
Certified Inpatient Coding (CIC)
Practice Exam (Sample)

Study Guide

Everything you need from our exam experts!

Sample study guide. For the full version with hundreds of questions, visit:
https://certifiedinpatientcoding.examzify.com



Copyright © 2026 by Examzify - A Kaluba Technologies Inc. product.

ALL RIGHTS RESERVED.

No part of this book may be reproduced or transferred in any form or by any means, graphic,
electronic, or mechanical, including photocopying, recording, web distribution, taping, or by any
information storage retrieval system, without the written permission of the author.

Notice: Examzify makes every reasonable effort to obtain accurate, complete, and timely
information about this product from reliable sources.

Sample study guide, visit https://certifiedinpatientcoding.examzify.com
for the full version with hundreds of practice questions 1

SAMPLE



Table of Contents
Copyright 1.................................................................................................................

Table of Contents 2....................................................................................................

Introduction 3.............................................................................................................

How to Use This Guide 4............................................................................................

Questions 5................................................................................................................

Answers 8...................................................................................................................

Explanations 10..........................................................................................................

Next Steps 16.............................................................................................................

Sample study guide, visit https://certifiedinpatientcoding.examzify.com
for the full version with hundreds of practice questions 2

SAMPLE



IntroductionIntroduction

Preparing for a certification exam can feel overwhelming, but with the right tools, it becomes
an opportunity to build confidence, sharpen your skills, and move one step closer to your
goals. At Examzify, we believe that effective exam preparation isn’t just about
memorization, it’s about understanding the material, identifying knowledge gaps, and
building the test-taking strategies that lead to success.

This guide was designed to help you do exactly that.

Whether you’re preparing for a licensing exam, professional certification, or entry-level
qualification, this book offers structured practice to reinforce key concepts. You’ll find a
wide range of multiple-choice questions, each followed by clear explanations to help you
understand not just the right answer, but why it’s correct.

The content in this guide is based on real-world exam objectives and aligned with the types
of questions and topics commonly found on official tests. It’s ideal for learners who want to:

• Practice answering questions under realistic conditions,
• Improve accuracy and speed,
• Review explanations to strengthen weak areas, and
• Approach the exam with greater confidence.

We recommend using this book not as a stand-alone study tool, but alongside other
resources like flashcards, textbooks, or hands-on training. For best results, we recommend
working through each question, reflecting on the explanation provided, and revisiting the
topics that challenge you most.

Remember: successful test preparation isn’t about getting every question right the first
time, it’s about learning from your mistakes and improving over time. Stay focused, trust the
process, and know that every page you turn brings you closer to success.

Let’s begin.
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How to Use This GuideHow to Use This Guide

This guide is designed to help you study more effectively and approach your exam with
confidence. Whether you're reviewing for the first time or doing a final refresh, here’s how to
get the most out of your Examzify study guide:

1. Start with a Diagnostic Review

Skim through the questions to get a sense of what you know and what you need to focus on.
Your goal is to identify knowledge gaps early.

2. Study in Short, Focused Sessions

Break your study time into manageable blocks (e.g. 30 – 45 minutes). Review a handful of
questions, reflect on the explanations.

3. Learn from the Explanations

After answering a question, always read the explanation, even if you got it right. It reinforces
key points, corrects misunderstandings, and teaches subtle distinctions between similar
answers.

4. Track Your Progress

Use bookmarks or notes (if reading digitally) to mark difficult questions. Revisit these
regularly and track improvements over time.

5. Simulate the Real Exam

Once you're comfortable, try taking a full set of questions without pausing. Set a timer and
simulate test-day conditions to build confidence and time management skills.

6. Repeat and Review

Don’t just study once, repetition builds retention. Re-attempt questions after a few days and
revisit explanations to reinforce learning. Pair this guide with other Examzify tools like
flashcards, and digital practice tests to strengthen your preparation across formats.

There’s no single right way to study, but consistent, thoughtful effort always wins. Use this
guide flexibly, adapt the tips above to fit your pace and learning style. You've got this!
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1. What does the cloning of information in EHRs potentially create, according
to the OIG?
A. A clear picture of services provided during the patient's stay.
B. Difficulty in identifying current visit activities, possibly leading to

inappropriate charges.
C. Accurate and complete documentation.
D. An easy way for providers to create fraudulent records.

