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Z Codes 

BMI (Z68-): BMI adult codes are for use for persons 21 years of age or older. 
Code first the underlying condition, such as overweight, obese, morbidly 
obese, protein calorie malnutrition. 

Z68.1 Body mass index (BMI) 19.9 or less, adult 

Z68.30 Body mass index (BMI) 30.0 - 30.9, adult 

Z68.31 Body mass index (BMI) 31.0 - 31.9, adult 

Z68.32 Body mass index (BMI) 32.0 - 32.9, adult 

Z68.33 Body mass index (BMI) 33.0 - 33.9, adult 

Z68.34 Body mass index (BMI) 34.0 - 34.9, adult 

Z68.35 Body mass index (BMI) 35.0 - 35.9, adult 

Z68.36 Body mass index (BMI) 36.0 - 36.9, adult 

Z68.37 Body mass index (BMI) 37.0 - 37.9, adult 

Z68.38 Body mass index (BMI) 38.0 - 38.9, adult 

Z68.39 Body mass index (BMI) 39.0 - 39.9, adult 

Z68.41 Body mass index (BMI) 40.0 - 44.9, adult 

Z68.42 Body mass index (BMI) 45.0 - 49.9, adult 

Z68.43 Body mass index (BMI) 50.0 - 59.9, adult 

Z68.44 Body mass index (BMI) 60.0 - 69.9, adult 

Z68.45 Body mass index (BMI) 70 or greater, adult 

Long-Term (Current) Drug Therapy (Z79-) 

Z79.1 Long-term use of non-steroidal anti-inflammatories (NSAID) 

Z79.2 Long-term (current) use of antibiotics 

Z79.4 Long-term (current) use of insulin 

Z79.5- Long-term (current) use of steroids 

Z79.82 Long-term (current) use of aspirin 

Z79.84 Long-term (current) use of oral hypoglycemic drugs 

Z79.899 Other long term (current) drug therapy 

Renal Dialysis 

Z99.2 Dependence on renal dialysis 

Z91.15 Patient is noncompliance with renal dialysis 

Status, Amputee (Z89-) 

↓ ● Add 6th character to report laterality: 1=right, 2=left, 9=unspecified 

Z89.41- Acquired absence of great toe 

Z89.42- Acquired absence of other toe(s) 

Z89.43- Acquired absence of foot 

Z89.44- Acquired absence of ankle 

Z89.51- Acquired absence of leg below knee 

Z89.52- Acquired absence of knee 

Z89.61- Acquired absence of leg above knee 

Z89.62- Acquired absence of hip 

Chronic Kidney Disease (CKD): N18.-  

Code first any associated: 
 diabetic chronic kidney disease: E08.22, E09.22, E10.22, E11.22,  E13.22 
 hypertensive chronic kidney disease (I12.-, I13.-) 
Use additional code to identify kidney transplant status, if applies, (Z94.0) 

N18.1 Chronic kidney disease, stage 1 

N18.2  Chronic kidney disease, stage 2 (mild) 

N18.3 Chronic kidney disease, stage 3 (moderate) 

N18.4 Chronic kidney disease, stage 4 (severe) 

N18.5  Chronic kidney disease, stage 5 

↓ Use additional code to identify dialysis status (Z99.2) 

N18.6 End stage renal disease 

N19 Unspecified kidney failure (Uremia NOS) 

N25.81 Secondary hyperparathyroidism of renal origin 

N28.9 

Disorder of kidney and ureter, unspecified  
 Nephropathy NOS,          
 Renal disease (acute) NOS,  
 Renal disease (acute) NOS 

Non-pressure chronic ulcer of lower limb: L97.-  

Code first any associated: 
 diabetic ulcer: E08.621, E08.622, E09.621, E09.622, E10.621, E10.622, 

E11.621, E11.622,E13.621, E13.622 
 Any associated gangrene: I96 

 Add 5th character: 0=unspecified, 1=right, 2=left 
 Add 6th character: 1=limited to breakdown of skin,  
2=with fat layer exposed,  3=necrosis of muscle,  
4=necrosis of bone,  5= muscle involvement w/o evidence of necrosis,  
6= bone involvement without evidence of necrosis,   
8= other specified severity,  9=unspecified severity 

L97.1- Non-pressure chronic ulcer of thigh 

L97.2- Non-pressure chronic ulcer of calf 

L97.3- Non-pressure chronic ulcer of ankle 

L97.4- Non-pressure chronic ulcer of heel and midfoot 

L97.5- Non-pressure chronic ulcer of other part of foot 

L97.8- Non-pressure chronic ulcer of other part of lower leg 

L97.9- Non-pressure chronic ulcer of unspecified part of lower leg 

Overweight & Obesity: E66.- 

↓ Use additional code to identify body mass index (BMI), if known (Z68.-) 

