
OMT Documentation Tip Sheet 
 

• OMT is considered a procedure and should always be documented with a dedicated procedure note.  
• Proper documentation is essential for demonstrating medical necessity, supporting accurate coding and 

ensuring reimbursement.  
 
Core Documentation Requirements 

• Document patient consent (verbal or written) for OMT and any same-day procedures.  
• Clearly separate E/M services from OMT documentation by either:  

o Using separate notes, or  
o Creating clearly labeled sections within a single note.  

• OMT procedure notes should specifically document:  
o Regions treated  
o Techniques utilized  
o Patient response/tolerance to treatment  

 
Somatic Dysfunction Documentation 

• Document somatic dysfunction findings within the musculoskeletal/objective exam.  
• Use TART criteria to support diagnosis:  

o Tissue texture changes  
o Asymmetry  
o Restriction/range of motion changes  
o Tenderness  

• All treated regions should be clearly identified and supported by examination findings.  
 
OMT Technique Documentation 

• Specify the OMT techniques used (e.g., HVLA, muscle energy, soft tissue).  
• Techniques documented should align with accepted standards of medical practice.  
• If treating compensatory dysfunctions, document the rationale for treatment.  

 
Medical Necessity 

• Documentation should clearly demonstrate that:  
o Somatic dysfunction was identified during evaluation  
o OMT was medically necessary based on exam findings  

•  
OMT Documentation Quick Checklist 

• Chief complaint- Why is the patient here today? 
• Indication for OMT- (somatic dysfunction) What did you find today? Include body region(s) and TART 

findings (as applicable) 
• Medical necessity- Does the dysfunction relate to the patient’s complaint? 
• Consent- risk/benefits discussed & verbal or written consent obtained 
• Treatment performed- which region(s) treated and which techniques used 
• Patient response- How did the patient respond? Any improvement is motion, pain or findings? 
• Post-Care Instructions-  aftercare guidance  
• Follow-Up plan- when or if the patient should return 

 
Billing & Modifier -25 

• Use modifier -25 on the E/M code when OMT is performed during the same encounter.  
• Modifier -25 indicates the E/M service was separately identifiable and medically necessary in addition 

to OMT.  
• Ensure billing accurately matches:  

o Regions treated  
o Regions documented  
o Procedures performed  

 



OMT Documentation Tip Sheet 
 
Follow-Up & Chronic Care Documentation 

• Follow-up visits should document ongoing medical necessity for repeat OMT.  
• Chronic conditions (>6 months) require supporting documentation including:  

o Persistent physical findings  
o Diagnoses supporting continued treatment  
o Clinical rationale for ongoing OMT use  

 
Additional coding guidance can be found here.  
 

https://store.osteopathic.org/products/guide-to-coding-documentation-osteopathic-manipulative-treatment-updated-in-2024

