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MCP e-Book License Agreement
This e-book contains copyrighted material. Its use is subject to the following
License Agreement, which essentially says that you mustn't give away or sell
copies. This is for use in the Prep classes only.
Please Read This Agreement Carefully:
Medical Coding Preparatory® (MCP) agrees to grant, and you (the person who is
using this e-book) agree to accept, a non-exclusive, non-transferable license to
use the e-book under the following terms and conditions:
1. Installing Onto Your Computer.
2. Printing. You may NOT print the e-book for your personal use. You may not give
printed pages from the e-book or the entire printed e-book to others.
3. Copyright, Use, and Resale Prohibitions. All content in the e-book is copyrighted
under the US Copyright laws, and MCP owns the copyright and the e-book itself.
Other than as stated in this License Agreement, you may not copy, print, modify,
remove, delete, augment, add to, publish, transmit, sell, resell, create derivative
works from, or in any way exploit any of the e-book's content, in whole or in part,
and you may not aid or permit others to do so. You shall not: (1) rent, assign,
timeshare, distribute, or transfer all or part of the e-book or any rights granted by
this license agreement to any other person; (2) duplicate the e-book, except for
reasonable backup copies; (3) remove any proprietary notices, labels, or marks
from the e-book; (4) transfer or sublicense title to the e-book to any other party.
4. Liability. The unauthorized use or distribution of copyrighted or other
proprietary content is illegal and could subject the purchaser to substantial money
damages. Purchaser will be liable for any damage resulting from any violation of
this License Agreement, including any infringement of copyrights or proprietary
rights. There are no refunds on electronic media.
5. Professional Services. This e-book is designed to provide authoritative
information in regard to the subject matter covered. It does not guarantee
accuracy of that information due to potential industry changes, human or
production error. A license to use the e-book is sold with the understanding that
the authors are not engaged in rendering legal, accounting, or other professional
service or advice. If legal advice or other expert assistance is required, the
services of a competent professional should be sought.
6. Without Warranty. MCP does not guarantee that the information in this e-book
is error-free, or warrants that the e-book will meet your requirements or that the
operation of the e-book will be uninterrupted or error-free. The e-book is provided
"as is" without warranty of any kind, either express or implied or statutory,
including, without limitation, implied warranties of merchantability and fitness for
a particular purpose. If the e-book was purchased in the United States, the above
exclusions may not apply to you as some states do not allow the exclusion of
implied warranties. You may also have other rights that vary from state to state.
7. Risk. The entire risk as to the results and performance of the e-book is assumed
by you. In no event will MCP be liable for any damages, including, without
limitation, incidental and consequential damages and damages for lost data or
profits arising out of the use or inability to use the e-book. The entire liability of
MCP shall be limited to the amount actually paid by you for the e-book license.
8. Your Agreement. Your use of the e-book constitutes your agreement to the
above terms and conditions.
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Tier I, Module V
Medical Billing Basics Objectives
1. To understand both the organization structure, the revenue cycle and
compliance issues as they relate to the medical billing and
reimbursement processes.
2. To understand how the processes, policies and rules of insurances
(payers) are billed and how they are billed by the various provider
types.
3. To work through the process, policies and procedures of front desk
registration, authorizations and general credit policies and procedures.
4. To examine and learn the legal issues of medical records retention and
requests.
5. To understand the factors in selecting and implementing a computer
billings system.
6. To be introduced to medical practice management specific billing
software commonly used in the physician’s office.
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Tier I, Module VI, Chapter 1: The Healthcare
Organization and Revenue Cycle
Billing Prep
Healthcare Organizational Structure
How an organization is structured is important to all workflow processes.
Therefore, since the medical coder is an integral part of the healthcare
organization, they need to understand both the organizational structure, and
functional processes in order to work most efficiently (doing things right)
and effectively (doing the right things). Most important, they must
understand their own position and fit within the organization.
When a business documents their organization by drawing an
organizational chart, they may focus on relationships, or the
“hierarchical” structure, i.e., who reports to who. For example, the coder
generally reports to the Director of Health Information Management Services
(HIMS), who may report to the Vice President of Finance, who reports to the
Chief Financial Officer (CFO), who reports to the Chief Executive Officer
(CEO), who reports to the Board of Directors (The Board). Another way to
draw an organizational chart may reflect the “core” departmental functions
or the “tasks” of the organization. Examples of core functions are financial
tasks, the physical plant, HIMS (medical records) tasks, and of course,
patient services. See Illustration 1a. Organization by “hierarchical”
Structure and 1b. Organization by “core” Function. Source: Meyer & Meyer
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Illustration: 1a. Organization by “hierarchical” Structure: Edraw: Meyer &
Meyer

Organization by Hierarchical Structure
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Illustration: 1b. Organization by “core” Function. Source: Meyer & Meyer

Organization by Core Function

The organization chart structure and function are how decision-making,
communications and leadership are provided. It shows relationships, helps
with business, marketing and investing decisions, but most important it
provides a roadmap to the human resource investments that the
organization has made.
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10-Key Revenue Cycle Processes
In addition to being a part of the healthcare organization structure, the
medical coder and reimbursement specialist is also part of the revenue
cycle. The revenue cycle begins from the time the patient makes an
appointment and includes everything from registration to the encounter with
the physician to the final collection processes. Revenue cycle processes
should include feedback and training from all of the key areas of the cycle
for continuous quality improvement (CQI). There are ten essential key
areas, or “functions” that the medical coder may play a role in at various
points in their careers related to the revenue cycle and accounts receivable
management. See Illustration #2: 10 Key Revenue Cycle processes.
Two core components of the revenue cycle include the physician fee
schedule for outpatient clinical services, its counterpart, the chargemaster
for hospital services and the Accounts Receivable (AR).
The fee schedule and chargemaster computer files are composed of the
medical procedure and supply codes, short descriptions of the codes and
their fees.
The AR is defined as money owed to the provider from services rendered.
The A/R is the result of the revenue cycle process. There are many steps in
“working the AR”, e.g., medical billing and reimbursement, which we will
review further. However, first we will start by describing the 10-Key
Revenue Cycle Processes. These are the critical processes coders and billers
work with in order to “create, manage and work the AR”.
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See Illustration #2. 10 Key Revenue Cycle processes: Source Meyer &
Meyer

10 KEY REVENUE CYCLE PROCESSES
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SCHEDULES and
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Update
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Capture
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Update

C ontract
Analysis

7. BILLING

6. Medical
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Management

CCI
Analysis

8.
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9. CLAIMS
APPEALS

10.

C ontinuous
Quality
Process
Improvement

Source: Meyer & Meyer 2007
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Key # 1: Annual Downloads of Medical Codes, Fee schedules and
Updated Rules from CMS.
The Centers for Medicare and Medicaid Services (CMS) drive healthcare
policy and procedures in all healthcare markets. Each year, healthcare
providers, publishers, consultants, medical software vendors and many
others, access the CMS website to download the updated fee schedules,
which contain the updated medical codes, relative values and fees. They will
also download the National Correct Coding Initiative (NCCI) files so that they
may analyze and use the file information to prevent “unbundling” of services
in their billing compliance efforts to avoid fraud. The different CMS medical
code systems are updated on various schedules throughout the year and are
published in the Federal Register. The Federal Register is the daily
compilation of government rules and regulations.

Healthcare professionals

use the updated CMS file information to update their own computer system
files, encounter forms, superbills (charge-tickets) and other forms that are
used in the office and facility that contain codes and fees. This will help
them keep their own internal records, forms and processes up-to-date.
Using the most current codes and fees is important, whether the provider is
being paid on a fee-for-service basis (FFS) by a payer, e.g., when the
provider is reimbursed per procedure code and unit of service rendered, or
under a prospective payment system (PPS), which is when a facility or
provider is paid a pre-determined amount based on a service groups under
one of the PPS code systems, such as inpatient diagnostic related groups
(DRG) or outpatient ambulatory payment classifications (APC). CMS
publishes many different fee schedules each year. See Chart 1: CMS FFS &
PPS: Source: Meyer & Meyer
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CMS Fee-For-Service (FFS) Fee Schedules & Perspective Payment Systems (PPS)
Description
Acute Inpatient Hospital (IPPS) (DRG)
Ambulance Service
Ambulatory Surgical Centers (ASC)
Anesthesiologist Fee Schedule
Clinical Laboratory Fee Schedule
Competitive Acquisition Program for Drugs & Biologicals (Medicare Part B)
Critical Access Hospital
Drugs Average Sales Price (Medicare Part B )
Durable Medical Equipment, Prosthetics, Orthotics, and Supplies (DMEPOS)
End Stage Renal Disease (ESRD)
Federally Qualified Health Center (FQHC)
Home Health Agency (HHA)
Hospice (End of Life and Respite Care)
Inpatient Psychiatric Facility
Inpatient Rehabilitation Facility
Long-Term Care Hospital
Outpatient Hospital (0PPS) (APC)
Physician Resource-Based Relative Value Scale (RBRVS)
Skilled Nursing Facility (RUGS)

FFS

PPS

X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X

Chart 1: CMS FFS & PPS: Source: Meyer & Meyer

Hospital Systems: Inpatient and Outpatient
Although, in this module we are focused on physician billing, we will start
here by pointing out the main differences between physician billing and
hospital billing, which are listed in the chart below. Then we will look at
hospital, physician, and other classification, coding, and reimbursement
systems. Physician (Professional) vs. Hospital (Facility) Billing
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X

Item

Physician

Hospital

Claim Forms

CMS 1500 Form

Diagnosis
Coding

ICD-9 CM based on Primary Diagnosis ICD-9 CM based on CMS/CDC Official Coding
(Reason for the Encounter)
and Reporting Guidelines (Reason the patient was
hospitalized and confirmed after study)

Procedure
Coding

AMA's HCPCS Level I Current
Procedural Terminology (CPT-4) and
HCPCS Level II (DMEPOS)

ICD-9 PCS, Volume 3 Hospital procedure codes

Payer
Guidelines

Medicare Part B Guidelines

Medicare Part A and the Uniform Discharge Data
Set (UHDDS)

Payer
Medicare Part B, under the physician
Reimbursement fee schedule, or Resource Based
Relative Value Scale (RBRVS) by CPT
HCPCS Code

Universal Billing 2004 (UB-04) Form

Medicare Part A, under the Inpatient Perspective
Payment System (IPPS), reimbursed by Medical
Severity-Diagnostic Related Groups (MS-DRG),
and Outpatient Perspective Payment System
(OPPS) Reimbursed by Ambulatory Payment
Classifications (APCs)

*HCPCS Level II (DMEPOS) is Durable Medical
Equipment, Prosthetic, Orthotics, and Supplies.

For hospitals, the primary payments are from Medicare Part A, and Medicare
pays based on perspective payment systems (PPS). This means that for
inpatient stays, hospitals are paid under the flat rate inpatient perspective
payment system (IPPS) based on the Medical Severity-Diagnostic Related
Group (MS-DRG), which is determined by the Primary diagnosis,
complications, comorbidities (other diagnoses), and primary procedure. The
patient's age, sex, diagnoses, procedures and discharge status codes are
entered into the Medicare inpatient code editor (ICE) in the Medicare system
from the Universal Billing Form 2004 (UB-04) billed by the hospital, and then
the hospital is reimbursed based on the appropriate MS-DRG packaged
bundled price.
For outpatient services, they are reimbursed by Medicare under the hospital
outpatient perspective payment system (OPPS), which is based on the
Ambulatory Payment Classifications (APC). The APC reimbursement code for
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an outpatient service is determined by the mix of Current Procedure
Terminology (CPT) codes billed to Medicare. The multiple CPT codes billed
for services are grouped (bundled) when they are entered into the Medicare
Outpatient Code Editor (OCE), and then reimbursed under the one flat fee
based on the appropriate bundled APC code and payment rate.
All of these payment systems have served to motivate the hospital to control
costs, since it will not receive additional fees if services are provided
inefficiently. Essentially, this shifts some of the risk of services to the
hospital and away from the payer. It is important to learn how to navigate
the Centers for Medicare and Medicaid (CMS) website, in order to learn how
to research and retrieve primary data from CMS, since they set the
standards in the industry. Below is a comprehensive resource chart on the
perspective payment systems, with links directly to the various fee
schedules for facility and physician reimbursement. It also provides a brief
description of the components of each of the facility payment systems.
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Medicare's 2012 Perspective Payment Systems (PPS) (Click on Link in Heading to go to CMS Websites)

Reimbursement
Component

Hospital
Inpatient
Perspective
Payment
System (IPPS)

Hospital
Inpatient
Capital (Large
Urban
Hospitals)

Hospital
Skilled Nursing Home Health
Outpatient
Facility (SNF) Payments
Perspective
PPS
Payment
System (OPPS)

Inpatient
Rehabilitation
PPS

Program Name

Diagnosis
Related Groups
(MS-DRGs)

Diagnosis
Related Groups
(MS-DRGs)

Ambulatory
Payment
Classifications
(APCs)

Case mix
groups (CMGs) Long term care
with
MS-DRGs
comorbidities

Federal Rates
(Facility
payments)

IPPS-Standard
fee amount paid
at discharge

Relative weights
Federal rate paid
Federal rate per
x conversion
at discharge
diem (day)
factor

Standard fee
National 60-day
amount paid at
episode rate
discharge

Standard fee
amount paid at
discharge

Per diem base
rate

Rate Year
(Effective Dates)

Oct-Sept

Oct-Sept

Jan-Dec

Oct-Sept

July-June
(Weights revised
Oct.1)

July-June

Hospital-specific Facility-Specific
Wage Index
Wage index
Wage Index

FacilitySpecific Wage
Index

Facility-Specific
Wage Index

FacilitySpecific Wage
Index

Temporary hold
harmless for
small rural
facilities

In 2006,
Urban and rural
temporary 5%
rates
rural add-on

Rural add-on

None

Rural add-on

Geographic
Labor Adjustment Hospital-specific
adjustment
Factor
Wage Index
factor (GAF)

Jan-Dec

Home Health
Resource
Resource
Utilization
Groups
Groups (RUGs)
(HHRGs)

Oct-Sept

Long-Term
Acute Care PPS

Inpatient
Psychiatric
PPS

MS-DRGs
with day
weights and
comorbidities

Urban/Rural
Adjustments

None

3% add-on to
GAF for large
urban facilities

Medical
Education Factor

Indirect medical
education (IME)
adjustments

IME Adjustment None

None

None

Teaching
Variable

None

None

Disproportionate
Share (high
volumes of
indigent care)

Disproportionate
share hospital
(DSH)
adjustment

Disproportionate
share hospital
None
(DSH)
adjustment

None

None

Low income
patient (LIP)
adjustment

None

None
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The following are select CMS code files defined, their update schedules and
where to find them:
 ICD-9 CM Codes: These codes are updated each year in October.
These code files are published in the CMS website in their raw data
form at the web address listed below. Most providers will generally
purchase ICD-9 books annually from a medical book publisher, and
most software vendors will access these raw data files for updating
their computer systems. In addition, healthcare and financial
analyst utilize these files for their provider data analysis and
reports.
ICD9 Updates:
http://www.cms.hhs.gov/ICD9ProviderDiagnosticCodes/



CPT Level I HCPCS: These codes are updated annually, and
published in the Federal Register in November of each year. It is
important that the healthcare provider and coder update their
internal computer system files for coding, billing and collection
activities. The provider and coder should always use current year
code files and books and implement the new codes on January 1 of
each year to avoid medical claim denials from insurance companies.
The American Medical Association owns and copyrights the CPT
codes and their descriptions. Therefore, these files and books must
be purchased each year and are not available through the CMS
website. However, the codes are available in the CMS physician fee
schedule and relative value files for calculating the Resource-based
Relative Value Scale (RBRVS) fees, which is how physicians are
paid. HCPCS Level I (CPT) Updates:
http://www.cms.hhs.gov/PhysicianFeeSched/

Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 16 of 397



HCPCS Level II: These codes are also updated quarterly, and
published in the Federal Register in November of each year. To
ensure accuracy and compliance in coding and billing supplies,
durable medical equipment and ancillary services, the updated
codes should also be implemented on January 1 of each year, again
to avoid medical claims denials.
o HCPCS File information and updates are found at:
http://www.cms.hhs.gov/MedHCPCSGenInfo/



APCs (ambulatory payment classifications): The
APC payment system codes are for outpatient hospital
reimbursement. APCs are four digit codes. They are
update “quarterly” and are part of the CMS Outpatient
perspective Payment System (OPPS) and were implemented in
August of 2000. Therefore, it is a relatively newer payment system
than the CMS physician fee schedule or RBRVS and the hospital
inpatient fee schedule or DRGs. APCs are “bundled” service groups.
Each time a patient has an outpatient service, depending on the
CPT services performed, the services are “grouped” into an APC. In
the facility, the coder bills using the regular CPT Level I and HCPCS
Level II codes for outpatient services and the ICD9-CM for
diagnoses. However, when the codes are filed with Medicare or
insurance companies that also use APCs, they are “bundled” and
assigned to the appropriate APC.

Subsequent reimbursement is

based on the APC fee rate and not the individual CPT codes that
were billed.
o OPPS and APC Files may be found at
http://www.cms.hhs.gov/HospitalOutpatientPPS/
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DRGs (Diagnostic Related Groups): The DRG reimbursement
system is part of the CMS inpatient perspective payment
system (IPPS). DRGs are updated each year around October, and
are made effective January 1. There are 745 DRGs which are
driven by the patients discharge diagnoses and comorbidities (other
illnesses).

They are used for billing hospital inpatient stays only,

and they are assigned by a DRG "grouper". The grouper is a
software program that contains all of the code sets and assigns the
DRG code based on the 1) diagnoses, 2) patient age, 3) patient
sex, 4) complications (comorbidities) and 5) birth weight (which is
also in the diagnosis coding), to show babies that are under 2,500
grams. The DRGs are also assigned to Major Diagnostic
Categories (MDCs). The MDCs are grouped by organ system,
e.g., nervous system, circulatory system and so on. So there will
be many individual DRGs assigned to an individual MDC.
DRGs have taken on a life of their own.
There are now multiple DRG systems which include, 1) Medicare
DRG, 2) Refined DRGs (RDRG), 3) All Patient DRGs (APDRG), 4)
Severity DRGs (SDRG), 5) All Patient Refined DRGs (APRDRG), 6)
International-Refined DRGs (IRDRG). Each of these systems has a
different reporting purpose. However, the only official DRG for
billing Medicare or Medicaid is the Medicare DRG. The other DRGs,
such as the APRDRG developed by 3M Health Information Systems
are used by hospital analyst for benchmarking costs.
o

CMS IPPS and DRGs may be found at:
http://www.cms.hhs.gov/AcuteInpatientPPS/
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Ambulatory Surgical Centers
(ASC) fee Schedule: ASC
services are paid under payment
groups that are assigned to each
of the CPT procedure codes that
are approved each year to be
performed in an ASC. The ASC payment group determines the
amount that Medicare pays for facility services furnished in
connection with an outpatient surgery that is in the ASC covered
procedure list. If the CPT code is not on the CMS “approved” list of
ASC procedures, then it should not be done in the ASC. If it is
performed in the ASC as an unapproved procedure, it will be
reimbursed at the “clinic” rate, which is a much lower fee and not at
the higher ASC payment group rate. There are essentially 9 major
payment groups for ASC reimbursement, and most recently several
others have been added, which has expanded the number of
payment groups.
o ACS payment groups may be found at:
http://www.cms.hhs.gov/center/asc.asp



RUGs (Resource Utilization Groups): The RUGS system is for
reimbursing skilled nursing facility (SNF) services. It was first
implemented in July 1998, and is updated each year. It is a little
different than APCs and DRGs, in that this prospective payment
system (PPS) is based on a case mix index and geographic
adjustments for wages and overhead of the SNF services. Case mix
is an index number derived from diagnoses codes of the patient mix
in a facility. It indicates the severity of illness (SOI) (how sick
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patients are) in the facility. The nursing home is paid on a per diem
(per day) basis taking SOI into consideration.
o CMS RUG information may be found at:
http://www.cms.hhs.gov/SNFPPS/



HHAs (Home Health Agencies): The HHA fee schedule is also a
PPS, which is also based on case-mix or SOI, e.g., the health of the
patients. Payments for HHA services are provided for each 60-day
periods of care to the patient. If the patient is eligible, based on
specific health criteria, they may have repeated 60 day increments
of care as needed.

The HHA PPS is updated annually.

o CMS HHA information may be found at:
http://www.cms.hhs.gov/HomeHealthPPS/



Laboratory Fee Schedules: Lab fees are updated on a more
irregular basis by CMS. Lab fee schedules are unique in that they
are published by CMS separately from all other CPT RBRVS fee
updates. This is because there are so many factors that go into the
costs of an individual laboratory test. Technologies change so fast
in this area of medicine, which has a dramatic impact on costs.
Costs are also driven by the many different methodologies,
equipment types and processes available for running various tests.
Multiple laboratory tests are frequently bundled into a single “panel”
of tests. These multiple tests that are grouped into a “panel”, for
example a chemistry panel, or liver function study panel, have only
one fee charged. The biggest factor driving lab costs is geographic
location and “volumes” performed. Obviously, in a rural area of the
country there is less volume, and the cost per test is going to be
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higher than in urban parts of the country where the laboratory may
achieve a certain “economies-of-scale” (cost savings) from being
able to perform more tests in a single test session. Therefore,
although CMS publishes recommended fees for laboratory
reimbursement, they allow the Local State Medicare Intermediaries
to set the local laboratory reimbursement levels for these services.
o CMS Laboratory fee information may be found at:
http://www.cms.hhs.gov/ClinicalLabFeeSched/
Key # 2: Chargemaster and/or Fee schedule updates. As mentioned,
each year the physician and outpatient providers must update their fee
schedule and hospitals must update their chargemaster.
 Physician Fees: Fee schedule updates are generally done by
comparing the current provider fees to the national RBRVS, the
local geographically adjusted Medicare Fee schedule of the local
Medicare Intermediary (insurance company contracted to managed
local Medicare members) and the local healthcare market
competition fees. When setting physician fees, the fee schedules
should also be adjusted for medical inflation. This means that the
final fee for a particular service should be multiplied by the medical
Consumer Price Index (MCPI), which generally is around 4-5%
annually, so that the fees have been adjusted to meet the impact of
inflation over the course of the next year.

See Chart 2: Example

Physician Fee Schedule: Source Meyer & Meyer: Illustrative Only
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EXAMPLE PHYSICIAN FEE SCHEDULE
CPT

Modifier

Description

Medicare
Clinic
Participating
Utilization
Fee

Clinic
Gross
Charge

10060

Drainage of skin abscess

30

$88.73

$139.00

11100

Biopsy, skin lesion

6

$72.92

$118.00

22900

Remove abdominal wall lesion

2

$353.58

$589.00

74420

Contrst x-ray, urinary tract

150

$113.31

$207.00

74420

26

Contrst x-ray, urinary tract

200

$18.00

$53.00

74420

TC

Contrst x-ray, urinary tract

55

$95.31

$154.00

99218

Observation care

30

$63.93

$101.00

99203

Initial Office EM

$90.80

$145.00

99221

Initial hospital care

99231

Subsequent hospital care

99238

Hospital discharge day

99282

Emergency dept visit

G0103

Screening PSA

J0696

Rocephin 250 mg

36415
81000
81001

500
90

$64.73

$102.00

180

$32.31

$61.00

90

$66.85

$106.00

30
150

$26.47
$25.70

$61.00
$48.00

20

$5.43

$23.00

Blood Draw

500

$3.00

$6.00

UA

500

$4.43

$20.00

5

$4.43

$30.00

UA Stick

See Chart 2: Example Physician Fee Schedule: Source Meyer & Meyer:
Illustrative Only

 Hospital Fees: Hospital fees are located in the “chargemaster”.
Hospitals generally take the same things into consideration as the
physicians when fee setting, e.g., Medicare’s national
reimbursement rates, compared to local reimbursement rates
adjusted both geographically and for inflation. The chargemaster is
a computer file or database that contains the following information:


Chargemaster code which is a unique code key that identifies
the service or supply. This code is link to both inventory and
utilization.
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Revenue code which are used to categorize the services for
cost accounting and are also used on the Universal Billing 2004
(UB04) billing form to identify service-types. Hospital coders
need to be familiar with this code set.



Revenue Code description, which provides the global category
description for the service or supply.



Service Description, which provides the detail description for
each service and supply code.



The procedure code, which may be CPT, HCPCS, for outpatient
Services, or revenue codes and ICD-9-CM codes for inpatient
services.



Fee schedule price or charge per individual unit of service.



Active/Inactive, which tells the coder if the code is still being
used or if it has been retired and is no longer in use. However,
codes are generally not deleted from the chargemaster; they are
just “inactivated” since there may be open AR services that have
these codes in the itemization of the patients’ bills from previous
years. Also, old codes are needed for capturing all data for data
analysis by the finance and quality assurance departments of the
hospital. See Chart 3: Example Hospital Chargemaster: Source
Meyer & Meyer: Illustrative Only
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Example Hospital Chargemaster
Chargemaster
Code

17000101
17000128
90000089
83826000
99930027
99946600
17073520
17070110
17000762
17000904
17000942

Revenue
Code
Rev Code Description

124
128
250
250
300
300
320
320
750
850
950

Room Charge
Room Charge
Pharmacy
Pharmacy
Laboratory
Laboratory
Radiology
Radiology
Observation
Physical Therapy
Education

Service Description

R&B SEMI PRIVATE
R&B SEMI-PRIVATE REHAB
HEPATITIS B, IG, IM
AMPICILLIN 500 MG INJECTIBLE
PROTHROMBIN TIME
RAPID/QUICK STREP
HIP (BILATERAL)
X-RAY;MANDIBLE CMPLT (JAW)
OBSERVATION HOLD PER HOUR
OTHER REABILITATION THERAPY
EDUCATION BOOKS/SUPPLIES

Fee ($)

Procedure Active/
Code
Inactive

1,250.00
na
1,000.00
na
150.00 90371
5.00 J0290
22.00 85610
25.00 87880QW
450.00 73520
200.00 70110
200.00 G0378
200.00 93.8
150.00 99071

yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes

See Chart 3: Example Hospital Chargemaster: Source Meyer & Meyer: Illustrative Only

Key #3: Medical Code Updates: Each year healthcare providers, coders
and their administrators need to review the following information in the
different code sets, and update their computers systems to ensure accuracy
in coding, billing and in maintaining data integrity, e.g.:
 New Codes added
 Updated Code Descriptions
 Deleted Codes
 Changes in fee schedules
 Changes in CCI policy, e.g., what may be unbundled and what
must be bundled in billing procedures.
Key #4: Data/Charge Capture Updates: Each year the ‘Forms’ used by
the clinics and hospitals that contain codes and fees must be updated to
reflect the computer fee schedule and chargemaster. A key form used by all
providers is the superbill or charge-ticket. It contains the procedures
charged to the patient. In the clinic, it may also contain the diagnosis
codes. See illustration #3: Example Superbill Front Procedure Codes and
Illustration #4: Back Diagnoses Codes for a General Cardiology Office
(Source: Meyer & Meyer)
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CARDIOLOGY CLINIC XYZ

PT NA M E

Provider #

A CCT #

Federal ID #
LOCATIONS (CIRCLE ONE)

B #

HX #

RP

FC

A DDRESS

PCP

CITY
CLINIC SITE A

ST

ZIP

CLINIC SITE B

DOB

PHONE

SL

___________

CLINIC SITE C
CLINIC SITE D

#

SS#

CERT#

INS:

COPA Y

V ISIT DA TE:

A PPT TY PE:

DEPT:

PHY S. # :

PHY S NA M E:

REFERRING MD: (PLEASE PRINT FULL NAME)

AUTHORIZATION NUMBER:

PHONE NUMBER:______________________________________
ICD9 CODE 1

CODE

ICD
9
CO

MOD

ICD9 CODE 3

DESCRIPTION

ICD9 CODE 4

CODE

OFFICE VISIT - NEW PATIENTS

MOD

INJURY DATE

CHANGE DATE TO

MOD

DESCRIPTION

CODE

TREADMILL / THALIUM STRESS TESTS

94760

OXIMETRY; SGL DETERMINATION

DESCRIPTION

99201

LEVEL 1, BRIEF; 10 min

93015

STRESS TEST / TREADMILL

94761

OXIMETRY; MULT. DETERMIN.

99202

LEVEL 2, LIMITED: 20 min

78465

SPECT

94762

BY CONT. OVERNIGHT MONITOR.

99203

LEVEL 3, EXPANDED; 30 min

36410

VENIPUNCTURE REQ MD SKILL

99195

PHLEBOTOMY

99204

LEVEL 4, COMPREHENSIVE; 45 min

02594

THALLIUM

36415*

99205

LEVEL 5, COMPREHENSIVE; 60 min

02593

CARDIOLYTE / MYLOVIEW

NEW PT. INITIAL VISIT W/*PROC.

J1245

DIPYRIDAMOLE per 10mg

90780

IV INFUSION THERAPY; UP TO 1HR

J0280

AMINOPHYLLINE per 250 mg

90781

EA. ADD'L HR UP TO 8: ______hrs

J0150

ADENOSINE per 6mg DOSE VIAL

90782

SUB Q OR IM INJECTION

90788

IM INJECTION OF ANTIBIOTIC

99025

OFFICE VISITS - EST. PATIENTS

VENIPUNCTURE
ADMINISTRATION/INJECTIONS/SOLUTIONS

99211

LEVEL 1, BRIEF: 5 min

99212

LEVEL 2, LIMITED: 10 min

99213

LEVEL 3, EXPANDED: 15 min

93307

ECHOCARDIOGRAPHY; COMPLETE

J0570

BICILLIN LA 1.2 M.U.

99214

LEVEL 4, COMPREHENSIVE: 25 min

93308

ECHO; F/U OR LIMITED

03338

BREVITAL UP TO 500mg

99215

LEVEL 5, COMPREHENSIVE: 40min

93312

TRANSESOPHAGEAL/PROBE/IMAGE

J7060

DEXTROSE & WATER (500ml)

99024

POST OP FU @ N/C

93313

PLACE TRANSESOPH.PROBE

J3010

FENTANYL UP TO 2ML

93314

IMAGE AQUISITION, INT & REPT

J1940

FUROSEMIDE (LASIX) 20mg

ECHOCARDIOGRAPHY

N/C

OFFICE OR OUTPATIENT CONSULTATIONS
99241

LEVEL 1: 15 min

93320

DOPPLER ECHO

J7120

LACTATED RINGERS (500cc)

99242

LEVEL 2: 30 min

93321

DOPPLER; F/U OR LTD STUDY

J1160

LANOXIN (DIGOXIN) .5 mg

99243

LEVEL 3: 40 min

93325

DOPPLER COLOR FLOW MAP.

J7040

NORMAL SALINE (500cc)

99244

LEVEL 4: 60 min

99245

LEVEL 5: 80 min
CARDIOVASCULAR PROCEDURES

FRONT SIDE OF SUPERBILL
PROCEDURES
93350

STRESS ECHO W/TREADMILL

PACEMAKER CHECKS

03339
J2250

93731

DUAL CHAMBER W/O REPROGRAM.

VERAPAMIL HCL 5MG/2ML AMP
VERSED(MIDOLOZAN) 1mg

TRAYS (ADD TO SURGICAL PROCEDURE)

92950

CPR

93732

DUAL CHAMBER W/ REPROGRAM

02645

IV TRAY

92960

CARDIOVERSION

93733

DUAL CHAMBER TELEPH. ANALYS.

02097

SUTURE TRAY W/ANESTHESIA

93000

EKG W/INTERP. & REPORT

93734

SINGLE CHAMBER W/O REPROGRAM

02098

TRAY, MED. W/SPEC. ROOM

93005

EKG, TRACING ONLY

93735

SINGLE CHAMBER W/REPROGRAM

02095

TRAY/RM/SPEC EQUIP

93010

EKG; INTERPRETATION & REPORT

93736

SGL CHAMBER TELEPH. ANALYS.

02094

TRAY, SMALL W/ANESTHESIA

93012

POST SYMPTOM RHYTHM STRIP

93737

CARDIOVERTER/DEFIB;W/O REPROG

TRACING ONLY

93738

CARDIOVERTER/DEFIB/W/REPROG.