2. What is the primary role of the chargemaster in a healthcare facility?
A. To track patient outcomes
B. To standardize coding practices
C. To document patient care plans
D. To list prices for services and procedures

3. How does accurate coding impact healthcare facilities?
A. It affects patient satisfaction scores
B. It influences the reimbursement rates from payers
C. It has no effect on hospital operations
D. It is solely for compliance purposes

4. What type of documentation is crucial for justifying the length of stay in
inpatient care?
A. Discharge summaries
B. Medical necessity documentation
C. Insurance claim forms
D. Patient feedback forms

5. Under which Medicare rule will the technical component of a left heart
catheterization be bundled into an inpatient stay?
A. Hospital Issued Notices of Non-Coverage
B. Readmission Reduction Program
C. Two Midnight rule
D. Three day payment window
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6. Why is capturing demographic data important in coding?
A. It simplifies the coding process.
B. It helps in analyzing health trends.
C. It is primarily for patient identification.
D. It is necessary for emergency services only.

7. Which one of the following drugs is not a calcium channel blocking drug?
A. Diltiazem
B. Amlodipine
C. Propranolol
D. Verapamil

8. What is the role of the coding professional regarding medical necessity?
A. To question the treatment options provided to the patient
B. To ensure the coded diagnoses and procedures reflect care that is medically

necessary
C. To focus solely on administrative tasks and billing
D. To document patient complaints without regard to coding

9. What does POA indicator W signify?
A. Diagnosis was not present at time of admission
B. Clinically undetermined
C. Exempt from POA Reporting
D. Documentation insufficient to determine if condition was present at the time

of inpatient admission

10. What specialized principle applies to coding patients treated in specific
facilities?
A. General coding conventions apply to all cases.
B. Specialized coding guidelines must be adhered to.
C. Patients should not be coded for unique services.
D. Coding is uniform across all healthcare settings.
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Answers
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1. B
2. D
3. B
4. B
5. D
6. B
7. C
8. B
9. B
10. B
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Explanations
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1. What does the cloning of information in EHRs potentially create, according
to the OIG?
A. A clear picture of services provided during the patient's stay.
B. Difficulty in identifying current visit activities, possibly leading to

inappropriate charges.
C. Accurate and complete documentation.
D. An easy way for providers to create fraudulent records.

Cloning of information in Electronic Health Records (EHRs) can lead to difficulty in identifying current visit
activities. When information is cloned, it means that the same notes or data are reused across multiple patient
encounters. This practice can obscure what actually occurred during a specific visit, making it challenging for
healthcare providers to accurately assess the patient’s condition, the services rendered, and the appropriateness
of coding and charges for that visit.  As a result, important details may be overlooked, and the uniqueness of
each visit could be lost, ultimately complicating the billing process. Inappropriate charges may arise if the
documentation does not accurately reflect the services provided in that particular patient encounter. This issue
highlights the importance of thorough and precise documentation in EHRs to ensure clarity and accuracy in
patient records and billing practices.

2. What is the primary role of the chargemaster in a healthcare facility?
A. To track patient outcomes
B. To standardize coding practices
C. To document patient care plans
D. To list prices for services and procedures

The primary role of the chargemaster in a healthcare facility is to list prices for services and procedures. The
chargemaster serves as a comprehensive database that contains the charges for every service, procedure, and
item provided by the facility. This includes detailed information about the costs associated with various
treatments and diagnostic tests. It is crucial for billing and reimbursement purposes, as it is used to generate
patient bills and to communicate the cost of services to insurance companies and other payers.  Having an
accurate and up-to-date chargemaster is essential for ensuring that healthcare facilities are reimbursed
appropriately for their services, while also providing transparency regarding costs to patients. This role
underscores the importance of financial operations within healthcare settings, allowing for effective
management of resources and implementation of pricing strategies.

3. How does accurate coding impact healthcare facilities?
A. It affects patient satisfaction scores
B. It influences the reimbursement rates from payers
C. It has no effect on hospital operations
D. It is solely for compliance purposes

Accurate coding plays a vital role in healthcare reimbursement processes. When coders assign the correct codes
based on the documentation of patient encounters, it ensures that healthcare facilities can bill insurers correctly
and receive appropriate reimbursement for services rendered. Accurate coding reflects the true nature and
complexity of the patient’s condition and the resources utilized, which directly influences the reimbursement
rates from payers, including Medicare, Medicaid, and private insurance companies. Under-coding can lead to
lost revenue, while over-coding may result in audits and potential penalties. Therefore, maintaining high
standards in coding is essential for the financial health of healthcare facilities, making this aspect critically
important in the overall operation and sustainability of these institutions.

