
Family Practice Tip Sheet for ICD-10 
Diagnosis       Documentation Requirements 

 
Abdominal Pain 

 
 

Document specific location: 
- RUQ     - LUQ 
- RLQ - LLQ 
- Periumbilic 
- Epigastric 
- Generalized 

Document: 
- Acute abdominal pain 
- Abdominal tenderness 
- Rebound abdominal pain 
 

 

 
Asthma 
 

Document severity: 
- Mild 
- Moderate 
- Severe 
 
Document frequency: 
- Intermittent 
- Persistent 

Document level of exacerbation: 
- Acute 
- Status Asthmatics 
 
Document any coexisting COPD 
 

Document external forces 
to establish a cause and 
effect relationship 
 
Document any tobacco use, 
abuse, dependence, or 
exposure 

 
A-Fib/A-Flutter 
 

Differentiate between: 
- Atrial fibrillation 
- Atrial flutter 
 

Specify atrial fibrillation as: 
- Paroxysmal 
- Persistent 
- Chronic 

Specify atrial flutter as: 
- Typical A-flutter 
- Atypical A-flutter 

 
 
Back Pain 
 

Document specific site: 
- Low back 
- Thoracic 
- Cervical 
 
Document the underlying cause: 
- Herniated disc 
- Radiculopathy 
- Fracture 

Differentiate between 
panniculitis and radiculopathy. 
 
Document the underlying cause: 
- Herniated disc 
- Radiculopathy 
- Fracture 
 

Document when 
lumbago is accompanied 
by sciatica 
 
Document laterality: 
- Right 
- Left 
- Bilateral 

 
 
Cellulitis & Abscess 
 

Document specific site 
 
Document laterality: 
- Right 
- Left 
- Bilateral 

Document any underlying 
conditions 
- Foreign body 
- Crohn's Disease 
- Trauma 
 
Document any organism or 
infectious agent. 

Detail any related trauma: 
- Dog bite 
- Motorcycle accident 
- Other 
 

 
Congestive Heart 
Failure (CHF) 
 

Document acuity: 
- Acute 
- Chronic 
- Acute or chronic 
 
Specify if rheumatic heart failure 

Document type: 
- Systolic (include ejection 
fraction) 
- Diastolic 
- Combined 
 

List any casual relationships: 
- Hypertension 
- Chronic kidney disease 
- Obstetric surgery/procedures 
- Surgery 

 
 
Constipation 
 

Document acuity: 
- Acute 
- Chronic 
 
State any abnormal lab findings 
or link to related diagnosis 

Document underlying cause or 
state: 
 
Clarify site of any bleeding 
visualized 
or 
Suspected 

Document any associated 
medication or drug use 
 
Document any tobacco use, 
abuse, dependence, or 
exposure 
 

 
Coronary Artery 
Disease (CAD) 
 

Document: 
- With or without angina 
- Type of angina (stable, unstable, 
spasm, etc.) 
 
 Specify when the cause is a lipid 
rich plaque or calcified coronary 
lesion (note also if chronic total 
occlusion) 

Document site (vessels):  
- Native arteries  
 - Bypass graft (autologous artery 
or vein, nonautologous vessel) 

 Document site (vessels) of 
transplanted heart:  
 - Native arteries  
- Bypass graft 
 
 Document any tobacco use, 
abuse, dependence, or 
exposure 
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Dermatitis 

 Document type such as:  
- Atopic  
- Seborrheic  
- Diaper  
- Allergic  
- Irritant 

Document drug or substance 
causing irritation:  
- Metal  
- Detergents  
- Plants  
- Cosmetics 

 If dermatitis is due to ingested 
substance, document if:  
- Substance  
- Medicine  
- Food  
Document name of substance  
Document intention and 
circumstances around 
swallowing substance 

 
Diabetes Mellitus 

 Document:  
- Type I or Type II  
- Long-term insulin use for Type 
II  
 
Document any cause/effect 
relationship between diabetes 
and other conditions (e.g. PVD, 
Ulcer, Neuropathy, etc.) 

Document: insulin underdosing 
or overdosing related to insulin 
pump malfunction  
 
Document any underlying 
condition, drug or chemical 
responsible for Secondary 
Diabetes (e.g., steroid induced) 

Differentiate:  
- Diabetes accompanied by 
hypoglycemia OR  
Hyperglycemia  
 
Document:  
- Hypoglycemia with OR without 
coma 

 Drug Underdosing 
 

 Document: 

 - Intentional 

 versus 

 - Unintentional 

 Document reason for 
underdosing: 

 - Financial hardship 

 or 

 - Age related dementia 

 

Esophageal Reflux  Document:  
- With or without esophagitis  

  

 
Examinations  
 

Differentiate:  
- Adult annual exam w/o 
abnormal findings  
- Adult annual w/ abnormal 
findings  

Differentiate:  
- Pre-employment exam  
- Admission to school exam  
- Participation in sport  

Differentiate:  
- Exam of blood pressure w/o 
abnormal findings  
- Exam of blood pressure w/ 
abnormal findings  

 
Gout  
 

Document acuity:  
- Acute  
- Chronic  
 
Document any related diseases  

Document laterality:  
- Right  
- Left  
- Bilateral  

Document if tophia is present or 
not  
Identify joint  

 
Lipid Disorders  
 

Document specific type such as:  
- Group A - pure 
hypercholesterolemia  
- Group B - pure 
hyperglyceridemia  

Document specific type such as:  
- Group C - mixed hyperlipidemia  
- Group D - 
hyperchylomicronemia  