02030

BUTTERFLIES

POST SYMPTOM RHYTHM STRIP

93797

CARDIAC REHAB SESSIONS_______

02029

CATHLON

02027

IV TUBING

93014

MISCELLANEOUS TEST/PROCEDURES

PHYS. REV. W/INTERP & REPORT

MATERIALS AND SUPPLIES

93040

RHYTHM STRIP W/INT & REPORT

90471

IMMUNIZATION ADMIN. 1 SHOT

02026

OXYGEN SUPPLIES

93224

HOLTER MONITOR; COMPLETE

90472

IMMUNIZATION ADMIN. EA ADD'L

02034

PHLEBOTOMY BOTTLE

93268

EVENT MONITOR W/MEMORY LOOP

90658

FLU SHOT; SPLIT VIRUS (V04.8)

02092

PHLEBOTOMY TUBING

93278

SIGNAL AVG.ECG W/WO ECG

90659

FLU SHOT; WHOLE VIRUS (V04.8)

93784

AMB BP MONITOR/ 24 HRS

90732

PNEUMOCOCCAL VACCINE (V03.82)

93790

AMB BP MONITOR-REV/INTERP

82270

OCCULT BLOOD

82948

GLUCOSE FINGER STICK

***AMB BP MONITOR NON-COVERED BY MEDICARE***

OTHER SURGERY / PROCEDURES CPT CODE/MODIFIERS*
1ST
2ND
3RD
4TH
5TH
6TH

FEE

SPECIAL INSTRUCTIONS:
ACCIDENT
COORD. OF BENEFITS
NON COVERED SERVICE
THIRD PARTY LIEN
WORKERS COMP

$
$
$
$
$
$

OTHER; SPECIFY
* MODIFIERS:

-22 UNUSUAL SERVICE (NEED REPORT)

-56

-25 SEPARATELY IDENTIFIABLE E/M SERVICE SAME DAY AS PROCEDURE

-62

TWO SURGEONS

-50 BILATERAL PROCEDURE

-78

RETURN TO OR FOR A RELATED PROC. DURING POST OP PERIOD

-51 MULTIPLE PROCEDURES

-79

UNRELATED PROC BY SAME MD DURING POSTOP PERIOD

PREOPERATIVE MANAGEMENT ONLY

-80
ASSISTANT
SURGEON Learning
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-52 REDUCED SERVICES

HCL

SEX

Please indiate the primary diagnosis and number of diagnosis in order of acuteness. Up to 4 may be marked for today's services.
GENERAL SIGNS AND SYMPTIOMS

Abdominal pain, geralized
Abnl Chest x-ray
Abnl CV function study
Abnl Echocardiogram/EBT
Abnl EKG
Abnl Glucose Tolerance, NOS
Abnl Heart Sounds
Other Abnl clinical findings
Ascites
Bacteremia
Benign HTN w/o HF
Bruit

GENERAL SIGNS AND SYMPTIOMS

789.07
793.2
794.30
793.2
794.31
790.29
785.3
796.4
789.5
790.7
401.1
785.9

Cardiogenic shock
Chest pain, precordial
Chest tightness/pressure
Classical Migraine
Cough
Cyanosis
Dehydration
Diaphoresis
Dizziness
Dyspnea
Edema

GENERAL SIGNS AND SYMPTIOMS

785.51
786.51
786.59
346.01
786.2
782.5
276.51
780.8
780.4
786.05
782.3

Other:

Elevated BP (NOT HTN)
Fatigue/malaise
Fatigue/Chronic Syndrome
Fever
Fluid Overload
Flushing
Heartburn
Hepatomegaly
HTN, Benign
HTN, Essential
HTN, Malignant

GENERAL SIGNS AND SYMPTIOMS

796.2
780.79
780.71
780.6
276.6
782.62
787.1
789.1
401.1
401.9
401.0

Other:

Limb pain
Murmur, NOS
Numbness
Orthopenea
Palpitations
Sleep apnea
Swollen Limb
Syncope and collapse
Syncope, Carotid sinus
Tachycardai, Unspecified
Variants of Migraine

729.5
785.2
782.0
786.02
785.1
780.57
729.81
780.2
337.0
785.0
346.20

Other:

Modalities
CARDIOVASCULAR NUCLEAR

Abnormal electrocardiogram
Acute Combined HF
Acute coronary occl,w/o MI
Acute Diastolic HF
Acute Systolic HF
Acute & Chronic Comb. HF
Acute & Chronic Diastolic HF
Acute & Chronic Systolic HF
Angina - Prinzmetal
Angina - Stable, Exertional
Angina - Unstable
Aortic valve disorders
ASCVD
Atrial fibrillation
Atrial flutter
AV Block
AV Block-2nd Degree, NEC
Bilateral BBB

CARDIOVASCULAR NUCLEAR

794.31
428.41
411.81
428.31
428.21
428.43
428.33
428.23
413.1
413.9
411.1
424.1
429.2
427.31
427.32
426.0
426.13
426.53

ULTRASOUND - CARDIAC

Abnormal heart sounds
Acq. cardiac septal defect
Acute cor pulmonale
Acute myocarditis, unspec.
Idiopathic myocarditis
Acute myocarditis, NEC
Acute pericarditis unspec.
Acute pericarditis, NEC
Acute rheum. endocarditis
Acute rheum. myocarditis
Acute rheum. pericarditis
Acute rheumatic heart dis
Acute/subacute endocarditis
Angina - Prinzmetal
Angina - Stable, Exertional
Angina - Unstable
Angina pectoris-nocturnal
Angina pectoris
Arterial embol/thromb, NEC
Atrial fibrillation

Bruit

CAD, unspec w/o CVA
CAD, unspec, with CVA
Cardiovascular symp. Other
Cerebr. Thrombosis w/oCVA
Cerebr. Thrombosis withCVA

CARDIOVASCULAR NUCLEAR

427.89
414.8
414.04
414.01
414.02
427.5
429.3
425.4
429.2
428.42
428.32
416.8
428.22
428.0
414.00
414.12
424.90
425.0

ULTRASOUND - CARDIAC

785.3
429.71
415.0
421.90
422.91
422.0
420.90
420.0
391.1
391.2
391.0
391.8
421.0
413.1
413.9
411.1
413.0
413.9
444.9
427.31

ULTRASOUND - CAROTID

Abnormality of gait
Acute (MCLS)
Aneurysm of artery of neck
Aphasia
Arteriovenous fistula
Arteritis unspecified

Bradycardia
CAD
CAD-Artery Bypass Graft
CAD-Native Vessell
CAD-SVG
Cardiac Arrest
Cardiomegally
Cardiomyopathy, NEC
Cardiovasc. Dis., unspec
Chronic Combined HF
Chronic Diastolic HF
Chronic pulmonary HD
Chronic Systolic HF
Congestive heart failure
Coronary athrerosclerosis
Dissection of Coronary Art
Endocarditis
Endomyocardial Fibrosis

Atrial flutter
CAD
Cardiac arrest
Cardiac dysthythmias
Cardiac septal anamoly
Cardiomegaly
Cardiomyopathy, NEC
Cardiovascular dis. Unspec.
Chronic rheum pericarditis
Combined heart failure, NEC
Cong. great veins anomalies
Cong. pul.artery anomalies
Congenital Aorta anomalies
Congenital heart anomalies
Coronary atherosclerosis
Diastolic heart failure, NEC
Dis. of papillary muscle
Diseases of endocardium
Pericardial Calcific., Fistula
Diss of pericardium unspec

ULTRASOUND - VASCULAR

CARDIOVASCULAR NUCLEAR

402.00
402.01
428.9
411.1
426.3
426.2
428.1
401.0
402.00

FIFTH DIGIT FOR 410.MI <8weeks

1=INITIAL EPISODE OF CARE
2=SUBSEQ EPISODE OF CARE
MI - anterior wall

MI - Inferior wall
MI - lateral wall
MI - nontransmural wall
MI - posterior wall
Mitral valve disorders

Funct.disturb.post card.surg
Heart failure
Heart murmur
Ischemic heart disease
Left heart failure
Mitral Valve Disorders
Multiple involve M/A valves
Mural Thrombus
Myocardial degeneration
Myocarditis, Unspec.
Non-Rheum. A.S. or A.I.
Orthostatic hypotension
Other aneurysm of heart
Other chronic pulm hrt dis
Other specified hypotension
Pap Muscle Dysfunction
Patent ductus arteriosus
Precordial Pain
Premature ventricular beats
Primary pulmonary HTN
ULTRASOUND - CAROTID

437.3
437.9
437.4
437.0
434.10
434.11
346.01
434.91
368.2
447.8
782.0
342.00

ULTRASOUND - VASCULAR

Intracerebral hemorrhage
Lack of coordination
Mass/lump in head/neck
Oth.gen.ischemic cerebr.dis.
Other forms of migraine
Other specified hemiplegia
Other speech disturbance
Polyarteritis nodosa
Retinal ischemia
Retinal vascular occlusion
Rupture of artery
Spastic hemiplegia

429.0
429.1
412
423.8
429.71
411.0
786.51
427.69
416.0
424.3
427.1
426.51
426.4
780.2
424.2
427.41
427.42

ULTRASOUND - CARDIAC

429.4
428.0
785.2
411.89
428.1
424.0
396.8
429.79
429.1
429.0
424.1
458.0
414.19
416.8
458.8
429.81
747.0
786.51
427.69
416.0

BACK SIDE OF SUPERBILL
DIAGNOSES

Cerebr.aneurysm,nonrupt.
Cerebr.dis/lesion, unpsec.
Cerebral arteritis
Cerebral atherosclerosis
Cerebral embolism w/o CVA
Cerebral embolism with CVA
Classical migraine
CVA
Diplopia
Dis.arteries/arterioles NOS
Disturb. of skin sensation
Flacid hemiplegia, NOS

Myocarditis, Unspec
Myocardial degener.
Old MI
Pericardial disease, NEC
Post MI septal defect
Post MI syndrome
Precordial chest pain
Premature beats, other
Primary pulmonary HTN
Pulmonary valve disorders
PV Tachy
Right & Left BB Block
Right BB Block
Syncope and collapse
Tricuspid valve disorders
Ventricular fibrillation
Ventricular flutter

410.1__
410.4__
410.5__
410.7__
410.6__
424.0 Other:

ULTRASOUND - CARDIAC

427.32
414.01
427.5
427.1
745.0
429.3
425.8
429.2
393
428.40
747.49
747.3
747.29
746.89
414.00
428.30
429.81
424.90
423.8
423.9

ULTRASOUND - CAROTID

781.2
446.1
442.81
784.3
447.0
447.6
785.9
433.90
433.91
785.9
434.00
434.01

HCVD w/o CHF
HCVD with CHF
Heart failure, unspecified
Interm.coronary.synd.
Left BB Block, NEC
Left BB Hemiblock
Left heart failure
Malignant HTN
Malignant HTN w/o HF

Pulmonary embolism/infarct
Rheum. A.S.
Rheum. A.I.
Rheum. A.S./A.I.
Rheum. M.R.
Rheum. M.S.
Rheum. M.S./M.R.
Rheum. pulmonary valve
Rheum. tricuspid valve
Rheumatic CHF
Rheumatic myocarditis
Rupt. chordae tendineae
Rupt. papillary muscle
Septal defect, aquired
SLE
Systolic heart failure, NEC
Takayasu's disease
Ventricular fibrillation
Ventricular flutter

415.11
395.0
395.1
395.2
394.1
394.0
394.2
397.1
397.0
398.91
398.0
429.5
429.6
429.71
710.0
428.20
446.7
427.41
427.42

Other:
ULTRASOUND - CAROTID

431
781.3
784.2
437.1
346.80
342.80
784.5
446.0
362.84
362.37
447.2
342.10

ULTRASOUND - VASCULAR

Stricture of artery
Subjective visual disturbance
Sudden visual loss
TIA, Basilar
TIA, other
Transient global amnesia
Transient paralysis/limb
Transient visual loss
Variants of migraine
Visual field defect

447.1
368.10
368.11
435.0
435.8
437.7
781.4
368.12
346.20
368.40

Other:
Other:
ULTRASOUND - VASCULAR

Aneurysm Iliac Artery

442.2 Atheroembol. Up Extrem.

445.01 DM/with Vasc Dis.

250.71 PAIN IN LIMB

729.5

Aneurysm Lower Extem.

442.3 Atheroembol.Low Extrem.

445.02 Embol/thromb Low Extr.

444.22 PVD
444.21 Rupture of Artery

443.9
447.2

Aneurysm Subc lavian
Aneurysm Upper Extrem.
Aortic aneurysm
Aortic Atherosc lerosis
Arteriovenous Fistula
Arteritis, unspec .

442.82 Atherosc lerosis
442.0 CAD
441.9 Chronic Renal Failure
440.0 Chronic ulc er, unspec .
447.0 Circ. Dis. Unspec.
447.6 Dis. Arteries/arterioles

440.8 Embol/thromb Up Extr.
414.8 Embolism/thrombosis, AA
585 Embolism/thrombosis, TA
707.8 Giant Cell Arteritis
459.9 Interm. Claudic ation
447.8 Nec rosis of Artery

444.0 Stric ture of Artery

447.1

444.1 Subc lavian Steal Synd.
446.5 Takayasus's Disease

435.2
446.7

440.21 Ulc er of lower limb
447.5 Other:

707.10

ELECTROPHISOLOGY
ELECTROPHISOLOGY
RightsELECTROPHISOLOGY
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AV block, complete
426.0
Right BBB w/LPF block
426.51 93641, 93642, 93650, 93651, 93652, 93662
ELECTROPHISOLOGY

CPT codes 93600, 93602, 93603, 93607, 93610, 93612, 93615, 93616, 93618, 93619

AV block, unspecified

426.10

Right BBB, w/LAF block

426.52

Anomalous AV excitation

426.7

Paroxys. Superv. Tachy.

427.1

Bifascicular block

426.53

Sinoatrial node dysfunction

427.81

Atrial fibrillation

427.31

Syncope and collapse

780.2

Dizziness and giddiness

780.4

Syncope and collapse

780.2

Atrial flutter

427.32

Ventricular fibrillation

427.41

Mobitz (type) II AV block

426.12

Trifascicular block

426.54

Cardiac arrest

427.5

Ventricular flutter

427.42

Other 2nd degree AV block

426.13

Other:

Parox.l supraventr. tachy.

427.0

Other:

Key #5: Patient Registration and Authorization: This is a critical area
of any revenue cycle. It is often said by medical administrative staff;
“Garbage in, Garbage out”. This is because if patients are not registered
correctly upfront, patient records and accounts receivable will have many
errors (garbage) in a relatively short period of time. This is because most
clinics and hospitals are very high volume.

The average physician may

perform 5,000 or more encounters per year. A radiologist may read on
average 15,000 or more films per year. The average 100 bed hospital may
have as many as 5,000 inpatient hospital stays and more than 20,000
outpatient encounters or more per year. Therefore, it doesn’t take long to
corrupt an AR and related database information with poor registration and
authorization processes. The key processes needed for accurate
registration, data collection and authorizations are:
 DATA COLLECTION QUALITY: Both new and established patient
information should always be updated and/or included in the patient
registration form (also known as face sheet), and entered into the
computer system at every single encounter. Generally, updating the
face sheet is a front desk function. Example: Mrs. Jones, have you
moved, updated your phone number or changed insurance since your
last visit? If so, have Mrs. Jones update her face sheet.
o NAME: Accurately spelled “full” patient for name, including
middle initial. Do not use punctuation as it may error out in
both computer systems and in electronic billing.
o CONTACT INFORMATION: Enter accurate phone numbers for
the patient at home, work and cell, as well as, an emergency
contact person with home, work and cell phone numbers. This
Rights and Permissions Granted to Saint Leo University for Student Learning
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is a medical-legal liability. If the provider, hospital or physician
must contact the patient and is unable to get in touch with
them, depending on the situation, this can be a legal liability, as
well as, medical liability for the patient.
o DEMOGRAPHICS: An incorrect address is also a potential
medical-legal liability issue. You may need to mail an important
document to a patient, such as a confidential lab result. You
don’t want it going to the neighbor. In addition, accurate dates
of birth, Social Security number helps to ensure that patient
identities with similar or same names will not be confused.
o BILLING INFORMATION: Insurance information must include
the insurers name (the person who holds the insurance
coverage), contract number of the patient and group number
for the employer group or individual group plan. It is also very
important to get the correct insurance address to send medical
claims to since a single insurance company may have many
claims processing centers around the country. However, the
individual group may only process their claims through one of
those many centers. If the patient has more than one
insurance the patient’s insurance is always primary and the
spouse’s insurance is secondary. Information on all insurances
must be obtained, documented in the proper order as primary,
secondary or tertiary and entered into the computer system the
same way shown on the documentation.
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o ACCIDENT INFORMATION: For any patient visit involving an
injury, it is important to collect the details of the accident and
injury, e.g., the date of accident and where the accident
occurred and what body part(s) are involved. Ask the patient
did it occur at work and therefore claims will be filed to their
worker’s compensation (WC).

If not, was it a result of an auto

accident and claims will be filed to their professional injury
protection (PIP) auto insurance? If not, was it some other
liability carrier, for example, home owners insurance? Ask if
there is an attorney involved and document all of the attorney
information as a payer, since all liability bills with an attorney
involved need to be billed to the attorney as appropriate.
o REFERRING PHYSICIAN AND REFERRAL
AUTHORIZATIONS: In the world of managed care the health
maintenance organizations (HMOs), the primary care physician
(PCP) functions as the “gatekeeper” of the care delivery system
to control medical service utilization. Therefore, the PCP must
authorize particular services such as an MRI, procedure or for
the patient to see a specialist. Even within a preferred provider
organizations (PPO) today, authorizations may be required for
select services and “out-of-network” specialists and high cost
tests and services. Therefore, it is important to document the
referring physician’s name, contact information, and
authorization information, e.g., the authorization number if
available and applicable, the exact service, and the number of
services allowed.
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o SIGNATURES: It is required by law for CMS patients and most
other insurance payer contracts also require the providers to
obtain patient signatures for authorization for direct payment of
claims to go to the provider, and for the release of medical
record information for the sole purpose of processing and
paying claims by the payer. The patient’s face sheet
authorization signatures should not be more than 1 year old.
Therefore, the provider should obtain new signatures on an
annual basis from their established patients.
 FACE SHEET FORMATS: Different types of practices will have
their own data needs and therefore, their own unique face
sheets. For example, you generally do not need to collect
marital status, employer or worker’s compensation information
on a pediatric patient, so it is omitted from the form. On the
other hand, you generally do not need to collect parent
information on an adult clinic registration sheet, other than
perhaps as an emergency contact.
See example Pediatric patient registration form; Illustration #5: XYZ
Pediatric Clinic Patient Registration Sheet: Source: Meyer & Meyer
See example Adult patient registration form; Illustration #6: XYZ
Adult Clinic Patient Registration Sheet: Source: Meyer & Meyer
Most important, the face sheet, or patient registration form must be
“designed” to collect from the patient the appropriate information for
billing the specific payer-types seen at the practice. If the practice is
an orthopedic clinic, they will want to collect everything related to
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injury claims. Occupational health will need all the detailed
information on worker’s compensation. Specialists need to know the
primary care physicians information.
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XYZ Pediatric clinic
Physician: Dr. X _________, Dr. Y________, Dr. Z_________

Patient Registration Sheet
Name (First, Middle, Last):_______________________________________ Birth Date:_____________
(Month/Date/Year)

Employed: FT / PT / FT Student --- Child's Social Security #:_______________
(Circle One)

(Circle One)

Sex: M / F

(Circle One)

(Circle One)

Mailing Address:___________________________________________, City:___________, ST______, Zip_______
Home Phone: _____- _____ - ________Work Phone: _____- _____ - _______Cell Phone: _____- _____ - _______
Emergency Contact: Name:__________________ Phone: _____ - _____ - _______ Relationship:____________
Insured's Employer's Name:___________________, Address:___________________, Phone: _____- _____ - _______
Referral Source:________________________
Referral address:_______________________

Phone#: _____ - _____ - ________
Fax#: _____ - _____ - ________

Primary Insurance Name:____________________________
Name of Insured:__________________________________, Employer's (Group) Name:______________________
Relationship of Insured to Patient:_________________

DOB:__________________ SS#____________________

Insurance Identification #:_______________________________ Insurance Group #:_________________________
Address to send Claims:____________________________________, City____________, ST______, Zip________

Secondary Insurance Name:____________________________
Name of Insured:__________________________________, Employer's (Group) Name:______________________
Relationship of Insured to Patient:_________________

DOB:__________________ SS#____________________

Insurance Identification #:_______________________________ Insurance Group #:_________________________
Address to send Claims:____________________________________, City____________, ST______, Zip________
Benefits Assignment:
I hereby authorize the assignment of benefits (payments) directly to XYZ PEDIATRIC CLINIC for all insurance claims
related to services received. I agree to pay any and all charges that exceed, or are not covered by my insurance. I
understand that co-pa
Signature of Parent/Responsible Party:_________________________, Date:________________
Records Release:
I authorize the release of any medical information necessary for the purpose of processing my claims with my insurance
company. I permit a copy of this authorization to be used in place of the original.
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Signature of Parent/Responsible
Party:_________________________,
Date:________________

XYZ Adult Clinic Face Sheet
Physician: Dr. X _________, Dr. Y________, Dr. Z_________

Patient Registration Sheet
Referring Physician:________________________, Referring Physician Phone:_______________, Fax:_______________
Name (First, Middle, Last):_______________________________________ Birth Date:_____________ Sex: M / F
(Month/Date/Year)

Marital Status: M - W - D - S,
(Circle One)

(Circle One)

Employed: FT / PT / FT Student --- Social Security #:____________________
(Circle One)

(Circle One)

Mailing Address:___________________________________________, City:___________, ST______, Zip_______
Home Phone: _____- _____ - ________Work Phone: _____- _____ - _______Cell Phone: _____- _____ - _______
Emergency Contact: Name:__________________ Phone: _____ - _____ - _______ Relationship:____________
Insured's Employer's Name:___________________, Address:___________________, Phone: _____- _____ - _______
Is your visit Accident Related? _____Yes, _____No Accident Case Worker's Name:____________________________
Accident Case Worker's Phone:____________________________
Describe Accident:____________________________________________________________
Date of Accident:_________
Type of Accident: Auto____

Work Comp._____ Other:_____

Accident Claim #:___________________________

Primary Insurance Name:____________________________
Name of Insured:__________________________________, Employer's (Group) Name:______________________
Relationship of Insured to Patient:_________________

DOB:__________________ SS#____________________

Insurance Identification #:_______________________________ Insurance Group #:_________________________
Address to send Claims:____________________________________, City____________, ST______, Zip________

Secondary Insurance Name:____________________________
Name of Insured:__________________________________, Employer's (Group) Name:______________________
Relationship of Insured to Patient:_________________

DOB:__________________ SS#____________________

Insurance Identification #:_______________________________ Insurance Group #:_________________________
Address to send Claims:____________________________________, City____________, ST______, Zip________
Benefits Assignment:
I hereby authorize the assignment of benefits (payments) directly to XYZ Adult Clinic for all insurance claims related to
services received. I agree to pay any and all charges that exceed, or are not covered by my insurance. I understand
Signature of Responsible Party:_________________________, Date:________________
Records Release:
I authorize the release of any medical information necessary for the purpose of processing my claims with my insurance
company. I permit a copy of this authorization to be used in place of the original.
Rights
and Permissions
Granted to Saint Leo University for StudentDate:________________
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of Patient
or Guardian:_________________________,
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Key #6: Medical Records Management: With the implementation
of the electronic health record (EHR) and the Health Insurance
Portability and Accountability Act (HIPAA) of 1996, medical
records management has gained much attention in the industry. The
medical coder and biller are involved heavily with the patient health
record (PHR) because the coder must code from the provider
documentation, and the biller often bills or appeals claim denials with
the PHR. Therefore, it is important that coders, billers and all staff
that come in contact with the private health information (PHI) be
well versed in Patient Privacy Rights. Healthcare employers are
required to provide training to all employees on HIPAA regulations.
The components of HIPAA that impact coders are billers are:
 Administrative Simplification Compliance Act, which provides
deadlines for when HIPAA rules must be implemented by healthcare
providers and insurance payers. It also standardizes the code sets
and formats used in electronic data interchange (EDI), which
involves both electronic claims submission (ECS) (billing) and any
other electronic transmission of PHI.
 Privacy Act: This allows healthcare employees to access only those
records that are necessary for doing their jobs. Coders, billers and
other appropriate healthcare workers may access and disclose PHI
only for “the purposes of treatment, payment and health care
operations (TPO) without having to obtain a special PHR release of
from the patient.

Any and all uses of PHI must have a PHI

authorization release form signed by the patient or the patient’s
guardian.
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 Electronic Transactions and Code Sets: This standardizes all
electronic transactions and code sets used in medical data collection,
billing and electronic billing.
 National Identifiers (NPI): The NPI was adopted as the standard
unique health identifier for all health care providers. The Final Rule
became effective May, 2005. Previous to NPIs, UPIN (Uniform
Provider Identification Numbers) were exclusively used to identify a
provider. However, UPIN numbers were assigned by local Medicare
carriers and therefore, one provider could have several UPIN numbers
if they were licensed in multiple states. With NPI, the provider has
one national identification number.
 HIPAA Accountability Act:

Preventing health care fraud and abuse

is a core component of HIPAA. Therefore, the legislation created the
Health Care Fraud and Abuse Control Program that is overseen by the
Department of Justice.

The Program's primary focus is to prevent

fraud and abuse in the healthcare industry by implementing
prevention efforts through industry-specific program compliance
guidance, special fraud alerts, and corporate integrity agreements
with providers who settle allegations of fraud, and provide beneficiary
and provider education and outreach. The Department of Justice
(DOH) has overseen this part of the HIPAA program since 2000 to
present.
 HIPAA Security Act: Before HIPAA, there were no regulatory
requirements or security standards for PHI in healthcare. However,
with technology advances and healthcare providers relying more on
computers, EHR (electronic health records), ECS (electronic claims
submission) and Internet connectivity, e.g., providers accessing PHI
through web-based applications and other “portals”, electronic PHI
(EPHI) security measures are now necessary in order to protect
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patient privacy. The Security language in HIPAA specifically
addresses EPHI and the security measure required to protect it in its
electronic format.
o To access the CMS HIPAA website go to:
http://www.cms.hhs.gov/HIPAAGenInfo

Key #7: Billing: Medical billing is the processes required to submit a
charge to a payer or patient. The coder will find that they are an integral
part of the medical billing department. In smaller organizations they may
even be Coding/Billing. In larger organizations, they will support the billing
department by providing quality in coding to show the medical necessity and
justification for services. This is done by “linking” the most appropriate
diagnosis code to the procedure or services performed.

There are two

standardize claim forms the coder should be familiar with. The first is the
CMS 1500 form. See Illustration #6: CMS 1500 Form. This is the form
used by all physicians and all other non-facility providers to bill their services
to not only CMS, but also to all other insurance companies as well. This
includes providers such as chiropractors, psychologists, therapists,
optometrists, durable medical equipment companies and pharmacies.
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The second form is the CMS 1450 form or UB-04 (Universal Billing Form
2004). This is the form used for billing all facility services, such as inpatient
hospital, outpatient hospital, skilled nursing facility (SNF) and ambulatory
surgery center claims. See Illustration #7: Example UB-04 Form.
FORM LOCATORS: It is important that all healthcare staff involved with
the revenue cycle learn what these forms are and how to use them. This
begins with learning the “Form Locators”, which are the numbers located by
each box that is filled out with the patient information from both their
registration form and the Superbill. The information entered into the
computer system from these two forms is often referred to as the “Patient
Encounter Information” or “Patient Visit Information”. There is a place
for each data element from these two forms on each of the CMS 1500 form
and the UB04 Form.

Illustration #6: Example CMS 1500 Form
Illustration #7: Example UB04 Form
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Illustrative Only:
Meyer & Meyer 2008
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 CMS 1500 and UB04 “Form Locators” Guidelines: Medicare and
other payers each have their own requirements of how the boxes on
the two claim forms are to be filled out. In general, Medicare and the
other insurance payers mirror each other in the data requirements
because of HIPAA standardization of the data sets. However, there
are still some unique requirements that Medicare mandates when
filling out the forms, versus what other payers may require in filling
out the forms and filing a claim. As you pursue you careers in medical
coding, billing and/or healthcare administration, you will learn the
nuances of the various insurance payers and what their particular
requirements are when filing aIllustrative
claim. For
Only:now, to familiarize yourself
Meyer &
Meyer
with the field locators you should
refer
to 2008
Appendix A for a complete
list of the CMS 1500 form locators and their brief descriptions so that
you have an understanding of the form. In Appendix B you will find
the CMS 1450 or UB-04 for locators and brief descriptions. In
appendix B is also a list of the hospital revenue codes. This is
another code set of codes that is only used for facility billing on the
UB-04. These were originally only three-digit codes, but have now
expanded to some with four-digits. These codes indicate room and
board accomodations for inpatients, as well as, all ancillary services
performed in the hospital for both inpatient and outpatient services.
Facility coders must be familiar with this codes set, in addition to ICD9, CPT, HCPCS, APCs and DRGs.
See Appendix A: For the Form Locators and requirements for CMS
1500.
See Appendix B: For the Form Locators and requirements for UB-04.
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Key #8: Collections: Obviously, collection processes are critical to any AR
maintenance and the health of a business. If there is quality coding and
billing, resolving accounts and collecting on balances past due, goes much
smoother. Different industries have different financial “industry standards”.
For healthcare, industry standards for AR collections may run according to
the following. Note that different types of organizations with different “payer
mixes” (the mix of insurance companies they are contracted with) may
have slightly different benchmark (comparative baseline) standards, e.g.:
 AR Collection Ratio of 2.0: This means that the accounts receivable
should not be more than two times monthly billing, except in periods
of growth. If a provider bills $10,000 in charges per month, two
months of AR would equal $20,000. Therefore, in the course of a 12
month revenue cycle, all things being constant, e.g., $10,000 per
month in billed charges, the AR should never go above $20,000 in
outstanding accounts receivable (money owed to the provider).
However, this is not reality because business has fluctuations. For
example, if the provider has an unusual high service month and bills
$40,000 in charges, we would expect the AR to be higher the following
month because claims processing at the insurance companies have a
45 day turnaround period for resolving and paying paper claim
submissions and 10-14 day turnaround period for resolving and paying
electronic claims submissions.
 AR Gross Collection Days of 60: Hospital Administrators and
Directors, who oversee AR management, generally share the Accounts
Receivable (AR) Days outstanding with their staff. This is a great way
to keep staff abreast of the AR and motivate them. The AR days are
the number of “days” of “billed charges” that are pending payment.
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The AR days are shared because this is a key benchmark of how an
organization is doing in their Revenue Cycle processes. Gross AR days
below 60 days is generally considered good. This means that if the
organization closed its doors tomorrow, it would have 60 days or less
worth of total revenue (billed charges) in their AR to “collect” on. In
any vital business, you do not want more AR days than the industry
standard because it may mean that your accounts are “corrupt” and
potentially uncollectable due to poor quality in data and systems.

In

Chapter 4 of this module we will review a comprehensive “Provider
Credit Policy” and go through the entire Revenue Cycle processes
from front desk registration to back-end collections.
Key #9: Claim Appeals: Why are claim appeals such a critical part of the
revenue cycle? Although, it may seem obvious to you, so that claims get
corrected, resubmitted and paid, this area of AR management is often
neglected. As claims age due to various issues, they become uncollectable
due to “timely filing” limitations and therefore, become “bad-debt” writeoffs. Timely filing limitations are the contract time limitations for how long a
provider has for filing a new claim or refile an adjudicated claim
(processed) claim with corrections. The term “clean” claim is when a claim
is submitted the first time with no errors. The term “dirty” claim is when a
claim has errors, or when a claim gets rejected. The top ten dirty claim
denials are:
TOP TEN MEDICAL CLAIM DENIALS
1. Incorrect or missing ICD-9 diagnosis; example,
provider is using outdated ICD-9 codes or has entered
them incorrectly in the computer system. There may be a
mismatched how the provider or coder has linked the
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diagnosis code to the individual procedure code. Medical
documentation submitted with the claim may not
substantiate the diagnosis.
2. Incorrect or missing modifiers; example, modifier -25
or -57 over utilized on physician EM services, or -59 over
utilized on procedures, or -51 and other important
modifiers are being underutilized.
3. Duplicate claims submitted; example, claims are
resubmitted without follow-up phone calls to the insurance
company, or incorrect services were billed, and then
correct services rebilled as a new clean claims without
alerting the provider service center at the insurance
company of the previous incorrect bill.
4. Additional information needed to process the claim,
example patient identification or group number is missing
or wrong, or date of birth, sex, and accident information is
wrong or missing.
5. Billed amount is incorrect, claim form just doesn’t add
up. This is common on claims that have multiple
insurances and have to have “coordination of benefits”
COB between the two carriers.
6. Incorrect/missing CPT procedure codes; example,
provider is using outdated CPT codes or has entered an
incorrect codes in the computer system. Perhaps medical
documentation submitted does not support the codes.
7. Physician's name and/or NPI number is missing or
incorrect; previously UPIN numbers were the missing
identification information.
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8. Incorrect or missing place of service code; this is
common when you have “remote” offsite billers who are
not working directly with the providers, or providers who
work at multiple and different types of facilities, e.g.,
office, hospital, nursing home and so on.
9. Incorrect or missing quantity multiples or services;
this is when you either put too many Units of Service, or
too few Units of Service.

Very common with medication

dosage submissions. The coder must “read” the dosage
and/or quantity and choose the correct HCPCS code that
reflects the milligrams or micrograms and route of
administration, intramuscular injection, oral and so on.
10.

Unbundling: This denial reflects the provider,

coder and biller’s knowledge base of the NCCI (national
correct coding initiative), e.g., when services may be billed
as a standalone procedure and when they must be bundled
because they are an integral part of another service.
These top ten denials are only a fraction of the reasons why claims may
deny for payment.

