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Question: 1 
   
The patient’s social security number is an element of EMPIs. What data type is this? 
 
A. Boolean. 
B. Coded value. 
C. Extended address. 
D. String data. 
 

Answer: D     
 
Explanation: 
The correct answer to the question regarding the data type of a patient's social security number in 
EMPIs (Electronic Master Patient Indexes) is "String data." Social security numbers are typically 
represented as a sequence of numeric characters (such as "123-45-6789"), and such formats are best 
managed as strings. This is because string data types are capable of accommodating a sequence of 
characters including numbers and other symbols (like hyphens), which are used in the formatting of 
social security numbers. 
In the context of EMPIs, various data types are utilized to handle different kinds of information 
efficiently. Among these are "extended composite ID with check digit," which is used for complex 
identifiers that include a check digit for error detection; "extended person name" for handling full 
personal names possibly including titles and suffixes; "time stamp" for date and time data; "coded 
value" for data that can be represented as a code from a defined set; "extended address" for detailed 
address information; "string data" for general text or numbers needing specific formatting; "person 
location" for geographic or organizational location data; and "Boolean" for simple true/false or yes/no 
data. 
Given that the social security number must adhere to a specific format and includes non-numeric 
characters (the hyphens), it does not fit categories like coded values or extended addresses, which serve 
different purposes. Hence, the data type "string data" is the most appropriate for handling social 
security numbers within EMPI systems. This categorization ensures that the data can be accurately 
stored, retrieved, and processed without altering its standardized format, which is critical for 
maintaining the integrity and usability of personal identification numbers in healthcare databases. 

Question: 2 
   
MS-DRGs are used for what? 
 
A. Prescription medication. 
B. At-home care. 
C. Inpatient stays. 
D. Outpatient stays. 
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Answer: C     
 
Explanation: 
MS-DRGs, or Medicare Severity Diagnosis Related Groups, are primarily utilized for categorizing hospital 
inpatient stays into groups for the purposes of payment. These groups are determined based on a 
variety of factors including the principal diagnosis, surgical procedures, comorbidities, complications, 
and the patient’s age and gender. This system allows for a predictable payment structure that hospitals 
can rely on and helps standardize billing for inpatient stays across different hospitals and geographic 
locations. 
The term "DRG" stands for Diagnosis Related Group. The MS-DRG system is an extension of this, where 
"MS" stands for Medicare Severity, indicating a modification to the original DRG system to account more 
precisely for the severity of each patient's condition. The MS-DRG codes, which range from 001 to 999, 
are essential tools in the healthcare billing process, ensuring that hospitals receive appropriate 
reimbursement for the inpatient care provided. 
DRGs are organized into 25 Major Diagnostic Categories (MDCs), which are mainly based on the organ 
system or etiology of the disease. These categories include a wide array of conditions such as Diseases 
and Disorders of the Nervous System, Respiratory System, Digestive System, as well as Mental Diseases 
and Disorders. This categorization helps in managing and standardizing medical billing across different 
types of diseases and treatments. 
Furthermore, within the MS-DRG system, each hospital stay can be assigned up to three secondary 
diagnoses. These secondary diagnoses are categorized as Major Complications or Comorbidities (MCC), 
Complications or Comorbidities (CC), and no Complications or Comorbidities (no CC). Each category 
reflects the severity and complexity of the patient's condition, which directly influences the 
reimbursement level. This differentiation by severity levels ensures that hospitals are compensated 
more for cases that require more resources due to higher severity or complexity. 
It is important to note that MS-DRGs are specifically used for inpatient stays, not for outpatient visits or 
at-home care. Their primary role is to streamline the billing process, support healthcare management, 
and ensure that the allocation of healthcare resources is done efficiently and equitably based on the 
medical severity and resource needs of inpatient cases. This system plays a critical role in the 
management of healthcare costs and resource allocation in the Medicare system. 

