
Telehealth billing looks simple when you are only thinking about the visit itself: you saw the patient, you delivered
the care, you documented it. The billing process is where the work gets nuanced. Payers decide whether the claim
is payable based on coding accuracy, patient location, eligibility, modality, documentation quality, and a handful of
policy rules that can shift faster than clinical workflows.

If you have lived through even one billing cycle where half the claims came back with denials, you already know
the pattern: the denial reason is trusted medical billing company rarely “telehealth is broken.” It is usually
“coding does not match what was actually performed,” “documentation does not support medical necessity,” “the
modifier or place-of-service is incorrect,” or “the payer’s telehealth policy was not met for that date of service.” The
fix is rarely one magic change. It is a system that keeps clinical, billing, and compliance aligned.

This guide walks through the practical rules, coding decisions, and compliance expectations that matter in real
operations, with examples and edge cases you can anticipate before your next batch run.

The first rule: know what kind of telehealth the payer thinks you did
Telehealth is not one billing category. For billing purposes, payers generally distinguish between the method of
delivery (synchronous video, audio-only telephone, remote patient monitoring, asynchronous store-and-forward),
the type of service (evaluation and management, psychotherapy, tests or procedures billed under specific codes),
and whether the service counts as a telehealth covered service for that patient, that payer, and that date.

Even if your software calls everything “telehealth,” your billing must map to the payer’s definitions. If you billed an
office visit code for a real-world encounter that was actually asynchronous or that only involved brief check-in
communication, you can trigger denials or underpayment. If you billed a high-level E/M because the patient
looked “advanced” in complexity, but your notes do not show the elements that support that level, you will get hit
with medical necessity or documentation edits.

From an operations standpoint, this means the chart needs to be able to answer billing questions. Not “did you
talk to the patient,” but:

was it synchronous or asynchronous,

what communication technology was used,

where was the patient located,

what service level was chosen and why,

what time and clinical elements support the code.

That information has to be present and consistent, not implied.

E/M coding for telehealth: the same evaluation, different proof
Many telehealth claims rely on established E/M frameworks. The core clinical expectation does not change just
because the encounter is remote. The patient’s symptoms, history, examination findings that can be obtained via
the modality, assessment, and plan should still be clinically credible.

Where telehealth diverges is how you document the elements that support the code. In an in-person visit, an
“exam” often includes in-person observations and physical exam maneuvers. In a video or audio encounter, you
still assess, but you may document things like visual observations (work of breathing, skin findings, gait, general
appearance), patient-performed maneuvers, and the limitations of what could not be assessed remotely. For
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telephone visits, you generally have fewer objective findings, so your narrative needs to focus on what you could
reliably determine from the interaction and what you considered to be medically appropriate next steps.

A practical example: a clinician meets with a patient for follow-up of shortness of breath via video. If the note
includes “lungs clear to auscultation” and “vital signs reviewed” but the visit was video with no transmitted vitals
and no auscultation, the claim is vulnerable. The clinical story might still be reasonable, but the documentation will
not match the evidence. Payers review documentation, and even if they do not contest everything, inconsistencies
invite edits and audits.

Time-based E/M: document it like a record, not a guess

If you bill E/M based on time, telehealth makes it tempting to “round” the time to the schedule block. That is risky.
Document start and stop time or a defensible time methodology tied to chart entries, and ensure your note
supports the amount of time spent on the date of service.

Also watch the difference between “face-to-face or time spent with the patient” and other tasks. Telehealth
workflows can include messaging, review of outside records, medication reconciliation updates, and order entry.
Some portion of that may count depending on the code and payer rules, but you must follow the general
framework and keep documentation consistent with your billing policy.

Place of service and patient location: the most common way telehealth
claims go sideways
Many telehealth billing rules hinge on patient location, particularly for Medicare and payers that use Medicare-
style telehealth constructs. Even when the provider is at home or in a clinic, payers can require that the patient be
located at an eligible site for the service to qualify.