We see that healthcare data processing is complex. The

good news is that many providers have excellent processes and keep their
medical claim denials rates at less than 5% of all claims submitted. This is a
reasonable and good denial rate, since these claims will need to be
corrected, appealed and resubmitted. Other organizations struggle with
dynamic growth and constant change and therefore, periodically they will
have much higher denial rates. What has helped the reimbursement
specialists in being able to understand and manage the many insurance
explanations (payments and denials) of how they have processed the
patient’s claims is the CMS’s initiative under HIPAA, which standardized the
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“reason codes” within the explanation of benefits (EOB). An EOB, also
known as the “remittance advice” is the statement sent by the insurance
payer to both the provider and its member that shows what charges have
been approved for payment and what has been denied, if applicable. The AR
managers and reimbursement specialists have a better and uniform
understanding of the many insurance company’s EOBs and comments within
the EOB, now that they have been standardized. In Appendix C, we have
listed the over 300 “Remittance Advice Remark” and “Reason Codes”
that you may see on a CMS or insurance company EOB.

The importance of

Appendix C, is that is allows AR managers and reimbursement specialists to
proactively put measures in place to prevent these potential denials and
issues that may slow the processing and payment of claims.
Not all “reason codes” are denial codes. There are also many “informational”
codes, and claim adjustment codes such as “Provider’s charged Applied to
Patient Deductible or Coinsurance”, or “Additional Information Requested
was Received; Claim Reprocessed” and so on.

Claim Adjustment Reason

Codes, Remark Codes and all other HIPAA approved claim status codes, may
be found at the Washington Publishing Company Website, which is an active
member of CMS HIPAA ASC X12 committee who are responsible for the
HIPAA code lists.

See:

http://www.wpc-edi.com/products/codelists/alertservice

Also, refer to Appendix C: HIPAA “Reason Code List” for the Explanation
of Benefits (EOB) Statements with the CMS Outpatient Code Editor (OCE).
Source: CMS 2009 http://www.cms.hhs.gov/OutpatientCodeEdit/

Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 44 of 397

To Appeal or not to Appeal?
Before the reimbursement specialist may determine if they need to appeal or
not appeal a medical claim based on the EOB, they must first know the
language of the EOB. They must also know if their provider is contracted
with the insurance company and therefore, has a negotiate fee rate and
specific fee plans. If the provider is contracted, they are considered “innetwork”. Contracted providers must appeal to the insurance company for
payment.

If the provider is not contracted, they are considered out-of-

network and the patient may be billed for payment.
 The Language of the EOB:
o The charges are the codes and fees that the provider has billed
to the insurance company.
o The “allowable charge” is the amount of reimbursement that
an insurance company (payer) approves to pay on a provider’s
billed charge. The term refers to providers who “participate”
with the insurance company and therefore are paid on a set
“negotiated” discounted fee rate based on the provider individual
contract with that payer. If the provider is participating with the
payer, then any billed amount above the allowable must be
written off and may not be billed to the patient.
o The “Discount” or “Non-payable” amount is the amount the
participating provider must write-off to comply with their agreed
fee arrangement in their contract with the insurance company.
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o The deductible is the amount of money the patient must pay
annually out-of-pocket before the insurance company pays any
monetary benefits on their member’s claims.



For example, if a patient had a $500 deductible, then they
must pay the first $500 in allowed charges out of their own
pocket before the insurance company will pay anything.
If the member has family coverage, their generally is a
family deductible limit, e.g., the entire family may have a
maximum of $1,500 outpatient deductible, with $500
limits per family member. This means that the entire
family will not have to pay an “aggregate” amount of more
than the $1,500, and each individual family member, will
not have to pay more than $500.

o The coinsurance is the amount the patient must pay out-ofpocket in addition to their deductible and after their deductible
has been met. Depending on their insurance contract, this may
be 10%, 20% or 30% of the balance of the allowable charges.


For example, if a patient has a $100 deductible that has
been met, with an out-of-pocket coinsurance of 30%, with
a doctor bill of $100 due. The patient’s insurance company
should pay $70, and the patient will owe $30, if the
allowable charge was also $100 under the provider
contract.

o The copayment is an upfront out-of-pocket patient payment
that is due at the time of an office encounter or visit to the
provider. They apply to physician services, urgent care centers
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and emergency room services. They usually range from $15$30 to $50-$100 per visit depending on the service. Insurance
companies use copayments to discourage abuse of certain
services. They also use them to offset the cost of insurance
premiums, e.g., the higher the copays, the lower the monthly
insurance premium may be. A typical member contract may
have tiered copayments as indicated below:
o Primary Care Physician Visit $25
o Specialty Care Physician Visit $50
o Urgent Care Visit $50
o Emergency Room Visit $100
o Hospital Observation Service $100
o Hospital Inpatient Stay $250
o The amount “Paid to Provider” by the insurance company is
the provider’s contracted rate, minus any deductibles,
coinsurance or copays that the patient must pay to the provider.
o The amount “Owed by Member” is that which the insurance
company is directing their member to pay out-of-pocket to the
provider.

See Illustration 8: Example Explanation of Insurance Benefits (EOB) :
Source Meyer & Meyer
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Key #10: Quality Improvement (Feedback): This final key is one of the
more critical areas of the revenue cycle. The entire revenue cycle needs to
function as one “seamless” system in order to optimize processes and the
AR. As reimbursement specialist, how to manage and care for your AR will
determine the financial health of your organization. This is critical because
in the realm of things, a healthy bottom line can mean the difference of the
organization keeping up with technology developments and advancements in
the delivery of care, or even being competitive in salary and benefits.
Therefore, all employees of a healthcare organization have a stake in
continuous quality improvement of the revenue cycle. See Illustration:
Continuous Quality Improvement Wheel
How this may be achieved is through proactive managing your systems and
processes. This means that the managers and reimbursement specialists
should work together to “fix problems before they happen”. This can be
done by:
1. Identify current benchmarks or industry standards,
e.g., where should your organization be in coding, billing
and reimbursement compared to other organizations such
as yours. Use these standards as a benchmark to compare
to understand where your departments are at and where
they need to be.
o For example, if the average hospital has outstanding
inpatient records of 3 days, and your hospital has
outstanding inpatient coding at 6 days, this is twice the
community standard. Knowing this helps management
and staff to take corrective and/or preventive measures
to get or stay current in coding.
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2. Analyze Organizational Results, e.g., identify, and
categorize information within the revenue cycle to use to
improve the system.
o For example, if in your analysis your daily AR tasks you
are seeing “patterns” of denials, or “holes” in the data,
organize the findings so that it may be used as valuable
information to fix problems.
3. Plan Changes, e.g., in any quality improvement program,
you must use your analyzed results (problems) and change
whatever needs to be change to fix problems of the same
sort or prevent potential future problems. Organization
change is necessary in an industry such as healthcare where
there is constant change in Federal, State, Local rules and
regulations. Therefore, in order to optimize revenue cycle
processes and bring about best results, reimbursement
specialists must embrace change.
4. Act out you plan, e.g., provide feedback to those who can
facilitate the necessary changes to improve the system and
prevent future problems.
Illustration9:
Continuous Quality
Improvement Wheel
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Summary of Billing Process:


The physician billing process, or revenue cycle, illustrated below,
begins with patient scheduling.



Claims are billed either paper or electronic.



Electronic claims go to a clearing house where the claims are
"scrubbed" for errors.



If billing errors occur, they get "kicked" back to the provider on edit
reports to fix and resubmit.



If claims are clean, they go to the insurance company, or third party
payer where they are adjudicated (processed and paid or denied).



When the explanation of benefits (EOBs) go back to the providers
office, the payments are posted by line item.



Zero payments are appeals as appropriate.



After accounts are resolved at the month-end process, i.e., small
balance, adjustments, corrections;



Then appropriate month-end reports may be run and printed for the
physicians, management and staff.

See illustration: Billing Process: Meyer & Meyer, Smartdraw 2010
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Revenue Cycle (Financial) Compliance
All healthcare organizations, regardless of their size, should have a written
financial compliance plan to guide their staff and providers in best practice to
avoid financial fraud and abuse. On October 5, 2000, the Department of
Health and Human Services (DHHS), in conjunction with the Office of the
Inspector General (OIG) published in the Federal Register (Vol. 65, No. 194)
the “OIG Compliance Program for Individual and Small Group Physician
Practices”. Previous to this, on February 23, 1998, the OIG had published
compliance requirements for Hospital in the Federal Register (Vol. 63, No.
35). The OIG is the legislative body that enforces the rules and regulations
set forth by the DHHS. Coders and billers and all other healthcare
employees need to understand their organizations compliance plan. There
are several key components that should be in any well-written financial
compliance plan. We have listed 14-Key components that should be in any
well written compliance Plan. See Chart 4:

14-Key Components of a Well

Written Compliance Plan: Meyer & Meyer
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14-Key Components of a Well Written Compliance Plan
I
II

III
IV

V
VI
VII
VIII

IX

X
XI

XII
XIII
XIV

An Written Organizational Code of Conduct and Ethics
Written Compliance Policies using Industry and Organizational Standards
Documented employee training on the code of ethics, compliance policies and
standards related to their jobs, e.g., coding, billing, finance, medical records
and so on.
Documented periodic retraining of employees on updated written compliance
policies and standards.
Designate a Compliance Officer (a person of authority and compliance
expertise) with a written job description outlining their responsiblities and
duties.
Document and provide the provision for adequate procedures, resources
(staffing), and systems to permit compliance.
Document a maintenance process that allows anonymous reporting of alleged
noncompliance.
Document and maintain a process for known employees who disclose
noncompliance to protect them from fear of retaliation.
Document regular monitoring and internal auditing to test compliance and
provide feedback for continuous quality improvement to Staff, Providers, and
Administration.
Document periodic minitoring uses objective external auditors to test
compliance and provide feedback for continuous quality improvement to Staff,
Providers, and Administration.
Written policies and processes put in place to enforce compliance rules, with
written disciplinary action measures for rule violators.
Management's statement of commitment for taking corrective actions and
ensuring those actions are effective through followup and feedback
mechanisms.
Communication systems that facilitate corrective actions and follow up and
follow through.
Board-of-Directors' oversight of all compliance plans, policies, functions and
corrective action plans for violations.

PROVIDER AND STAFF RESPONSIBILITY:
Providers, Administrators and Staff have a responsibility by law to ensure
the accuracy of coding, billing and financial practices. Specifically, all
healthcare employees and their providers have a responsibility to combat
fraud and abuse. Examples of fraudulent acts include, but are not limited
to:
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•

Duplicate and/or over billing healthcare services

•

Charging a fee for services not performed

•

Upcoding a service to a higher level

•

Overuse and abuse of modifiers to get services paid that would
otherwise not be paid

•

Overstating medical necessity

•

Overcharging for services, such as high-level hospital beds, after
transferring to lower level beds, and/or after the patient is
discharged

•

Using a covered service code on non-covered services

VOLUNTARY DISCLOSURE:
The OIG requires providers to voluntarily disclose “irregularities” in their
financial dealings, which includes coding and billing for any area of fraud or
potential fraud to protect them from the “False Claims Act”.
•

What is the Federal False Claims Act (31 USC § 3279)? This is
the statute that states that any “federally” funded program,
which includes Medicare and Medicaid is protected under the law
from fraudulent acts. It is also referred to as the “Lincoln Law”,
because it was first enacted during the Civil War during to
combat fraud related to military procurement. The statute
makes any person “knowingly” involved with falsifying a claim to
the government a punishable act by law. Specifically, the person
must:
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 Have actual knowledge of falsity of information in the
claim, or demand for money that is submitted to the U.S.
government or its contractor(s);
 Act in deliberate ignorance of the truth or falsity of the
information in a claim; or
 Act in reckless disregard of the truth or falsity of the
information in a claim
•

The monetary penalty for filing a false claim ranges from $5,500
to $11,000 for each individual false claim submitted and up to
three times that amount in potential damages to the
government. There is also potential jail time, and providers may
be excluded from participating in Federal, or State programs that
are supplemented by the federal government.

HIPAA and Transaction and Code Sets Standard (TCS)/Rules
The HIPAA legislation has helped to set standards that previously did not
exist in patient privacy, data security, provider identification and in
transactions and code sets. Prior to HIPAA these standards did not exists
and different providers and payers used a variety of codes sets for filing,
processes and reporting claims and the resulting data.
Under The Administrative Simplification Compliance Act (PL107-105), payers
and providers were mandated to comply with the use of select data sets and
formats for electronic billing and data reporting. The idea was that not only
would this create a “uniform” electronic data interchange (EDI) for
electronic claims submissions (ECS), but in turn standardization would
be more efficient and therefore, more cost effective as well. Data would be
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more easily captured for quality improvement. Also, in the longer term
standardization moves the United States closer to a National Electronic
Health Record (EHR).
The DHHS, under HIPAA have put into place designate "standards
maintenance organizations," (DSMO). These organizations listed below
have been given the responsibility to develop and maintain EDI standards.
The following organizations are DMSOs guided by the DHHS and what they
are responsible for. You may hear your information technology (IT)
(computer) departments in your healthcare organization refer to these
committees and their work throughout your careers in medical coding, billing
and administration. See chart 5: DSMOs & their Responsibilities: Meyer &
Meyer

Designate Standards Maintenance Organizations (DSMO)
and Code Set they are Responsible for:
Accredited Standards Committee (ANS)
Dental Content Committee of the American
Dental Association (ADA DCC)
Health Level Seven (HL7)
National Council for Prescription Drug
Programs (NCPDP)
National Uniform Billing Committee (NUBC);
National Uniform Claim Committee (NUCC).
American Medical Association (AMA)
Centers for Disease Control (CDC) for ICD
codes; in Conjunction with Center for
Medicare and Medicaid Service (CMS)

The ANS is Accredited by the American National
Standards (ANSI) and oversees Electronic Data
Interchange (EDI), (ANSI ASC X12) standards
Responsible for Dental Procedure Terminology
(DPT) Codes
HL7 Computer Programming Code
Maintains standard formats for use by the retail
pharmacy industry for EDI.
Develops and Maintains Universal Billing (UB04) Standards
Develops and Maintains CMS 1500 form
Standards
Responsible for Current Procedure Terminology
(CPT-Level I HCPCS) Codes
Responsible for ICD-9, ICD-10 and HCPCS Level
II codes.
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Standardized Healthcare Languages:
SNOMED CT & DSM4
There are two other code sets that the medical coder, biller and
administrators may encounter on the job. They are Systematized
Nomenclature of Medicine--Clinical Terms SNOMED Clinical Terms ®
(SNOMED CT) and Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition (DSM4).
SNOMED CT is a very comprehensive set of clinical terms. It is the agreed
upon language of healthcare. It was created by the College of American
Pathologists (CAP) to better communicate technical medical terminology by
standardizing the language of medicine. As of April 2007, the International
Health Terminology Standards Development Organization (IHTSDO), a nonfor-profit organization in Denmark now owns, will maintain and distributed
the SNOMED CT data set throughout the world.
SNOMED CT is another DSMO that the DHHS has approved for electronic
data interchange (EDI) exchange of clinical health information. This data set
is currently being implemented internationally as a standard for
communicating healthcare terminology, e.g., body structures, organisms,
pharmaceuticals, biological, specimens, diseases, treatments, etiologies,
clinical findings, therapies, procedures, interventions, medical devices,
events and outcomes. The standardized medical terminology of SNOMET CT
is the basis of all other major medical languages and classification systems
including ICD-9-CM, ICD-10.
The American Psychiatric Association (APA) first published the Diagnostic
and Statistical Manual of Mental Disorders (DSM4), which is now in its fourth
edition in 1952. It is used by mental health providers to diagnose
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appropriately diagnose mental conditions.

It contains over 200 mental

health conditions and the specific guidelines and criteria for assigning mental
health diagnoses.
The APA’s DSM4 uses what is called a multiaxial (multidimensional)
approach when diagnosing a person. There are five dimensions of a
person’s life that are taken into consideration in the diagnosis process. They
are:


Axis I: Clinical Syndromes, This is what we typically think of as the
diagnosis (e.g., depression, schizophrenia, social phobia)



Axis II: Developmental Disorders and Personality Disorders,
Developmental disorders include autism and mental retardation,
disorders which are typically first evident in childhood Personality
disorders are clinical syndromes which have a more long lasting
symptoms and encompass the individual's way of interacting with the
world. They include Paranoid, Antisocial, and Borderline Personality
Disorders.



Axis III: Physical Conditions which play a role in the development,
continuance, or exacerbation of Axis I and II Disorders, Physical
conditions such as brain injury or HIV/AIDS that can result in
symptoms of mental illness are included here.



Axis IV: Severity of Psychosocial Stressors Events in a person’s life,
such as death of a loved one, starting a new job, college,
unemployment, and even marriage can impact the disorders listed in
Axis I and II. These events are both listed and rated for this axis.



Axis V: Highest Level of Functioning, on the final axis, the clinician
rates the person's level of functioning both at the present time and the
highest level within the previous year. This helps the clinician
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understand how the above four axes are affecting the person and what
type of changes could be expected.
However, these are not the only code sets and languages the MIBC
professional will deal with in today’s electronic world. In Chart 6 are the full
array of standardized languages and code sets. For those who will focus
heavily on electronic transactions, such as electronic claims submission,
electronic remittances, electronic patient insurance verification systems, and
of course electronic medical records; these languages and code sets will
become very familiar. It is through these code sets and languages that the
various fractions of government and the private sector are able to
communicate with each other. This includes all agencies under the
Department of Health and Human service, such as CMS, HIPAA, and NCVHA
(National Committee of Vital Health Statistics), which falls under the CDC
(Centers for Disease Control and Prevention). Finally, the Consolidated
Health Information (CHI) eGov is an important driving force in the
standardization of healthcare languages and code sets as well. This is an
initiative of 22 U.S. federal agencies to adopt a portfolio of existing health
information interoperability standards (health vocabulary and messaging)
enabling all agencies in the federal health enterprise to "speak the same
language" based on common enterprise-wide business and information
technology architectures.
Chart 6: Standardized Transaction Code Sets: Meyer & Meyer
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Standardized Transaction Code Sets
Required by:
Code Set
ICD-9-CM (vol. 1 & 2)

ICD-9-CM (vol. 3)

Name
International Classification of
Diseases, Volume 9 Clinical
Modification.
International Classification of
Diseases, Volume 9 Clinical
Modification.

Current Procedure
(Healthcare Common Procedural
Terminology (CPT) HCPCS
Coding System Level I)
Level I
CDT

Current Dental Terminology

NDC - drugs

National Drug Codes

HCPCS Level II Codes

Healthcare Common Procedural
Coding System Level II

Health care claims or
coordination of benefits:
ASC X12N 837:
Dental claim ASC X12N
837: dental
Professional claim ASC
X12N 837: professional
Institutional claim ASC
X12N 837: institutional
Retail drug NCPCP v. 32

Coordination of Benefits
Dental Health Care Claims.
Professional Health Care Claims.
Institutional Health Care Claims.
Retail pharmacy drug claims per
The National Council for
Prescription Drug Programs
(NCPDP)

CHI
HIPPA eGov NCVHS

Description
Diseases, injuries, impairments, other health related problems, their manifestations,
and causes of injury, disease, impairment, or other health-related problems.

x

x

x

Facility and Inpatieent procedures or other actions taken to prevent, diagnose, treat, or
manage diseases, injuries and impairments

x

x

x

Physician and outpatient procedures or other actions taken to prevent, diagnose, treat,
or manage diseases, injuries and impairments

x

x

x

Codes for Dental Procedures and Nomenclature, maintained by the American Dental
Association, for dental services.
Drugs and Biologics for retail pharmacy drug transactions, maintained and distributed
by HHS, in collaboration with drug manufacturers.
Other health related services, other substances, equipment, supplies, or other items
used in health care services

x
x
x

x
x
x

x
x
x

The transmission of claims or payment information from any entity to a health plan for
the purpose of determining the relative payment responsibilities of the health plan.

x

x

Health Care Claims or Equivalent Encounter Information. This is a transaction code set
used in electronic data interchange (EDI) Claims submission
Health Care Claims or Equivalent Encounter Information. This is a transaction code set
used in electronic data interchange (EDI) Claims submission
Health Care Claims or Equivalent Encounter Information. This is a transaction code set
used in electronic data interchange (EDI) Claims submission

x
x
x

x
x
x

Health Care Claims or Equivalent Encounter Information. This is a transaction code set
used in electronic data interchange (EDI) Claims submission

x

x

x

x

x
x

x
x

x

x

x

x

x
x

x
x

x

x

x

x

x

x

x

x

The transmission of payment, information about the transfer of funds, or payment
processing information from a health plan to a healthcare provider's financial institution;
or, the transmission of explanation of benefits (EOBs) or remittance advice from a
health plan to a healthcare provider.
Health claim status ASC
The transmission of either an inquiry to determine the status of a healthcare claim or a
Health Care Claim Status
X12N 276/277
response about the status of a healthcare claim.
Plan enrollment ASC X12 Enrollment and Disenrollment in a Use for transmission of subscriber enrollment information to a health plan to establish or
834
Health Plan
terminate insurance coverage.
An inquiry from a healthcare provider to a health plan, or from one health plan to
Plan eligibility ASC X12
Eligibility for a Health Plan
another, to obtain eligibility, coverage or benefit information under the health plan and
270/271
the health plan's response to the healthcare provider's inquiry.
Any of the following transmissions: (1) a request for the review of healthcare to obtain an
Referral certification ASC Referral Certification and
authorization for the healthcare; (2) a request to obtain authorization for referring an
X12 N 278
Authorization
individual to another healthcare provider; or (3) a response to a request of either (1) or
(2).
Plan premium payments
Premium payment to health
Used by employers, employees, unions and associations to make and track premium
ASC X12 820
insurance plans
payments to their health insurers.
Plan premium payments
The transmission of either an inquiry to determine the status of a healthcare claim or a
Health Plan Premium Payment
ASC X12 820
response about the status of a healthcare claim.
Some insurers also require additional records for each claim submitted. For example,
Health claims attachments
Claims attachment
the insurer may wish to review subscriber, patient, demographic, diagnosis or treatment
ASC X12 275 & HL7 TBD
data. A standard format for electronic health claims attachments
Messaging Standards (scheduling, medical record/image management, patient
HL7
Health Level 7
administration, observation reporting, financial management, patient care)
This transaction will be used to report information pertaining to an injury, illness or
First report of injury ASC
First report of injury
incident to entities interested in the information for statistical, legal, claims and risk
X12-820
management processing requirements.
Systematized Nomenclature of
Comprehensive clinical terminology, used in U.S. Federal Government systems for the
SNOWMED CT
Medicine--Clinical Terms
electronic exchange of clinical health information (and also used internationally)
Logical Observation Identifiers
LOINC is one of a suite of designated standards for used in U.S. Federal Government
LOINC®
Names and Codes
systems for the electronic exchange of clinical health information.
Provides standard names for clinical drugs (active ingredient + strength + dose form)
RxNorm
Presciption Normalize
and for dose forms as administered to a patient, used in U.S. Federal Government
systems for the electronic exchange of clinical health information.
Institute of Electrical and
IEEE 1073
Messaging Standard for medical device connectivity
Electronics Engineers, Inc
Digital Imaging and
DICOM
Messaging Standard for inter-agency sharing of imaging data, example, radiology
Communications in Medicine
Classification of Diseases, Tenth
ICD-10-CM
ICD-10 CM used for morbidity by NCVHS
Revision, Clinical Modification
The NCHS has the responsible from the WHO for creating the ICD-10-PCS as a
ICD-10-PCS
ICD-10 Procedure Coding System
successor to Volume 3 of ICD-9-CM, however, it has not been accepted to date.
Chart Source: Meyer & Meyer 2009
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Practice Prep
1. The organizational chart may reflect and focus on structure, or core
_________________.
2. The process that begins when the patient makes an appointment and
registers as a patient to the time when their final collection activity is
completed is all part of the _________ _________.
3. Money owed to the provider organization is known as the ________
________.
4. The file that is part of the revenue cycle that houses all codes, fees
and service descriptions for a healthcare facility is known as the
______________________.
5. The organization that drives healthcare policy and procedures in all
healthcare markets and sets the standards is __________________.
____________________.
6. When a hospital is paid a pre-determined rate services it is being paid
under a ____________________________.
7. When a physician or hospital is paid on a per service basis, this is
considered what type of reimbursement:
a. Allowable payment
b. Fee-for-Service
c. Negotiated allowable service
d. None of the above
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8. A case mix index refers to:
a. Hospital case mix
b. Patient Diagnoses
c. Severity of Illness
d. All of the above
9. A procedure that is not listed on the CMS ambulatory service center
(ASC) list will be reimbursed will be paid as a clinic service and not
under the ASC group rate. True/False
10.

The document that is given to the patient to capture all of their

demographic information is known at the patient
_________________.
11.

The Superbill is used by providers to capture all of the following

except:
a. Encounter charge documentation
b. patient diagnoses
c. procedures performed
d. outcomes documentation
e. The primary care physician (PCP) who authorizes healthcare
services and specialist visits are known in the world of managed
care as the ______________.
12.

The primary care physician (PCP) who authorizes healthcare

services and specialist visits are known in the world of managed care
as the ______________.
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13.

The Administrative Simplification Compliance Act (ASCA) is

under what important piece of 1996 legislation?
_______________________________.

14.

Under the patient privacy act, healthcare workers may access

private health information (PHI) only for the purpose of:
a. Treatment of the patient
b. Getting claims paid
c. Facilitate organization operations
d. All of the above
15.

The National Provider Identifier (NPI) has replaced the Uniform

Provider Identification Number (UPIN) for identifying healthcare
providers. True/False
16.

Under the HIPAA Accountability Act what program was created to

combat fraud and abuse? ______________________ This program is
overseen by______________________.
17.

What Act created the regulatory requirements and standards for

EHR (electronic health records), ECS (electronic claims submission)
and Internet connectivity to protect PHI?_____________________
18.

Physicians bill on the _______________ form and hospitals and

facilities on the ________________ form.
19.

Each box within the claims for contains information from both

the patient registration form and superbill and each data element may
be identified by a number referred to as the _________________.
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20.

An additional code set that is used on the UB-04 that the

hospital coder must be familiar with are_____________.
21.

An industry standard for healthcare AR would be:
a. Gross AR days of 60 or less
b. Gross AR days of 60 or more
c. AR Ratio of 2.0 times monthly billed charges
d. A and C
e. B and C

22.

Claims that fail to be billed timely (timely filing) and become

uncollectable may be considered ____________ write-offs in the AR.
23.

There are over 300 hundred ________________ that have been

standardized for the explanation of benefits (EOB).
24.

When a reimbursement specialist resubmits a denied claim with

the medical records to show medical necessity they are
_______________the claim denial.
25.

The negotiated contract fee that is listed on the EOB by the

payer is known at the ________________.
26.

The non-payable portion listed on the EOB, which may not be

billed to the patient is the _________________.
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27.

What steps should be taken to achieve a seamless and

continuous quality improvement revenue cycle? 1) ______________
2) ____________3) __________ 4) _______________.
28.

List 3 components of the 14 listed for a well written compliance

plan. 1) __________________, 2) _________________, 3)
__________________.
29.

The statute that states that any “federally” funded program,

which includes Medicare and Medicaid is protected under the law from
fraudulent acts, also known as the “Lincoln Law” is the
_______________________.
30.

___________________ and ________________ under HIPAA,

creates standardization for all electronic healthcare “data sets”, as well
as simplification by creating a “uniform” electronic data interchange
(EDI) for electronic claims submissions (ECS).
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Case Prep
1. Mr. Jones goes to a participating health plan doctor for his annual
physical. He has a $500 per year deductible and his insurance pays 80%
after the deductible is met. His doctor bill is $280 and is applied to the
deductible. How much does Mr. Jones owe his doctor?

Case #1
Total Charges:
Allowable:
Discount:
Deductible
Co-insurance (20%)
Insurance Payment:
Patient Owes:

$
$
$
$
$
$
$

2. Mrs. Smith has a total hip replacement. The surgeon’s fee is $6,000.
However, the negotiated payer fee with the surgeon has an allowable of
$3,860. The patient has a $500 deductible, which has not been met and
20% co-insurance. How much does the insurance owe and how much
does the patient owe for the surgery?

Case #2
Total Charges:
Allowable:
Discount:
Deductible
Co-insurance (20%)
Insurance Payment:
Patient Owes:
Total Paid to Provider:

$
$
$
$
$
$
$
$
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3. Mr and Mrs NewParents bring in their infant for his first well-baby exam.
The exam, shots and total visit is $188. The negotiated contract
allowable charge is $155. The insurance pays 90% of the visit with a $20
copay per encounter. How much does the insurance owe and how much
does the parents owe for the well-baby check?

Case #3
Total Charges:
Allowable:
Discount:
Deductible
Co-insurance (10%)
Co-payment
Insurance Payment:
Patient Owes:
Total Paid to Provider:

$
$
$
$
$
$
$
$
$

4. A twelve year old patient is rushed to the ED after sustaining a fractured
wrist playing basketball. The total ED charge from the hospital was
$1,560 with x-rays, casting and the visit. The hospital is non-par with
the parent’s insurance plan. However, the plan allows 100% of the billed
charges for true medical emergencies for non-par providers. Her parents
insurance has a $500 aggregate family deductible, or $200 per family
member. The parents have met their deductible, but this is the first
medical service of the year for the child. The insurance pays 80% after
the deductible is met. There is a $50 copay for all ED visits. How much
does the insurance owe and how much do the parents owe for the ED
visit?
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Case #4
Total Charges:
Allowable:
Discount:
Deductible
Co-insurance (20%)
Co-payment
Insurance Payment:
Patient Owes:
Total Paid to Provider:

$
$
$
$
$
$
$
$
$

5. Case #5: Refer to Appendix A
A patient signs over benefits to their physician and gives authorization to
release medical records for the purpose of processing their medical claims.
What are the two “Form Locator” numbers for the two boxes in the CMS
1500 form where “SIGNATURE ON FILE” will go to indicate authorization has
been given?
6. Case #6: Refer to Appendix B: An inpatient has a “Private Room”.
What revenue code is this, and what is the “Form Locator” number where
the revenue code will go?
7. Case #7: Refer to Appendix C: A provider receives an EOB with a
“Reason Code” M27. Is this a denial or is it just informational? What
may the provider do?
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Practice Prep
Answer Key
1. Functions
2. revenue cycle
3. accounts receivable (AR)
4. chargemaster
5. Centers for Medicare and Medicaid Services (CMS)
6. Perspective payment system (PPS)
7. b) Fee-for-service (FFS)
8. d) All of the above
9. True
10.

Patient Face Sheet (Registration form)

11.

d) outcomes documentation

12.

“gatekeeper”

13.

Health Insurance Portability and Accountability Act (HIPAA)

14.

d) All of the above, e.g., TPO=Treatment, Payment and

Operations
15.

True

16.

Health Care Fraud and Abuse Control Program overseen by the

Department of Justice
17.

HIPAA Security Act

18.

CMS 1500 form, CMS 1450 (UB-04) form

19.

Form Locator

20.

Hospital Revenue Codes

21.

D: A and C

22.

Bad-Debt Write-Offs

23.

“reason codes”
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24.

Appealing

25.

Allowable Charge

26.

Discount

27.

1) Identify Industry Standards, 2) Analyze Organization Results,

3) Plan improvement changes and 4) Act out the plan.
28.

Refer to Chart 4:

14-Key Components of a Well Written

Compliance Plan on page_______.
29.

Federal False Claims Act (31 USC § 3279)

30.

Transaction and Code Sets Standard (TCS) and Administrative

Simplification Compliance Act (PL107-105).
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Case Prep
Answer Key
Case #1
Total Charges:
Allowable:
Discount:
Deductible
Co-insurance (20%)
Insurance Payment:
Patient Owes:

$280
$280
$0
$280
$0
$0
$280

Case #2
Total Charges:
Allowable:
Discount:
Deductible
Co-insurance (20%)
Insurance Payment:
Patient Owes:
Total Paid to Provider:

$6,000
$3,860
$2,140
$500
$672
$2,688
$1,172
$3,860

Case #3
Total Charges:
Allowable:
Discount:
Deductible
Co-insurance (10%)
Co-payment
Insurance Payment:
Patient Owes:
Total Paid to Provider:

$188
$155
$33
$0
$15.50
$20
$119.50
$35.50
$155
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Case #4
Total Charges:
Allowable:
Discount:
Deductible
Co-insurance (20%)
Co-payment
Insurance Payment:
Patient Owes:
Total Paid to Provider:

$1,560
$1,560
$0
$100
$282
$50
$1,128
$432
$1,560

Case #5: Appendix A Answer: Form Locators 12 and 13

Case #6: Appendix B Answer: Revenue Code 0110, which goes in Form
Locator 42.

0110

Private Room

040120xx

3

1500.00

Case #7: Appendix C Answer: M27 is a payment denial. The provider has
120 days to appeal the claim.
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Tier I, Module VI, Chapter 2:
Insurance 101
Billing Prep
Insurance Terminology
To understand how health insurance works, we first need to learn the
language of the payers. A payer is an insurance company that processes
and pays medical claims that the provider submits on behalf of the insurance
company’s member. Other names used for a payer is insurance “carrier”,
and “managed care organization”. There are many types or models of
managed care organizations, and we will touch on some of the more
common ones.
The term “managed care” is a very broad term. It means different things
in different parts of the country, depending on how well organized or
consolidated the healthcare market is in a given geographic location,
generally referred as a “medical service area” (MSA).

An MSA may be

defined on several levels, but generally refers to Medicare and Medicaid
“Localities”, which is how the contracted Medicare and Medicaid
intermediaries have divided their States for reimbursement purposes.

