
OASIS Item Guidance Patient History & Diagnoses 

OASIS-C Guidance Manual  
December 2012 Chapter 3:  C-4 
Centers for Medicare & Medicaid Services 

 

OASIS ITEM 

(M1010) List each Inpatient Diagnosis and ICD-9-CM code at the level of highest specificity for only those 

conditions treated during an inpatient stay within the last 14 days (no E-codes, or V-codes): 

 Inpatient Facility Diagnosis ICD-9-CM Code 

a.   __ __ __ . __ __ 

b.   __ __ __ . __ __ 

c.   __ __ __ . __ __ 

d.   __ __ __ . __ __ 

e.   __ __ __ . __ __ 

f.   __ __ __ . __ __ 

  
 

ITEM INTENT 

Identifies diagnosis(es) for which patient was actively receiving treatment in an inpatient facility within the past 
14 days.  This list of diagnoses is intended to include only those diagnoses that required treatment during the 
inpatient stay and may or may not correspond with the hospital admitting diagnosis.  This expanded list allows for 
a more comprehensive picture of the patient’s condition prior to the initiation or resumption of home care. 

TIME POINTS ITEM(S) COMPLETED 

Start of care 

Resumption of care 

RESPONSE—SPECIFIC INSTRUCTIONS 

● ―Actively treated‖ should be defined as receiving something more than the regularly scheduled medications 
and treatments necessary to maintain or treat an existing condition. 

● The term ―past fourteen days‖ is the two-week period immediately preceding the start/resumption of care.  
This means that for purposes of counting the 14-day period, the date of admission is day 0 and the day 
immediately prior to the date of admission is day 1.  For example, if the patient’s SOC date is August 20, any 
diagnoses related to inpatient stays with discharges falling on or after August 6 and prior to the HHA 
admission would be reported.  

● If a diagnosis was not treated during an inpatient admission, it should not be listed.  (Example:  The patient 
has a long-standing diagnosis of ―osteoarthritis,‖ but was treated during hospitalization only for ―peptic ulcer 
disease.‖  Do not list ―osteoarthritis‖ as an inpatient diagnosis.)     

● No surgical codes.  List the underlying diagnosis that was surgically treated.  If a joint replacement was done 
for osteoarthritis, list the disease, not the procedure. 

● No V-codes or E-codes.  List the underlying diagnosis. 

● It is not necessary to fill in every line (a-f) if the patient had fewer than six inpatient diagnoses. 

DATA SOURCES / RESOURCES 

● Patient/caregiver interview 

● Physician 

● Referral information (may include inpatient facility discharge summary, physician history and physical, 
progress notes, etc.) 

● The current ICD-9-CM code book should be the source for coding. 

 




