
Prolonged E/M Service Before or After Provision of Direct (Face to Face) Patient Care (99358)

Patient’s Name: _____________________________________________ Date of Prolonged E/M Services:_______________
Date of Related Patient Care Service:____________________ 
     Current Diagnosis: _________________________
Counseling Provided with Patient / Family / Caregiver (circle as appropriate and check off each counseling topic discussed and describe below:

( Diagnostic results/impressions and/or recommended studies 
( Risks and benefits of treatment options
( Instruction for management/treatment and/or follow-up 

( Importance of compliance with chosen treatment options
( Risk Factor Reduction 


( Patient/Family/Caregiver Education 

(  Prognosis

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
Coordination of care provided with (check off as appropriate and describe below):
( Nursing  ( Residence Staff  ( SW/Psychologist  ( Physician/s  ( Family  ( Caregiver  ( Health Plan/PBM   ( Pharmacy  
_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Medication Change(s) – No side effects or adverse reactions noted or reported (
_______________________________________________________________________________________________

_______________________________________________________________________________________________

□ I-STOP review required and performed ______________________________________________________________________
Lab Tests:   Ordered  (     Reviewed  ( :  _____________________________________________________________________

________________________________________________________________________________________________________

_______________________________________________________________________________________________
Review of Reports/Records:  _______________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________
Total Duration of All Prolonged Services Provided on (CPT 99358) Service Date:   __________ min.
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Psychiatrist’s Signature: _____________________________________Date:_____________
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