Sample study guide, visit https://certifiedinpatientcoding.examzify.com
for the full version with hundreds of practice questions 11

SAMPLE



4. What type of documentation is crucial for justifying the length of stay in
inpatient care?
A. Discharge summaries
B. Medical necessity documentation
C. Insurance claim forms
D. Patient feedback forms

The correct answer highlights the significance of medical necessity documentation in justifying the length of
stay in inpatient care. This type of documentation provides a clear rationale for the care provided to the patient,
emphasizing the clinical need for hospitalization. It details the diagnosis, treatment plan, and any complications
or comorbidities that may necessitate an extended stay. This information is critical for both clinical
decision-making and billing purposes, as it establishes that the services rendered were medically necessary
based on accepted standards of care.  In contrast, while discharge summaries are important for outlining the
patient's condition at discharge and the care received during the stay, they do not serve as the primary
justification for the length of stay. Insurance claim forms are used for the billing process but do not provide the
clinical rationale for the hospitalization duration. Patient feedback forms focus on patient satisfaction and
experience rather than medical necessity, making them less relevant in this context. Hence, medical necessity
documentation is essential for substantiating the justification for inpatient care duration.

5. Under which Medicare rule will the technical component of a left heart
catheterization be bundled into an inpatient stay?
A. Hospital Issued Notices of Non-Coverage
B. Readmission Reduction Program
C. Two Midnight rule
D. Three day payment window

The correct choice highlights the concept of the Three Day Payment Window. This rule stipulates that any
outpatient services related to a hospital admission that occur within three days prior to the inpatient stay are
included in the bundled payment for that inpatient admission. This is significant because it ensures that the
technical component of procedures like left heart catheterization, which may be performed in an outpatient
setting before an inpatient admission, is bundled into the overall payment that the hospital receives for the
inpatient stay.  This bundling means that the hospital will not receive separate reimbursement for these
procedures if they were performed under outpatient status within the defined timeframe prior to the inpatient
admission. It simplifies the billing process and provides a more comprehensive payment structure for the full
episode of care provided to the patient during their inpatient stay.   In contrast, the other options do not pertain
to the bundling of technical components of procedures into inpatient stays in this manner. Hospital Issued
Notices of Non-Coverage are used to inform patients about non-covered services. The Readmission Reduction
Program is aimed at minimizing hospital readmissions to improve patient care and reduce costs. The Two
Midnight rule relates to the determination of whether a patient should be admitted as an inpatient or treated as
outpatient observation based on the anticipated duration of care, rather
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6. Why is capturing demographic data important in coding?
A. It simplifies the coding process.
B. It helps in analyzing health trends.
C. It is primarily for patient identification.
D. It is necessary for emergency services only.

Capturing demographic data is essential in coding primarily because it facilitates the analysis of health trends.
By gathering information such as age, gender, ethnicity, and socioeconomic status, healthcare organizations can
identify patterns in disease prevalence or treatment outcomes within different populations. This analysis is
crucial for public health initiatives, resource allocation, and the development of targeted health policies. 
Understanding health trends also aids in conducting research and determining the effectiveness of various
treatments across diverse groups. For hospitals and healthcare systems, demographic data can inform quality
improvement strategies and help address disparities in care. Overall, incorporating demographic data ensures
that coding goes beyond billing purposes to contribute to broader healthcare analytics and population health
management.

