
TI
P

S • Document each patient encounter as if it is the  
 only encounter.

• All chronic and complex conditions should be 
   reviewed and documented annually.

• Review and document conditions managed by 
 a specialist.

• Review and update the patient’s active problem  
 list at each visit. 

•  Avoid using the words “history of” in the progress 
    note for a condition that is chronic but currently 
    stable–such as COPD, DM or Atrial fibrillation.

    Example: “CHF, stable. Will continue same dose 
                   of Lasix and ACE inhibitor.”

Medical Risk Adjustment

signs, symptoms, ordering or reviewing and referencing of 
tests/labs, disease progression or disease regression. 

test results, medication effectiveness, physical exam findings 
and response to treatment.

with prescribing/continuation of medications, referral to 
specialist for treatment/consultation, surgical/other therapeutic 
interventions and plan for management of condition(s).

by discussion, acknowledging, reviewing records, 
documenting status/level conditions and counseling.

M
E
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A

monitor

evaluate

treat

assess or address

M-E-A-T

Comprehensive Documentation Examples

CHF-StAble. COntinue SAMe DOSe OF biSOPROlOl, liSinOPRil, AnD lASix.

MDD-COntinueD Feeling OF HOPeleSSneSS. Will inCReASe PAxil tO 50 Mg/DAy.

A.Fib-PAtient On COuMADin. inR MAnAgeD by DR. JOneS.

uRi-likely viRAl. DiSCuSSeD SyMPtOMAtiC tReAtMent OPtiOnS. ReCOMMenDeD SugAR FRee COugH SyRuP Due tO t2DM.

PHYSICIAN AND PROVIDER RESOURCE

A common acronym utilized by coders to identify documentation that supports coding accuracy is 
M-e-A-t. you can utilize this handy tool as you complete your documentation. 

including one or more of the M-e-A-t details at a face-to-face visit for each condition that requires or 
affects patient care treatment or management will put you on the path to success in capturing risk!
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