Document specific type such as:  
- Familial combined 
hyperlipidemia  

 
Major Depressive  
Disorder  

Document episode:  
- Single  
- Recurrent  

Document severity:  
- Mild  
- Moderate  
- Severe w/o psychotic 
symptoms  
- Severe w/ psychotic symptoms  

Indicate status:  
- Full remission  
- Partial remission  

 
Malnutrition 

Document type: 
- protein calorie 
- protein energy 

Document severity: 
- Mild or 1st degree 
- Moderate or 2nd degree 
- Severe or 3rd degree 

Document BMI 

 
Migraine  
 

Document type:  
- Migraine w/ aura  
- Migraine w/o aura  
- Hemiplegic migraine  
- Persistent migraine aura w/o 
cerebral infarction  
- Persistent migraine aura w/ 
cerebral infarction  
- Chronic migraine  

Identify when migraine is due to 
drugs and specify the drug  
Document:  
- With or without status 
migrainosus  
- Intractable or not intractable  

Identify when migraine is 
associated with seizures or 
cerbral infarction  
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Obesity  

 

Document etiology:  
- Due to excess calories or 
nutritional  
- Due to drugs  
- Other, for example, due to 
thyroid or pituitary disorder  

If morbidly obese, also 
document if with alveolar 
hypoventilation  
 

Document BMI  
 

 
Otitis Media  
 

Document acuity:  
- Acute  
- Subacute  
- Chronic  
- Recurrent  
Document laterality:  
- Right  
- Left  
- Bilateral  

Document:  
- Spontaneous rupture of 
eardrum  
- Myringitis  
Document Type:  
- Serous  
- Mucoid  
- Allergic  
- Atticantral  
- Tubotympanic  

Differentiate:  
- Non-suppurative  
- Suppurative  
Document any tobacco use, 
abuse, dependence, or exposure  
Document underlying diseases 
(viral infection, influenza, etc.)  

 
Pneunomia  
 

Document type:  
- Bacterial (specify organism)  
- Viral  
- Aspiration (specify substance)  
- Fungal  
- Ventilator Associated  
- Other  

Document associated 
conditions:  
- Sepsis  
- HIV disease  
- Influenza  
- Other  

Document any tobacco use, 
abuse, dependence or exposure  
 

 
Rhinitis  
 

Document acuity:  
- Acute  
- Chronic  
Document:  
- With sore throat  
- Allergic with asthma (specify if 
exacerbation or status 
asthmaticus)  

Document type:  
- Allergic (due to food or pollen, 
seasonal, nonseasonal, 
perennial)  
- Infective  
- Pneumococcal  
- Syphilitic  
- Tuberculous  
- Vasomotor  

Document any tobacco use, 
abuse, dependence, or exposure  
 

 
Tobacco Use Disorder  

Document type: 
- Cigarettes 
- Chewing tobacco 
- Other 
 
Delineate between: 
- Tobacco use/abuse 
- Tobacco dependence 

Document state of dependence: 
- In remission 
- With withdrawal 
- Without withdrawal 
 

Document if used during 
pregnancy, childbirth, 
puerperium 
 
Describe history, including 
product and time 
 

Procedures Documentation Requirements 
 
Detoxification  
 

Document if done with:  
- Rehabilitation services  
- Counseling  
- Medication management  
- Pharmacotherapy  
- Psychotherapy  

Document type of detox:  
- Alcohol  
- Drug  
- Combined alcohol & drugs  

 

 
Injection/Infusion  
 

Document:  
- Substance administered 
(analgesic, anti- infective, 
sedative, anti-inflammatory, etc.)  
 

Injection/infusion of 
thrombolytic agent - Document 
Substance:  
- Recumbinant Human-activated 
Protein C  
- Other Thrombolytic  

Document approach:  
- Open  
- Percutaneous  
 
Document site:  
- Body system substance was 
introduced into (central artery or 
vein, coronary artery, heart, 
peripheral artery or vein)  
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Procedures Documentation Requirements 
 
Manual Assisted  
Delivery  

Document any accompanying 
procedures:  
- AROM  
- Episiotomy  
- Evacuation of hematoma  
- Induction of labor  
- Ob laceration repair  

  

 
Medical Induction of  
Labor  

Document how induction was 
done:  
- Pitocin  
- Artificial rupture of membranes  
- Dilation of cervix  

  

 
Nebulizer therapy  
 

Document approach:  
- Percutaneous  
- Via Natural or artificial opening  
- Percutaneous endoscopic  
- Via natural or artificial opening 
endoscopic  

 
 

 

 
Repair OB Laceration  
 

Document site of repair:  
- Anal or rectal mucosa  
- Bladder or urethra  
- Cervix  
- Perineal  
- Uterus  
- Vaginal wall  
- Vulva  

Document degree of laceration:  
- 1st  
- 2nd  
- 3rd  
- 4th  

Document laterality:  
- Right  
- Left  
- Bilateral  

 
Transfusion  
 

Document:  
- Substance transfused: (FFP, 
RBC, albumin, etc.)  
- Autologous or nonautologous  

Document when blood was 
collected:  
- Prior to surgery  
- Intraoperative/perioperative/ 
post-operative  
(24 hr. period surrounding 
surgery)  
- Previously collected  
- Salvage (24 hr. period 
surrounding surgery)  

Document site of 
administration:  
- Central artery or vein  
- Peripheral artery or vein  
 
Document Approach:  
- Open  
- Percutaneous  
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