
Transitions of Care (TRC)
It is important to time-stamp and document in the patient’s medical record each step of your patient’s 
transition of care from one healthcare setting to another. This includes the:

The TRC guidelines improve the coordination of care for patients, both during and after the inpatient 
admission, which helps avoid adverse drug events and unnecessary readmissions back into the hospital.

Notification of Inpatient Admissions
• Document on the day of admission or within two days after admission, with the same date 

time-stamped in the medical record

• Notifications can happen by phone, email, or fax from the hospital (e.g., emergency department, 
case management), health plan, ongoing care provider or specialist

• Documentation of pre-op exam

Receipt of Discharge Information
• Document that the o�ce was informed of discharge with time stamp for the date of discharge or 

within two days after

• Information must include:

o The practitioner responsible for the patient's care during the inpatient stay

o Procedures or treatment provided

o Diagnosis at discharge

o Current medication list

o Testing results or tests pending

o Instructions for patient care post-discharge

Patient Engagement after Inpatient Discharge
• Engage with the patient within 30 days after the date of discharge

• Complete an o�ce visit, telehealth, home visit, telephone visit, and/or video conferencing 

• Can be completed by any o�ce sta�

1. 2Inpatient admission Discharge notification Patient engagement after discharge
with medication reconciliation

Review the four components below to clearly understand TRC:

MICHIGAN | EDPS140 | www.mhplan.com

2. 3.



 Make the most out of a patient’s follow-up appointment by reviewing the following:

• Medication adherence, especially for hypertension, diabetes and/or cholesterol medications

› Update any 30-day prescriptions to 90-day fills and encourage medication delivery via mail 
order pharmacy

• Four components of the Care for Older Adults (COA) measure

› Advance care planning

› Medication review (must be completed by a prescribing provider or a clinical pharmacist)

› Pain assessment

› Functional status assessment or ability to perform activities of daily living (ADLs)

• Any outstanding preventive care screenings or condition management testing

Transitions of Care (TRC)

Description

Medication Reconciliation 99483, 99495, 99496, 1111F

Engagement Outpatient Visits: 99201-99205, 99211-99215, 99241-99245, 
99341-99345, 99347-99350, 99381-99387, 99391-99397, 
99401-99404, 99411, 99412, 99429, 99455, 99456, 99483

Telephone Visits: 98966-98968, 99441-99443

Transitional Care Management Services: 99495, 99496

Telehealth Modifier: (regular) 95, GT

Telehealth POS: 02

CPT

Medication Reconciliation Post-Discharge
• Complete a medication reconciliation from the date of discharge through 30 days after 

discharge (31 total days to complete)

• Document that the discharge and current medications were reconciled

•  Medication reconciliation can be completed by a prescribing provider, a registered nurse, or a 
clinical pharmacist 

Codes listed are specific to the subject matter of this flyer. While Meridian encourages you to use these codes in association with the subject matter 
of this flyer, Meridian recognizes that the circumstances around the services provided may not always directly support/match the codes. It is crucial 
that the medical record documentation describes the services rendered in order to support the medical necessity and use of these codes.
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Contact your Provider Network Management Representative with any questions or call 
Meridian at 888-437-0606.

Fax medical records to: 313-202-0006.