If

you are looking at an MSA from a healthcare marketing perspective, it
equates to the population that a hospital or group of providers serve.
In general, managed care is defined as a pre-paid health plan that uses
primary care providers (PCPs) as “gatekeepers” to control the
utilization and costs of healthcare services through required authorization
processes in order for patients to have access to select high cost services
and specialists’ services.

Illustration #1: PCP: Source:

www.thehealthpages.com/articles/ar-pcpdr.html
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There are several major classifications of insurance that we will discuss in
this chapter. We will list and discuss them from the least to the highest
level of managed care. It is important that the reimbursement coders,
billers and all reimbursement specialists understand these carrier types so
that they may accurately set up the patient’s accounts during the
registration process, obtain any necessary authorizations, and bill the
accounts correctly on behalf of the patients and providers.
The major insurance classifications that we will discuss are:
 Indemnity Health Insurance
 Commercial Health Insurance
 Liability Coverage
 Automobile Personal Injury Protection (PIP)
 Self-insured group coverage under ERISA
 Medicare
 Medicaid
 TriCare (CHAMPUS) (CHAMPVA)
 Worker’s Compensation (WC)
 Disability Insurance
 Blue Cross and Blue Shield (BCBS)
 Preferred Provider Organization (PPO)
 Independent Provider Organization (IPA)
 Physician-Hospital Organization (PHO)
 Health Maintenance Organization (HMO)
o Network Model
o Staff Model
 HMO + Medicare
 HMO + Medicaid
 Exclusive Provider Organization (EPO)
 Point of Service Plan Option (POS)
 Other: Black Lung
 Other: Crime Victims
 Other: Veterans’ Administration (VA)
 Other: Indian Health Services (HIS)
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In our discussions regarding the major classifications of insurances, we will
refer to Chart 1: General Payer Characteristics.

However, please note that

there are many hybrids (variations) of health insurance plans and contract
arrangements with providers of various combinations of these “general”
characteristics. Therefore, we can say that no two medical insurance plans
are made the same in the US healthcare delivery system.
In addition, an insurance payer may have open access, which means the
patient may see any licensed provider, or an in-network access plan, which
means the patient can only see in-network providers, or an out-of-network
option, which means they may see non-contracted providers, but generally
at a high cost to the patient.

The term for a physician or healthcare

organization that is in network is “participating” (PAR) provider, and one that
is out-of-network is non-participating (Non-PAR) provider.

~PAR vs. NON-PAR~
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Access

PCP
Gatekeeper

Referral
Required

Fees

Deductibles

Indemnity Health Insuranc e

Open

No

No

FFS

Yes

Commerc ial Health Insuranc e

Open

No

No

FFS

Yes

Liability Coverage

Open

No

No

FFS

No

Automobile Personal Injury Protec tion (PIP)

Open

No

No

FFS

Yes/No

Self-insured group c overage under ERISA

In & Out

Varies

Varies

FFS

Yes/No

Point of Servic e Plan Option (POS)

In & Out

No

No

FFS

Yes

Medic are

Open

No

No

Allowable

Yes

Medic aid

Open

No

No

Allowable

Yes

TriCare (CHAMPUS) (CHAMPVA) (Traditional)

In & Out

No

No

Allowable

Yes

Worker’s Compensation (WC)

In & Out

No

Varies

Allowable

No

Blue Cross and Blue Shield (BCBS) (Traditional)

In & Out

No

No

Allowable

Yes

Independent Provider Organization (IPA)

In

No

Yes/No

Allowable

Yes/No

Physic ian-Hospital Organization (PHO)

In

No

Yes/No

Allowable

Yes/No

Preferred Provider Organization (PPO)

In

No

Yes/No

Allowable

Yes/No

Health Maintenanc e Organization (HMO)

GENERAL PAYER CHARACTERISTICS

In

Yes

Yes

Capitation

Yes/No

Network Model

In

Yes

Yes

Capitation

Yes/No

Staff Model

In

Yes

Yes

Capitation

Yes/No

HMO + Medic are

In

Yes

Yes

Capitation

Yes/No

HMO + Medic aid

In

Yes

Yes

Capitation

Yes/No

Exc lusive Provider Organization (EPO)

In

Yes

Yes

Capitation

Yes/No

Open

No

No

Allowable

No

Other: Blac k Lung
Other: Crime Vic tims

Open

No

No

Allowable

No

Other: Veterans’ Administration (VA)

In & Out

No

No

FFS

No

Other: Indian Health Servic es (HIS)

In & Out

No

No

FFS

No

Note: There are many Hybrid plans and contract arrangements of various combinations of these charact
Note: Open = no network, "In" = Network, "In & Out" = Network and Out-of Network Options

Chart 1: General Payer Characteristics: Source: Meyer & Meyer
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Payer-Mix
Reimbursement specialists also need to understand their organization’s
“payer-mix” to properly work and manage the AR. A payer-mix is the
percentage of each payer within the AR. For example, hospitals and
physicians who do primarily geriatric patient care, such as a cardiologist,
may have a payer-mix of 50% or more Medicare, 5% or less Medicaid, 5%
or less of indemnity (private pay) and 40% of all other payers, e.g., HMO,
PPO; whereas, a pediatric physician may have a payer-mix of 0% Medicare,
15% Medicaid, 5% indemnity and 80% HMO and PPO.

Indemnity Health Insurance
In healthcare, indemnity plans are known as
“private” health insurance. With this type of
insurance the patient is indemnified (protected)
against illness and the patient is allowed to seek out
medical services from any licensed provider. There is no contract provider
network.

There are no managed care elements to the plans. Therefore,

the monthly premium rates tend to be much higher in costs than managed
care plans.
There are only a few indemnity insurance plans today compared the many
that were in existence prior to 1993 when President Clinton proposed his
“Health Security Plan”, of the key elements in chart 2. These elements
never came to fruition in the market because the payers began to
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Every American citizen will receive a Health Security Card that guarantees comprehensive
benefits that can never be taken away. Fundamental principles underlie health care reform:







The guarantee of comprehensive benefits for all Americans.
Effective steps to control rising health care costs for consumers, business and our
nation.
Improvements in the quality of health care.
Increased choice for consumers.
Reductions in paperwork and a simplified system.
Making everyone responsible for health care.
Source: Clinton White House Domestic Policy Council (1993). The President’s
Health Security Plan: The Complete Draft and Final Reports of the White
House Domestic Policy Council. Times Books. © September 7, 1993

aggressively compete against each other for business or “market-share”,
which increased managed care, often referred to the era of “managed
competition” and essentially eliminated indemnity health plans.
The reimbursement specialists will generally deal with less than 5% of this
type of payer within their organization’s payer mix. However, since there is
no discounted fee-for-service to the provider because there is no provider
contract, indemnity payments may equal a much higher reimbursement
percentage in the AR. Therefore, although the organizations indemnity AR is
5%, it often represents 10-20% plus or minus total reimbursement.
There are many different types of benefit sets with indemnity insurance.
Depending on what the insurer (the person who holds the policy) or their
employer is willing to pay for, will determine the amount of the insurers’
deductible ($500 to $10,000), co-insurance, (10/90, 80/20, 70/30), and
allowable covered services. For example, one plan may cover eye exams,
and another plan excludes them and makes it an out-of-pocket service and
so on.
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Commercial Health Insurance
Commercial health insurance is essentially the same as indemnity insurance.
Indemnity insurance allows you to choose any doctor and hospital and it will
reimburse patient charges based on the amount of insurance coverage the
patient has purchased, i.e., 70%, 80%, or 90%. Indemnity health insurance
plans offer more flexibility in services, but generally has more expensive
monthly premiums. The only caveat is that this term “commercial” is that it
is also used in conjunction with a variety of managed care plans and the
term indemnity is not used in conjunction with managed care plans.
Commercial insurance is “private insurance”, i.e., it pays on a fee-for-service
basis, and has the benefit and reimbursement that is similar to indemnity
coverage. However, often managed care organizations will use the term
“commercial” to represent their least structured managed care product, i.e.,
a flexible open access preferred provider organization (PPO) that allows the
patient to go to any provider within the network, or to go outside the
provider network for a higher patient out-of-pocket copay. On the other end
of that tier is the very strict Exclusive Provider Organizations (EPO) which
restricts the patient in selecting providers within the tight EPO network.
Managed care organizations may tier their health insurance product lines
from least restrictive (open access) to most restrictive (closed access), e.g.:
1) commercial (open access) (least restricted) to
2) preferred provider organization (PPO) (provider in-network) to
3) health maintenance organization (HMO) with a point-of-service
option (POS) (provider in-and-out-of network) to
4) HMO without a POS option to restricted in-network to

Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 80 of 397

5) exclusive provider organization (EPO) with a POS (in-and-out-ofnetwork) to
6) EPO without a POS (restricted exclusive provider network).
See: Graph #1: MOST Restricted to LEAST Restricted Managed Care
Plans (Top to Bottom) Source: Meyer & Meyer

Graph #1: MOST Restricted to LEAST Restricted Managed Care Plans (Top
to Bottom): Source: Meyer & Meyer

Why all this creativity? It is all about costs. Obviously, a commercial
product with open access and generous benefit sets is going to be a much
higher monthly premium cost than a restricted EPO. What is good about the
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diversity of insurance product offerings, from the consumer’s point of view,
is that it allows affordability since one plan does not fit all pocketbooks.
What is challenging from the reimbursement specialist’s perspective is that
verification of insurance benefits becomes a critical part of the patient
registration process to ensure the patient doesn’t incur unnecessary costs
and the provider doesn’t have unnecessary write-offs of claims due to not
verifying the patient’s allowable plan benefits.
Commercial insurers are underwriting far fewer policies because of fierce
competition among the various managed care organizations to deliver more
care at a lesser cost. Since commercial insurers also generally do not have
provider contracted networks, or very loose provider contracted networks,
they are not able to attain the “economies-of-scale” (cost savings) for
healthcare delivery the way that a more restricted “integrated delivery
systems” (IDS) can.

For example, Aetna, BCBS and CIGNA health plans

were once large underwriters of commercial insurance policies. However,
today, although they still have some of these “traditional” policies available,
they have all transitioned to managed care by acquiring and developing PPO
and HMO networks and plans.

Liability Coverage
When a patient has a slip and fall, or gets hurt in their
home, or is bit by the neighbor’s dog, the services for
these injuries are generally going to be covered under
liability insurance.
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Liability insurance is a private payer that pays on claims that are generally a
result of either negligence or some inappropriate action that has resulted in
bodily injury.

It may fall under business insurance, homeowner’s, or even

uninsured motorist. There may or may not be an attorney involved.

There

are no deductibles and copayments involved and all diagnoses related to the
injury should be covered in full, up to the maximum benefit limit, if a limit
exists. Knowing if there is a benefit limit is important and if the patient has
met that limit so that during the registration process the provider will know
if they must bill the liability carrier or “benefits have been exhausted” and
they must bill regular health insurance.
The most important items in registering a patient with a liability injury are to
ensure the following information is documented on the face sheet and in the
PHR, aside from the usual accurate patient demographic information:
1. Date of the Accident
2. Body part involved in the accident, especially document left or
right when appropriate.
3. Accident Claim Number, which is a unique and sometimes long
number assigned to that accident date and that specific body
part by the payer.
4. Responsible party, which is sometimes an attorney who is
handling the case. Make sure the correct billing address for both
the attorney and the liability insurance company is obtained so
that the claims may be filed with both parties.
5. Ask if the case has settled during each registration. Once a
liability case settles, the insurance company will pay out one
lump sum in many cases. If this is the case, then future claims
post settlement may be billed to the patient’s regular health
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insurance. Often a letter is required from the carrier that the
there is no further liability coverage before the health insurance
will begin paying on the particular injury that had been
previously covered by the liability payer.

Automobile Personal Injury Protection
(PIP)
Personal Injury Protection (PIP) insurance is a
form of liability coverage, but it is specific to
motor vehicle accidents, e.g., car, truck,
motorcycle, recreation vehicles, all-terrain
vehicles and so on. PIP usually covers insured
members who have been in a vehicular accident.

Generally, all medically

necessary costs are covered under PIP, but there are benefit limitations
according to the individual policies involved. Some policies cover as little
as $25,000 in personal protection and some may cover up to a million.
Once again, it is contingent on what the member has purchased in their
PIP policy.

What this means is that if a patient is being registered and

they have exhausted their benefits, then the PIP carrier will send the
provider a letter of exhaustion and all future claims must be billed
(initially with the letter) to the patient’s health insurance.
The PIP coverage is mandated by most State’s, especially in those states
who have “no-fault” laws.

No-fault auto insurance is state mandated

coverage that dictates that the payers reimburse for their own member’s
(driver’s) auto injuries, regardless of which driver actually caused the
accident.

The purpose of no-fault is so that claims are paid more quickly
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because it can take time for the insurance companies to decide who is
liable. In addition, it has significantly reduced litigation of auto accidents.
There may be a deductible or co-insurance written into some patient
policies. This information may be obtained when the patient’s auto
insurance is being verified. Sometimes the patients will come with a form
that shows their benefits that has been sent to them by the auto carrier.
As with any liability injury, the claims will be filed and paid correctly, at
registration the following information should be obtained in addition to all
other patient demographics and information:
1. Date of the Accident
2. Body part involved
3. Accident Claim Number
4. Responsible party
5. Ask if the case has settled during each registration.

Self-insured group coverage under ERISA
What is a self-insured group and what is ERISA? Large employer groups
that have many employees, generally over 100 or more, may opt to insure
their own employees’ healthcare costs. They may do this because it is more
cost-effective then purchasing a regular insurance plan from an outside
insurance carrier.

If a company is self-insured, they pay the monthly

premium from their employees to their own internal employee health plan.
This is regulated under the Employee Retirement Income Security Act
of 1974 (ERISA) to ensure that the money is appropriated and use as
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intended, e.g., for health care services in this case. What the
reimbursement specialists needs to know about self-insured groups is the
following:
1. Does the employer group use a third party administrator (TPA) to
process and pay claims?
a. If yes, do you bill the employer or the TPA? It can vary.
However, 95% of the time, the bills go to the TPA.
2. What benefit set does the employer provide for their employees?
a. This can vary from the employer choosing to use the exact same
benefit set as their TPA, or under ERISA they are allowed to
determine what health services they wish to cover and what they
wish to exclude. For example, if the State Department of
Insurance says that ALL managed care plans must provide
dental coverage for children up to age 19, and the large
employer using a State Chartered managed care organization as
their TPA to administer their self-insured plan, the employer can
opt to not cover dental up to age 19 and may not be in violation
of State laws.
b. Another example is that if the self-insured employer group is
using the TPA’s insurance policy products for benefits, but the
TPA’s policy excludes payment for ambulance service or select
cosmetic services, the employer can say, that they wish to cover
those services. They can do this because the TPA is being paid
an Administrative fee only to process and pay claims and the
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benefits for the healthcare services are being paid directly from
the employers’ employees’ premiums.
What does this mean to the reimbursement specialist?
It means that patients with employer-sponsored self-insured group
benefits must have their benefits verified. At registration, it cannot be
assumed that since the patient has BCBS on their insurance card that
they will have the same benefits as other BCBS patients under the
same “plan” (insurance product).

There will be a mixture of BCBS

benefit sets with all self-insured employer groups.

This becomes a

major concern on high cost services, life-threatening services such as
a bone marrow transplant, or other organ transplant. In cases like
this, the payer’s plan may have many more or less restrictions than
the ERISA employer plan.

Therefore, the reimbursement specialist

must take extra precaution when doing the benefit verification for such
services.

Medicare
Medicare (and Medicaid), are both government programs that were
started as a way to provide care to the elderly and the poor.

They were

both formally enacted in 1965 under legislative amendments to the Social
Security Act referred to as Title XVIII and (Title XIX). Both Medicare
and Medicaid are regulated by Centers for Medicare and Medicaid
Services. What is the key difference between the two is that Medicare is
“Federally Funded” through the social security payroll taxes, and Medicaid
is essentially funded by the States. Although, Medicaid does receive
funding from the Federal government, including funds for the State
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Children’s Health Insurance Program (SCHIP) or Title XXI, which
we will discuss under Medicaid.

Medicare also contracts with State

insurance companies called “Fiscal Intermediaries”, which are Medicare
Contractors (MCs), who manage the Medicare recipients and administer
their benefits. Therefore, when we bill Medicare on behalf of our patients,
we always bill the local contracted Medicare Intermediary.
To be eligible for Medicare a patient must be:
1. Sixty-five (65) years of age and older,
2. Disabled and under 65 years of age,
3. Have End-Stage Renal Disease (ESRD), e.g., permanent
kidney failure treated with dialysis or a transplant.
4. Have chosen to be on Hospice, which is for people of all ages
who are terminally ill.
In addition, in order to be eligible for Medicare the patient and/or their
spouse must have worked in the US for at least ten years, in addition to
being age 65 and they must either be a citizen or permanent resident of the
US. Therefore, the reimbursement specialist will have cases where patients
are 65 years or older, but do not have Medicare coverage.
There are several types of Medicare benefits and not all patients have all
types, since they can opt out of certain parts of Medicare.

The types of

Medicare benefits and their primary characteristics and benefits are as
follows.
 Medicare Part A Hospital Insurance Covers:
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o Blood: Patients must pay for their first 3 pints of blood, or
donate it prior to a procedure. After that, Medicare pays.
Often, the hospital obtains the blood from a blood bank at no
charge and the patient does not have to pay.
o Home Health Services: Limited to medically-necessary
part-time or intermittent skilled nursing care or physical
therapy, speech-language pathology, or a continuing need for
occupational therapy. Care must be ordered by a doctor and
provided by a Medicare-certified home health agency. Home
health services may also include medical social services, parttime or intermittent home health aide services, durable
medical equipment, and medical supplies for use at home.
The patient must be homebound, which means that leaving
home takes a lot of effort. Part A covers the cost of the first
100 home health visits following a hospital stay.
o Hospice Care: For people with a terminal illness who are
expected to live 6 months or less (as certified by a doctor).
Coverage may include drugs (for pain relief and symptom
management), medical, nursing, social services, and other
covered services as well as services not usually covered by
Medicare (like grief counseling). Hospice care is usually given
in the patient’s home or a Medicare-approved hospice facility.
Medicare covers some short-term inpatient stays (for pain
and symptom management that requires an inpatient stay) in
a Medicare-approved facility, such as a hospice facility,
hospital, or skilled nursing facility. Medicare also covers
inpatient respite care (care given to a hospice patient so that
the usual caregiver can rest). Patients may stay in a
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Medicare-approved facility up to 5 days each time respite care
is required.
o Hospital Stays: (Inpatient) Includes semi-private room,
meals, general nursing, drugs that are part of the patient’s
inpatient treatment, and other hospital services and supplies.
Examples include inpatient care you get in acute care
hospitals, critical access hospitals, inpatient rehabilitation
facilities, long-term care hospitals, inpatient care as part of a
qualifying clinical research study, and mental health care.
This doesn’t include private-duty nursing, a television or
telephone in your room, or personal care items like razors or
slipper socks. It also doesn’t include a private room, unless
medically necessary.
o Skilled Nursing Facility Care: Includes semi-private room,
meals, skilled nursing and rehabilitative services, and other
services and supplies (only after a 3-day minimum inpatient
hospital stay for a related illness or injury) for up to 100 days
in a benefit period. To get care in a skilled nursing facility, the
patient’s physician must certify that they require daily skilled
care like intravenous injections or physical therapy. Medicare
doesn’t cover long-term care or custodial care in this setting.
In chart 2: 2010 Medicare Part A: Covered Benefits, you can see that the
Medicare patient has some very high cost-sharing for inpatient services in
the way of deductibles and coinsurance. This may be difficult to pay for
those who are retired and on a fixed income. Therefore, many Medicare
patients will purchase what is known as “Medigap” supplemental insurance
to help cover the patient deductibles and coinsurance, or “fill the gaps” in
coverage.
Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 90 of 397

2010 MEDICARE PART A: COVERED BENEFITS
MEDICARE PAYS
PATIENT PAYS

Inpatient

Hospice

Inpatient
Mental
Health

First 60 days of a hospital stay
each benefit period

Inpatient Medicare Part A Deductible:
The first $1,100 of the hospital bill

61st through 90th day each
benefit period

$275 per day during this time

60 Lifetime Reserve days

$550 per day for lifetime reserve days

$5 for outpatient drugs and 5% of the
cost for inpatient respite care up to the
amount of the inpatient hospital
Up to 210 days of hospice care deductible
For up to 190 days (lifetime
limit) of inpatient mental
health/substance abuse care

Skilled
Nursing
Facility

Pays 100% for the first 20
days. Day 21-100, the patient
pays a daily copay.
$0 for home health care
Home
services and 80% of durable
Health Care medical equipment.**

The $1,100 hospital deductible and the
charges after you've used up the 190
lifetime days
$137.50 per day for the 21st through the
100th day of care. All costs after the
100th day.
20% of the Medicare-approved amount
for durable medical equipment

**Medicare will pay for select services in the home if they fall under skilled
nursing and meet 4 specific requirements, i.e.,
1. If the physician determines that the patient needs medical care at
home, and makes a written plan for at home care.
2. If the patient needs intermittent skilled nursing care, physical
therapy, speech-language therapy, or to continue occupational
therapy.
3. If the home health agency is a provider of the Medicare program
(Medicare-certified).
4. If the patient is homebound, or normally unable to leave home
without help.
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Home health payments are paid under a perspective payment system
similar to the DRG or APC systems, and there is a cap on payments
which changes annually.
 Medicare Part B: Medical Insurance
o Covers the physician, nursing and all other non-facility or
outpatient services. This would include x-rays performed in a
freestanding radiology center, or radiation oncology,
laboratory services outside of a hospital inpatient stay and all
therapies performed as an outpatient. See: Chart 3:
Medicare Part B: Covered Benefits (CMS 2010)
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2009 MEDICARE PART B: COVERED BENEFITS
MEDICARE PAYS
PATIENT PAYS
The Medicare Part B pay 80% of the
following services after the outpatient
deductible is met:

The Medicare Part B $155 deductible and the
20% coinsurance on approved charges for:

Physician services:
Inpatient Hospital Visits
Inpatient and outpatient surgery
Office and home visits
Outpatient accidental injury care
Outpatient accidental injury care
Outpatient anesthesia service
Outpatient mental health
Immunosuppressive drugs
Blood products and services
Clinical Lab Services
Ambulance Services

20%
20%
20%
20%
20%
20%
50%
20%
20%
20%
20%

Outpatient Hospital services:
Outpatient laboratory tests and X-rays
Outpatient laboratory tests and X-rays
Outpatient surgery services

20%
20%
20%

Prescription Drugs
Prescription drugs not covered by Medicare
Part B (Does not reflect Medicare Part D
benefits)

Patient must pay for these services at 100%
of costs, with the acception of nominal
benefits if they have Part D benefits. Benefit
premiums are $30.36 plus a 1% penalty
calculation or $.30.

It is important to note that all Medicare Advantage Plans, which are HMO
payers contracted with Medicare for caring for Medicare beneficiaries, must
cover all of these services for both Medicare Part A and B. Costs under the
HMO + Medicare plans will vary by plan but may be either higher or lower
than those noted above. It is important that the MIBC reimbursement
specialist verify if the patient is covered under traditional Medicare, or if they
have an HMO Advantage plan. Then benefits must be verified with the HMO.
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What has been exciting over the last decade with the Medicare program is
how many “preventive” services are now cover, which previously they were
not. However, there are reimbursement limitations on these services for
which the reimbursement specialist needs to be aware of.

See Chart 4:

Medicare Preventive Services as of January 2010.

Medicare Preventive Services as of January 2010
Service
Flu Shots
Pneumococcal Shot
Hepatitis B Shots
Initial Preventive
Physical Examination

(The “Welcome to
Medicare” physical
exam)

Who and what is
covered?
All people with
Medicare.
All people with
Medicare.
People with Medicare
who are at medium to
high risk.
All new enrollees in
Medicare Part B may
receive an exam

Benefit Limitations

Does patient have to pay
coinsurance or deductible?

Once a flu season, or
more frequently if
medically necessary.

No coinsurance or deductible.

Once in a lifetime

No coinsurance or deductible.

One series if ordered by
a doctor.

Yes, Coinsurance and
deductible.

NEW - In 2007, people
with Medicare who are
One time only within the
at risk for abdominal
first 6 months you have
aortic aneurysms may
Medicare Part B.
get a referral for a onetime screening
ultrasound at their
Welcome to Medicare
Physical Exam.

Yes, Coinsurance and
deductible.

You pay 20% of the Medicareapproved amount with no Part
B deductible for the Abdominal
Aortic Ultrasound screening.

All people with
Medicare Part B may
Every 5 years.
No coinsurance or deductible.
receive assessment of
blood lipid levels.
Those with Medicare
with 2 or more of the
following: age 65 or
· 1 screening per year if
older, overweight,
you were never tested or
family history of
if you were previously
diabetes, or a history of
tested, but not diagnosed
gestational diabetes or
with pre-diabetes.
Diabetes Screenings
delivery of a baby
No coinsurance or deductible.
weighing more than 9
pounds.
· Those with Medicare
who have high blood
· 2 screenings per year if
pressure, dyslipidemia, you are diagnosed with
obesity, or history of
pre-diabetes.
highPermissions
blood sugar
Rights and
Granted to Saint Leo University for Student Learning
Cardiovascular
Disease Screenings
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Medicare Preventive Services as of January 2010 continued
Service

Who and what is
covered?

Pap Test and pelvic
screening exams

All women with
Medicare.

Screening
Mammograms

Women with Medicare
who are age 40 or
older.
Women with Medicare
who are age 35-39.

Colorectal Cancer
Screening

People with Medicare
age 50 or older except
there is no minimum
age for a screening
colonoscopy or barium
enema as an
alternative to
colonoscopy.

Benefit Limitations
· Every 24 months.
· Once every 12 months
if you are high-risk or if
you are of childbearing
age and have had an
abnormal Pap test in the
past 36 months.

Does patient have to pay
coinsurance or deductible?

Coinsurance but no deductible
for the pelvic exam.
Beneficiary pays nothing for the
lab analysis.

Once every 12 months.
Coinsurance; no deductible.
One baseline
mammogram.
· Fecal occult blood tests
once every 12 months
· Flexible sigmoidoscopyevery 48 months or once
every 120 months after
having a screening
colonoscopy.
· Screening colonoscopyevery 24 months if you
are at high risk; every
120 months if you are
not at high risk.
· Barium enema - every
24 months if you are at
high risk; every 48
months if you are not at
high risk.

No coinsurance or deductible for
fecal occult blood tests.

All other tests, coinsurance and
deductible.

NEW: Starting in 2007,
Medicare will waive the Part B
deductible for the colorectal
screening benefit.
Coinsurances still apply.
Digital Rectal Exam:
once every 12 months
Prostate Cancer
Screening

Yes, Coinsurance and deductible
for digital rectal exam.
· No coinsurance or deductible
for Prostate Specific Antigen
Test.

All men with Medicare
over age 50.
Prostate Specific Antigen
(PSA) Test: once every
12 months

People with Medicare
Every 24 months (more
whose doctors say they
Yes, Coinsurance and
often if medically
are at risk for
deductible.
necessary
osteoporosis.
People with Medicare
who have diabetes, a
family history of
glaucoma, are African
Glaucoma Tests
Once every 12 months
Coinsurance and deductible
and age
50 to Saint Leo University for Student Learning
RightsAmerican
and Permissions
Granted
or Medical
older, or
are Preparatory®, Meyer & Meyer
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Hispanic-American age
65 and over.
Bone Mass
Measurements

Equally important to the reimbursement specialist is what Medicare will not
pay.

This is because if Medicare Beneficiary chooses to have these services,

they must pay for them out of pocket and therefore, the provider must
collect upfront the amount due for the service. See Chart 5: Non-Covered
Services Under Medicare: Source: CMS 2010:
http://www.medicare.gov/Health/Overview.asp

Non-Covered Services Under Medicare
Cosmetic surgery, unless particular medical conditions
render it necessary
Procedures considered experimental--for example, heart
transplants were not covered by Medicare until 1986
Hearing aids and fittings
Chiropractic services, except for treatment of subluxation
(partial dislocation) of the spine
Most eyeglasses and eye exams, excpetion one pair of
glasses after cataract surgery
Most dentures and dental care, except surgical
interventions
Prescription drugs you administer yourself, such as those
you buy at a drug store
Over-the-counter drugs

Some patients do not have Medicare Part B.

If this is the case, they may

have a Medicare Card showing only Part A, but no Part B. Usually it is
because they either do not wish to pay the $110 - $363.60 per month
premium (2010 rates), or they have other insurance through an employer.
Medicare Part B premiums, starting in 2007 are based on the recipient’s
income level, which is why there is now a Medicare premium “range” and not
just one premium as in years past.

See Illustration 3: Medicare Card

Example showing Medicare Part A and B eligibility: Source: CMS
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The beneficiary’s identification numbers are the patient’s social security
number follow by a letter. Part B Medicare patients will have the following
letters on their cards. However, there are many more qualifying letters that
are not listed here as well that the reimbursement specialist may see on the
cards. The numbers most frequently seen are:


A Primary Claimant



B Aged wife (1st claimant)



C1-C9 & CA-CK Child (includes minor, student or disabled child)



D Aged widow (1st claimant)



T Deemed or fully insured individual or ESRD claimant with HI only
or HI/SMI



TA Medicare Qualified Government Employee (MQGE) primary
beneficiary



W Disabled widow (1st claimant)

Railroad Medicare, is a special subset of Medicare beneficiaries and is
administered through a National Medicare payer office there. These patients
will have a prefix letter(s) on the front of their Medicare number, such as;


A - Retirement – employee or annuitant



MA - Spouse of RR employee or annuitant (husband or wife)
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WA - Widow or widower of an RR annuitant
WCA - Child of RR annuitant, or widow of annuitant with a
child in her care

See Illustration 4: Example Railroad
Medicare Card: Source CMS

Medicare Part C: Medicare Advantage plans
Under the Balanced Budget Act of 1997, Medicare beneficiaries were
provided with the option to receive their benefits through an HMO rather
than the traditional Fee-For-Service Medicare Part A and B programs.
Medicare contracts with the health plans under Medicare Part C, which is
known as "Medicare+Choice", now known as “Medicare Advantage”
plans.
The important things that the reimbursement specialist must remember
when dealing with Medicare Advantage plans, is that Medicare does not get
billed and has not responsibility for the beneficiary.
Medicare Part D: Prescription Drug plan

Medicare Part D went into effect on January 1, 2006.
Anyone with Part A or B is eligible for Part D. It was
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made possible by the passage of the Medicare Prescription Drug,
Improvement, and Modernization Act.

However, in order to receive the

benefits the Medicare beneficiary has to enroll in a stand-alone Prescription
Drug Plan (PDP) or Medicare Advantage plan with prescription drug
coverage (MA-PD).

The enrollment process has proven to be somewhat of a

hindrance for the elderly, as well as the benefits which are quite limited at
this time.
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Medicaid
Medicaid is a cooperative joint venture that is funded by both Federal and
State governments, but is essentially managed by the individual states.
It sole purpose is to take care of the medically needy and to allow access
to healthcare. In order to be eligible for Medicaid, you have to be poor
according to certain set guidelines. These guidelines are set by the State
Medicaid programs under the guidance of CMS.

The guidelines are based

on size of family, income level compared to the federal poverty levels
(FPL), and also those who are what is called “categorically needy”.
Example Eligibility Guidelines for Medicaid: (Source: CMS Medicaid)
 Aid to Families with Dependent Children (AFDC), Children
under age 6 whose family income is at or below 133 percent of the
Federal poverty level (FPL).
 Pregnant women whose family income is below 133 percent of
the FPL (services to these women are limited to those related to
pregnancy, complications of pregnancy, delivery, and postpartum
care).
 Recipients of adoption or foster care assistance under Title IV of
the Social Security Act.
 Medicare recipients qualified for dual eligibility. Dual eligibility is
when a patient is eligible for both Medicare/Medicaid.
 Infants up to age 1 and pregnant women not covered under the
mandatory rules whose family income is no more than 185 percent
of the FPL (the percentage amount is set by each State).
 Children under age 21 who meet criteria more liberal than the
AFDC income.
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 Institutionalized individuals eligible under a "special income
level" (the amount is set by each State--up to 300 percent of the
SSI Federal benefit rate).
 Individuals who would be eligible if institutionalized, but who are
receiving care under home and community-based services
(HCBS) waivers.
 "Medically needy", which allows the States to add other optional
groups as necessary as for eligible Medicaid.
Medicaid recipients have a month-to-month eligibility period, since is
based on income, but it does not always start on the first day of the
month, or end on the last day of the month. Therefore, the
reimbursement specialist must have good processes in place to verify
Medicaid eligibility. It is best to verify that the patient’s effective with
Medicaid for each visit. This is generally done today electronically
through the Internet using a contract vendor, or in some cases going
through the providers’ clearinghouse, which is the electronic data
interchange (EDI) intermediary that the providers’ submit their electronic
claims through.
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Medicaid generally will cover most services that are medically necessary,
so they have less benefit restrictions than Medicare. Also, they tend not
to have cost-sharing with patients, although some states do require $2,
$3 or $5 copayments for office visits to discourage overutilization.