Historically, “place of service” concepts and eligible originating sites played a central role. The details vary by payer
and date of service, and they have changed over time, especially during periods of expanded coverage. Because
policies can shift, your compliance approach should not assume last year’s rules still apply.

Operationally, your billing workflow should force a patient location capture at scheduling or intake. A common
failure pattern is administrative convenience: staff schedules the visit and marks it as telehealth, but the patient’s
location is missing or vague in the chart, or it is recorded inconsistently across systems. If the claim then uses the
wrong place of service reporting, you may see denials or recoupments later.

The safest approach is to treat patient location as billing-critical data, not a side note. It should be verified and
documented in the chart and mirrored accurately in the claim data.

Modifiers for telehealth: accuracy beats familiarity
Telehealth claims often require specific modifiers to indicate the service delivery method. Which modifier you use
depends on the payer and the time frame, and the mapping can vary between Medicare and commercial payers.

Here is a practical way to think about it: you should not memorize modifiers and hope they fit. You should confirm
the modifier policy in your payer contract, your billing software mapping, and your internal billing rules by date of
service. When a policy changes, it is usually the claim-level reporting that breaks first.

A medical billing short list of telehealth-related modifiers you will see frequently in claims workflows (the exact use
depends on the payer policy and service context) includes:
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modifier 95 (synchronous telemedicine service provided via real-time interactive audio and video
telecommunications systems)

modifier 93 (synchronous telemedicine delivered in certain contexts where telehealth rules apply)

modifier GT (historically used for certain interactive telehealth settings, depending on payer and era)

modifier GQ (telehealth service via asynchronous or specified qualifying models, depending on payer policy)

modifier POS/UB-04 place-of-service and related reporting (not a modifier, but often paired in telehealth
billing setups)

Because the “right” modifier is payer-specific and date-sensitive, the most compliant approach is to maintain a
modifier rules matrix internally, even if your billing system already has one. When you submit claims, you are
relying on your matrix to match payer expectations.

Communication type matters: video, audio-only, and “not really
telehealth”
One of the most productive compliance habits is to map your visit type to the communication type actually used.
Telehealth billing denials often stem from a mismatch: the chart says video, but the claim is billed as video-only, or
the reverse. Another common issue is billing a telehealth visit when the interaction was technically a different
service class such as a brief check-in, an e-visit, or an asynchronous communication.

Clinically, it may feel like the patient got the same care. Billing-wise, it may not be the same benefit. Payers can
treat brief follow-ups differently, including different coverage rules and documentation expectations.

Audio-only is a good example. Some payers and some dates of service allowed audio-only coverage, some
required special documentation, and some limited coverage. If your policy support and payer coverage do not
match what you billed, you can see denials that look unrelated to coding but are actually communication-type
compliance issues.

A quick operational test you can run for quality control: pull a sample of telehealth denials by denial reason, then
check the chart modality field and the claim modifier and place-of-service fields side by side. When the denial
volume is high, this kind of targeted review often reveals a pattern faster than guessing.

Remote patient monitoring and other telehealth-adjacent services
Telehealth billing does not only cover the “visit.” Many organizations also bill remote patient monitoring (RPM),
remote therapeutic monitoring, and other technology-based services. These are different from an E/M visit in both
documentation and coding structure.

RPM is especially sensitive to documentation quality because it involves device data collection, device onboarding,
patient consent or notice requirements, and time periods tied to code rules. The clinical story must connect to the
monitoring service you billed. It is not enough to say “we followed up.” The claim needs evidence that the
monitoring data was collected and used consistent with code definitions and payer expectations.

If your practice offers RPM, treat billing compliance like a parallel clinical workflow. Train staff on device setup
documentation, ensure the patient’s monitoring period aligns with the billing period, and verify that the system
records data transmission in a way you can support during audits.

Billing for the right patient and the right provider: eligibility traps



Telehealth claims can be denied when:

the patient is not eligible for that type of service under the payer rules,

the provider is not allowed to bill that service under the payer policy for the location and date,

the claim is submitted with an incorrect taxonomy, NPI, or contractual billing setup.