Question: 3 
   
The encounter for suspected problem with amniotic cavity and membrane ruled out is associated with 
what ICD-10-CM code? 
 
A. Z03.7. 
B. Z03.71. 
C. Z03. 
D. Z03.6. 
 

Answer: B     
 
Explanation: 
The International Classification of Diseases, Tenth Revision, Clinical Modification (ICD-10-CM) is a system 
used worldwide for coding various medical conditions and scenarios encountered in healthcare settings. 
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The code Z03.71 specifically corresponds to an encounter for suspected problems with the amniotic 
cavity and membrane that, upon investigation, are ruled out. This code is part of a broader category 
(Z03) designated for medical observation and evaluations for suspected diseases and conditions that are 
eventually excluded following clinical assessment. 
Z03.71 falls under the subcategory Z03.7, which is utilized for suspected maternal and fetal conditions 
ruled out. This specific code is essential in clinical settings to document instances where there was initial 
concern regarding the amniotic cavity and membrane's integrity or health, but after medical evaluation, 
no actual problem was found. Other codes within this range include Z03.72 for suspected placental 
problems ruled out, Z03.73 for suspected fetal anomalies ruled out, and others, each pinpointing a 
specific suspected condition that has been excluded. 
Using the correct ICD-10-CM codes like Z03.71 helps in maintaining accurate medical records and assists 
in epidemiological research, healthcare planning, and ensuring that healthcare providers are reimbursed 
accurately for the services rendered. Proper coding reduces the likelihood of miscommunications and 
errors in patient care continuity. Thus, Z03.71 should be applied when patients are assessed for 
potential issues with the amniotic cavity and membrane that are not confirmed subsequently, ensuring 
clarity and precision in medical documentation and billing processes. 

Question: 4 
   
Which of the following is not a safe method for transferring patient electronic records? 
 
A. Sending through a secure web-based portal. 
B. Transferring the records onto a compact disc. 
C. Sending the records through a secure email address. 
D. Transferring all records to the patient's USB flash drive. 
 

Answer: D     
 
Explanation: 
When transferring patient electronic records, the priority is to maintain the privacy and security of 
sensitive medical information. There are several methods commonly used to ensure the safe transfer of 
these records, but not all methods provide the same level of security. 
One common method is sending through a secure web-based portal. This method utilizes encrypted 
connections to ensure that data is protected from unauthorized access during the transfer process. 
Web-based portals are designed to comply with health information privacy regulations such as HIPAA in 
the United States, providing a secure and reliable way to share electronic medical records. 
Another secure method is transferring the records onto a compact disc. This method can also be secure, 
provided that the disc is encrypted and handled properly. The physical nature of a compact disc makes it 
a viable option for transferring data securely, assuming that the disc is given directly to the intended 
recipient and not exposed to potential unauthorized access. 
Sending the records through a secure email address is also considered safe if proper encryption is used. 
Secure email involves encrypting the data before it is sent over the internet and ensuring that only the 
recipient has the necessary means to decrypt and read it. This method helps protect the data from being 
intercepted or accessed by unauthorized individuals during transmission. 
However, transferring all records to the patient's USB flash drive is not typically considered a safe 
method. USB drives are easily lost or stolen, and unless the data on the drive is encrypted, anyone who 
possesses the drive can access its contents. Moreover, USB drives can be connected to various 
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computers, increasing the risk of malware infections, which could compromise the data's integrity and 
security. This method lacks the stringent security measures required for the safe transfer of sensitive 
medical information. 
In summary, while methods such as secure web-based portals, encrypted compact discs, and secure 
emails are safe for transferring electronic patient records, using a patient's USB flash drive is not 
recommended due to the high risks associated with loss, theft, and data breaches. Facilities must adopt 
secure transfer methods that protect the privacy and integrity of medical records throughout the 
transfer process. 

Question: 5 
   
Which of these is a purpose of medical record documentation? 
 