7. Which one of the following drugs is not a calcium channel blocking drug?
A. Diltiazem
B. Amlodipine
C. Propranolol
D. Verapamil

Propranolol is the drug that does not belong to the class of calcium channel blockers. Instead, it is classified as
a non-selective beta-adrenergic antagonist. Beta-blockers such as propranolol work by blocking the effects of
epinephrine (adrenaline) on beta receptors, which results in a decrease in heart rate and blood pressure. This
mechanism is different from that of calcium channel blockers, which primarily inhibit the influx of calcium ions
into cardiac and smooth muscle cells, leading to relaxation of these muscles and dilation of blood vessels.  On
the other hand, drugs like diltiazem, amlodipine, and verapamil are all calcium channel blockers that work by
preventing calcium from entering cells. This results in decreased force of contraction of the heart and dilation of
the blood vessels, therefore lowering blood pressure. Understanding the distinct pharmacological categories and
their mechanisms of action is fundamental for effective medication management in clinical settings.
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8. What is the role of the coding professional regarding medical necessity?
A. To question the treatment options provided to the patient
B. To ensure the coded diagnoses and procedures reflect care that is medically

necessary
C. To focus solely on administrative tasks and billing
D. To document patient complaints without regard to coding

The role of the coding professional regarding medical necessity is centered on ensuring that the coded
diagnoses and procedures accurately represent the care that is medically necessary for the patient. Medical
necessity is a key concept in healthcare that determines whether services are appropriate and necessary for the
diagnosis or treatment of a condition. Coding professionals must have a thorough understanding of clinical
documentation and guidelines related to medical necessity to ensure compliance with payer policies. This
ensures that claims are supported by adequate documentation that reflects the rationale behind the medical
services provided.   By focusing on this responsibility, coding professionals help to prevent errors in coding that
could lead to claim denials or issues with reimbursement, while also supporting the overall quality of care
delivered to patients. They bridge the gap between healthcare services rendered and proper representation in the
medical record, ensuring that the information used for billing and reporting purposes is both accurate and
justifiable based on clinical necessity. This role is vital in maintaining the integrity of healthcare documentation
and ensuring that healthcare providers receive appropriate compensation for their services.

9. What does POA indicator W signify?
A. Diagnosis was not present at time of admission
B. Clinically undetermined
C. Exempt from POA Reporting
D. Documentation insufficient to determine if condition was present at the time

of inpatient admission
The POA (Present on Admission) indicator W signifies that the diagnosis was clinically undetermined at the time
the patient was admitted. This classification is used when the healthcare providers are unable to determine
whether a condition existed before the patient's admission to the hospital. The use of this indicator helps to
highlight cases where there is ambiguity in the diagnosis, ensuring that the data reflects situations where
definitive conclusions cannot be made.  In the context of hospital coding and reporting, accurately indicating the
presence or absence of conditions at the time of admission is crucial for various financial and quality metrics,
including determining reimbursement rates and assessing hospital performance. When the clinical status is
uncertain, coding with the W indicator provides important information for healthcare analytics and facilitates
proper understanding of patient care and outcomes.
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10. What specialized principle applies to coding patients treated in specific
facilities?
A. General coding conventions apply to all cases.
B. Specialized coding guidelines must be adhered to.
C. Patients should not be coded for unique services.
D. Coding is uniform across all healthcare settings.

Specialized coding guidelines are critical in accurately coding patients treated in specific facilities, such as
hospitals, outpatient centers, or specialty clinics. These specialized guidelines account for the unique services
and procedures offered in these environments, which often differ from general healthcare practices. For
instance, a procedure performed in a hospital may have specific coding requirements that reflect the complexity
and nature of care provided, including any unique diagnostic or treatment protocols that are not applicable in
other settings.  Adhering to these specialized guidelines ensures compliance with coding standards for
reimbursement and reporting purposes, while also capturing the full complexity and variety of services rendered
to each patient. The unique characteristics of each setting, including the types of patients treated and the
resources utilized, necessitate these distinct coding rules to maintain accuracy in clinical documentation and
facilitate proper billing processes.   In contrast, the notion that general coding conventions apply to all cases, or
that coding is uniform across all healthcare settings, overlooks the nuances that specialized facilities have,
which are vital for effective and accurate patient care documentation.
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Next StepsNext Steps

Congratulations on reaching the final section of this guide. You've taken a meaningful step
toward passing your certification exam and advancing your career.

As you continue preparing, remember that consistent practice, review, and self-reflection
are key to success. Make time to revisit difficult topics, simulate exam conditions, and track
your progress along the way.

If you need help, have suggestions, or want to share feedback, we’d love to hear from you.
Reach out to our team at hello@examzify.com.

Or visit your dedicated course page for more study tools and resources:

https://certifiedinpatientcoding.examzify.com

We wish you the very best on your exam journey. You've got this!
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