These problems are not always obvious from the denial code alone. Sometimes the denial message is vague, so
you need to know where in your stack the problem could originate.

A real-world pattern I have seen: the clinical team uses a particular provider for telehealth, but billing systems
route claims through a different rendering NPI because of scheduling defaults or department-level configuration.
The clinical note is correct, but the billing identity is not. The denial reason may mention coverage or contract
rules, but the root cause is the wrong billing identity.

Preventing that means validating your scheduling and billing mappings. If telehealth is routed through a portal or
telehealth vendor, verify how it populates the billing provider details in your practice management system.

Documentation that stands up to coding edits and medical necessity
reviews
Payers and auditors want documentation that supports:

the service performed,

the code selection,

the medical necessity,

the time and clinical elements (if time-based),

and the telehealth modality evidence when required.

You do not need an essay. You do need a consistent narrative that maps to the code.

For telehealth, the most effective documentation often includes the patient’s reported symptoms and relevant
history, the clinical reasoning, and the assessment and plan in a way that reflects what the provider could
reasonably conclude through the modality. When an exam is limited, document what you could assess visually or
through patient report, and document why the assessment is still medically sufficient.

Here is a short internal documentation checklist that reduces avoidable denials (keep it aligned with your payer
rules):

patient location and confirmation of the encounter modality (video, audio-only, or other)

what you reviewed (history, labs, outside records) and what you considered during decision-making

exam or observational findings appropriate to the modality, plus limitations

assessment and plan that matches the patient’s condition and reported symptoms

time documentation when billing time-based E/M

This is not a template you copy and paste. It is a set of elements you make sure exist in every telehealth chart
when the code relies on them.

Compliance reality: telehealth policies change, but your claim data is
permanent



A compliance program is not just a policy binder. It is how you handle exceptions, how you train, and how you
respond when coverage changes.

Telehealth policies have seen periods of rapid expansion and subsequent tightening depending on payer and time
frame. That means your organization needs a way to update billing rules without waiting for chaos.

One of the best compliance practices I have seen is a “date of service rule lock.” When a coding policy changes,
you lock the rules for claims based on the date of service and you do not retroactively “correct” old claims using
new assumptions without verifying payer policy. If you make a change and then resubmit claims, you risk creating
new mismatches.

Also, build a loop between denial review and policy updates. If you see a recurring denial after a policy change,
treat it as a signal that your claim mapping needs updating, not as a one-off coding mistake.

Commercial payer versus Medicare versus Medicaid: the differences
show up in billing mechanics
Every payer has its own telehealth policies, but the practical differences you feel in operations often cluster into
three areas:

1. Coverage eligibility and patient originating site requirements,

2. Which communication modalities are reimbursable,

3. Which coding and modifier rules apply to the service type and date.

Medicare-style rules have historically influenced many billing conventions, but commercial payers can differ, and
Medicaid programs vary by state. Even within a payer, rules can change by product line, employer group, or
contractual arrangements.

Because of that variability, you should not treat one payer’s telehealth billing rules as a template for all. Your billing
system may let you “apply the same mapping everywhere,” but compliance requires you to apply payer-specific
logic.

If your billing team serves multiple states and multiple commercial payers, the most efficient compliance strategy is
to maintain payer-specific telehealth code rules rather than a single global rule set.

Edge cases that create denials even when the chart “looks fine”
Telehealth claims can be denied even when the documentation seems clinically complete. Here are edge cases that
commonly break coding logic:

The “same day, different intent” situation

A patient may have a remote encounter and a separate service the same day, perhaps a procedure or lab review
billed under a different code set. Telehealth documentation might support the visit, but the billing may fail if
services are unbundled incorrectly or if the payer expects a modifier or different service class. The chart may look
fine, but the claim may not reflect the payer’s rules for same-day encounters.

The patient is not where the claim assumes

If the patient’s location is missing, unclear, or inconsistent, you can see denials related to eligibility. The chart might
contain “patient at home,” but the claim might reflect an originating site that does not match payer expectations.