See

Chart: 6: Medicaid Recipient Approved Benefits (CMS 2010)

Medicaid Approved Benefits:
Inpatient hospital services
Outpatient hospital services
Prenatal care.
Vaccines for children
Physician services
Nursing facility services for persons aged 21 or older
Family planning services and supplies
Rural health clinic services
Home health care for persons eligible for skilled-nursing services
Laboratory and x-ray services
Pediatric and family nurse practitioner services
Nurse-midwife services
Federally qualified health-center (FQHC) services, and ambulatory
services of an FQHC that would be available in other settings
Early and periodic screening, diagnostic, and treatment (EPSDT)
services for children under age 21
State Services that are Optional:
Diagnostic services
Clinic services
Intermediate care facilities for the mentally retarded (ICFs/MR)
Prescribed drugs and prosthetic devices
Optometrist services and eyeglasses
Nursing facility services for children under age 21
Medical Transportation services
Rehabilitation and physical therapy services
Home and community-based care to certain persons with chronic
impairments

SCHIP
Under Title XXI, we now have the State Children's Health Insurance
Program (SCHIP). It became effective on April 1997 and has become
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very important to low income families who are unable to cover the cost of
rising insurance premiums. For the reimbursement specialists it has
increased the challenge of insurance and benefit verification. Under
SCHIP, the States have contracted with a variety of HMOs to manage
their SCHIP program. Therefore, Like Medicare + Choice, we now have
Medicaid HMOs that manage large populations of Medicaid recipients.
When performing the insurance verification on a child with Medicaid, the
reimbursement specialist must verify the following:
1. Does the patient have traditional Medicaid or a Medicaid HMO?
2. If it is a Medicaid HMO, does my provider participate?
3. If my provider does not participate with the Medicaid HMO, then my
provider may not see that patient unless it is a referral by a
participating Medicaid HMO physicians and it is required based on
medical necessity.
4. If my provider is to see the patient, is their Medicaid or Medicaid HMO
valid for the date of service seen?
So as you can see, there are several steps to ensure that providers are
reimbursed for their services and patients have appropriate access to care.
On the flip side, more children have health insurance than ever, which is a
plus for the children, their families and the providers of care.
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Percentage of children under 18 years of age who lacked health
insurance coverage at the time of interview, for at least part of the year
or for more than a year, United States: 1997-2005

Percent

20
for at least part of the past year

15
10
at the time of interview

5
for more than a year

0
1997 1998 1999 2000 2001 2002 2003 2004 2005
OH9900
See Illustration 5: Children who lack health insurance: Robin A. Cohen, PhD, CDC, DHHS, 2005
Division of Health Interview Statistics, National Center for Health Statistics

Traditional Medicaid services are reimbursed to providers on a fee-forservice basis. However, under Medicaid HMO plans, providers may be
reimbursed any number of ways. The most important thing to know is does
my provider need a referral authorization to see the patient and get paid for
the services provider?
Many patients who have Medicaid may also have other insurance. It may be
Medicare, or an employer-sponsored plan, such as when a parent covers a
child in a divorce situation, and the other parent has a SCHIP plan.

The

most important thing that the reimbursement specialist must remember is
that “Medicaid is

ALWAYS the payer of last resort”.

This means that
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if there is any other insurance, Medicare, commercial, liability, auto, that
insurance is pays first and Medicaid pays last.
With regular state Medicaid, patients have “freedom of choice”. This means
that they may go to any provider of services who accepts Medicaid without a
referral authorization and without having to get services prior-authorized for
the most part.

The only exceptions would be if there were benefit

limitations and the patient required more services than allowed, and the
services were determined by Medicaid to be medically necessary.

Tricare (CHAMPUS, CHAMPVA)
Tricare was formerly known as CHAMPUS for active military and CHAMPVA
for retired military. Today however, there are a variety of plans. The name
Tricare is derived from the fact that the Department of Defense that
sponsors and funds the program has broken up the country into three
medical service areas or regions for their members. For the reimbursement
specialist, this means that they need to know their MSA for Tricare and
submit claims to their regional intermediary.
In addition the three regions, there is also Tricare overseas for offshore
military beneficiaries.

See: Illustration 6: Tricare Regions:

http://www.tricare.mil/mhshome.aspx

Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 105 of 397

Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 106 of 397

Program Option
TRICARE
S tandard

TRICARE
Prime

TRICARE
Extra

TRICARE
For Life
(TFL)

TRICARE Extended Care
Health Option

Program Details
• Fee-for-service option
available worldwide
• Care received from TRICAREcertified providers • No
referrals required • S ome
services require prior
authorization
• Managed care option available
in TRICARE Prime
Service Areas • M ost care received
from a primary care manager
(PCM ) at a military treatment
facility (M TF) or within the
TRICARE network • PCM
referrals required for most
specialty care
• Preferred-provider option
available in areas with
established TRICARE networks •
Care received from TRICARE
network providers • No referrals
required • Some services require
prior authorization
• For TFL beneficiaries with
other health insurance (OHI)
like Medicare, or Commercial
Ins.
(OHI), the claim is paid in the
following order:
1. M edicare; 2. OHI; 3.
TRICARE. • Care received from
any M edicare provider •
Administered by Wisconsin
Physicians Service (WPS)
• Provides financial assistance to
beneficiaries who qualify • Offers
integrated set of services and
supplies beyond the basic
TRICARE benefit

Provider Responsibility
• S ubmit necessary prior authorization requests
• Collect beneficiary cost-share • Participating
providers submit claims for beneficiaries

• Adhere to access standards
• 24 hours for urgent care • 7 days (1 week ) for
routine care • 28 days (4 weeks ) for specialty and
wellness care • Collect copayment at time of service,
if applicable • Submit claims for beneficiaries
(network providers ) • Submit necessary prior
authorization and referral requests

• S ubmit necessary prior authorization requests
• Collect beneficiary cost-share • Accept the
negotiated rate as the TRICARE allowable charge •
Submit claims for beneficiaries

• Do not charge beneficiaries for services
• S ubmit claims to Medicare; Medicare will
forward
claims to TRICARE electronically for reimbursement,
except when there is a M edicare supplement
www.tricare4u.com. Do not contact TriWest.

• Obtain prior authorization for services •
Network and participating providers must submit
claims for beneficiaries

Tricare has essentially 5 major healthcare options. All of them require the
provider to be participating or the provider may not be paid directly, and the
patient may have a high out-of-pocket. Tricare Standard is the traditional
FFS plan. Tricare Prime is a managed care plan similar to a commercial
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HMO. Tricare Extra is similar to a PPO. Tricare-for-Life is a special
benefit plan for Medicare patients and patients with other health insurance.
There is an extended policy called Tricare Extended Care, which is also
similar to a managed care plan, but offers more benefits. See Chart 7:
Tricare Program Options, Details and Provider Responsibilities.

Worker’s Compensation (WC)
The Federal Office of Workers'
Compensation Programs is overseen
by the Department of Labor.
However, WC is administered by each
individual State.

It is the employers

who fund the program at the State
level through worker’s compensation
employer payroll tax. Therefore, laws will be different for each state.

The

official definition of worker’s compensation by the DOL is “A benefit paid to
an employee who suffers a work-related injury or illness”.
Workers' compensation insurance is a mandatory for employers in all fifty
states. Employers have three different options for covering the employees
WC insurance. They can purchase insurance from the State, or from a
private insurance company, or they may self-insure.

For larger groups,

with low injury risk, self-insurance may be more cost effective. This is
important to the reimbursement specialist because WC may be billed to the
State, to a private payer or directly to the employer.
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The individual states determine and publish the WC fee schedule for
reimbursement of healthcare services to the providers. Providers are
generally reimbursed on a FFS basis.
 WC Processes
o When an Employee Is Injured on the Job they must:
1. Complete an employer’s accident form requesting worker’s
compensation benefits.
2. They will be assigned a “case number” for the specific
accident date and body part injured by the third party
administrator or administrator.

This number needs to be on

all claim forms filed to the payer.
3. Generally they are assigned a “case worker” who manages
their case and follows their progress.
 WC Referral Authorizations (PRE-DESIGNATED PHYSICIAN)
o WC Patients generally are provided a WC Pre-designated private
MD, but this does not prevent them from getting treatment at a
hospital or emergency room without a referral authorization.
o WC Patients are also given a referral slip with the MDs name and
Case number to provide to their designated WC provider(s).
o Patient’s seeing a private (non-assigned WC physician) and
receiving outside treatment must generally:
•

Patient’s must complete a WC Referral Slip Request and
submit it to the TPA in order to see a private physician,
outside of the WC designated physician, so that the WC
insurance will pay for the claims.
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 Registration Information Collected for WC Claims
o Employee’s Demographic Information
o EMPLOYER Information, Including Company Name, Address
and Phone Numbers.
o WC Third Party Administrator Name, Address and Phone
Numbers to mail the claims and reports.
o Case Workers’ Name and Phone Number
o Case Number
o Date of Accident
o Accident injury Specifics, e.g.,
•

Injured body part… right or left

•

Diagnoses and complications

 Worker’s Compensation CMS 1500 or UB-04 Claims
Submissions


Worker’s Compensation Claims generally are not filed
electronically because they require a copy of the medical
records attached. Most payers require this for every single
claim submission.



Medical services for WC claims must be prior authorized.
Both the WC claim number and prior authorization number (if
issued) should be on the claim forms. The Case Number will
be entered in under the patient’s insurance identification
number and the authorization number in its respective form
locator on the claims.



The TPA reviews the WC claims and determines what benefits
the employee should receive. They then notify the employee
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by mail and/or by phone whether claim is accepted, delayed,
or denied.


If the injury is delayed or denied, the physician or hospital
may bill the employee’s medical insurance with the letter of
denial attached to a “clean” claim form.



There are no copayments, deductibles or coinsurance with WC
benefit insurance. However, if a service is deemed to not be
covered and a patient is given responsibility for the service or
medical supply by the carrier, then the clinic or hospital may
bill the patient for that particular service or charge.

 Appealing a denial on a WC claim
o If a claim is denied by WC, it may be appealed on behalf of the
patient with the medical records and/or a physician summary, if
it is clearly a WC related injury.
o If the case is not a clear cut case, then generally attorneys will
be involved and all information goes through the attorneys.
o The reimbursement specialist may bill the patient’s medical
insurance with a copy of the WC denial letter, if claims have
been denied, and/or while the appeal is pending the TPA and
Employer’s final determination, or if all appeals have been
exhausted.
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o You may bill the patient’s medical insurance with a copy of the
denial letter, while the appeal is pending the TPA and Employer’s
final determination, or if all appeals have been exhausted.

Disability Insurance
There are multiple types of disability insurance policies. It is important that
the coder, biller and reimbursement specialist understand disability
insurance so that they know what questions to ask the patient and how to
code and bill their claims.

The primary keys for coding and billing disability

claims are listed below. Verification of the patient’s eligibility, type of benefit
coverage is essential prior to billing of this type of insurance to avoid
insurance denials.
Key #1: Eligibility: Be specific when coding and billing disability
claims, i.e., code specific site of injury, i.e., right, left or specific anatomical
region with the date of the injury. Indicating the wrong anatomical body
part, i.e., left side when it is the right side will cause the patient’s claims to
deny. The social security number is critical for claim identification. When
calling and verifying patient eligibility, verify everything from the injury site
to the specific address of the claims processing center for the specific payer
of the claims.
Key #2: What type of policy is involved?


Disability Income Policies: These are policies that may be
purchased that provide income benefits if the purchaser is unable to
work. They may be private plans, or employer sponsored plans.
These policies do not provide payment for medical expense, only
income for lost wages.
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Disability Medical Policies: These are policies that may be
purchased to provide medical benefits if the purchaser is unable to
work. These policies do not provide income benefits for lost wages.



State Disability Policies: There are also State disability policies.
These are also known as temporary disability insurance (TDI). There
are eight types of workers not covered by state disability, i.e.,
1. School district employees,
2. community college employees,
3. church employees,
4. state workers,
5. federal employees,
6. interstate employees,
7. nonprofit organization employees, and
8. domestic workers

People residing in states that do not provide state disability insurance may
elect to purchase a voluntary disability insurance plan from a private carrier.



Social Security Disability (SSD): This is government insurance and
works similarly to private or State disability plans in so far as they can
provide income for lost wages, or partial income, medical benefits or
both.



Social Security Disability Insurance (SSDI): This portion of SSD
pays benefits to the patient and certain members of their family if they
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are "insured," meaning that they have worked long enough and paid
Social Security taxes.


Supplemental Security Income (SSI): This portion of SSD pays
income benefits based on financial need.

KEY #3: Partial vs. Total Disability:
Disability may to partial or total. Privately purchased policies
and SSD have a variety of levels, known as percent of disability, to describe
partial to total disability. The definition of total disability varies from policy
to policy because there is no standard definition among the policy
underwriters, only guidelines. However, with SSD, there are standard
criteria, which are followed during the SSD examination and process as far
as how the Civil Service Retirement System (CSRS) administers the
disability program, criteria and benefits.
KEY #4: Temporary vs. Permanent Disability
Temporary disability may be in effect during the acute
phase and recovery phases of an injury. Periodic disability
evaluations and reports are done to provide the insurance
company with an update to the patient’s status. If the
injury is permanent, the patient may be classified as
permanently disabled. Although, different private policies
may define permanent disability based on numerous criteria, the medical
requirements are the same for both the SSDI and SSI programs.
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KEY #5: Short Term vs. Long Term Disability
There are also short term disability policies and long term disability policies.
Short term policies often cover the employee for the first 30, 60, 90 or 120
days after an injury. If the injury recovery period extends beyond the short
term benefit days, and if the employee also has long term disability, then
their long term policy takes over and begins to pay out benefits.

KEY #6: Employed vs. Terminated
When an employer provides disability income insurance and the employee
leaves the company, the insurance terminates unless the employee is
disabled. Disabled workers younger than 65 years of age, who are not
covered under an employer, private or state sponsored plan are also eligible
for SSDI.
A disability determination services (DDS) team is generally composed of a
physician/psychologist and disability examiner makes the determination
regarding disability for the SSDI and SSI programs. When the DDS team
denies coverage, the patient has the right to appeal. During the appeal, the
patient’s claims may be billed to their regular medical insurance carrier with
the letter of denial from the disability payer.
Most disability carriers and SSDI use four levels of the appeal process to
resolve disagreements with disability determination when the patient is
denied benefits. In addition to the SSDI appeal process, if the validity of a
disability insurance case is in question, an independent medical examiner
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(IME) may be asked by the insurance company to examine the disabled

individual. If the claim goes to appeal, the process will include:
1. The Reconsideration Request.
2. A hearing,
3. A review by the Appeals Council, and finally
4. A review by the federal court
(Source:http://www.ssa.gov/disability/)

Blue Cross and Blue Shield (BCBS)
The Blues (BCBS) was founded by Justin Ford
Kimball, and experienced health care administrator and
a Vice President at Baylor University for their College of
Medicine, Nursing, Dentistry, and the university hospital.
Kimball’s health plan, which then was only Blue Shield, started out as just
hospital insurance that covered 21 days of hospital care for $6 a year for
teachers. In 1982, Blue Shield merged with the Blue Cross Association to
become Blue Cross and Blue Shield, which is composed of 38 independent
regional health insurance companies, all a part of the BCBS Association,
throughout the U.S. and Puerto Rico.

This history is important to the

reimbursement specialist if they are to understand how the Blues works.
When a patient or employer group has BCBS health insurance, they belong
to their BCBS plan in their State or region. Therefore, their membership is
through that State plan. Their claims are processed through that State plan.
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However, all BCBS regional offices belong to the BCBS Association.
Therefore, BCBS offices have what is called “Reciprocity”. The term
reciprocity literally means “mutual
commercial or other privileges”.

exchange of
What

this means for

BCBS Association regional offices is that

each BCBS office

has the authority to accept and process

claims on behalf of

another BCBS regional office’s members and employer groups. If you have
BCBS of New York, and you go to Florida and get ill and see a physician, or
have a hospital service, those providers will bill their local BCBS for your
services, not BCBS of New York. This is reciprocity, and it occurs because 1)
claims can be processed by electronically querying the patient’s “home
plan” for eligibility and benefit specifics for processing the claims and 2)
providers can then be reimbursed according to their own BCBS contract,
which is generally a “discounted fee-for-service” arrangement. If
reciprocity did not exist, then the providers would have to bill the out-ofstate plans, the out-of-state plan would probably have to pay full fee, since
the out-of-state provider would be non-participating, and the patient would
have to pay a deductible and coinsurance for going out-of-network.
The Blues offers many services and products. This is also important for the
reimbursement specialist to know so that they know how to bill. When
registering a patient with BCBS, the following information should be obtained
in additional to the patient’s demographic information:
 Card Copy: Since BCBS is a very large network of organizations,
with reciprocity, registration staff should always make a copy of the
patient’s card, front and back, so you have proof of coverage.
Actually, this should be done with all insurance cards regardless of
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of-state BCBS member, and therefore, if there is an issue regarding
eligibility, you will need to supply a copy of the patient’s card with the
claims to the local BCBS. The important things to note on your
patient’s insurance card are:
 BCBS CARD (FRONT):
1. BCBS of (State or Region), listed on card.
2. Plan type, HMO, PPO, POS, FEHBP, and so on.
3. Patient identification number: Located below the patient’s
name. Most BCBS patient identification numbers have letters
at the front of the number, in this example they are YBC.
This is extremely important to enter in the computer exactly
as they are on the card. These letters (or in some cases
numbers or numbers and letters) are the “routing” numbers
for the individual group so that the claim is sent to the correct
processing center.
4. Patient Group number: The group number is important for
any payer to identify and route patient claims to the correct
processing center. However, it becomes critically important
with a payer as large as BCBS. There are literally thousands
of group numbers within the BCBS system. This number
indicates the specific employer sponsored plan, or individual
plan or coalition group for reimbursement purposes.
5. BCBS Plan Codes and Prescription (Rx) plan code (if
applicable): Generally, insurance companies have a set
number of insurance “plans” (products) that they sell, and/or
administer. The specific plans have specific benefit sets, a set
range of deductibles, coinsurance, or network access.
Therefore, if you have a certain large group in your area that
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has a specific plan number that allows or disallows certain
services without or with authorization, knowing the plan
number may save on a lot time on benefit verification. In
addition, if the plan has a prescription benefit, it may also be
listed on the front of the card.
6. Co-insurance information: Copayment information is
generally listed on the front of the BCBS card. It may show a
copayment from $15-50 per PCP office visit, or a $20-50 per
specialist visit, or $50 per urgent care visit, $75-100 per
emergency room visit, and a hospital inpatient copayment as
well.

1
2

3

6

4
5
1-888-555-5555

See Illustration 7: BCBS Example Insurance Card: Source
BCBS Association, modified by Meyer & Meyer
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 BCBS CARD (BACK): What is on the back of an insurance card is
also very important, so always make a copy of front and back.
Examples of what information is on the back of the card that will assist
with registration and authorization processes are:
1. Prior authorization phone numbers for medical or surgical
hospital admissions.
2. Psychiatric and substance abuse service phone numbers.
3. Referral line for locating a new provider in your area.
4. Prescription drug services phone lines.
5. Local BCBS address and phone numbers for members and/or
providers.
There are several special groups and plans that are unique to BCBS. BCBS
administers the U.S. Federal government’s health insurance under a
nationwide plan known as the Federal Employees Health Benefit Plan
(FEHBP).

Federal government Employee ID#s all begin with an “R” or they

will have FEP (Federal Employee Plan) typed on them.

Therefore, when you

see a BCBS member card with an “R” or an FEP, you will automatically know
that it is a Federal employee plan.
In general, the more the reimbursement specialists knows about the payer
plans, group numbers and key symbols of the various insurance cards, the
easier it will be to manage the revenue cycle.
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Independent Provider Organization (IPA)
An IPA is an independent group of physicians and in some cases other
independent health-care providers like groups of psychologists or therapists
that form a loose affiliation through a management company for the sole
purpose of contracting with payers. The contracts range from set discounted
fee-for-service reimbursement schedules to a variety of capitation
arrangements.

If the IPA doesn’t contain all specialties with all services, or

if there are some unusual services, such as heart surgery, then the payers
will “carve out” these services from the contracts and contract for them
separately. “Carve outs” are important to the reimbursement specialist
because they will be billed under different circumstances than the other
contract services.
The IPA is found in mature managed care markets that have horizontally
integrated. Horizontal integration is when multiple groups of providers of
the same type, for example groups of physicians, loosely organize
themselves, or through mergers. By doing so, the larger critical mass of
physicians are able to contract with payers and accept risk, which means
that the insurance company may pay the physicians a per-member-permonth fee (PMPM) similar to an insurance premium, but it is called a
capitated fee. The physician groups take over responsibility for all of the
care of an assigned group of patients, in other words, the physicians become
“at-risk” for the health services provided. If the physicians work to keep
their capitated patient-base healthier, then capitation will be more profitable
for them because fewer services will be required.

What the reimbursement

specialist needs to know verify is if the IPA wishes to receive the claims, or if
they will go directly to the insurance company who functions in this case as
the IPA’s TPA. In addition, the capitated IPA will function somewhat like a
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PPO-HMO hybrid and may require referral authorizations for select services.
But generally, referrals are not required for patients to see any physician
within the IPA network. See Illustration 3: Horizontal Integration
One other very important function that the IPA, PHO and/or IDS
management company will often perform for all of their providers is
“delegated” provider credentialing. Credentialing has become a career path
all of its own because in order to run any type of healthcare organization
today, whether it be a clinic, hospital or insurance company, you have to
credential your providers. Since the IPA must credential (review) all of its
physicians’ members credentials, which includes their education, training,
experience, or proof of their ability and keep the information on file, it is
easy for the IPA to turn around and credential their members with the
various payers that they contract with. Therefore, the providers delegate
out their credentialing because it is time efficient and an economies of scale.

Physician-Hospital Organization (PHO)
When hospitals and physicians come together for the purpose of managed
care contracting it is often referred to as a Physician-Hospital Organization
(PHO). Groups of hospitals, pharmacies, rehabilitation centers also
horizontally integrate. In even more mature managed care markets that are
tightly consolidated, these different groups of horizontally integrated
providers will come together and vertically integrate.

Note that in

illustration 3, there is a row of horizontally integrated hospitals, and a row of
horizontally integrated physicians, but also integrated in the delivery system
are pharmacy and rehabilitation. This is a comprehensive horizontal and
vertical integrated delivery system (IDS). With an IDS care of the patients
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may be better managed. The IDS has control of the “premium” healthcare
insurance dollar, e.g., the PHO or IDS acts like an insurance company.
However, the PHO or IDS may use a TPA for claims processing. So the
question to the reimbursement specialist is do I bill the PHO, IDS or the
TPA? This usually is indicated on the back of the patient’s insurance card. If
not, this information may be obtained at the time of the patient’s insurance
verification at registration.

See Illustration 8: Horizontal and Vertical Integration

(Source: Meyer &

Meyer)
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All hospitals and sometimes their PHOs are reviewed and credentialed by
their State and by CMS. They are also reviewed by every payer who
contract with them. The term for hospital credentialing is called
Accreditation. With accreditation, the facility must meet predetermined
standards on a variety of levels. Two organizations that accredit Hospitals,
PHOs and their managed care plans are the National Committee for Quality
Assurance (NCQA) and the Joint Commission on Accreditation of Health Care
Organizations (JCAHO).
Preferred Provider Organization (PPO)
A PPO is a payer that networks groups of physicians, hospitals, and other
ancillary providers such as optometrists, therapists, durable medical
equipment in order to attract a critical mass of patients and provide health
care services at a reduced fee (discounted Fee-For-Service).
Patients may go to any “contracted” provider in their network without a
referral authorization. If a patient’s group contract requires priorauthorization for inpatient stays, then the insurance company is called to
obtain authorization directly. Services with PPO physicians generally have
copayments of $15-$30. Specialist will be slightly higher and so on.

The

PPO may also use deductible in order to offer lower premium plans.

Health Maintenance Organization (HMO)
An HMO is a “prepaid health plan”. The patient pays a premium, and the
health plan is at risk for all of the care of that patient.

However, the patient

may only use services within the HMO network.
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Often, the HMO will shift that risk to the primary care physicians or in more
rare cases, select specialty care physicians. They will pay the physicians a
per member per month (PMPM) capitation, which is a flat monthly rate
with to take over the care of the patients and the risk of the patient’s care.
For the reimbursement specialists, it is important to understand that with
the HMO, the primary care physician is the “gatekeeper” and does control
patient care. This means that if the patient needs to see a specialist, or
have a high cost test such as an MRI or PET scan, then the patient or the
registration staff at the specialty care office would contract the PCP’s office
to obtain the referral authorization. Generally, a referral letter is initiated
and goes out to the patient and specialty office, and a number is assigned to
the service(s). The referral authorization number does need to go on the
CMS and UB-04 claim forms. The authorizations are often specific to dates
of service and specific services, e.g., the patient may have an one MRI of the
head and neck between dates of service 01/10 through 3/10/xx.

Group (Network) Model HMO vs. Staff Model HMO
There are two important “models” of HMOs. There is the
group or network model which is made up of individual
group practices owned by individual groups. The groups are
known as affiliated providers of the HMO network and
have a formal contract arrangement with the HMO. Then
there is the staff model, which employs its physician and
providers. With the network model, there generally is a
payer office that claims are submitted to. With the staff
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model, claims may go to a centralized payer office, or they may go to some
other management service organization (MSO) fraction of the HMO,
depending on the managed care organization’s structure.
Both models of HMOs use copays to cost-share with its members. The
copays are also a deterrent from abusing office visits and emergency room
services. With HMOs patients are generally encourage to use the urgent
care centers during operation hours, usually 9am-11pm, because this is
more cost effective for the HMO.
The HMO puts much emphasis on case management. Case management
uses nurses or social workers and some physicians as needed to supervise a
patient's or group of patients' utilization of services. The is particularly
indicated in cases of catastrophic or chronic disease to ensure the patient
receives the most appropriate care.

Sometimes, if a “case manager” is in

control of the patient’s care, referral authorizations will be directed through
that case manager and not just the PCP. The case manager will coordinate
services with the PCP.
Medicare + Choice HMO, Medicaid HMO
Medicare will contract with HMOs under Part C. When Medicare Part C
contracts with an HMO, this allows the beneficiaries to have more “choice”.
They have a choice to stay with their traditional Medicare plan, or to join a
Medicare + Choice HMO Plan, now referred to
as Medicare Advantage. Since 1982, the Tax
Equity and Fiscal Responsibility Act, “Competitive
Medical Plan” legislation has encouraged the
enrollment of Medicare beneficiaries into HMO
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plans. An MCO is financed like an HMO, e.g., Medicare pays the insurance
company a monthly “average per capita capitation rate” (APCCR), but the
MCO doesn’t have as many restrictions on it as the HMO. So what this
means to the reimbursement specialists is that you are seeing more
Medicare and Medicaid patients enrolled in HMO plans.
In most States, Medicaid is also now contracting with HMOs. Once a patient
has chosen to be in a Medicare or Medicaid HMO plan, the HMO is solely
responsible for their health care. This means that the reimbursement
specialist does not bill Medicare or Medicaid for any medical services under
any circumstances. Only the capitated HMO is billed for the beneficiary.
These special HMO plans have the same rules as their sister HMO plans,
e.g., a “gatekeeper” is used to control utilization. Case managers are used
to manage care. Referral authorizations are needed for specialty services
and select services. The advantage for the Medicare beneficiary is that
generally their coinsurance is eliminated and they have access to a drug
plan, which they did not have under traditional Medicare. In the case of
Medicaid, it may expand the provider network for the patient, since there
may be more providers in an area that belong to and accept the contract
HMO, then regular State Medicaid. For the insurance companies they get a
critical mass of patients enrolling in their plan, which can certainly help with
the bottom line if they managed the care well.
What the insurance specialists needs to know is that HMO Advantage and
HMO Medicaid members may go in and out of plans. For Medicare HMO
patients, they have enrollment periods, but for Medicaid HMO patients, they
may go in and out of an HMO monthly. In other words, one month the
patient has an HMO Medicaid, and the next month the patient is straight
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Medicaid.

This is because Medicaid enrollment is driven by financial

qualifications. Therefore, every Medicare and Medicaid HMO patient, and
straight Medicaid patient needs to have their insurance verified for every
encounter.

Exclusive Provider Organization (EPO)

Welcome to our
exclusive club!
Essentially, this is what an EPO
is. It has very select groups of
providers with very tight
contract arrangements so that it may deliver healthcare services to its
members efficiently and cost effectively. The term, Closed Access is
often used in reference to EPO provider membership.

If the patient

member does not go to one of the exclusive providers in the EPO
network, they will have to pay either high out-of-pocket cost sharing or
pay for the entire service in full. Illustration 9: Country Club:
permissions http://www.island-countryclub.org/
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Point of Service Plan Option (POS)
A point of service plan is actually an “option” tacked onto an HMO or EPO
plan.

It is an indemnity-type option that allows the patient to go out-of-

network and seek medical services without a referral authorization.
Members usually pay a higher monthly premium for this option. In addition,
in order to go out of network, a deductible and coinsurance of 10%, 20% or
30% may apply to the out-of-network services received by the member,
Other: Black Lung
The Department of Health and Human Services (DHHS) has been
appropriating special funding for the treatment of Black Lung Disease, which
affects coal miners, since 1977 with the enactment of the Black Lung
Benefits Reform Act

(Public Law 95-239), amended February 27, 1985.

There is a worker’s compensation Black Lung Disability Trust Fund that
reimburses for medical services related to this disability.

Today, the DHHS

has also provided grant money for Black Lung Clinics Program (BLCP) in
order to ensure quality services to this special group of patients. Per the
BLCP; “No one in need of the services available from the BLCP project shall
be denied access to them because of his/her inability to pay. What this
means for the reimbursement specialist is that if your provider or hospital
sees a patient in this category, you will most likely have to bill the services
under this program.

See Illustration 10: Coal Workers Penumoconiosis

(Black Lung Disease)
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Coal mine employers must file a “Mine Accident, Injury and Illness Report”
(Form 7000-1) for any coal miners in need of healthcare services. These
forms are filed with the U.S. Department of Labor, Employment Standards
Administration, Office of Workers’ Compensation Programs, Division of Coal
Mine Workers’ Compensation, 200 Constitution Avenue, NW Room C-3520,
Washington, D.C. 20210. However, providers who wish to submit a claim on
behalf of a coal miner or person suffering from black lung who has been
approved to receive benefits under the program bill CMS 1500 and UB 04
forms to the Federal Black Lung Program, P.O. Box 8302, London, KY
40742-8302. If a provider or reimbursement specialist’s needs to know
what is or is not covered under the program benefits, they would contact the
National offices in Washington, D.C. In addition, employers and providers
may find all of the forms within the Department of Labor Website Library at:
http://www.dol.gov/libraryforms/FormsByNum.asp .

Other: Crime Victims
See Illustration 5: http://www.cvucf.org/
In most communities local governments have appropriate funds for citizens
that are victims of a crime. There are also other organizations that are notfor-profit foundations that raise money specifically for covering the medical
expenses of crime victims. This money is to help pay for healthcare needs
and rebuild lives of those who have been criminally violated. When a patient
has been approved for crime victim assistance, the clinic or hospital should
bill “Crime Victims” directly. However, upon registration, service approval
should be verified. Services should be billed immediately and followed-up
closely by the reimbursement specialist if not paid in a reasonable time.
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Other: U.S. Department of Veterans Affairs (VA)
The VA provides medical benefits to eligible veterans, both men and women
at VA hospitals and their clinics. It provides a standard medical benefits
package to their veterans administered through four (4) regional offices
(Eastern, Southern, Central, Western) throughout the country.

The VA does

not always have the resources to provide all services, or they may not wish
to recreate services that can be done better by a specialty hospital or clinic.
In some cases, the VA hospitals and clinics have an overflow in patients and
they must “divert” patients to a non-VA facility or provider. In these cases,
the regional VA office may contract with the outside provider, or provide a
referral authorization for payment to the non-VA facility or provider. When
this occurs, the non-VA hospital, or providers of care will bill the regional VA
office. In some cases where the patient is diverted away from their VA
hospital of clinic to another facility, the non-VA provider may have to bill the
VA hospital or clinic responsible for that particular patient care that
requested the diversion. The reimbursement specialists need to verify if the
VA patient is contracted or diverted and if they should bill the regional office,
or if they should bill a local facility directly. See Illustration 11: VA Regions:
http://www1.va.g
ov/directory/guide
/division_flsh.asp?
dnum=3
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Other: Indian Health Services (IHS)
The DHHS is over the IHS, which is responsible for providing federal
healthcare services to 557 Federally recognize tribes, or 1.5 million American
Indians and Alaska Natives in 35 states. The likelihood is that the
reimbursement specialist will work with IHS claims as some point in their
careers. Healthcare services are provided directly from hospitals and clinics
owned and operated by the individual tribes, and through contracts with
non-IHS providers.

Similar to the VA hospitals, if tribal services does not

have the resources or does not wish to recreate the resources of select
services in their community, they will contract with outside providers for
those services. For example, they may have contracts with specialists such
as thoracic surgeons for cardiac surgery, or orthopedic surgeons and
hospitals for orthopedic and spine surgery that is not available at one of the
federal hospitals used for inpatient services.

