Using Scribes in Your Practice
If you use a scribe in your practice, certain regulatory rules apply.  Read more.
A scribe is someone who records on behalf of another person. Scribe situations in health care are those in which the physician utilizes the services of staff to document work performed by him or her, in either an office or a facility setting.
The scribe does not act independently, but merely documents the physician's dictation and/or activities during the visit. The physician who receives the payment for the services is expected to be the person delivering the services and creating the record, which is simply "scribed" by another person. 

Physicians using the services of a "scribe" must:

· Adhere to E/M guidelines for the place of service of that visit.
· Provide documentation that supports both the medical necessity of the level of service billed and the level of the Key Components required of the service in the E/M guidelines.
· Provide documentation that meets the Current Procedural Terminology (CPT) definition of the level of E/M billed.
· Ensure that the medical record entry notes the name of the person acting as the scribe (e.g., "acting as a scribe for Dr. Smith.") 
· Co-sign the note indicating the note is an accurate record of both his/her words and actions during that visit. 

.

Under the above circumstances, "scribe" situations are appropriate and can be a part of the physician's billing of services to Medicare. It is important, however, to be certain that the "scribe's" services are used and documented appropriately, and that the documentation is present in the medical record to support that the physician actually performed the E/M service at the level billed. 