E66.01 Morbid (severe) obesity due to excess calories 

E66.09 Other obesity due to excess calories 

E66.1 Drug-induced obesity 

E66.2 Morbid (severe) obesity with alveolar hypoventilation 

E66.3 Overweight 

E66.8 Other obesity 

E66.9 Obesity, unspecified 

For more clinical documentation and coding 
resources, please visit the Englewood Health 

ePortal   http://bit.ly/Doc_and_Coding  

mailto:Willis.Gomez@EHMCHealth.org


General Documentation Integrity Concept 
All chronic conditions must have at least one MEAT com-
ponent documented by the provider and be coded every 
calendar year. 
Monitor: signs, symptoms, disease progression,   
 and/or disease regression. 
Evaluate: test results, medication effectiveness,   
 and/or response to treatment. 
Address: ordering tests, discussion, review records,   
 and/or counseling. 
Treatment: medications, therapies, and/or other  
 modalities. 
 

Diabetes Categories 
E08.– Diabetes mellitus without type 
E09.– Drug or chemical induced DM 
E10.– Type 1 diabetes mellitus  
E11.– Type 2 diabetes mellitus  
E13.– Other specified DM 
 

EPIC’s Diagnoses Calculator Shortcuts 
“T1DM” and “T2DM” 
 

Legend 
RED color code = it’s a Hierarchical Condition Category 
(HCC) and it will be risk-adjusted. 
A dash (- ) at the end of a code indicates that additional 
characters are required to complete the code. 
NOS = Not otherwise specified 
NEC = Not elsewhere classified 

Diabetes Mellitus (DM):  Type 1= E10.-,  Type 2= E11.- 

Assign as many codes as needed to  identify all of the associated 
conditions that the patient has. 

↓ Use additional code to identify control using: insulin (Z79.4 );  
     oral antidiabetic drugs or hypoglycemic drugs (Z79.84). 

E10./E11.10 T1DM/T2DM with ketoacidosis w/o coma 

E10./E11.11 T1DM/T2DM with ketoacidosis w/ coma 

With Kidney Complications: 

E10./E11.21 T1DM/T2DM with diabetic nephropathy 

↓ Use additional code to identify the CKD stage: N18.1 — N18.6 

E10./E11.22 T1DM/T2DM with diabetic CKD 

E10./E11.29 T1DM/T2DM with other diabetic kidney complication 

With Ophthalmic Complications: 

↓ Add 7th character to the following codes:  E10.32-, E10.33-, E10.34-, E10.35
-   
      and E10.37- to designate laterality: 1=right, 2=left, 3=bilateral, 9=unsp. 

E10./E11.3- T1DM/T2DM with ophthalmic complications 

E10./E11.311 T1DM/T2DM  w/ diabetic retinopathy w/ macular edema 

E10./E11.319 T1DM/T2DM w/ diabetic retinopathy w/o macular edema 

E10./E11.321- T1DM/T2DM w/ mild nonproliferative diabetic retinopathy 
w/ macular edema 

E10./E11.329- T1DM/T2DM  w/ mild nonproliferative diabetic retinopathy 
w/o macular edema 

E10./E11.331- T1DM/T2DM w/ mod nonproliferative diabetic retinopathy 
w macular edema 

E10./E11.339- T1DM/T2DM w/ mod nonproliferative diabetic retinopathy 
w/o macular edema 

E10./E11.341- T1DM/T2DM w/ severe nonproliferative diabetic retinopa-
thy w/ macular edema 

E10./E11.349- T1DM/T2DM w/ severe nonproliferative diabetic retinopa-
thy w/o macular edema 

E10./E11.351- T1DM/T2DM w/ proliferative diabetic retinopathy w/            
macular edema 

E10./E11.352- T1DM/T2DM w/ proliferative diabetic retinopathy w/         
traction retinal detachment involving the macula 

E10./E11.353- T1DM/T2DM w/ proliferative diabetic retinopathy w/             
traction retinal detachment not involving the macula 

E10./E11.354- 
T1DM/T2DM w/ proliferative diabetic retinopathy w/       
combined traction retinal detachment and rhegmatogenous 
retinal detachment 

E10./E11.355- T1DM/T2DM w/ stable proliferative diabetic retinopathy 

E10./E11.359- T1DM/T2DM w/ proliferative diabetic retinopathy w/o      
macular edema 