Generally, since the tribes are

responsible for their own contracts, service authorizations are done through
the tribal healthcare system. However, there are also twelve regional
administrative units or offices that administer IHS. They are located in
Aberdeen, South Dakota, Anchorage, Alaska, Albuquerque, New Mexico,
Bemidji, Minnesota, Billings, Montana, Nashville, Tennessee, Oklahoma City,
Oklahoma, Phoenix, Arizona, Portland, Oregon, Sacramento, California,
Tucson, Arizona, Window Rock, Arizona. See Illustration 12: IHS Regional
Medical Service Areas:

http://info.ihs.gov/Map.asp
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Illustration 12: IHS Regional Medical Service Areas:

http://info.ihs.gov/Map.asp

Coordination of Benefits (COB)
When a patient has two or more insurance plans, benefits between the plans
must be coordinated. This is called coordination of benefits (COB).
Coordinating benefits, e.g., deciding who is responsible for what portion of
the patient’s claims is the responsibility of the insurance company or payer.
However, accurate registration and filing a clean and accurate claim is the
responsibility of the provider. If the information is not captured at
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registration and entered into the computer correctly, the insurance
companies may pay duplicate payments on the same claims. Double billing
insurance companies with incorrect account information (set up), may be
viewed as fraudulent billing. Therefore, it is important that the
reimbursement specialist understand the rules of primary, secondary and
tertiary insurance.
Primary, Secondary, Tertiary
The primary insurance has the first responsibility
to reimburse for a patient’s medical claims. The
policy holders insurance is always primary for the
policy holder. Secondary insurance would pay after the primary and would
generally pay for the deductible, coinsurance or other benefits that may not
be covered under the primary policy, but maybe is covered under the
secondary policy. Tertiary coverage pays any balances after primary and
secondary insurance has paid.
Many Medicare patients have three insurances. They may have Medicare
primary, BCBS or some other supplemental insurance secondary, and
Medicaid tertiary. This is because many seniors are on fixed income and are
dual eligible for Medicare and Medicaid. However, if they have a retirement
insurance supplemental insurance plan, that plan will be secondary, because
Medicaid is the payer of last resort.
If both the husband and the wife have insurance through their employers,
and if they are covering each other or have family coverage, then the
husband’s insurance is primary for the husband and the wife’s is primary for
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the wife. In the same light, the wife’s insurance is secondary for the
husband and the husband’s is secondary for the wife.
Other scenarios are if there is an auto accident, auto is primary until benefits
are exhausted and then medical insurance if available will begin to pay. This
also applies to any other liability insurance, including worker’s
compensation, e.g., if a injury is due to a WC accident, then WC insurance
becomes primary for that injury.
Birthday Rule
The Birthday Rule is a practice used by payers to
determine which parent's health insurance coverage
will be primary for a dependent child who is covered
under more than one insurance plan coverage
through their parents. Generally, the health
insurance plan of the parent whose birthday falls
earliest in the year will be considered primary.
For example, if both Mom and Dad work and have family coverage through
their employer and Mom was born on February 2 and Dad was born on
February 5, Mom’s insurance is primary. However, this is the birthday rule
in its simplest form. This case scenario does not address the stepparents
and custody factors. These factors include:
1. The natural parent(s) insurance will be primary over a stepparent’s
insurance second.
a. Example 1: Mom is remarried and does not work. Stepdad has
family coverage, and natural Dad has coverage as well for his
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child. Natural Dad’s insurance will be primary and Stepdad’s
insurance secondary regardless of age.
b. Example 2:
i. PRIMARY: Mom has HMO(X) and was born 3/2/xx.
ii. SECONDARY:
iii. TERTIARY:

Dad has BCBS and was born 3/3/xx.

Stepdad has PPO(Y) and was born 2/1/xx.

There are exceptions to all rules, and here are some for the birthday rule
that the reimbursement specialist needs to be aware of:
1. Same birthdays. If the child’s parents both have insurance coverage
and have the same birthday, the plan that has covered the parent
longer pays first.
2. Divorce or separation. When two or more plans cover a child as
dependents when parents are divorced or separated, the plan of the
parent who has custody pays first. The plan of the new spouse of the
parent with custody pays second. And finally, the plan of the parent
who doesn't have custody pays last. There's also an exception to that
custom, though. If a court has issued a divorce decree stipulating that
one of the parents is more responsible for the health care expenses of
the children than the other parent, regardless of custody, the
responsible parent's plan pays first. This is only going to occur is the
payer is aware of the court order.
3. Active employees. If a parent is currently employed and has health
insurance through an employer, but the spouse has coverage through
a former employer (such as COBRA) which is a continuation of
coverage after employment termination, and the child is listed as a
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dependent on both healthcare plans, the working parents plan is
primary and COBRA is secondary.
4. None of the above. When none of these rules determine primary and
secondary, the parent who has been covered under their health plan
the longest is considered primary.

Medicare Secondary Payer (MSP)
Medicare program dollars are at a premium because of the aging population
and more people who have Medicare, the demand for more services,
technology costs and medical inflation. Therefore, if there is another
insurance which is primary, the reimbursement specialist needs to bill that
payer as primary, and Medicare as secondary. Medicare becomes the
secondary payer in the following circumstances, e.g.,
 Working Aged: If the patient or the patient’s spouse has health
insurance coverage through an employer with 20 or more employees
(threshold).
 End stage renal disease (ESRD)
 Automobile/Liability No-Fault
 Workers' Compensation (WC)
 Federal, Public Health
 Disabled [and receives benefit through an employer with 100 or more
employees (threshold) and therefore, not from the Social Security
Administration (SSA)]
 Black Lung (BL)
 Veterans Affairs (VA)
 Liability Insurance Coverage
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For the VA, Black Lung or any other Federal payments system, Medicare is
“excluded” as a payer and is not a Medicare secondary payer to these
programs.
COBRA
The Consolidated Omnibus Budget Reconciliation Act (COBRA) of 1985 is a
federal law that requires health insurance plans of 20 or more employees to
offer employees continuous health insurance after termination or death.

Specific mandatory coverage guidelines are:
 For employees who have been terminated and had been covered
under their employer’s health plan, the employees, as well as their
spouses and their dependents qualify for 18 months of coverage.
 For employees who are determined to be disabled during the first
60 days of COBRA coverage, the employee and their spouse and
dependents qualify for up to 29 months of coverage.
 In the event of an employee’s death, a divorce, legal separation or
certain other “qualifying events, the employees spouse and
dependents qualify for up to 36 months of coverage.
However, COBRA guidelines only state that the employee, their spouse or
dependents are only eligible for coverage. In order to continue health
insurance coverage and receive benefits from the plan, the employee must
pay their monthly premium of their own out-of-pocket. After termination or
death, the employee or their dependents have 60 days to determine whether
or not they would like to use their COBRA benefits and continue their health
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insurance coverage. The rules of primary, secondary and tertiary insurance
and the birthday rules apply the COBRA benefits.

Practice Prep
1. Under managed care, physician’s referred to as the gatekeepers are
_______________________.
2. A physician that is under contract and “in-network” with an insurance
payer is referred to as a _________________________.
3. A payer-mix is the percentage of each payer within the AR. True/False
4. Indemnity insurance is synonymous with commercial insurance, which
is synonymous with ________________ health insurance.
5. Insurance companies aggressively competing against each other for
business is referred to as:
a.
b.
c.
d.

market-share
increased managed care
managed competition
None of the above

6. Private insurances or indemnity plan represent more than 5% of the
payer market. True/False
7. All of the following are characteristics of commercial private insurance,
except____________?
a. open access with least restrictions
b. provider are all in-network
c. Both A and B
d. Neither A or B
Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 139 of 397

8. Groups of vertical and horizontally integrated healthcare providers that
come together for the purpose of managed care contracting and
delivery of healthcare is known as an _________________________.
9. A patient who has had a “Slip and Fall” may be covered under
_______________________.
10.

When registering any patient who has had an auto injury, the

following information needs to be documented on the face sheet and
PHR, except:
a. Accident Date
b. Effected anatomy or body part
c. Accident Claim Number
d. Name of the driver of the other vehicle
11.

PIP is an acronym for ______________________, which is

______________________.
12.

When all liability benefits have been used or terminated and the

reimbursement must now bill the patient’s health insurance, clean
claims are submitted with a ____________________.
13.

Large employers groups that are self-insured, e.g., they pay out

their employees claims out of premiums that they collect are regulated
under the laws:
a. No Fault
b. ERISA
c. Self-insurance Act
Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 140 of 397

d. None of the Above
14.

An organization that administers health plan benefits for another

business entity is known as a ___________________.
15.

Medicare and Medicaid were enacted in 1965 under the Social

Security Act, which is:
a. Title XIII and Title XIX
b. Title XVIII and Title XIX
c. Title VIII and Title XIX
d. None of the above
16.

A contracted payer who administers the Medicare program at the

State level is called a Fiscal Indemnifier. True/False
17.

Qualifications for Medicare coverage are:
a. Beneficiary is 65 years or older, or
b. Patient is disabled and under 65 years old, or
c. Patient has ESRD or has chosen Hospice
d. All of the above

18.

Under the Medicare program, hospital or facility insurance is

under __________________, and professional insurance for nonfacility services is under as ____________________.
19.

A stay at the hospital of less than 24 hours would be considered

under what payment system:
a. IPPS (DRG)
b. OPPS (APC)
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c. FFS
d. All of the Above
20.

In order for a SNF patient to be approved for an extended stay

and still be covered under Medicare part A, they must be admitted for
the same diagnosis as the admitting diagnosis for the original acute
care hospital stay.
21.

True/False

The insurance that Medicare beneficiaries may purchase to cover

the deductibles, coinsurance and non-covered services of Medicare is
referred to as ________________.
22.

When Medicare contracts with a payer to manage the care of

beneficiaries, it is under ____________ and is called
________________.
23.

Eligibility into the Medicaid program is based on:
a. Family size
b. Family Income Compared to federal poverty levels
c. Classification of “categorically needy”
d. All of the above

24.

State Children's Health Insurance Program (SCHIP) is under Title

XXI. True/False
25.

Medicare is a Federally Funded program, Medicaid is a Federal

and State Funded program, and Tricare is funded by the
______________________.
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26.

Worker’s compensation is funded by employers through payroll

taxes. True/False
27.

It is important to collect all of the following except which item,

during the registration of a WC patient:
a. Name and address of the superior the employee reports to at
their job
b. WC Third Party Administrator Name, Address and Phone
Numbers to mail the claims and reports
c. Case Number
d. Accident injury such as date of accident and injured body part
28.

A unique feature of BCBS is its structure of independent regional

offices that all belong to the BCBS Association and its practice of
____________ which allows BCBS offices to process each other’s
claims.
29.

The IPA and PHO are examples of _________________.

30.

The main difference of a PPO versus an HMO versus an EPO is

the level of restrictions for seeking physician and specialty services.
True/False
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Practice Prep Answers
1. Primary Care Physicians (PCPs)
2. “participating” (PAR) provider
3. True
4. Private health insurance
5. C, managed competition
6. False, private insurance represents “less than” 5% of the payer market.
7. A. open access with least restrictions
8. Integrated delivery systems” (IDS)
9. Liability Coverage
10.

Name of the driver of the other vehicle

11.

Personal Injury Protection (PIP), which is motor vehicle (auto)

insurance.
12.

letter of exhaustion

13.

B. ERISA (Employee Retirement Income Security Act of 1974)

14.

Third Party Payer

15.

B.

16.

False, Fiscal Intermediaries (FI)

Title XVIII and Title XIX
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17.

D. All of the above

18.

Medicare Part A, Medicare Part B

19.

B.

20.

True. Note: The admission to a skilled nursing facility (SNF) must

OPPS (APC)

be the “same” diagnosis as the acute care hospital stay in order to be
covered under Medicare Part A. If the SNF stay is not extended care of
the acute care facility, then the care is “custodial”, which is under the
RUG reimbursement system.
21.

“Medigap” supplemental insurance

22.

Medicare Part C, Medicare Advantage

23.

D. All of the Above

24.

True

25.

Department of Defense

26.

True

27.

Name and address of the superior the employee reports to at their

job. This is not relevant information for the patient record or claim form.
28.

“Reciprocity”, the “mutual exchange of commercial or other

privileges”
29.

integrated delivery system (IDS).

30.

True
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Tier I, Module VI, Chapter 3: Front Desk
Billing Prep
Front-Desk Registration of Patients in the System
The first step in the billing process is to register the patient at the time an
appointment is being made. Best practice has shown that patient
registration should be done either by telephone in advance to the physician
or hospital visit. However, often a partial registration is done in advanced to
verify if the patient’s insurance and see if it requires prior authorization for
the services. The full patient registration is then completed at the time of
the appointment when the patient physically presents to the clinic or facility.
All registered patients need to submit their insurance cards at the time of
service. A copy of the card should be scanned into the patient’s file if the
provider’s computer system has scanning ability. If not, a physical copy of
the card (front and back) should be taken and put in the patient’s PHR. All
patients are required to sign an assignment of benefits form (Face Sheet) for
the purpose of paying the provider directly and for permission to release
PHR to the payer for the sole purpose of processing the claim.
Co-payments, Deductibles and Non-Covered Services
All patient co-payments, deductibles, coinsurances and non-covered services
need to be collected upfront at the time of service by the front desk staff.
Best practice would be to have the insurance benefits verified, and exact
amount due out-of-pocket prior to the visit so that the patient knows what
to expect, when possible. This is not always possible, and therefore,
patients may have to be billed for their out-of-pocket after their health
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insurance has reimbursed for the service and indicated on the explanation of
benefits (EOB) the patient’s portion of the bill due.
For services normally covered by Medicare, or PPO, HMO, EPO or other
Contract Insurance that may not be covered for a particular visit and will be
patient responsibility, an official ABN (Advanced Beneficiary Notice)
must be obtained and kept in the patient record in order to bill the patient
for that particular excluded service.

ABN Policy and Process
The ABN is for billing services normally covered by Medicare, but not
covered for individual service or visit because the patient has had too many
of the services (utilization), or the patient wants a product that is not on
Medicare’s approved list of Durable Medical Equipment or supplies (luxury
item) or any other reason, such as the service does not fall under Medicare’s
medical necessity guidelines. ABNs are mandatory only if you want to bill
and collect from the patient for a service or item that may not be covered by
Medicare.
Healthcare providers must use the “official” ABN format approved by CMS.
Printable versions in both English and Spanish are available online at
cms.hhs.gov/medicare/bni/. See Illustration 1: Example Medicare ABN
Form.
Once the ABN is properly filled out and the front desk staff has obtained the
Medicare beneficiary's signature that they wish to receive and pay for the
service or item, a copy of the ABN must be kept in the PHR or on file in the
office. On the Superbill (charge ticket), the front desk staff should indicate
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GA (waiver of liability statement on file) to each CPT code on the claim form
for each service identified on the ABN. If you do not obtain the ABN, you
may not hold the Medicare patient responsible for the costs of the services
or bill.

If you do obtain the ABN, you must bill the claims with the GA

modifier on each line item, or Medicare will not deny the line items in the
claim as PROVIDER responsibility and the provider is required to write-off
the denied service items or claim.

It is best practice to use an ABN form for all patient services when an
insurance company, Medicare or non-Medicare, may potentially deny the
service for reimbursement. The provider may not bill the patient for the
potential denied service when their provider contract with the payer
prohibits billing for the particular service..
Therefore, the ABN may be used for billing patients under HMO, PPO and
EPO contracts for services normally covered under a provider contract, but
may be denied for those reasons we’ve discussed under Medicare. This
would also include services that are considered experimental that are not
approved by the contract health plan. All processes apply as above. A
modified version of Medicare’s ABN may be seen in Illustration 2: Modified
Non-Medicare (Insurance) ABN. The reimbursement specialists may use the
Medicare ABN and update it to simply say Insurance ABN so that there is
consistency in the ABN form and process for all insurance types.
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MEDICARE ABN
Patient’s Name: _____________________________Medicare # (HICN):___________
ADVANCE BENEFICIARY NOTICE (ABN)
NOTE: You need to make a choice about receiving these health care items or
services.
We expect that Medicare will not pay for the item(s) or service(s) that are described below.
Medicare does not pay for all of your health care costs. Medicare only pays for covered
items and services when Medicare rules are met. The fact that Medicare may not pay for a
particular item or service does not mean that you should not receive it. There may be a
good reason your doctor recommended it. Right now, in your case, Medicare probably
will not pay for –
Items or Services:
Because:

The purpose of this form is to help you make an informed choice about whether or not you
want to receive these items or services, knowing that you might have to pay for them
yourself. Before you make a decision about your options, you should read this entire
notice carefully.
• Ask us to explain, if you don’t understand why Medicare probably won’t pay.
• Ask us how much these items or services will cost you (Estimated Cost:
$_________________), for Clinic Name:__________________________________
in case you have to pay for them yourself or through other insurance.
PLEASE CHOOSE ONE OPTION. CHECK ONE BOX. SIGN & DATE YOUR CHOICE.
 Option 1. YES. I want to receive these items or services.
I understand that Medicare will not decide whether to pay unless I receive these items or
services. Please submit my claim to Medicare. I understand that you may bill me for items or
services and that I may have to pay the bill while Medicare is making its decision. If Medicare
does pay, you will refund to me any payments I made to you that are due to me. If Medicare
denies payment, I agree to be personally and fully responsible for payment. That is, I will pay
personally, either out of pocket or through any other insurance that I have. I understand I
can appeal Medicare’s decision.
 Option 2. NO. I have decided not to receive these items or services.
I will not receive these items or services. I understand that you will not be able to submit a
claim to Medicare and that I will not be able to appeal your opinion that Medicare won’t pay.
_____________
Date

________________________________________
Signature of patient or person acting on patient’s behalf

NOTE: Your health information will be kept confidential. Any information that we
collect about you on this form will be kept confidential in our offices. If a claim is submitted
to your insurance, your health information on this form may be shared with your insurance
company. Your health information, which your insurance company sees, will be kept
confidential by your carrier.

Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 149 of 397

NON-MEDICARE (INSURANCE) ABN
Patient’s Name:____________________________________ID#_____________________
ADVANCE BENEFICIARY NOTICE (ABN) (Insurance)
NOTE: You need to make a choice about receiving these health care items or
services.
We expect that your insurance may not pay for the item(s) or service(s) that are described.
Your insurance does not pay for all of your health care costs. Your insurance only pays for
covered items and services when all of the insurance rules are met. The fact that your
insurance may not pay for a particular item or service does not mean that you should not
receive it. There may be a good reason your doctor recommended it. Right now, in your
case, your insurance probably will not pay for –
Items or Services:

Because:

The purpose of this form is to help you make an informed choice about whether or not you
want to receive these items or services, knowing that you might have to pay for them
yourself. Before you make a decision about your options, you should read this entire
notice carefully.
• Ask us to explain, if you don’t understand why your insurance probably won’t pay.
• Ask us how much these items or services will cost you (Estimated Cost:
$______________), in case you have to pay for them yourself or through other
insurance.
PLEASE CHOOSE ONE OPTION. CHECK ONE BOX. SIGN & DATE YOUR CHOICE.
 Option 1. YES. I want to receive these items or services.
I understand that my insurance will not decide whether to pay unless I receive these items
or services. Please submit my claim to my insurance. I understand that you may bill me for
items or services and that I may have to pay the bill while my insurance is making its
decision. If my insurance does pay, you will refund to me any payments I made to you that
are due to me. If my insurance denies payment, I agree to be personally and fully
responsible for payment. That is, I will pay personally, either out of pocket or through any
other insurance that I have. I understand I can appeal my insurance company’s decision.
 Option 2. NO. I have decided not to receive these items or services.
I will not receive these items or services. I understand that you will not be able to submit a
claim to insurance and that I will not be able to appeal your opinion that Insurance Company
won’t pay.
_____________
Date

_________________________________________
Signature of parent or legal guardian

NOTE: Your health information will be kept confidential. Any information that we
collect about you on this form will be kept confidential in our offices. If a claim is submitted
to your insurance, your health information on this form may be shared with your insurance
company. Your health information, which your insurance company sees, will be kept
confidential by your carrier.
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Third Party Coverage Accepted
Providers will generally have a “Credit Policy” that will provide all of the
policies, procedures and processes for front desk, back office and revenue
cycle processes. In the policy should be what the provider will accepts
(participation) or does not accept (non-participation) of the various payers.
Example Policy: Provider Clinic XYZ accepts the following insurance groups
with proper insurance verification of coverage and patient out-of-pocket
responsibility:
 Medicare and Medicaid with proper eligibility.
 All other health plans contracted with Clinic XYZ under a bona fide
discounted fee-for-service or capitation arrangement.
 Point-of-service plans (POS), out-of-network PPOs, and non-contracted
commercial insurance.
 Worker’s compensation, auto and other liabilities coverage.
 Approved special projects and service arrangements, for example,
attorney requested prepaid consultations, or insurance company
independent medical exams.

We Accept!
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Insurance Authorizations and Verification
Best practice dictates that eligibility and benefits
must be verified by the authorization staff
member(s) for each clinic or hospital encounter
prior to service.
In larger facilities, the scheduling staff generally is
responsible for referring requests for all insurance
verification and authorization to the appropriate
staff authorization member(s).
Authorization staff is responsible for updating the account information in the
computer system and accurately entering the authorization numbers so that
account will be reimbursed by the payer. Authorization numbers are
generally date and service specific. This also needs to be noted in the
patient record.

General Payment Policy
The general payment policies may be found in the Credit Policy. Best
practice dictates that out-of-pocket payments (deductibles, copays,
coinsurance and non-covered services) should always be expected at the
time of service or prior to the encounter.

“Payment due at the time of

service” rules should be posted at the front desk. Some provider
organizations do not provide “credit” for patients who have non-contracted
insurances, but most do. For non-contracted insurances, e.g., nonparticipating scenarios, providers will generally submit claims for the patient
as a courtesy. However, the medical service costs remain the responsibility
of the “private” pay patient. With a contract insurance, the patient pays
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their copay or deductible as appropriate, and the provider must wait for the
final reimbursement to be paid on the balance of the bill from the carrier.
Most contract care does not allow the provider to balance bill the patient
until they have made their determination of exactly what the patient owes, if
anything additional is owed, on the EOB.
Generally, failure for a patient or an insurance company to pay the balance
on an account will result in the account being reclassified in the AR under a
“Bad-debt” status. Bad-debt will be discussed in detail under back office
procedures.
No-Show Policy
A common policy in most clinics today is the no-show policy. Clinics
try to accommodate all of their patients’ needs. Therefore, it is
important that scheduled appointments be kept. A 24-hour notice
must be provided for all cancellations, or a no-show warning letter
should be sent to the patient and it may
also be sent to the referring physician
depending on the circumstance. Whether
to charge for a no-show visit as a behavior
modification of repeat offenders or
deterrent is up to the individual provider.

Patient Account Balances
Patient account balances represent the portion of a patient bill that is not
covered by a third party payer. Most providers bill these patient balances

Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 153 of 397

directly as “private pay” or “patient owed”, if not collected at the time of
service.
For patients who have balances over 30-60 days, in which the patients
cannot pay off their balance in full, extended payment arrangements are
generally made. Each provider organization will have its own unique policy
as to what it will or will not accept in the way of payment arrangements.
Extended Payment Guidelines
The reimbursement specialists and AR managers are generally
responsible for setting up extended payment arrangements.
In the credit policy, there should be “guidelines” to assist with
this task.

Reimbursement specialist should attempt make

payment arrangements as short a time period as possible. This is because it
may cost more to bill an account over a longer period of time then the
account balance itself is worth.

The reimbursement specialist should always

attempt to be reimbursed in full first, before negotiating an arrangement.
Those patients with an account balance who are unable to pay in full on their
account may be referred to the appropriate patient account representative or
appropriate reimbursement specialist for collections within the organization.
After all determinations for methods of obtaining payment in full have been
exhausted, monthly payments will usually be established as follows:
 Balances of $50 or less - two equal payments may be authorized.
 Balances between $50 - $500 - monthly payments of no less than
twenty-five percent of the original balances, with 4 or less extended
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payments may be authorized. Example: $500 due = $125 down, and
$93.75 for 4 months.
 Balances of $500 - $1,000 - monthly payments of no less than twenty
five percent of the original outstanding balance with 5 or less
payments may be authorized by a Manager.

 Balances over $1,000 - monthly payments must be authorized by a
Manger, Assistant Manager, or Patient Account Representative.
Ideally, installment arrangements should be 6 payments or less and
should never exceed one year from the date of service without
approval from the A/R Director, Manager or in some clinic scenarios,
the patient’s physician.
Best practice for extended payment arrangements made with a patient or
the guarantor (person responsible for the bill) on an account is to have the
patient or guarantor sign an Extended Charge Account Agreement form,
particularly if payments are going to be made in five or more installments.
If a facility is going to charge interest or penalties for non-payment, this
must be provided to the patient upfront in writing. Primary creditors and
third party collection agencies are bound by certain rules under The Fair
Debt Collection Practices Act (the Act) (FDPCA), which was passed by
Congress to protect consumers by making some debt collection activities
illegal. For more information on the FDCPA, and creditor guidelines you may
refer to the Federal Trade Commission’s website, under FDCPA (15 U.S.C. §
1692e).
See Illustration 3: “Extended Charge Account Agreement Form”.
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Extended Charge Account Agreement Form
I, ________________________________ (guarantor), listed under
encounter # (s)
rendered at

have a balance due for services

XYZ CLINIC, PA for the amount of $

.

In accordance with the agreement pursuant to my conversation with the
__________________, XYZ CLINIC, PA Account Representative, I agree to
pay $_________ per month for _______ months payable by the 30th of
each month until my account is paid in full.
I understand that failure to pay the above obligation may result in additional
interest (1.5% per month) and late fees ($25 per month) added to my
account balance.
Guarantor’s Signature___________________________
Date_____________
Clinic Witnessed by___________________________ Date______________
------------------------------------------------------------------------------------If you wish to pay in full by credit card: Please fill out and return:
Credit Card Payment Form
XYZ Clinic, PA
Name of Cardholder_______________________ Expiration Date:_______
VISA #:_________________________________Charge Amount: $______
MasterCard #:___________________________ Charge Amount: $______
(Check one):

_____2, _____3, _____4, _____5 Month Payment Plan

Acct #: _______Cardholder Signature:___________________Date:______
-------------------------------------------------------------------------------------
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Once the registration process is completed, deductibles, copayments and
coinsurances calculated and paid and the patient has been seen, the next
step in the account cycle is billing the account. This is generally referred to
as a “back-office” procedure.
All patients should have received receipts for their out-of-pocket payments.
All receipts should be accounted for at the end-of-day, both cash and credit
card, for the daily cash reconciliation and bank deposit.

1-Cash Receipts
Date

No.

Dollars $:
For:
ACCOUNT

HOW PAID

AMT OF
ACCOUNT

CASH
RECEIVED
CHECK
RECEIVED
MONEY
ORDER

BALANCE
DUE

BANKCARD SALES SLIP 3PT

CC

Received From:
Address:

AMT PAID

DO NOT WRITE

/ /

BY:

ABOVE THIS LINE

A555A
PLEASE DO NOT WRITE ABOVE THIS LINE

Expiration Date

QTY

CLASS

DESCRIPTION

PRICE

AMOUNT

Checked

SIGN HERE
X
The issuer of the card identified on this item is authorized to pay the
amount shown as TOTAL upon proper presentation. I promise to pay
such TOTAL together with any other charges due thereon, subject to and
in accordance with the agreement governing the

5882352

Total

$

CUSTOMER: RETAIN THIS COPY FOR YOUR RECORDS
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SALES SLIP CUSTOMER COPY

XYZ CLINIC, 555
CLINIC AVE.,
CITY, ST 55555

RECEIPT

Practice Prep
1.

Providers may collect or bill any out-of-pocket patient portion due under
a participating provider agreement prior to any services performed if:
a. Deductibles, coinsurance and copays are known prior to the
appointment
b. Insurance verification has been done
c. Provider has an EOB in hand
d. None of the above

2. The ABN must be obtain for Medicare services that:
a. Are generally payable under the Medicare Program, but are
expected to be denied for payment for the particular service
b. The provider believes will be denied due to utilization or some other
circumstance
c. So that the provider may collect for the services from the patient
d. All of the above
3. For a Medicare patient, only an “Official” ABN format approved by CMS
may be used. True/False
4. All line items on a claim covered by a signed patient ABN must be billed
with a modifier:
a. GU
b. GA
c. GS
d. None of the above
5. In order for a provider to charge interest and penalties using extended
payment guidelines they must present it in writing to the patient
according to the:
a. Federal Trade Commission
b. Fair Debt and Collection Practice Act
c. Both A and B
d. Neither A or B
6. The policy and procedure manual that list general payment guidelines is
called the Collection Policy. True/False
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Practice Prep
Answers
1. A.

Deductibles, coinsurance and copays are known prior to the

appointment
2. D.

All of the above

3. True
4. –GA Modifier
5. C.

Both A and B

6. False, “Credit Policy”. The collection policies are only one policy of
many.
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Tier I, Module VI, Chapter 4: Back Office
Procedures
Billing Prep
Billing Policy
Back office procedures starts with billing in
relationship to the revenue cycle and reimbursement.
Five (5) Key best practices for quality in medical
billing are:
Key #1:

TIMELY FILING: Medical claims should be billed or filed with

insurance no later than two (2) working days from the date of service. This
may vary among provider organizations.

Nevertheless, there are general

time limits that a claim must be filed according to provider policy and
according to payer policy. If the time limits are not met, then the payer will
not pay the claims. For example, for Medicare the provider has 18 months
to bill a first time clean claim. The term clean claim means that is has been
billed with no errors and within the time limit requirements. For Medicaid, it
is generally 12 months, but this may vary by State. For BCBS it is generally
15 months, unless otherwise specified by the provider’s contract. For most
other insurance the providers participate with, time limits are written into
the contracts. For example, most PPO and HMO contracts have time limits
for filing claims that average 60-90 days from the date
of service. If the claim is filed after that time frame it
generally will deny for timely filing.
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Key 2: ASSIGNMENT OF BENEFITS: All medical claim forms should be
billed with assignment of benefits. This is allows the provider to be paid
directly, if the provider has authorization, known as a “lifetime Medicare B
signature on file”. The only exception would be if the patient has already
paid their bill, the provider is billing it courtesy for the patient, and the
reimbursement specialist wants the payment to go directly to the patient.
The standard language for this assignment of benefits is:

LIFETIME
MEDICARE B AND / OR INDEPENDENT
INSURANCE SIGNATURE AUTHORIZATION
I certify that the information given by me in applying for payment under the Title XVIII of
the Social Security Act is correct. I authorize any holder of medical or other information
about me to release to the Social Security Administration or its intermediaries or carriers
any information needed for this or related Medicare or Independent insurance claim. I
request that payment of authorized benefits be made on my behalf. I assign the benefits
payable for physician services to the physician or organization furnishing the services OR
authorize such physician or organization to submit a claim to Medicare or Independent
insurance company for payment to me.
________________________________________
______________________
Patient’s Signature
Date
I request that payment of any authorized MEDIGAP benefits be made on my behalf to XYZ
Clinic, d.b.a. The Medical Clinic, for any services furnished me by (physician/supplier). I
authorize any holder of medical information about me to release to my insurance company
any information needed to determine these benefits or the benefits payable for related
services.
________________________________________
______________________
Patient’s Signature
Date

The “Signature on File” statement is entered into claim form locator (box) 12
and 13 of the CMS 1500 form. See Addendum A: CMS 1500 Form
Instructions.
In the CMS provider manuals, under Chapter 1, “General Billing
Requirements” referencing form locator (FL) 12, “If the patient is physically
or mentally unable to sign, a representative specified in the “requirements”
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may sign on the patient's behalf. In this event, the statement's signature
line must indicate the patient's name followed by “by” the representative's
name, address, relationship to the patient, and the reason the patient
cannot sign. The authorization is effective indefinitely unless patient or the
patient's representative revokes this arrangement. A signature in FL 12
indicates that records may be released for the purpose of claims processing.
NOTE: This can be "Signature on File" and/or a computer generated
signature. The patient's signature authorizes release of medical information
necessary to process the claim. It also authorizes payment of benefits to the
provider of service or supplier when the provider of service or supplier
accepts assignment on the claim.
For claim form locator (FL) 13, the signature in this item authorizes payment
of mandated insurance benefits to the participating physician or supplier
directly. The patient or his/her authorized representative signs this item or
the signature must be on file as a separate authorization. The Insurance
Assignment on file in the participating provider of service/supplier's office
must be insurer specific.
Signature by Mark (X): When an illiterate or physically handicapped enrollee
signs by mark, a witness must enter his/her name and address next to the
mark on the assignment of benefits form.
Key 3: DIRECT BILLING: Providers should bill the third party payers
directly for the patient or guarantor as follows:
a. When necessary requirements are met for the third party, i.e.,
eligibility (coverage), authorization, when required, and availability
of complete billing information has been provided.
Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 162 of 397

b. When a specific contract agreement with the third party payer
(TPA) allows us to bill and be paid directly.
Key 4: GUIDELINES: The provider must follow Medicare’s National correct
coding initiative (CCI), compliance policies and procedures when billing all
claims. If there are other contract carrier specific guidelines, those should
also be adhered to. Quality in billing will avoid any perception of fraud and
abuse with the payers.
Key 5: CURRENT CODE AND FEE DATA: To avoid unnecessary denials,
and potential payment errors, all claims should be filed with current year
CPT, ICD-9, and HCPCS codes, from one standard provider fee schedule.
Providers may not bill from multiple fee schedules. To bill from multiple fees
schedules may be considered billing discrimination.
Claims Appeal Process
Medical claims are either billed on the CMS 1500 or UB-04 electronically, or
by paper. Both electronic claims submissions (ECS) and paper claim
submissions may have claim denials that require either a claim correction or
a claim appeals. A claims that has denied for an error, generally needs to be
corrected and then refilled as a clean claim. However, claims that deny for
other problems need to be appealed. The appeal process is contingent on
the individual payer’s policies and procedures, as well as, the provider’s
contract with that specific payer.