A. Communication between providers. 
B. Continuity of care. 
C. Reimbursement. 
D. All of the above. 
 

Answer: D     
 
Explanation: 
Medical record documentation serves multiple critical purposes in the healthcare industry, which are 
essential for ensuring efficient, accurate, and effective patient care and healthcare management. Let's 
explore each purpose in detail: 
**Communication Between Providers**: Medical records provide a comprehensive and detailed report 
of a patient's medical history, ongoing treatments, and the results of previous consultations or 
interventions. This information is crucial for healthcare providers as they collaborate on a patient’s care. 
Effective documentation ensures that every healthcare provider involved in treating a patient has access 
to the same information, reducing errors and enhancing the quality of care. 
**Continuity of Care**: Medical records ensure continuity of care, which is the process by which the 
patient and the patient's medical care team are cooperatively involved in ongoing health care 
management toward the shared goal of high-quality, cost-effective medical care. Documentation tracks 
the progress of a patient over time, providing subsequent caregivers with the information necessary to 
understand the patient’s medical history and to make informed decisions about future healthcare. 
**Reimbursement**: Medical documentation plays a pivotal role in the reimbursement process for 
healthcare providers. Accurate and detailed records are necessary for healthcare providers to be 
reimbursed by insurance companies. This documentation proves that the treatments provided were 
necessary and based on specific medical diagnoses, thereby justifying the costs incurred in the patient's 
care. 
**Legal Purposes**: Medical records also serve as legal documents that can protect the medical 
practitioner and the healthcare facility in the event of a malpractice lawsuit. They provide a written 
account of the care provided to the patient and can be used in court to verify the actions taken by 
healthcare providers. Inaccurate or incomplete documentation can lead to legal complications for both 
healthcare providers and patients. 
**Quality Improvement**: Detailed medical records allow healthcare providers to assess the 
effectiveness of care and understand patterns in patient outcomes. This data is crucial for ongoing 
quality improvement initiatives within healthcare facilities. By analyzing trends and outcomes, medical 
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institutions can identify areas for improvement, enhance patient care, and optimize operational 
procedures. 
**Research and Education**: Well-maintained medical records are invaluable for medical research and 
education. They offer a rich source of data for clinical studies, helping researchers develop better 
treatments and understand disease patterns. Moreover, medical records serve as educational tools for 
medical students and other healthcare professionals, helping them learn through real-life cases. 
In summary, the purpose of medical record documentation is multifaceted, supporting not only the day-
to-day management of patient care but also serving broader roles in legal protection, financial 
processes, quality control, research, and education. Therefore, the option "All of the above" is the 
correct answer, as it encompasses all the essential purposes of medical record documentation. 

Question: 6 
   
There are how many types of NCCI Edits? 
 
A. 5. 
B. 4. 
C. 3. 
D. 2. 
 

Answer: D     
 
Explanation: 
The National Correct Coding Initiative (NCCI), established by the Centers for Medicare & Medicaid 
Services (CMS), aims to prevent improper coding practices that could lead to inappropriate payment in 
Part B claims. The initiative involves the application of NCCI edits, which are automatic prepayment 
reviews that ensure proper reporting of services. There are two primary types of NCCI edits: Procedure-
to-Procedure (PTP) edits and Medically Unlikely Edits (MUEs). 
Procedure-to-Procedure (PTP) edits focus on preventing improper coding combinations of healthcare 
procedures. These edits identify pairs of codes that should not be reported together because they either 
represent services that are not typically performed together, or one service inherently includes the 
other. This helps in avoiding billing for services that should not be separately reimbursed, ensuring more 
accurate medical billing and preventing overpayments. 
Medically Unlikely Edits (MUEs), on the other hand, are designed to limit the maximum units of service 
that a provider can report for a single beneficiary on a single service date under most circumstances. 
These edits are based on anatomic considerations, medical practices, safety, and standard frequencies 
of services as outlined in medical literature and practice guidelines. MUEs help prevent errors such as 
accidental duplication of data entry and unrealistic service volumes that can lead to significant 
overpayments. 
Together, these two types of NCCI edits play a crucial role in maintaining the integrity of the Medicare 
system by ensuring that claims are consistent with coding practices that are nationally accepted, 
medically reasonable, and sufficiently documented. 

