
END-OF-YEAR ANALYSIS

Fax or Mail Today!

What you need to provide:

1. Please provide a computer printout or written
listing which indicates the number of times that
you provided the following E/M and Consult
services for the past 12 months:

99201 to 99205, 99211 to 99215, 99241 to 99245,
99251 to 99255, & Hospital or SNF consults

This is sometimes referred to as a Procedure
Productivity Report or Procedure History report.

2. Be sure to provide us with a summary of at least
six to twelve months worth of services.

Total Cost: $99.00* + $6.00 S/H

* Florida Residents add 7% Sales Tax

� 1-800-318-3271x-223

FAX 1-407-264-8270


 Inga Ellzey Practice Group, Inc.
125 Oxford Road
Casselberry, FL 327030-2111

ONLY $99.00

New Patient Office Visit
Code Utilization
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A perfect audit for your Compliance Program!

� Analyze and graph your E/M and Consult Code
distributions and compare them to HCFA’s nationally
accepted averages specifically for dermatology (most
current data).

� Provide you with a 15-page report explaining your
vulnerabilities & how you can take action to correct them.

� Provide you with instructions on how to self-audit your
medical records to determine if you are choosing the
correct level of care.

� We’ll also include a laminated E/M Coding matrix to assist
you in determining the proper level of care for future
visits.

Dermatology E/M Consult Code Utilization Analysis
For: Joe Derma, M.D.

CPT Code Number National Physician’s Percent
Performed Average Average Difference

99241 1 18.291% 0.023% 18.268%
99242 3974 48.512% 91.884% -43.372%
99243 306 29.097% 7.075% 22.022%
99244 42 3.661% 0.971% 2.690%
99245 2 0.439% 0.046% 0.393%
Total 4325 100.000% 100.000%

Have IEPG do a code utilization analysis

Toll-Free: 1-800-318-3271 or Order Fax: 407-264-8270

Mailing Address:  No PO Boxes Please!

Name (Required): _____________________________________

Company:  ____________________________________________

Street: ________________________________________________

City: _______________________________  State: _____________

Zip Code:  ____________________________   +4  _____________

Phone #: ____________________________________________

Fax #: ____________________________________________

Payment Method:

� Check #:  ________(Payable to Inga Ellzey Practice Group)

� � �

Card #:

Expiration Date: _______ /_______/_______

Name on Card:  ______________________________________

Signature:  ___________________________________________