E10./E11.36 T1DM/T2DM w/ diabetic cataract 

E10./E11.37- T1DM/T2DM w/ diabetic macular edema, resolved                
following treatment 

↓ Use additional code to identify manifestation, such as: diabetic glaucoma  
      (H40-H42) 

E10./E11.39 T1DM/T2DM w/ other diabetic ophthalmic complication 

Diabetes Mellitus (DM):  Type 1= E10.-,  Type 2= E11.- 

With Neurological Complications: 

E10./E11.40 T1DM/T2DM with diabetic neuropathy, unspecified 

E10./E11.41 T1DM/T2DM with diabetic mononeuropathy 

E10./E11.42 T1DM/T2DM with diabetic polyneuropathy 

E10./E11.43 T1DM/T2DM with diabetic autonomic polyneuropathy 

E10./E11.44 T1DM/T2DM with diabetic amyotrophy 

E10./E11.49 T1DM/T2DM with other diabetic neurological                        
complications 

With Circulatory Complications: 

E10./E11.51 T1DM/T2DM w/ diabetic peripheral angiopathy w/o            
gangrene 

E10./E11.52 T1DM/T2DM w/ diabetic peripheral angiopathy w/          
gangrene 

E10./E11.59 T1DM/T2DM w/ other circulatory complications 

With Other Complications: 

E10./
E11.610 T1DM/T2DM w/ diabetic neuropathic arthropathy 

E10./
E11.618 T1DM/T2DM with other diabetic arthropathy 

E10./
E11.620 T1DM/T2DM with diabetic dermatitis 

↓ Use additional code to identify site of ulcer: L97.4-, L97.5- 

E10./
E11.621 T1DM/T2DM with foot ulcer 

↓ Use additional code to identify site of ulcer: L97.1- , L97.9-, L98.41-,  
      L98.49- 

E10./
E11.622 T1DM/T2DM w/ other skin ulcer 

E10./
E11.628 T1DM/T2DM w/ other skin complications 

E10./
E11.630 T1DM/T2DM w/ periodontal disease 

E10./
E11.638 T1DM/T2DM w/ other oral complications 

E10./
E11.641 T1DM/T2DM w/ hypoglycemia with coma 

E10./
E11.649 T1DM/T2DM w/ hypoglycemia without coma 

E10./E11.65 T1DM/T2DM w/ hyperglycemia 

↓ Use additional code to identify complication 

E10./E11.69 T1DM/T2DM w/ other specified complication 

E10./E11.8 T1DM/T2DM w/ unspecified complication 

E10./E11.9 T1DM/T2DM without complications 

❶ Codes are ONLY reported from treating physician documentation, and 
PA/NPs if signed by MD. 
❷ Documentation from the radiologists and pathologists, and other non-
treating MDs, cannot be coded. The treating physicians need to bring the 
information into their progress notes. 
❸ Documentation from RNs, nutritionist and/or PT/OT cannot be coded. 
These diagnoses/indicators: malnutrition, undernutrition, obesity, and 
pressure ulcers sites, MUST be carried over by physicians into their visit 
notes. 
❹ Any abnormal lab values or diagnoses from diagnostic tests must be 
interpreted and documented in the physician’s note, for example:                 
Na 113 = Hyponatremia, K 5.5 = Hyperkalemia. 
❺ If diagnoses are listed under Past Medical History (PMH), they cannot 
be coded as current/active/present/acute problems, unless they are add-
ed to the visit note assessment/plan for observation/treatment — if you 
say the patient has a “history of …” it is interpreted as diseases that are no 
longer active, unless the current treatment is linked to the condition. It is 
best-practice to include all the active diagnoses under the Assessment/
plan of the encounter notes with the current status, for example:   
 - DM type 2 with diabetic cataract controlled with insulin  
 - Morbid obesity with BMI 42 
❻ The first-listed diagnosis is the main reason for the patient’s visit/
encounter. Diagnoses often are not established at the time of the initial 
visit, in this case use the signs/symptoms.  
❼ Only confirmed/established diagnoses are allowed to be coded. Do 
not code diagnoses if the documentation is describing it as: “probable,” 
“suspected,” “questionable,” “to be rule out,” “working diagnosis” or 
other similar terms indicating uncertainty. However, if the diagnoses 
cannot be confirmed or were established, coding signs, symptoms, abnor-
mal test result is acceptable. 
❽ Chronic diseases treated on an ongoing basis can be coded and re-
ported as many times as the patient receives face-to-face care and at 
least one MEAT element is documented. 

Coding Rules That Every Provider Should Know  