Question: 7 
   
Before a patient is added to the MPI (master patient index), what is done? 

Visit us at: https://www.examsboost.com/test/ncct-ics



 
A. An inquiry is done to eliminate past data related to the patient. 
B. An inquiry is done to check for family members of the patient. 
C. An inquiry is done to determine the prognosis of the patient. 
D. An inquiry is performed to determine if the patient already has an ICN. 
 

Answer: D     
 
Explanation: 
Before a patient is added to the Master Patient Index (MPI), a critical step is undertaken to ensure the 
accuracy and uniqueness of the patient's records. An inquiry is performed to determine if the patient 
already has an Integration Control Number (ICN). The ICN is a unique identifier that helps differentiate 
each patient within the database and prevents the creation of duplicate records. 
The Master Patient Index (MPI) is an extensive medical database that serves as a centralized record of 
all patients who have received care across various medical facilities. These facilities might include 
hospitals, clinics, and other healthcare institutions. The MPI is crucial in the healthcare system because it 
helps in managing patient identities across different databases and systems by maintaining an accurate 
and up-to-date record of patient information. 
The inquiry into the presence of an existing ICN before adding a new patient to the MPI is a vital step. If 
an ICN is already assigned to a patient, it indicates that their information is already in the system. At this 
point, rather than creating a new entry, the existing data will be updated or confirmed. This process 
helps in maintaining a single, consistent record for each patient, which is essential for quality healthcare 
delivery and avoids errors related to duplicate records. 
Additionally, the MPI provides an interface for accessing information maintained by various 
organizations such as the Department of Defense and the Veterans Benefits Administration. This 
capability ensures that healthcare providers can access comprehensive patient histories, including past 
medical treatments, diagnoses, and other relevant healthcare interactions, irrespective of where they 
were performed. This integration is crucial for continuity of care, enabling healthcare providers to make 
informed decisions based on complete medical histories. 
In summary, before a patient is added to the MPI, it is essential to perform an inquiry to check for an 
existing ICN. This step is fundamental in maintaining the integrity and utility of the Master Patient Index, 
facilitating efficient healthcare delivery, and ensuring that patient records are unique, complete, and up-
to-date across the healthcare system. 

Question: 8 
   
The ICD-10-CM is divided into how many parts? 
 
A. 2. 
B. 4. 
C. 6. 
D. 8. 
 

Answer: D     
 
Explanation: 
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2. The International Classification of Diseases, Tenth Revision, Clinical Modification (ICD-10-CM) is a 
system used by healthcare providers to classify and code all diagnoses, symptoms, and procedures 
recorded in conjunction with hospital care in the United States. It provides a level of detail that is 
necessary for diagnostic specificity and morbidity classification in the U.S. The ICD-10-CM is divided into 
two main parts: the Alphabetic Index and the Tabular List. 
2. The first section, the Alphabetic Index, consists of a list of diseases and injuries and their 
corresponding codes, arranged alphabetically. This index is extremely useful for locating the appropriate 
codes quickly. It includes the Index to Diseases and Injury, the Index to External Causes of Injuries, and 
the Table of Neoplasms, among others. These indices help in identifying the correct ICD-10-CM codes 
based on a diagnosis or specific patient condition noted in clinical documentation. 
2. The second section, the Tabular List, contains groups of codes divided into chapters based on the 
body system or condition they pertain to. Each chapter is identified by a code range and includes a set of 
conditions related to a specific category. The chapters are further broken down into categories, 
subcategories, and codes. Codes within the ICD-10-CM are structured to be from 3 to 7 characters in 
length. The first three characters specify the category of the diagnosis; the fourth, fifth, and sixth 
characters provide etiology, anatomic site, and severity respectively; and the seventh character is an 
extension that provides additional information relevant to the episode of care. 
2. It is important to note that in the coding structure, the character 'X' is used as a placeholder at certain 
codes to allow for future expansion and to fill in empty characters when a code requires a specific 
length. Additionally, the terms 'NEC' (Not Elsewhere Classifiable) and 'NOS' (Not Otherwise Specified) 
are used when the information available is not sufficient to assign a more specific code. NEC is used 
when the detailed information is not included in the coding index under any specific category. NOS is 
used when the coder lacks the information necessary to code the term to a more specific category. 