Like most other things in healthcare

Medicare sets the standards by which other insurance companies use to
compose their own internal policy with payer specific variations. Therefore,
there are some appeal processes that are common to most payers.
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Zero Payments
Providers are paid by Medicare, Medicaid and most of their
contract payers by “bulk remittances”. A remittance is an
explanation of patient’s benefits or EOB. A bulk remittance is
when there are many patient payments on one EOB. All remittances need to
be worked, e.g., analyze for claim errors, denials and corrections, and
appeals made. Also, a remittance is used for posting the payer’s payments
and billing the patient balances as appropriate.
All remittances and discounts for Medicare and insurance claims should be
reviewed by the reimbursement specialists that handles remittance advice
denials. This may or may not be the payment posters at the time of
payment posting. Zero payments, underpayments and questionable
payments are often referred to the appropriate Patient Account
Representative by the payment posters to be “worked”.

A “zero” payment

is when the payer pays nothing on the individual patient account, but usually
indicates that an action needs to be done by the provider or patient.
Generally, there will be a denial code with an explanation on the EOB to
express to the provider or patient what needs to be done to resolve the
claim.
An underpayment is when the insurance paid, but they paid less
than expected. It may be because code modifiers were missing
on a CPT code, or because codes were unbundled, and the payer
bundled them. Payers make mistakes, so all of these
underpayments should be reviewed by the reimbursement
specialist.
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In smaller facilities with low claim volumes, the payment poster may also
work the zero balances. However, since most medical facilities have high
volumes, there is often a separation of duties, e.g., payment posters and
account representatives split this responsibility.
All denied claims will be corrected or appealed as appropriate, and the
appeal should comply with correct coding initiative (CCI), medical necessity.
This is where the coder comes back into the picture, because often the CCI
and medical necessity denials should be referred back to the medical coder.
This is good to do for two reasons. First it gives the coder feedback on how
the payers are processing and paying on their coding. Second, it allows the
coder to analyze the denials and provide feedback to the billing
reimbursement specialists on modifiers, code sequencing or diagnosis to
procedure linkages. Providing feedback and correcting the problems will
definitely decrease the particular errors decrease or eliminated in the future.
Analyzing the Remittance Advice
In the remittance advice, (synonymous for EOB) in Chart 1: Remittance
Advice, the following payment scenarios exist:
XYZ Insurance issues check #398020934557 to the provider in the
amount of $91.66 on total billed charges of $902.19 for five patients...
Let’s review why. See Chart 1: Remittance Advice
o Able, Jill:

Charges of $267.94, denied with code A1- Medical

Records requested, claim pending. This means the provider
may be paid, but only after they submit and the payer reviews
them.
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o Blue, Bill: Charges of $80.32, denied with code M44- Patient ID
not found. Submit insurance card. This denial often happens if
the group number, which route the claims is not on the claim or
if it was entered incorrectly into the account. The payer will
reprocess the claims once they receive a copy of the insurance
card with either the denial notice or a clean claim attached so
that they may reference the claims when reprocessing it.

o Colley, Flower: Charges of $168.39, denied with code Z22member not on file. Again, you may resubmit with a copy of the
insurance card, but since the payer didn’t ask for one,
sometimes the reimbursement specialist may just call the payer
and correct the situation by phone by providing the correct
numbers. If the patient’s insurance has terminated, which is
why the payer is unable to recognize the patient, the
reimbursement specialist would then bill the patient for the
payment in full.
o Trump, Ivan: Charges of $80.32 has a contractual allowance of
$48.68, and therefore a discount or write-off of $31.64. The
patient has a $25 copayment for office visits and therefore, must
pay $25 out-of-pocket, which should have been collected at the
time of the encounter. There is no deductible or coinsurance, so
the payer paid to the provider $23.68, which is $48.68 minus
the $25.00 copay.
o Whipper, Snap:

Charges of $305.22 has a contractual

allowance of $184.98, with a discount on the FFS claim of
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$120.24. The patient has a $100 deductible due and 20%
coinsurance, which should have been collected at the time of the
encounter if benefits had been verified upfront. Deductible and
coinsurance owed by patient is $117, so the payer paid to the
provider $67.98. It is important to note that the deductible is
always subtracted before the coinsurance is calculated.
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Remittance Advice

XYZ Insurance
555 Insurance Lane
Insurance City, MN 55555
Date of Remit: May 1, 20xx

Patient
Able, Jill
Blue, Bill
Colley, Flower
Trump, Ivan
Whipper, Snap

Patient ID
789654123
134897841
546787122
898787844
542454641

Date of
Service
0101xx
0103xx
0101xx
0106xx
0110xx

Service
99204
99213
99203
99213
99205

Charge
267.94
80.32
168.39
80.32
305.22

Totals
5 902.19
A1-Medical Records requested, claim pending.
M44-Patient ID not found. Submit insurance card
Z22-member not on file

Check #: 398020934557
Check Amount: $91.66
Denial
CoCo- Provider
Allowable Discount Code Ded
ins
pay
Paid
0
0.00
A1
0
0
0
0.00
0.00
0.00 M44
0
0
0
0.00
0.00
0.00 Z22
0
0
0
0.00
48.68
31.64
0
0
25
23.68
184.98 120.24
100 20%
17
67.98
233.66

151.88

Chart 1: Remittance Advic
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100

42

Patient
Owes
0.00
80.32
168.39
25.00
117.00

91.66 390.71

Medical Necessity Appeals
Medicare and all other insurances pay medical
claims based on medical necessity. This means
that the services performed, must have a
legitimate, reasonable and justifiable medical
diagnosis. Therefore, there are often requests from the payers for medical
records in order to justify a service through a records review. However, in
some cases a letter of appeal showing medical necessity/justification from
the physician may be necessary. The appeal letter will be able to explain
more of the cognitive processes and/or literature reviews the physician used
when ordering the medical services in question.
With specialty coding, there are two important concepts to remember; the
first is that medical necessity applies to all services and the second is the
Correct Coding Initiative (CCI). Medical Necessity is defined as accepted
health care services and supplies provided by health care entities,
appropriate to the evaluation and treatment of a disease, condition, illness
or injury and consistent with the applicable standard of care. Appropriate
Services and Supplies are those that are neither more nor less than what the
patient requires at a specific point in time. The medical diagnosis code must
also match the procedure code performed. If the patient had a
appendectomy, then the diagnosis should be appendicitis or related
condition justifying the appendectomy on the CMS claim form and in the
patient’s medical record. The CMS provide guidance on medical necessity in
their National Carrier Determinations (NCD's), which are then interpreted by
the local State Medicare Intermediaries and they produced Local Carrier
Determinations (LCD). An NCD/LCD will have all of the information in it for
medical necessity, coding and billing to guide the provider. See Medicare
National Coverage Determinations (NCD) Manual
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What is medical necessity?
1. Medical necessity means that services must adhere to the standard of care that applies to the actual direct
care and treatment of the patient.
2. Medical necessity is the standard terminology that all health care professionals and entities will use in the
review process when determining if medical care is appropriate and essential.
3. Determinations of medical necessity must reflect the efficient and cost-effective application of patient care
including, but not limited to, diagnostic testing, therapies (including activity restriction, after-care
instructions and prescriptions), disability ratings, procedures, levels of hospital care, extended care, longterm care, hospice care and home health care.
4. Determinations of medical necessity made in a concurrent review should include discussions with the
attending provider as to the current medical condition of the patient whenever possible.
5. Determinations of medical necessity must be unrelated to payors’ benefit/coverage or monetary
reimbursement determinations.
6. Determinations of medical necessity must always be made on a case-by-case basis consistent with the
applicable standard of care and must be available for peer review.
7. Recommendations approving medical necessity may be made by a non-physician reviewer. Negative
determinations for the initial review regarding medical necessity must be made by a physician advisor who
has the clinical training to review the particular clinical problem (clinically matched) under review.
8. The process to be used in evaluating medical necessity should be formulated by each health care facility and
each third-party payor or review organization and made known to the patient.
9. All medical review organizations involved in determining medical necessity shall have uniform, written
procedures for appeals against determinations that services or supplies are not medically necessary.
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Coordination of Benefits (COB)
Today, with both spouses employed, with the divorce rate, and with dual
eligibility and supplemental insurance coverage for Medicare/Medicaid
patients, denials for COB are most common. Generally, the COB claim
denials will be analyzed and re-billed by payment posters. They will submit
the primary insurance EOBs to the secondary insurance either electronically
if some cases, or by paper submission. Larger facilities may have other
reimbursement specialist outside of the payment posters who analyze and
re-bill the claims with the appropriate EOB from the primary insurance
payer.

Appeals and Timely Filing
There are time limits on first claims submission, as mentioned at
the beginning of the chapter.

However, there are also time

limits on appealing claims that have been denied.

Each

insurance company is going to have a different appeal process.
It is up to the reimbursement specialist to learn the claim appeal
rules for the individual insurance companies. Most timely filing limitations
for both submitting and resubmitting claims are written into the provider
contracts. However, the actual appeals process must be obtained from the
payer’s guidelines or manuals. Most payers today post their guidelines in
secure websites that the provider may access with a provider password.
We are going to discuss Medicare’s appeal process as an example. Refer to
Illustration 2: Medicare Appeals Process.
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Medicare Appeals Process
There are three levels of appeals that the provider or reimbursement
specialist may go through in order to get a Medicare claim paid that has
been denied. At any point should the claim be paid, or resolved, then the
process ends. However, for some very large dollar claims that Medicare may
dispute for medical necessity, or view as experimental, the provider may
very well wish to exercise their right of appeal for payment at the highest
level possible, which is Federal District Court. This level of appeal is a very
rare occurrence.

However, provider appeals in general are the first and

second levels are done frequently.

The First Level of Appeal
The first level is a Medicare carrier review, which is also known as
redetermination. The provider has 120 days to make their first appeal.
This means that the reimbursement specialist needs to be even more
conscious of time when re-filing denied Medicare claims. If the refilling of
the appealed claim is delinquent, the claim becomes a bad-debt and will be
written-off as a timely filing loss. The law stipulates that Medicare carriers
must process redeterminations and respond back to the providers within 30
days.
The Second Level of Appeal
At the second level, Medicare uses "qualified independent contractors"
(QICs) to process "reconsiderations" of the Medicare carriers' initial
determinations and redeterminations.

The QICs are mandated to process
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their reconsiderations within 30 days and provide the provider with either a
payment or a denial. The provider has six months (180 days) to file a
second-level appeal after receiving the denial from the first level appeal.
The Third Level Appeal(s)
The third level of appeal is for the provider to go before an administrative
law judge (ALJ) and have a hearing. The provider has 60 days to file an
appeal with an ALJ.

The levels of appeal beyond the ALJ are the

Departmental Appeals Board and Federal District Court. Appeals of provider
claims rarely reach either of these levels. The provider has 60 days to file
from the ALJ appeal determination, and the court has a 90-day time limit to
make and provide the final decision back to the provider.
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Account Credit and Collections
The credit policy should contain definitions so that all staff involved with the
revenue cycle are on the same pages. Standardized definitions also help
define the internal collection practices and policies as well. Outstanding
accounts within the AR become less collectible as they age from the original
date of service. It is important to have account follow up processes in place
to avoid accounts falling into bad-debt status. So how is bad-debt defined?
Bad Debts
When required third party (non-contracted payer) coverage payments
and/or patient payment arrangements, per agreement, are not honored, the
patient’s account should be given the status of “bad-debt”. All bad-debt
accounts should be reviewed and have telephone follow up by Patient
Account Representatives. Approval by the A/R Director prior to referring a
patient to be discharged from the provider organization for non-payment is a
standard policy. In addition, in some medical practices only the physician
may refer a patient for discharge due to a bad-debt status of non-payment.
Generally, accounts that fall into a Bad-Debt Status are given a Bad-Debt
Status Code:
 Example of Bad-Debt Status Code-types:
 Bad-Debt (Patient Account Delinquent)
 Bankruptcy
 Charged Off to a Third Party Collection Agency
 Financial Hardship write-off
 Legal Liability write-off
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 Bad-debt Definitions
 In the Credit Policy, the provider organization will define bad-debt
in terms of account age.



For example: “We will recognize any patient account as a
bad-debt when the account has had no payment activity for
90 days or more, except as follows:


The account is pending third party payment for known
reasons, example; account in appeals.



The account is pending subrogation (legal action) and
a Notice of Lien (hold on patient’s assets) has been
filed or we have agreed to hold the account, i.e., a
Letter of Protection (agree to not bill the patient until
the case settles).



Extended payment terms have been authorized.



Account Representative (Collector), Manager and/or
Physician/Provider has documented a reason and action
plan for maintaining account and holding it back from
outside Third Party Collections.



Account has been recognized and documented as a
“high risk” and determined that the account should not
be aggressively followed by outside Third Party
Collections.”
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 Small Balance Allowance Definition
Carrying small account balances on an AR can cost the providers more
money to bill and follow up on than the accounts are worth.

Therefore,

generally there are definitions in the credit policy as to what a small balance
is, and when and how much may be written-off in the AR.
o Example Small Balance Policy:
o Balances of $.01 to $4.99 should be billed at least one time
and written off monthly as a small balance.
o Balances of $5.00 to $25.00 should be billed two times and
written off monthly.
o Balances between $25.01 and $50 that have been billed three
times, and have had at least one phone call will be written
off.
It is best practice to document all small balance write-offs in the patient’s
account at the time of write-off. Patients should be required to pay their
small balance account write-off at future appointments. If the small
balances add up to a big balance, the accounts should cumulatively be
followed up and collected.
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Collection Processes
There are essentially two collection processes that the reimbursement
specialist (collector) needs to be familiar with. There is the In-house or
Internal Monthly Private Collection Process, and the Charge-Off
Process to an outside (external) Third Party Collection Agency.
The collection process involves delinquent patient accounts that have been
given a bad-debt status code and required collection action. These accounts
represent the “self-pay” or “private-pay” portion of the AR. The collector
would not assign a bad-debt status to a Medicare, Medicaid or payer contract
service that the provider was responsible for collecting from the payer.
However, copayments, Deductibles and coinsurances that these patients fail
to pay are eligible for bad-debt status.
The collection process is individual to the organization. A hospital or larger
organization may have a different or more aggressive process than a
pediatric or family practice clinic. However, all healthcare organizations
should have a solid, consistent collection process so that they “train” the
patients to pay for their healthcare services timely. Therefore, the following
is a general example of such a process. The process is a “Collection Letter”
series that are sent out to the patients (or in some cases the insurance
company) on delinquent accounts.

Inquiry letter sent if account is not paid within >30-45 days. (This is a
collection tool to be used by the Patient Account Representatives on an “as
needed” basis. It is not part of the three official collection letter series
illustrated below, which are automatically generated by most collection
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modules in the AR practice management or hospital AR computer systems.
The collection letter series is used to “build a crescendo” with the account to
demonstrate that the account is becoming more delinquent and is moving
towards potential write-off to a Third Party Collection Agency. See
Illustration 4: Building a Collection Crescendo

Building a Collection Crescendo
91-120
days

>120
days

61-90
days
30-60
days

Pre-Collect

Collection

Demand

Meyer & Meyer

Charge-off to
Third Party
Collections

If the provider uses an Agency that reports to the credit bureau, this may
affect the patient’s credit rating. So the Patient Account Representative’s
goal is to resolve the account so that the AR doesn’t age and become
uncollectable, and the patient’s credit rating is not affected. However,
ultimately, protecting the patient’s credit rating is the patient’s
responsibility.
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Collection Letter Series and Account Follow-up Process
1. Pre-Collection letter sent if account is 30-60 days with no credit
activity.
 Account follow up phone call to pre-collection letter within
next 14 days to be done by the Patient Account
Representative.
2. Collection letter sent if account is 60-90 days with no credit activity.
 Account follow up phone call to collection letter within next 14
days to be done by the Patient Account Representative.
3. Demand letter is a final letter and may be sent if there are no results
within 30 days of sending the collection letter. At this point the
patient’s account is generally going to be referred to Third Party
Collection Agency. The Patient Account Representative or Manager
may, for patients who have egregious bad-debt with the provider
organization, recommend that the patient be discharged from the
practice. The Patient Account Representative or Manager will review
and attached all account documentation for the rendering physician in
the physician practice, or for the Director to review in a facility. Only
the rendering physician or Director should approve discharging a
patient for bad-debt, since this can be a medical-legal liability.
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Example Letter Series
The following letters are examples only of automated computer generated
letters that are produced by most practice management or hospital
computer systems. The language in the letters must be developed by the
individual healthcare organization. Each organization will produce its own
set of unique letters that best fits their AR management.
Best practice for managing collection letters in smaller practices is that the
letters should be printed and then reviewed against the account before being
sent out. For larger facilities, this may not be possible. Therefore, within
the AR collection module of the practice management system or hospital
computer system, there should be a status code that “holds” the account
from getting a collection letter if the account falls under one of the
previously discussed reasons why an account should be marked for
collections or to be sent to a third party collection agency.
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Letter of Inquiry
Dear <Guarantor>:

Amount Past Due:

$______

We have filed a claim with your insurance company and have not received
payment, and/or they have denied payment for the following reason(s):
______ The insurance company has applied this payment to your
deductible or copay.
______ The services were rendered after the insurance coverage was
terminated.
______ This insurance company is not primary.
______ This insurance company is not secondary.
______ This was related to an accident and no claim has been made by the
patient.
______ Benefits for this policy have been exhausted.
______ The insurance cannot identify the patient. More information is
needed.
______ Call your insurance carrier regarding the attached denial.
______ Provide your insurance carrier with the following information:
_______________________________________________
_______________________________________________
______ Other _____________________________________________
_____________________________________________
_____________________________________________
Sincerely yours,

Patient Account Representative
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Pre-Collection Letter
Dear <Guarantor>:

Amount Past Due:

$______

Your account balance is now over 30 days past due. We require payment in
full on all past due accounts. If this is not possible for you at this time, you
will need to call and make appropriate payment arrangements with our
office. A consistent payment history with this office is important to protect
your credit.
Please send payment in full, or contact our office today to set up a payment
plan.
Thank you for your cooperation in regard to your outstanding balance.
Sincerely yours,

Collection Department

------------------------------------------------------------------------------------If you wish to pay in full by credit card: Please fill out and return:
Credit Card Payment Form
XYZ Clinic, PA
Name of Cardholder_______________________ Expiration Date:_______
VISA #:_________________________________Charge Amount: $______
MasterCard #:___________________________ Charge Amount: $______
MasterCard #:___________________________Charge Amount: $______
(Check one):

_____2, _____3, _____4, _____5 Month Payment Plan

Acct #: _______Cardholder Signature:___________________Date:______
-------------------------------------------------------------------------------------
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Collection Letter
Dear <Guarantor>:

Amount Past Due:

$______

You have not responded to our previous requests for payment. Your account
is now seriously past due. Please indicate below how you intend to resolve
your outstanding account balance, i.e.,
___ I am enclosing payment in full $_________
___ I am enclosing payment by credit card
(see credit card payment form below)
___ I would like to find out about my financing options for
my account and am an enclosing a good faith installment check for
$_________.
We must hear from you within 14 business days to avoid being sent to a
professional third party collection agency. An appropriate payment
arrangement and/or payment will protect your credit.
Sincerely yours,

Collection Department
------------------------------------------------------------------------------------If you wish to pay in full by credit card: Please fill out and return:
Credit Card Payment Form
XYZ Clinic, PA
Name of Cardholder_______________________ Expiration Date:_______
VISA #:_________________________________Charge Amount: $______
MasterCard #:___________________________ Charge Amount: $______
MasterCard #:___________________________Charge Amount: $______
(Check one):

_____2, _____3, _____4, _____5 Month Payment Plan

Acct #: _______Cardholder Signature:___________________Date:______
-------------------------------------------------------------------------------------
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Demand Notification

Dear<Guarantor>:

Amount Past Due:

$______

We have made numerous attempts to resolve your account balance, which is
now over 120 days past due. Your account will be referred to a third party
collection agency within the next 10 business days. We refer our accounts
to a licensed professional third party collection agency. Accounts are
reported to the national credit bureaus.

Sincerely yours,

Collection Department
------------------------------------------------------------------------------------If you wish to pay in full by credit card: Please fill out and return:
Credit Card Payment Form
XYZ Clinic, PA
Name of Cardholder_______________________ Expiration Date:_______
VISA #:_________________________________Charge Amount: $______
MasterCard #:___________________________ Charge Amount: $______
MasterCard #:___________________________Charge Amount: $______
(Check one):

_____2, _____3, _____4, _____5 Month Payment Plan

Acct #: _______Cardholder Signature:__________________ Date:______
-------------------------------------------------------------------------------------
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Discharging a Patient
If the patient account goes through the entire collection process and the
provider wishes to “discharge” the patient from their practice or facility for
non-payment, then the provider must submit to the patient an official
discharge letter. Discharging a patient from a medical facility is a riskmanagement issue. The provider certainly has the right to do so for any
reason, for example, the patient does not comply with medical advice, or is
rude to staff or does not pay their bills.

However, an official “discharge

letter” needs to be completed to reduce the risk of the patient claiming that
they were medically abandoned. Abandonment is when the physician or
facility terminates a patient relationship without giving official notice with
sufficient time for the patient to locate alternative care.
The physician or facility reimbursement specialist who is performing the
patient discharge should fully document any discussions and maintain a copy
of the discharge letter in the patient’s file. The letter should be sent under
personal/confidential cover and by certified mail with return receipt
requested. The certified receipt needs to be kept with the copy of the letter
in the patient’s file.

As a professional warning, never document subjective

or disparaging statements or judgments about a patient in a patient chart.

The Formal Discharge Letter
By law, providers must notify a patient in writing that they are being
discharged and given least 30 days to find alternative care. During that 30
days (or more) emergency and urgent care should be provided, including
any necessary prescriptions that need to be filled. The date that care will
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terminate must be specific and should be consistent with the timeframe
indicated in the letter.
 The formal letter of discharge should also include:
o Offer to send copies of the patient’s records to their
newly established provider.
o Enclosed a copy of a HIPAA compliant release of records
form for the patient’s convenience.
o You may provide a phone number for the local physician
referral service, or local/state medical society.
The discharge and discharge date should be also documented in the patient’s
account notes in the computer system so that this information may be
communicated to scheduling and other staff members.
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Practice Prep
1. When billing medical claims, best practice dictates that bills be filed
timely due to payer timely filing limitations. True/False
2. All medical claim forms should be billed with:
a. Assignment of Benefits
b. Medical Necessity Documentation
c. Signature on File
d. Both A and C
3. The policy that guides the reimbursement specialist in patient
collection process is generally known as the _____________.
4. How to appeal a medical claim that has been denied for payment is
payer specific. True/False
5. A bulk remittance is not synonymous for an EOB. True/False
6. A “zero payment” remittance always indicates that:
a. The patient owes the balance
b. The provider did not get paid
c. There is no medical necessity to justify the claims
d. None of the above
7. An “underpayment” would indicate that:
a. The insurance company underpaid
b. The provider overbilled
c. The claim needs to be reviewed/analyzed
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d. All of the above
8. Claims that deny for CCI edits or other related reasons need to go
back to the medical coder so that they may review, analyze, and take
the most appropriate corrective action. True/False
9. Payment posters always work the “zero payments”. True/False
10.

When the Reimbursement Specialist submits medical records to

justify
11.

services they are doing a _________________appeal.

To ensure payment after the primary payer has paid on a claim,

the reimbursement specialist may need to submit the primary EOB to
the secondary payer. This is known as ____________________.

12.

Medicare’s first level of appeal is known as the
a. Initial Determination
b. Resubmission period
c. Redetermination
d. None of the above

13.

Medicare’s third level of appeal is actually several different

appeals and includes the _____________________,
___________________, and ______________________.
14.

Accounts are considered bad debt that are private pay and have

not been paid timely according to the provider’s Credit Policy.
True/False
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15.

All of the following may be considered bad-debt except:
a. Account in Bankruptcy
b. Account in Financial Hardship write-off
c. Medicaid account in appeal
d. Legal Liability write-off

16.

A “letter of protection” prevents the provider from billing the

patient pending a financial settlement of the patient’s legal case.
17.

A small balance allowance in a Credit Policy:
a. Defines how much determines the small balance
b. Who may write-off a small balance
c. How many times a small balance should be billed
d. All of the Above

18.

A well written collection process should build a crescendo by

increasing the collection activity using a ____________________
series.
19.

The term “charge-off” refers to sending accounts to:
a. Internal collections
b. External collections
c. Nether A or B
d. Both A and B

20.

The physician must provide emergency and urgent care,

including necessary prescriptions that need to be filled for generally for
30 days once they send a patient ________________ letter.
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Practice Prep
Answers
1. True
2. D.

Both A and C, Assignment of Benefits and Signatures on File in

the CMS 1500 form
3. Credit Policy
4. True. Some payers will do telephone appeals, other Internet appeals
and many still do paper resubmission appeals.
5. False a bulk remittance is an EOB. The term bulk means that it has
many patients listed within the EOB.
6. B.

The provider did not get paid

7. C.

The claim needs to be reviewed and analyzed, to determine the

cause of the underpayment and take appropriate action.
8. True. The Coder should also provide feedback to billing and any other
staff member that would benefit from the corrective action.
9. False. In larger facilities, payment posters may not have time to do
this task and they may be referred to the Patient Account
Representatives, or Collectors.
10.

Medical necessity appeal

11.

Coordination of benefits (COB)
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12.

C. Redetermination

13.

Administrative law judge (ALJ) hearing, Departmental

Appeals Board and Federal District Court
14.

True. Timely payment may vary among different providers and

provider-types.
15.

C. Medicaid account in appeal

16.

True

17.

All of the Above

18.

Collection Letter

19.

B. External Collections. This is when you write-off the account

and refer it externally to a third party collection agency.
20.

Formal Discharge Letter
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Tier I, Module VI, Chapter 5: Medical Billing
Computer Systems
Billing Prep
Organizational Infrastructure
Today’s healthcare organization and
their markets are high volume and fast
paced with many special demands from
patients, vendors, physicians and
administrative healthcare professionals.
Therefore, having a computer system
that “fits” the organization and has seamless functional capabilities is critical
to an organization’s success. The computer system(s) are the
infrastructure (foundation) of the organization and the basis for
communications and all clinical and business functions.
This chapter is meant to be an introduction to medical billing computer
systems. Specifically, we will focus on the more common language and
systems used for training coders and reimbursement specialists. We will look
at one software product in particular, MediSoft, which is a physician
practice management (PPM) application. The PPM software is a good
place for any new reimbursement specialist to start in their learning process
of medical billing and financial software systems. We will also touch on
some applications that are specific to facilities, and those specific to coders
and reimbursement specialists. Our goal is to assist you in understanding
the more important attributes of medical billing systems and to provide a
foundation for future hands-on computer applications.
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Physician Practice Management (PPM) Medical Billing Systems
There are certain critical functional requirements that any PPM system needs
to be able to perform in order to facilitate the medical practice operational
functions and assist the physicians, administrative staff, such as coders,
billers, collections and all other reimbursement specialists with daily, weekly,
monthly and annual tasks.

We will start by describing 14-Key functions that

any PPM application should have.
14-Key PPM Functions

Key #1: Patient Database: The system must be able to maintain an
information database of patient demographic, guarantor and insurance
information that populates the CMS 1500 and/or UB04 form as applicable. It
should be able to easily retrieve patient information for re-registration
functions so that the data entry process is streamlined.

The patient

database needs to be able to also track referral information, e.g., referring
physician name, contact, address, phone, and provider-type (e.g.
pediatrician, hospital).
Key #2: Master Patient Index (MPI): For clinics that have more than
one location, or practices that are diverse, e.g., there may be a hospitalbased office, an ambulatory surgery center and multiple clinic sites, a PMI is
critical. The MPI “module” allows all clinic or facility locations to have
access to the centralized patient database. The MPI also allows all patients
to have only one master account number. This allows for a one time patient
registration, with one account number that all staff may access and retrieve
enterprise-wide regardless of location.
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Key #3: Insurance and Eligibility: The system should maintain a master
file of health plans (payers) including specific benefit options used in the
adjudication (processing) of provider claims. After the claim data is entered
into the payer’s computer system, it goes through the process payers call
“claims adjudication.” This is when payer checks the validity of the claim by
comparing it against the coverage and benefit requirements of the health
plan. The patient’s deductibles, copayments and coinsurances are attached
to the claim. The claim is checked for all of the information necessary to
activate payment. The system should also be able to support EDI
(Electronic Data Interchange) interface for inquiry into patient's
insurance eligibility and obtaining and maintaining authorization eligibility
and status with the providers contracted payers, or with the provider’s
clearinghouse.

The availability of these automated functions varies

among the insurance payers and the provider’s clearinghouse that they are
contracted with.
Key #4: Insurance Authorizations: The system should support both the
entry and tracking of referral authorizations at the procedure level. This
means that if the patient is approved to have 6 office visits with a particular
specialist from January 1 to December 31, you should be able to enter the
number of visits and effective dates for the visits and the system “counts
down” the visits as they are used up by the patient.
Key #5: Scheduling Module: This function is critically important on many
levels. The module should be able to support on-line scheduling of
appointments for patient services. There should be separate appointment
"templates" by individual physician, provider-type (NP, PA, or PT) or
resource (procedure room, x-ray, and lab) to meet specific needs of the
facility. For example, the provider may be split half time at a facility
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(Hospital or surgery center) and half time at a clinic. In this case, the
schedule must be flexible enough to do both clinic and surgery schedules in
a single day/week. It may be a radiology practice that requires each piece
of radiology equipment to have its own schedule by room number since each
piece of equipment is a resource. The schedule needs to be effective and
efficient, so it must:
(a)

provide the ability to automatically find next available
appointment slot for patient;

(b)

track and manage schedule changes including walk-in patients,
cancellations and no-shows,

(c)

print patient recall notices or letters including address, phone,
reason, date, time, procedures, office address and provider
to remind patients of future appointments that were schedule
in advance

(d)

Automatic call features, e.g., automated call lists for
appointment reminders the day before the appointments to
maintain lower no-show rates.

Each individual provider or resource schedule has a different practice
pattern, style and needs.

The system should be able to accommodate the

practice patterns of the individual provider or resource. Some example of
common practice patterns are:
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 Example Schedules
1. Stream (Time-driven): The provider schedules established
patient every 10, 15, 20, or 30 minutes and all new patients every
30, 45, or 60, consultations every 60 minutes, complete physicals
every 30 minutes and so on depending on provider’s specialty and
practice style.

Practice style includes the surgery schedule which

may be several half days, or whole days in a week.
2. Wave: With wave schedule, the providers may schedule 3-6
patients every hour, on the hour, and then see them as they
present in “waves”.
3. Modified Wave:

With a modified-wave, the schedule is based on

the providers “peak” times and “valleys” in their schedule to
optimize the schedule. The provider double-books patients for the
first slot of each hour, leaving the end of the hour open so there's
time to catch up if the physician begins to run behind schedule.
4. Walk-ins and emergencies: The schedule needs to be able to
accommodate patients who need to be seen without an
appointment, the walk-in, or the emergency.
There are many other creative methods of scheduling to optimize the
provider’s time. However, most important, the scheduling module should
be flexible enough that the provider may change the schedule
“templates” should their practice patterns change.
Key #6: Procedure Entry: The system should allow entry and processing
of multiple procedures (CPT) per diagnosis (ICD-9). It should provide the
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ability to look up doctor numbers, insurance companies, procedure codes
and diagnosis codes while entering procedures in a specific account (popups), without having to exit the data entry screen and go into another
screen.

It should maintain ICD-9 diagnostic, CPT and HCPCS code master

files including code descriptions. Ideally, it should provide the ability to
maintain a user-defined "standard" time by procedure for productivity
reporting. This productivity reporting feature should also be in the
scheduling module.
Key #7: Billing Processes: The system should allow you to edit claims
without having to write the claim off and re-bill it. The system should
support family accounts (guarantor, grouping) so that a family with multiple
family members going to one clinic may receive a single statement. This
works well for pediatric and family practice in particular. The system should
allow the reimbursement specialist to print a statement of the patient’s
account on-demand, which works particular well for collecting copayments,
deductibles and coinsurances at the time of service.
There should be a system option to generate secondary claim forms for
balance billing of charges to secondary insurance companies. In the case
where the system is doing both CMS 1500 billing and UB04 billing, such as
when a practice also owes a surgery center and files facility claims, the
system must be able to do both physician and facility billing.
Finally, there should be a billing claims scrubber, which we will discuss
later in this chapter.
Key #8: Claims Submissions and Resubmission: The system should
automatically assign and maintain unique claim (ID) numbers for each
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claim. This is important since there may be multiple claims on a single date
of service for an individual patient. There should be the ability to look up
ICD-9 and CPT codes from within claim entry screens.
The ability to receive claim edit reports with “front-end claim errors” so that
the Reimbursement Specialist may correct the errors before the claims are
forwarded to the payers’ computer system is important. Without this
feature, claim denials will be higher from the payer, slowing down cashflow
and generating a lot of unnecessary work for the collectors.
The system should allow the reimbursement specialist to view a list of
pending claims by patient, carrier, operator (reimbursement specialist),
paper claim submission, electronic claim submissions and mixedsubmissions.

