy illustrations and the Official Guidelines for Coding and
Reporting. Its format makes it easy to access the ICD-9-CM information you need to stay up-to-date and ensure the most accurate billing and optimal reimbursement in physician-based and
outpatient coding settings. In addition, you can take this resource into your certification exams for enhanced testing support! An exclusive focus on ICD-9-CM Volumes 1 & 2 provides clear,
concise coverage of physician-based and hospital outpatient coding essentials. Unique! Netter’s anatomy art is included in the front of the book and cross referenced where appropriate within
the Tabular list to help you understand complex anatomic information and how it may affect coding. Use Additional Digit(s) symbol in the Index identifies codes that require an additional digit
and serves as a reminder to check the Tabular list to prevent inaccurate coding out of the index. Official Guidelines for Coding and Reporting (OGCRs) are listed and also integrated within the
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code set, providing fast, easy access to the official coding rules. Symbols and highlights identify new, revised, and deleted material as well as government material needing special
considerations, including: Not First-Listed Diagnosis Use Additional Digit(s) Unspecified Includes and Excludes Use Additional Code First Additional elements within specific codes provide you
with useful hints, tips, and definitions to supply additional coding instruction and aid in understanding difficult terminology, diseases and conditions, or coding in a specific category.
Codingupdates.com companion website includes ICD-9-CM coding updates, an ICD-9-CM to ICD-10-CM crosswalk, and MS-DRG information.
Health Care Finance and the Mechanics of Insurance and Reimbursement stands apart from other texts on health care finance or health insurance, in that it combines financial principles
unique to the health care setting with the methods and process for reimbursement (including coding, reimbursement strategies, compliance, financial reporting, case mix index, and external
auditing). It explains the revenue cycle in detail, correlating it with regular management functions; and covers reimbursement from the initial point of care through claim submission and
reconciliation. Thoroughly updated for its second edition, this text reflects changes to the Affordable Care Act, Managed Care Organizations, new coding initiatives, new components of the
revenue cycle (from reimbursement to compliance), updates to regulations surrounding health care fraud and abuse, changes to the Recovery Audit Contractors (RAC) program, and more.
Practical and easy to understand, UNDERSTANDING MEDICAL CODING: A COMPREHENSIVE GUIDE, THIRD EDITION teaches readers everything they need to know about medical
coding. Through clear, step-by-step instructions, readers will learn how to code a claim correctly, link the correct CPT and ICD-9-CM codes for reimbursement, understand adjustments as well
as how and when to bill patients, and determine what to do if there is a denial or rejection. Coverage has been thoroughly updated to include information on ICD-10-CM and how it compares to
ICD-9-CM. CPT coding and modifiers are also discussed, as well as more code-specific information, concentrating on specialty coding and the levels of coding. Important Notice: Media
content referenced within the product description or the product text may not be available in the ebook version.
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