The Medical Documentation and Compliance Manual used by the Medical College of Wisconsin states that the Centers for Medicare & Medicaid Services ("CMS") has defined a scribe as follows: "A scribe is one who follows the doctor around and writes word for word, what the doctor says as he's examining the patient – a sort of human tape recorder." However, we could not find this definition in any CMS regulations or guidance document, and suspect that it was probably provided in an informal communication from CMS. Nonetheless, even if the definition has not been formally adopted by CMS, it appears to accurately describe a scribe as someone who records a physician's statements while in the physician's presence. 

As for whether a physician may be paid by Medicare, a physician should determine if the local carrier has taken a position on the use of a scribe. Where carriers have considered the issue, they have constantly stated that, in order for a physician to submit a Medicare Part B claim that is generated with the assistance of a scribe, the physician must be personally performing a service while the scribe concurrently documents the physician's findings. The physician documentation must then state that the physician is using a scribe. 

For example, CIGNA Government Services, the Part B carrier for Idaho, North Carolina and Tennessee, issued a Medicare Bulletin in September/October 2001 that was entitled "Non-Physicians Acting as Scribes for Physicians," which provides as follows:

Recently we have noted some physicians having individuals writing notes in the medical record for them, and then merely signing the note. This may be inappropriate.

If a nurse or mid-level provider (PA, NP, CNS) acts as a scribe for the physician, the individual writing the note (or history or discharge summary, or any entry in the record) should note 'written by xxxx, acting as scribe for Dr. yyy.' Then, Dr. yyy should co-sign, indicating that the note accurately reflects work and decisions made by him/her.

It is inappropriate for an employee of the physician to round at one time and make entries in the record, and then for the physician to round several hours later and note 'agree with above,' unless the employee is a licensed, certified provider (PA, NP, CNS) billing Medicare for services under his/her own name and number.

Record entries made by a 'scribe' should be made upon dictation by the physician, and should document clearly the level of service provided at that encounter. This requirement is no different from any other encounter documentation requirement. Medicare pays for medically necessary and reasonable services, and expects the person receiving payment to be the one delivering the services and creating the record. There is no 'incident to' billing in the hospital setting (in-patient or out-patient). Thus, the scribe should be merely that, a person who writes what the physician dictates and does. This individual should not act independently, and there is no payment for this activity.

It is acceptable for a physician to use a scribe, but current documentation guidelines must be followed. The physician is ultimately accountable for the documentation, and should sign and note after the scribe's entry the affirmation above, that the note accurately reflects work done by the physician.