Question: 9 
   
The APC Code for Euflexxa inj per dose is MOST likely found under what category? 
 
A. Drugs and injections. 
B. Evaluation and management services. 
C. Medicine services and procedures. 
D. Pathology and laboratory. 
 

Answer: A     
 
Explanation: 
The correct category for the APC code for Euflexxa injection per dose is most likely "Drugs and 
injections." This classification is based on the nature of Euflexxa as a pharmaceutical product used 
specifically for therapeutic purposes. Euflexxa, a brand name for sodium hyaluronate, is administered 
via injection and is commonly used in the treatment of knee pain in patients with osteoarthritis. 
APC, or Ambulatory Payment Classification, codes are part of a system used in the United States to 
classify outpatient services and procedures for the purpose of reimbursement. The APC system groups 
procedures and services that are similar in terms of clinical characteristics and resource usage. 
In the case of Euflexxa, it does not fall under the categories of "Evaluation and management services," 
"Medicine services and procedures," "Pathology and laboratory," "Radiology procedures," or "Surgery." 
These categories typically encompass different types of healthcare services. For example, "Evaluation 
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and management services" include physician consultations and office visits, while "Surgery" covers 
operative procedures. 
Therefore, the most appropriate category for the APC code for a drug like Euflexxa used for injection 
purposes would be under "Drugs and injections." This category is specifically designed to capture the 
costs and reimbursement associated with pharmaceuticals and injectable treatments, aligning perfectly 
with the administration of Euflexxa. 

Question: 10 
   
Select the hospital outpatient modifier. 
 
A. 0. 
B. -T8. 
C. -T9. 
D. -T8 and -T9. 
 

Answer: D     
 
Explanation: 
When it comes to hospital outpatient coding, the selection of the appropriate modifier is crucial for 
proper billing and reimbursement. Modifiers are used in medical coding to provide additional 
information about the performed procedure without changing its definition. In the context of hospital 
outpatient services, certain specific modifiers are utilized to indicate details that affect the processing of 
claims. 
0-T8 and -T9: These modifiers are particularly significant in the outpatient hospital setting. Modifiers -T8 
and -T9 are used to denote sequential billing for multiple procedures performed during the same 
session. Modifier -T8 is used for the eighth procedure, and -T9 is used for the ninth procedure. These 
modifiers help in the accurate representation and billing of multiple procedures that a patient 
undergoes during a single outpatient visit. 
0 Furthermore, other common modifiers in the outpatient setting include -25, -27, -50, and -52. Each 
serves a different purpose: - -25 is used to indicate a significant, separately identifiable evaluation and 
management service by the same physician on the same day of the procedure or other service. - -27 
identifies multiple outpatient hospital E/M encounters on the same date. - -50 is used for bilateral 
procedures performed at the same session. - -52 indicates reduced services, meaning the full service 
described by the code was not performed. 
0 In summary, understanding and correctly applying these modifiers is essential for accurate hospital 
outpatient coding. Modifiers like -T8 and -T9 specifically help in detailing the sequence of multiple 
procedures, ensuring that each procedural component is recognized and reimbursed appropriately in a 
complex medical case. This careful detailing aids in the administrative aspects of healthcare, facilitating 
seamless operation management and financial transactions between healthcare providers and insurers. 
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