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Purpose

This resource offers guidance on implementing HCPCS add-on code G2211 for home and assisted living visits,
as outlined in the CY 2026 Medicare Physician Fee Schedule Final Rule, effective January 1, 2026. It is intended
for providers, coders, and practice managers in home-based primary care to support compliant documentation,
accurate billing, and tracking financial impact.

What is G2211?

G2211 is a HCPCS add-on code that recognizes the complexity of longitudinal, relationship-based care for patients
with chronic or serious conditions. Home and assisted living visit E/M codes (CPT 99341-99350) are now eligible to
append G2211 to qualifying visits (fee-for-service).

Why This Matters

Until now, G2211 was restricted to office/outpatient E/M codes (99202-99215). Home visits (CPT 99341-99350)
were excluded — even in 2025 when modifier 25 flexibility was added. This change acknowledges the real complexity
of care delivered in the home and creates new revenue opportunities for practices committed to high-needs patients.

What Changed

* Expanded Settings: Home and assisted living visits now eligible

*  Fee-for-Service Opportunity: Adds reimbursable complexity to visits you already provide

Eligibility & When to Use G2211

Prompts:

* Is the visit part of ongoing, longitudinal management of chronic or serious conditions?
*  Does clinician-patient continuity, care coordination, or complexity exceed typical E/M expectations?

* s the documentation explicit about relationship-centered, longitudinal care?

Checklist:

e Patient has one or more chronic/serious conditions managed over time.
e Care plan references prior/future visits and ongoing management.
*  Notes include coordination with caregivers, specialists, or community services.

*  Provider demonstrates continuity and complexity not captured by base E/M alone
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Documentation Requirements

°  State longitudinal relationship (e.g., “ongoing management of HF + COPD with monthly home visits”).
e Detail complexity drivers (polypharmacy, multiple conditions, caregiver dynamics, SDOH).
*  Describe care coordination (orders, community resources, advanced care planning).

e Reference prior/future care and treatment goals.

Case Examples

Heart Failure + COPD Management

Visit: Medication adjustment and care coordination at home
Billing: CPT 99350 + G2211

Tip: Document longitudinal care plan and complexity

Wellness + Chronic Care

Visit: Preventive and chronic disease management combined
Billing: CPT 99348 + G2211
Tip: Document preventive and longitudinal care

Post-Hospitalization Transition

Visit: Medication reconciliation and continuity planning
Billing: CPT 99350 + G2211
Tip: Emphasize complexity and continuity

Palliative Care Management

Visit: Symptom control and advanced care planning
Billing: CPT 99349 + G2211
Tip: Include care goals and coordination notes

Workflow & Billing Readiness
* Update EHR and billing rules to allow G2211 with CPT 99341-99350.

e Educate clinicians and coders on criteria and documentation of do’s/don'ts.
*  Create audit spot-checks to monitor accuracy and payer feedback.

e Confirm Medicare and commercial payer policies; update cheat sheets. .
Revenue Potential

Average G2211 reimbursement: $16 per visit

* 500 home visits/year — $8,000 additional revenue
* 1,000 home visits/year = $16,000 additional revenue
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The HCClntelligence™ Community provides exclusive access to a wealth of resources
tailored for home-based medical care professionals. Benefit from free access to all
HCClntelligence™ Premier Resources, free and discounted pricing for online courses,
and webinars led by industry experts. Engage in 1-on-1 Office Hour sessions with a
nationally Certified Professional Coder (CPC)® and connect with peers to enhance your
practice’s performance and stay on the leading edge of home-based medical care.

HCClntelligence™ is for educational
and informational purposes only and
should not be relied upon as medical
advice. Information is accurate at the
time of publication and is subject to
change year to year.

Join the HCClIntelligence™ Community at
bit.ly/hccintelligence-community.

HCCI

HOME CENTERED CARE
INSTITUTE

hccinstitute.org