Or the documentation might say one location while the intake system recorded another.

The modality changes mid-visit

If a video visit starts as audio-only or transitions due to connectivity, you may need to document the final
modality used to deliver the clinical care. Some billing policies allow specific transitions, others do not. If your claim
assumes a modality that did not occur for the full or final portion of the interaction, denials can follow.

The note contains generic language

This is subtle. A note that says “telehealth visit” and then provides minimal clinical content can fail medical
necessity review, even if the provider did deliver care. Payers do not only check for telehealth indicators, they check
that the code’s clinical requirements are met.

If you run quality audits, include a review for notes that are “technically telehealth” but not “clinically complete.”

Handling denials the right way: build a feedback loop, not a blame
cycle
When telehealth claims get denied, teams often focus on coder errors or clinician documentation. Those matter,
but the fastest improvement usually comes from identifying the denial pattern and tracing it to where in the
workflow the mismatch occurs.

A denial feedback loop typically looks like this:

Pull denials by denial reason and code.

For each pattern, sample the underlying charts and compare them to the claim fields (modifiers, place of
service, patient location, service modality).

Identify the step that created the mismatch, such as scheduling intake fields not captured, provider identity
mapping wrong, or incorrect modifier rules by date.

Update the process, retrain, and monitor new claims.

You are not trying to “fix everything.” You are trying to stop the same failure mode from repeating.

Security, privacy, and consent: compliance that billing should not
ignore
Telehealth is not only about coding. It is also about the privacy and security standards that allow the service to be
delivered. While specific legal requirements vary by jurisdiction and payer, you should assume that consent, patient
notice, and secure communication are necessary.

From a billing and compliance standpoint, this matters because payers and audits can review whether the
encounter was conducted appropriately. If the organization’s telehealth platform is not compliant with your
security requirements or if consent documentation is missing, you can face denial pressure indirectly through
compliance risk.

At minimum, your clinical workflow should confirm that patients understand telehealth limitations and agree to
the encounter, and your documentation should capture required consent elements when applicable.



Practical implementation: how to make telehealth billing reliable week
after week
Reliable telehealth billing usually comes from three operational pillars:

First, your front-end intake should capture billing-critical data. Patient location, modality, and consent elements
have to be in the record. If they are missing, your claim fields will be guesswork, and guesswork invites denials.

Second, your clinical documentation should be code-aware. Not code-writing. Code-aware. Clinicians do not need
to become coders, but they do need to document the clinical content that supports the billing choices, including
modality-specific exam elements and time when billed.

Third, your billing team needs a consistent telehealth coding policy by payer and date of service. Telehealth is not
static. A small policy shift can create a big billing impact. Your system should make it hard to apply the wrong rule
to the wrong date.

If you can achieve that, telehealth billing becomes less mysterious. It becomes measurable.

What to ask internally before you scale telehealth volumes
If your organization is adding more telehealth visits, the risk is not that you cannot bill the services. The risk is that
your workflows cannot support volume without error.

A short internal set of questions can prevent scaling surprises:

Do we capture patient location reliably for every telehealth encounter?

Do we have payer-specific modifier and place-of-service rules, maintained by date of service?

Do our notes consistently document modality-appropriate clinical elements?

Are we auditing a sample of telehealth charts against claim data before large claim submissions?

When denials occur, do we feed the lessons back into scheduling, documentation, and billing rules quickly?

Answers that rely on “we usually do it” are red flags. Telehealth billing depends on repeatability, not good
intentions.

Final thought: telehealth billing is compliance plus clinical truth
Telehealth coding is not merely a billing exercise. It is a way to translate the clinical encounter into a payer-
understandable record. That translation succeeds when the claim fields match the clinical documentation and when
your billing policies reflect payer rules for the date of service.

If you treat telehealth billing as an ongoing system, not a once-a-month scramble, you can reduce denials,
improve cash flow, and avoid compliance headaches. And most importantly, you protect the clinical team by
making documentation and coding expectations clear before the first claim is submitted.


