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I. PURPOSE: 

To establish guidelines to improve the quality of the physician documentation within the body 
of the medical record to support code assignments and patient care.  This procedure defines 
when a query should be initiated and outlines the appropriate process to be used.  Following 
the procedure below shall help to ensure complete, consistent, and accurate coding practices 
and improve quality of care.  This procedure shall apply to all HHSC operations in all HHSC 
facilities. 
 

II. DEFINITIONS: 
“Physician Query” means a request made by a coder for additional information from the 
physician to determine the best way of coding aspects of clinical care for insurance purposes 
to assist coders to provide a clearer picture of any documentation related to a health record.  
 

III. PROCEDURES: 
 

A. Physician Query Process 
1. Query the physician once a diagnosis or procedure has been determined to meet the 

guidelines for reporting, but has not been clearly or completely stated within the 
medical record by a physician participating in the care of the patient or when 
ambiguous or conflicting documentation is present.  
 

2. Common situations in which queries are necessary include: 
a. To clarify the present on admission indicators. 
b. A culture lab report indicating an infectious organism and no documentation 

substantiating the clinical significance. 
c. A diagnosis of urosepsis with symptoms of systemic inflammatory response 

(septicemia). 
d. A diagnosis of anemia without etiology. 
e. A clarification or respiratory failure when documentation indicates respiratory 

distress but arterial blood gas analysis meets or exceeds established thresholds 
for respiratory failure. 
 

3. Physicians are to be queried during the hospital stay (concurrently) or after 
discharge.  The earlier the query is initiated improves the opportunity to include the 
information into the documentation. 
a. Queries may be generated by the coder, or clinical documentation specialist as 

appropriate. 
b. Queries are posed in writing (on paper or electronically). 
c. Queries are not leading in nature and include the following: 
d. Patient name 
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e. Admission date/service date 
f. Medical record number or patient account number 
g. Date of query 
h. Name and contact information for individual initiating the query 
i. Statement of the issue along with clinical indicators as appropriately specified in 

the clinical documentation 
j. Queries should never indicate a particular response is favorable or unfavorable 

with respect to reimbursement or quality reporting. 
 

4. Queries are generated using approved templates specific to the disease process or a 
generic template.  The determination of the most appropriate query is based on 
whether: 
a. A specific query template has been developed for the disease process, or 
b. No specific query template has been developed. 

 
5. The documentation of the coder's query to the physician shall comply with one of the 

following formats: 
a. The physician can add a dated and signed addendum to the medical record.  The 

addendum must be dated and signed.   
b. The query can be documented on a separate query form.  
c. This documentation must be kept as a permanent part of the medical record and 

must include the patient’s name, the patient’s medical record number, the name 
of the individual submitting the query, the date the query was submitted, a 
statement of the issue in the form of a question, and the physician's response to 
the query.  It must be signed and dated by the physician.   

d. If the query process is documented in this format, a second signature is not 
required on the coding summary. 
 

6. The query process may be documented on the coding summary.   
a. This documentation must be kept as a permanent part of the medical record and 

must include the name of the individual submitting the query, the date the query 
was submitted, a statement of the issue in the form of a question, and the 
physician's response to the query.  The query must be signed and dated by the 
physician.   

b. A statement that shall read, “I have reviewed the narrative descriptions of the 
diagnosis and procedure codes listed above and agree they accurately reflect the 
clinical picture of this episode of care”, indicating physician agreement with the 
diagnoses and procedures reported must be included as part of the coding 
summary.   

c. A notation that this form will be included as a permanent part of the medical 
record should also be included.   

d. The query process can be documented on a concurrent or retrospective basis.  It 
is not necessary to maintain the concurrent query for diagnoses or procedures 
that the physician includes in the body of the medical record.  If, however, the 
physician does not update the medical record documentation, this query must be 
maintained as a permanent part of the medical record to support code 
assignments. 
 

7. The retention of the query documentation is related to codes reported at the time of 
final billing. 
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B. Compliance 

1. All facilities shall educate their physicians on the importance of concurrent 
documentation within the body of the medical record to support complete, accurate 
and consistent coding.  
 

2. All facilities shall communicate to their medical staff that coders shall query 
physicians when there are questions regarding documentation for code assignment.  
This Query shall be documented and shall require physician signature. 

 
3. All facilities’ administration and medical staff leadership shall support this process to 

ensure its success. 
 

4. Queries will be responded to within 3 days of submission by coding or Clinical 
Documentation Improvement staff as appropriate. 

 
5. Queries not responded to within the 3 days will be escalated to the Physician Advisor 

or to the designated medical director. 
 

6. Completion of queries is required to close a discharged medical record. 
 

7. Any query requiring a physician response must be included in the 
incomplete/delinquent medical record count. 

 
C. Monitoring the Process 

 
1. Physician Queries are tracked to:  

a. Facilitate support of documentation improvements. 
b. Monitor release of claims for billing purposes. 
c. Improve the query process. 
d. Improve the coding process. 
e. Educate physicians, coders, and other clinical staff. 

 
2. Test reliability of queries by randomly electing a different coder to review the 

case that is queried. 
 

3. Capture response rates for consideration in provider OPPE. 
 

IV. ATTACHMENT(S): 

HHSC Policy HIM 1010A Physician Query Process 
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