The Reimbursement Specialists needs to be able to

automatically re-file claims as they work them both by paper and
electronically as appropriate. The system should automatically mark claims
for resubmission once they have reached a certain “age,” as defined by the
billing policies in the Credit Policy. Finally, there should be a complete
history of the claim’s filing and status.
Key #9: Payment Posting: When the patients pay their bills at the time
of service, the system must be able to provide a cash receipt on demand
for cash control. There should also be batch control number, batch total,
number of all posted items for daily batched receipts that are posted on the
accounts. The system should allow the payment poster to apply payments
from the oldest service dates and charges to the newest services dates and
charges.

This process of payment posting maintains appropriate account

aging in the AR.
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The organization should be able to “load” their contract fee rates for
Medicare, Medicaid and their other contract payers. This allows the Payment
Posters when applying payments to the accounts to verify and ensure the
provider has been correctly reimbursed by the payer in accordance to the
provider’s contract.
There should be automatic system calculations of the approved amount
(allowable), payments and the discount when the provider loads contract
fees. There should be automatic reclassification for accounts with
deductible, copay or coinsurance balances due from the patient after their
contract insurance payment has been applied to their account. If the
provider is capitated, e.g., they receive per month per member (PMPM)
payments for an HMO patient population, then the system will need to have
managed care module to track PMPM payments and allow for automatic
write-offs of capitated services that fall under the PMPM. For the FFS
payments, automatic payment posting ability for “bulk” remittances, such
as Medicare, Medicaid, BCBS or other large volume contract managed care is
a must. It may take the payment poster 1-2 hours to “balance” a bulk
remittance that is automatically “uploaded” into the system and the
payments automatically applied to the accounts. It will probably take that
same payment poster when manually applying that same bulk remittance 12 days of payment posting on the individual accounts and then balance the
remittance against what was manually entered.
Key #10: Accounts Receivable Management: Since providers have
many insurance (payer) contracts, the system needs to be able to track the
AR by payer code. Providers also have many locations and more than one
provider, therefore, the AR must also be able to broken down by location,
individual provider, and the provider’s CPT, HCPCS and ICD-9 code(s).
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The system should automatically assign account status codes, as well as
allow the Reimbursement Specialist to manually assign insurance and status
codes that define the accounts. An example of a manual insurance status
code would be when the account is set up and the clerk assigns an insurance
status code, such as HMO, PPO, BCBS, Medicare, Medicaid and Insurance
Only, or Private Pay. An example of an automatic account status code is as
the account ages, the system assigns a 30, 60, 90, 120 or 180 day, baddebt, charge-off status code to the account. There should be on-line
collection screens that display account status (codes), billing history,
account aging and payment history. There needs to be the ability to do
extended payment plans, and the system should alert the reimbursement
specialists when those plans are not met.
Key #11: Management Reports: The system must be able to run a
number of standard and ad hoc operational and AR reports.

Ad hoc

reports are those which are written by the user with field items in the
database and are not “standard” reports in the system written by the
software’s programmers. In order to do ad hoc reports, the system either
has to have an ad hoc “report writer”, or the ability to download information
into an external database or spreadsheet so that the data may be
manipulated into a report. Some of the key reports needed to manage a
medical practice operationally and its AR (accounting) are:
 SCHEDULING REPORTS:
o Reporting of scheduling data by date ranges, physician, location,
operator, or service-type.
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o

Authorization statistical reports – to track authorizations and/or
referral information.

o Schedule discrepancy reporting of duplicate accounts, referral
expirations, global days, collections and bad debts so that
accounts may be collected at the debtor’s appointment time.
o Patient call list report by date of service for confirming
appointments.
o Patient call list report based on select key information, such as
diagnoses or procedures. The ability to print labels and letters
for those lists for recall and other patient communications.
o Statistical reports to identify no-shows, rescheduled and
canceled appointments, the length of time (check-in and checkout feature) each patient waits.
o Reports on physician productivity and time analysis, e.g., the
length of time the physician spends with each patient.
 UTILIZATION REPORTS:
o Claims and payment tracking by date of service, date posted, or
the date that the payment was received.
o Procedure (CPT, HCPCS) and diagnoses (ICD-9) unit reports, by
patient, physician, referring physician, location with comparison
to historical data if required.
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o Diagnosis unit analysis by patient, physician, referring physician,
location with comparison to historical data if required.
 ACCOUNTS RECEIVABLE REPORTS:
o Patient account transaction history and analysis by patient,
physician, location for charges, payments, adjustments.
o Aging analysis of accounts at current, 30, 60, 90, 120, 180 or
older, by patient, payer, physician, location, or procedure.
o Payer mix analysis or a single payer by charges, payments,
adjustments and by age.
o Payments by reimbursement specialists by date posted, date
received or accounting period date.
o Comparative data analysis or trend reports, e.g., current
month/year’s data to previous year(s) data for all of the above.
o Managing cycle or monthly statements (invoices) should have
the following features:



Print cycle, monthly and demand statements while
continuing to perform daily tasks, or



statements that may be sent out for electronic processing
by a third party
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Easy-to-read statements and the ability to “view” them
online



Verify EOB information for a patient visit and payers by
“viewing” the information online.



Collection module that allows for collection letter series,
and collection reports for account representatives to work
from (paper or on screen) with the necessary patient,
insurance information and phone numbers.



Automatic call module, e.g., automated call lists with
automatic phone system dialing for achieving high
productivity in collections.

Key #12: HIPAA and Security: All medical computers systems today
should provide security for the following;
 An enterprise-wide (multiple locations) single sign-on user
authentication process that allows individual users to logon to different
systems with one global user ID and password. This is so that an
employee may work at different locations without having multiple signons and passwords.
 Automatic log off of the work stations connected to patient information
systems after a site-defined time period of inactivity, which is
generally set at 5 minutes.
 Data access controls that allow assignment of security at the data
element level within files. This allows the system managers to assign
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screens and data on an as needed basis by job type so all workers will
not have access to all data.
 The software vendor should be able to provide contractual guaranteed
software releases and upgrades to ensure HIPAA compliance for
current regulations will always be met.
Key #13: Technical & Support:

All systems must have technical

support. With larger organizations, this comes from within the organization.
Smaller organizations may outsource it to the vendor or a third party.
Today, large physician groups and hospital networks tend to “centralize” the
information system support groups so that they may support and service the
entire enterprise more costs effectively. Systems and system support need
be able to provide the following attributes;
 The system should be a graphical user interface (GUI), which means
that it is Windows-based with icons and buttons, so it is user friendly.
 Systems need to be menu-driven so that it is simple for users to
control and initiation system functions in order to do their job.
 All computer systems must have the ability to archive and purge all
inactive patient accounts with no visits past a user-specified cutoff
date. Archiving records is when the files are copied and put into a
storage media, but the records remain part of the database. This does
not decrease the size of the database, but may increase the efficiency
since the number of active records decreases. To purge records is to
systematically and permanently remove the archived files. Periodically
removing the old account data in the archive is important in order to
optimize computer system speed and functionality. Generally, this is
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done monthly, quarterly or annually, depending on the size of the
medical practice and system.
 The system should support HL7 (Health Level 7), which is the
healthcare industry software programming code standards. The HL7
program code are messaging standards for system scheduling, medical
record/image management, patient administration, observation
reporting, financial management, patient care. It allows healthcare
software programs to interface with each other and to communicate.
Key #14: Electronic Health Records (Optional): Implementing an EHR
module is an optional attribute in healthcare today. However, according to
the CDC, in 2005, approximately 23.9 percent of physicians had
implemented an electronic health record in their practice, which is a 32%
increase since just 2001.

(Source CDC) http://www.cdc.gov/nchs/data/series/sr_13/sr13_164.pdf

According to the “Medical Records Institute’s, Eighth Annual, Survey of
Electronic Health Record Trends and Usage for 2006” implementation of HER
in both physicians’ offices and hospitals continues to go up exponentially. As
our practices become more sophisticated with their infrastructure, so too
does the medical and administrative staff needs to develop a high computer
literacy skill level.
Therefore, the likelihood is that wherever you are working within the
healthcare industry, there will either be an EHR in place, or the provider
organization will be planning their EHR implementation.
Each healthcare organization and specialty is different. Therefore, the
“features” that are required, or desired by the providers in regards to the
EHR will vary. Chart #1: The Electronic Health Record Checklist of the key
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items the providers may “value” in order to select or design the best EHR for
their practice.

Both providers and staff alike benefit from the EHR by

having a higher level of access and seamlessness to the information for
clinical, operational and billing functions.
Chart #1: The Electronic Health Record Checklist: Meyer & Meyer

The Electronic Health Record Checklist
Is this
If Absent,
Essential
Present/
is it
Point Value
Absent? Essential? (From 1-10)

Feature
Medication Features
Medication list
Recurrent Meds
Per episode Meds
Active/inactive Meds
Failed after trial
Prescription writer
Maintains Rx history
e-mail or FAX to pharmacy
Maintains Rx formulary information
by insurance plan
Drug interactions listed
multiple drug-drug
Practitioner specific medication list
Drug information
side effects
adverse reactions
overdose
dosages
Allergy list

Automatic allergy warning
Laboratory/X-ray/Pathology Features
Maintains test history
By Patient
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By Provider
Automatic data download from outside lab
Permits uploading of orders to other facilities (ex: lab
orders)
Maintains profile of available tests and indications
Flags abnormal results
Permits tracking of abnormal lab follow up
Permits creation of lab "panels"
Disease specific
Patient specific
Population specific
Alerts for duplicate testing
Does order entry
Reports by
Patient
Test
Provider
Telephone Call Features
Maintains call history by
Patient
Site
Provider
Number called from
Automatic dialing
Notes for call reason & action taken
Provides alerts and reminders for required follow up
Report by
Patient
Provider
Call reason
Call action
Diagnosis Features
Problem list
Long-term Dx
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Per episode Dx
Guideline-based advice
Access to knowledge resources
Internet
Practice Guidelines
Report by
Patient
Provider
Diagnosis
Referral Features
Maintains list of referral sites/Providers by
Specialty
Reason for referral
Location
Maintains referral history
Patient
Provider
Site
By Reason/Diagnosis
Maintains list of approved providers/sites by
Insurance plan
Provider preference
Report by
Patient
Provider
Reason/Diagnosis
Referral Site/Provider
Reports by email
Store and forward for images
Preventive Medicine Features
Maintains patient intervention history
Clinical Protocols
Permits design of intervention protocols by
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Sex
Age
Disease state
Insurance Plan
Clinical guideline-based protocols
Provides user-defined alerts
Report by
Patient population
Patient
Provider
Diagnosis
Health Status reports
Short Form (SF)-36 Outcome Measurement Tool
Clinical Encounter
Progress note
Plain text
Encoded and searchable
Vital signs
Clinical findings
E&M Templates
Defined by end-user
Specialty specific
Disease-based guidelines/protocols
Defined by end-user
Specialty specific
Patient Education Features
User definable
Preloaded
Updated regularly (quarterly)
Web access to educational materials
Managed Care Analysis
Managed Care Features
Provider profiles
Authorized Labs by Payer
Referral-base by Payer
Preventive health
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Outcomes by
Guideline/Protocol
Provider
Disease
Site
Pre-defined reports
HEDIS (Managed Care Organization Outcomes)
JCAHO Accreditation Outcomes
Cost Analysis
Medications
Labs
Disease
Protocols
Referral
Patient
Provider
Communications and Infrastructure
Communications
Remote access
FAX support or linkage
Word processor support or linkage
Spreadsheet support or linkage
Provides e-mail support or linkage
Internet
Web-enabled version
Management Decision Support (Reporting)
Statistical Analysis (internal)
Knowledge Resources (access from within EMR)
MEDLINE
Internet Resources
Electronic Computer and Training Manuals
Data Storage and File Formats
Allows Data Export
Allows Data Import
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Upload/Downloads in ASCII format
Support for Clinical Data Repository
Data Warehouse
Statistical Analysis packages
Relational Database files
Application Programming Interface to accept data
downloads
Supports varied data formats
Sound
Video
Graphics
File Formats Supported
Proprietary
Commercial Standard (Oracle, Sybase, etc.)
ASCII
Standards Supported
HL-7
COBRA
SNOMED
ICD
CPT
MEDCIN
READ Codes
LOINC for lab data
Interface Options
Pen
Voice
Keyboard
Graphical
User modifiable
Security Features
Audit trail to track users
Permits audit trail analysis
Passwords
Text/Numeric Log-ons
Multiple levels by user type
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Data validation
Back-up process
Encryption (HIPAA Compliant)
Operating Systems
Unix
Macintosh
Windows Vista
Windows NT Professional
Novell
Internet Based
Client/Server
Number of Tiers
Technology
Database
Relational
Object
Multi-dimensional
SQL support

Coding Software
There are several coding software products that really enhance the jobs of
the coders, billers, collectors and the many others in the healthcare
organization, including the physicians. These software products are
generally referred to as Encoders in physician practices and Groupers in
hospital or facility practices.

Encoders
Most coding software products are “automated” versions of the ICD-9-CM,
CPT® and HCPCS code books. The coder or biller is able to look up code
sets by enter either the medical code or a medical description of the service.
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Enhanced versions of the Encoders also have Medicare coding guidelines as
well as the National Correct Coding Initiatives (NCCI) for each code. You
may also purchase Encoders that have been loaded with specific “statelevel” guidelines of the local Medicare Intermediary.
Encoders may be “integrated” into the claims scrubber in certain
organizations, so that the claims scrubber has two functions; 1) finding
claim errors so that they may be corrected before the claim is submitted to
the payer, and 2) validating coding.
A Good Encoder: Features in Encoder software should include:
 Search engine for all code sets. The coder or reimbursement
specialist should be able to enter either a code description or a code to
find the desired code. If the code was deleted, the Endcoder should
direct you to a deleted code list, tell you when it was deleted and if
there is an alternative code available.
 Color-coded Code Legends: There should be color-coded code
legends that show the coder such things are age specific and gender
specific, or modifier -51 exempt, or unspecified code.
 Lay descriptions for the procedure codes. The CPT® code
descriptions are sometimes limited and confusing to the coders since
the physician documentation is not going to be an exact match to the
code description. Therefore, the Encoder should have a lay
description, which is in semi-medical terms that provides more detail
so the coder may make a match to the physician documentation.
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Enhance your understanding of procedures with easy-to-understand
descriptions.
 Medicare Policy: In enhanced versions of Encoders, the codes will be
linked to Medicare’s NCCI policies for bundling/unbundling, National
Carrier Determination (NCDs) policy and State Medicare Intermediary
local coverage determination (LCDS) for medical necessity edits and
determination.
 Compliance Editor: The Encoder should have edits for ICD-9-CM and
CPT specificity, by age, gender and other key medical necessity data.
 Fee Calculator: The Encoder should have a “fee” calculator, e.g.,
RBRVS with RVUs that may be geographically adjusted for the
provider’s service area. It should also list the “global periods” with the
fees.
 Modifier crosswalk: There should be a current list of correct
modifiers for each procedure code or service.
 Updates: Organizations are not the only ones who are purchasing
Encoders. Professional coders also purchase them on an annual basis
to do coding and code auditing. It is an investment, so you want to
make sure that any software vendor you purchase the Encoder from
providers quarterly or other updates as needed if code sets change
mid-year, or if errors are discovered in the Encoder software’s
database.

Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 216 of 397

Claim scrubbers
Medicare and the many other
payers have a myriad of
guidelines, policies and billing
rules. These are very
challenging to keep track of
without automated systems, in
part because the rules are
constantly changing annually
and throughout the year.
Therefore, coders and
reimbursement specialist count
on coding and compliance
validation software, today known as the “claim scrubber”. Some level of
claim scrubbing is built into most PPM software today. The following is what
an organization needs from its claim scrubber:
 Coding Validation:


Coding validation for ICD-9, CPT and HCPCS



CCI Compliance



Medical Necessity Compliance


National Carrier Determination (NCD) edits: National
Edits should programmed into the claims scrubber



Local Carrier Determination (LCD) edits: Local edits
should be able to be entered by the individual provider
organization.
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 Quality and Flexibility:


All datasets in the claim scrubber should be kept current
(quality). Therefore, the software vendor needs to provide
updates to the organization as changes occur.

Internally, there

needs to be a designated agent in the billing department who
also updates changes. The scrubber should be flexible enough
that individual providers may update changes unique to their
practice, payers and medical service area.
 Speed:


The scrubber needs to work real time (10-20 seconds per claim).
Scrubbing data should not impact system function or speed.

 Compliance and Security: With HIPAA and fraud and abuse
concerns, the scrubber must be able to demonstrate compliance in its
validation, and show security in transmission and processing of PHI.
MediSoft:
MediSoft is a popular PPM because it meets the specifications for “student
education”, and it is a full blown PPM. It is good for the entry level to
learn billing, payment posting and account maintenance. What MediSoft
does not have is the optional feature of the EHR. However, it is rare to
find an exceptional PPM and EHR that is all part of one integrated
software package. There are some integrated systems on the market
that contain both PPM and EHR. However, most often, providers will
select their an EHR software that best fits their “clinical” practice needs
and the most functional PPM that is a best fit for their financial needs of
the practice. In this way, they may achieve the best of both worlds in
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applications.

The systems generally are integrated using the master

patient index (MPI) in an enterprise-wide computer environment.
It is important to note that there are many “proprietary” software
systems in place today. This means that the provider organizations have
“customized” or developed their own system to meet their practice needs.
Chart 2: Medisoft PPM System Features and Functions are a list of the
functional features of this financial software package. For any PPM, that
is primarily used for financial and AR management, the key system
functions may be broken down into 5- key functional areas. They are:
1. Coding, Billing and Collection Functions
2. General Functionality (User Friendliness) (GUI interface)
3. Management Reporting
4. System Maintenance and Special Features
5. System Security/HIPAA
See Chart 2:

Medisoft PPM System Features and Functions: (Source:

MediSoft: www.medisoft.com/
MEDISOFT PPM SYSTEM FEATURES AND FUNCTIONS
1. Coding, Billing and Collection Functions
Customized AR Aging Buckets
Automatic Rebill for Claims
Serialized Superbills (Charge-tickets)
Deactivate Codes
Color-coding Transactions and Quick Ledger
Dunning Messages for Statements
Statement Management
Cycle Billing
Rules-based Collection Assignments
Actionable Collection Work List
Task or Date-driven Collection Workflow
On-demand Collection Letters
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Insurance Groupings for Reporting and Analysis
Automatic Recalculation of Patient Remainder Balance
Automatic Small Balance Write-off
Remittance Tracking for Secondary Claims
Integrated Electronic Eligibility Checking
Missed Copay Tracking
Unprocessed Transactions (Holding Tank)
Aging View in Transaction Entry
CCI/LMRP Claim Edits
Claim Level Response Reporting
Timely Filing Letters
Custom Claim Edits
2.

General Functionality (User Friendliness) (GUI interface)

Set Default Data Fields
Customizable Tool Bar
Option to Display Subtotals
Customized Data Screens
Warn on Duplicate Patient
Auto data Entry
Streamlined Transaction Entry
Field Data Checking
Patient Flagging
Show Remainder When Applying Payments
Apply to Oldest When Applying Payments
Select Multiple Claims to Print or Reprint
Enter Payments Directly from Office Hours Pro
Sort Columns by Clicking on Column Heading
Access Patient Information on Insurance Screens
Manage Claims from Quick Ledger & Transaction Entry
Print Quick Receipt Directly from Office Hours Pro
One-click to Change Responsibility for Transactions
Streamlined Quick Ledger View
Statement Conversion Wizard
Rules-based Work list for Daily Office Tasks
Copy, Edit and Add New Case Directly from Office Hours Pro
Reschedule Status in Office Hours Pro
Audit Generator with Chart Number Filtering
3.

Management Reporting

Custom Report Designer
Enhanced Filtering Options
Facility Report
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Quick Receipt and Quick Statement
Patient Collections Reports
Insurance Collections Reports
Unapplied Copayment Report
Facility Filter Added to Reports
Advanced Reporting Module-based on Crystal Reports
View and Print All Future Appointments for Patients
New Remainder Statement
Standard Crystal Reports
E port to Microsoft E xcel
Standard Patient by Insurance Report
Standard Patient by Diagnosis Report
Standard Patient by Procedure Report
Case Billing Code Filter on Standard Reports
4.

System Maintenance and Special Features

Office Messenger
Multimedia File Storage
Online Updates
Encoder Pro
Integrates with Microsoft E xcel
Interfaces with EMR packages
Interfaces with Lab Systems
Seamless Integration for e-Prescribing
Patient Archiving
Workflow Administrator
Data Collaboration
Standard Integrated Word Processor (Final Draft)
Standard Chart Number Change Utility
HL7 Interface
5. System Security/HIPAA
5 Levels of Permissions and Security
Print Permissions Grid
Auto Log-off
Warn on Unapproved Codes
Unique Identifier Fields
Security Permissions on Reports
ANSI Standard Electronic Claims
HIPAA Security Ready
Rules-based Password Management
User Access History Reporting
Multi-leveled Trigger Management
Global Security
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Hospital Medical Billing System Attributes (Facilities)

Hospital or facility software is generally much more
complex than the non-facility PPM. This is due in
part, because there are more specialty specific
departments that make up a hospital system, as
well as, the size and needs those departments.
Therefore, diversified facility services, requires
multiple software applications. Hospitals generally have one software
application for registration, e.g., scheduling, housing patient demographics
and insurance data. Billing and collection functions may or may not be a
part of the registration system package. There may be separate systems for
surgery, radiology, pathology, pharmacy, the various therapies and home
health care data.

However, all systems are generally integrated by way of

the MPI for economies of scale and efficiency.

Therefore, the hospital

registration process only has to happen once for each patient. Each of the
other department applications may access that demographic information
from the MPI.
Today, many integrated hospital delivery systems also have proprietary
systems that they have either developed internally, or have customize using
multiple vendor products. So it is best that all hospital personnel, including
the coders, billers and other Reimbursement Specialist learn “general
system” features, stay flexible in their learning of systems, because in their
healthcare careers they will encounter a myriad of system application
combinations.
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GROUPERS:
DRG and APC Groupers
Since hospitals are reimbursed primarily by inpatient perspective payment
systems (IPPS) under diagnostic related groups (DRG) and outpatient
perspective payment systems (OPPS) under ambulatory payment
classifications (APC), the hospital coder and biller uses software coding
applications called “GROUPERS”.

Inpatient DRG Grouper
As we have learned, inpatient services are paid under the diagnostic related
groups (DRG) by Medicare and many other payers. When the coders code
specific diagnoses and procedures, the service in put into one of over 500
DRG inpatient categories which have an assigned relative value and fee
attached.

The DRG Grouper assists the coding in choosing the most

appropriate DRG and pricing options based on the following inputs:
1. Age and gender
2. Principal diagnosis
3. Comorbidities or complications
4. Procedure Codes
5. Discharge Status Code
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Outpatient APC Grouper
Outpatient services are reimbursed by Medicare and other payers using
APCs. The APC coding system is a very complex systems and coding cannot
be done with ease without grouper assistance.

The APC Grouper directs the

coder and billers as to what Medicare or an insurance company is going to
allow to be billed separately, or what is bundled together into the APC group
code.
With the APCs, the individual procedure (CPT) and HCPCS (Level II) codes
are entered along with the primary and secondary diagnoses. The APC
grouper contains an outpatient Code Editor (OCE) to which is the
“engine” of the grouper that contains all of the rules (NCCI, medical
necessity, global periods, and all other coding rules) to guide in the
accuracy, completeness, and consistency of coding.
The key to optimal coding and billing using the Groupers is in the
maintenance of the groupers. The Groupers need to be current using the
updates provided by the grouper vendor so that the code sets and rules
processing (scrubbing) the claims are current and therefore, processed
correctly.
Encoders and Grouper software, help to make the coders’, billers’ and
reimbursement specialists’ jobs easier, more productive and fun!
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Information Technology
The information technology, i.e., hardware, peripherals, networks and
related systems, are as important as the medical software that we work
with. It is the foundation of our computer systems’ infrastructure.
Therefore, we will touch on a few basic terms and concepts in this final
section of this chapter to allow you to become familiar with the language of
systems.
Health information management “systems” (HIMS) are a vital part of our
healthcare systems today. The HIMS and IT departments work closely
together to support and optimize functionality of systems. With the changing
healthcare environment and cost containment, quality infrastructure and
systems has become critical to a medical facilities productivity, financial
health and overall survival. Here are two examples:


Independent Physicians, groups of physicians, hospitals or groups of
hospitals will integrate with their “Kind” of facility to gain a critical
mass for purchasing and contracting and create an economies-of-scale
for cost savings, and also to acquire expensive technologies, which
may include sophisticated practice management systems, electronic
health records, ambulatory surgery centers, high-tech ancillary
services and so on.



Integrated Delivery Systems composed of hospitals, physician groups,
and a myriad of ancillary health services are created due to market
forces that want “one-stop-shopping”, payers, who want costeffectiveness, and providers who want financial viability. They come
together to create purchasing clout to acquire technology that requires
larger networks to make such purchases financially feasible.
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The major beneficiary of integration and purchasing power for the providers
of health services is the patient. Physician groups, hospitals, and ancillary
services integrate by contracting (loose network model) or through
corporate acquisitions (ownership model) to deliver the entire continuum of
care using state-of-the-art technologies and systems to improve not only
cost, but also quality and access across the continuum of care:

Regardless of where you work within the continuum of care, HIMS and IT are
a critical part of the system. Documentation regulations must be met in all
areas of care for both good patient care, but also to meet compliance
requirements. Information technology (IT) hardware must “fit” the
organization, and information systems (IS) must provide the appropriate
applications to optimize communications and workflow processes.
System hardware has three infrastructure models, i.e., the
– Local Area Networks
– Wide Area Networks
– Wireless Networks
See: Typical LAN model illustration: Meyer & Meyer Smartdraw 2010
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As a medical professional working with health information management
systems (HIMS), you will be working with many technical professionals who
will use the language of networks. It is important that you understand the
network components at the basic level, as it may impact your department,
productivity and performance. For example, if the radiology application for
mammography result notification system is not interfacing and working
correctly with the HIMS transcription software and department, women may
not be getting their mammography result letters. This is a production
problem, but also a serious liability problem. Although it is the IS
professionals who will fix the technical issues, the HIM professionals must be
able to communication the problems and help get them resolved.
The main components of a LAN system that may be discussed on the job in
the medical administrative team environment are:
Main Server: There is generally more than one main server in facilities
today. In fact, in a larger healthcare environment, there may be dozens of
servers each dedicated to different tasks and applications. There may be a
server dedicated to clinical services, one for financial services, and several
for ancillary services. Application programs are generally kept on the main
server, which allows for shared use, speed, and updates.
Secure Server: There are secure servers that are protected remotely from
the outside access for sensitive data. The HIMS department deals with
sensitive data, i.e., private health information (PHI), which must be kept on
a secure server. A secure server uses Hypertext Transfer Protocol Secure
(HTTPS) is a combination of the Hypertext Transfer Protocol and a network
security protocol. You may know this as HTTP, and TCP/IP security
protocols. This is critically important for protecting sensitive information.
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RAID: This stands for Redundant Array of Independent Disks. It is more
than just a backup system, but rather it generally mirrors the main servers’
harddrives and allows the organization to continue to do business as usual
should a server crash or fail in some way. RAID systems have various
designs. Ethernet Switch: This is a critical component of a LAN system. This
device connects workstations (clients) to servers. If there are not enough
switch portals, your system can’t grow. If switch capacity is not adequate,
your system is slow. Switches are important optimize data transmission and
speed. You may hear the information technology (IT) specialist talk about
network switches that support 10/100 Mbit/s (where speed is not required),
or 10/100/1000 Mbit/s (high speed) switches. Both types of Ethernet
switches meet necessary IT standards, i.e., the 10/100 Mbit/s on smaller
network segments, or 10/100/1000 Mbit/s for larger switches. Finally, in
today's high speed world, there are also 10 Gigabit ports for very large
network segments. Router: These devices join multiple wired or wireless
networks together. In today’s healthcare environment, wireless routers are
used on nursing stations and many other clinical areas that allow the
clinician to go from patient to patient and document right into the patient
EHR.
Modems: This device may in internal or external. It comes from the words
modulator and demodulator. If it is transmits and receives signals in the
form of digital data over a communications lines, such as telecommunication
lines or cable.
Peripherals: These devices are everything outside the main network, i.e.,
storage devices, client workstations, keyboards, printers, scanners, a mouse
and so on.
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Work Stations: Are the desktop computers used by the end-user
(workers). They may be PC Tower desktops, simple client computers, which
run off of a server, or laptops.
Backup Devices: These may be tap backup for large volumes of data, offsite backup through a T-1 (high speed) line, or CD backups that rotate.

Connectivity: WAN & Wireless
Connectivity is how the IT/IS professionals design systems communications
between the various fractions of the systems’ LAN/WAN and wireless
networks. In other words, how one computer or system talks to another
computer or system. See: WAN/Wireless Illustration: Meyer & Meyer,
Smartdraw, 2010

Some of the core types of connectivity are:
1) analog over the over the phone, which has the least capacity and
speed, but may be the connectivity choice for example, for faxing
transcription reports directly from the radiology server to the individual
clinics;
2) T-1 over the phone, is high speed, and more capacity that may be
used to connect clinics with multiple locations that need speed, and
also for image transfer, such as digital radiographs;
3) A 10 Base T connection has enough capacity to connect 12 or more
computers connected directly to a hub or concentrator;
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4) ATM is an Asynchronous Transfer Mode. This network technology is
based on transferring data in cells or packets of a fixed size. This may
be used to transmit data to the Federal or State under mandatory
reporting requirements.
Whatever the connectivity, the HIM professionals role is to accurately
describe the needs of the department and job so that the IT professionals
may create the best network configuration for optimum performance all staff
within the medical facility both clinical and administrative.
If you were running a HIM department and you are not getting your data, it
may be a connectivity issue. Connectivity is equally important as the
network configuration. Depending on what the core system is connecting to,
where is it connecting and how much and what type of data it is
transmitting, is what type connectivity will be used. If you are transmitting
transcription data, or large volumes of claim data you may not need T-1 high
speed lines with fiber-optic cable. However, if you are transmitting
radiological images, you definitely will need high speed and capacity to
transmit the images.
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Wireless Networks
With the implementation of EMR and CPOE, using wireless networks
has become common in healthcare today. However, there are pros
and cons that healthcare professionals must be aware of. With
wireless a pros is that it is ideal for clinicians and hospital nursing
stations for real time documentation and efficiency. However, the
cons are a myriad of new challenge for data security to maintain
HIPAA compliance and system security. With wireless networks, there
is a potential for Electronic Health Record key security and privacy
breaches, which may include:
-- Hacking or Unauthorized Electronic Monitoring
-- Misuse of Systems (internal or external)
-- Theft of intellectual property
-- Government or corporate intrusion into private health
care matters
-- Extortion (holding medical information hostage or using
it as blackmail)
This is being addressed by IT and HIMS professionals by using secure
computer servers and system peripherals, i.e., their “Routers”, Switches”,
“Firewalls” and other access security controls
-- Core Switch Security
-- Secure Access Control Server
-- Unified Wireless Network
-- Secure Wireless Access Points
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Healthcare Applications
We have discussed the physician practice management system (PPMS).
However, there are many more HIM software applications that are being
used today that may be constructed to work from one shared database
(often seen in clinics), or more often in larger facilities with multiple sites,
departments and numerous applications, there are designed to work with
multiple databases using software “interfaces” to connect the various
application programs and data sources. See HL7 Application Integration:
Source: Meyer & Meyer Smartdraw 2010.
Just a few examples of applications used in HIMS are 1) Electronic Health
Record (EHR) for clinical management, 2) Laboratory: with order entry and
results reporting, 3) Radiology with order entry, information management
and archive system, 4) Financial: Medical coding, billing, collections and
insurance reimbursement (collection module) and A/R management system,
5) The report writer application which utilizes the data warehouse (DW) and
decision support system (DSS), and other network applications that utilize
VPN Portals, i.e., Virtual Private Networks, which allow both the patients and
the physicians or clinics to access select areas on a server and then through
a secure portal retrieve select password protected information that only
relates to them, such as a patient account, or physician reports on their
patients only.
Application Integration: Medical facilities today use many software
applications to get jobs done. This is because applications are complex and
no one software product can do it all. In addition, many larger facilities, like
a hospital, or multi-facility medical group will also have multiple databases
where they house information. They also will have a “relational” data
warehouse where they store data from the other databases, linking the data
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through a common “key”, often a unique account number or encounter
number to do organizational reporting. The many applications used by the
health center must access the database for input/output. However, to do
this requires the IS professionals to literally build a software interface for
each application to access the databases.
Example Interface: A billing software module will need access to the
patient demographic data and the financial database. An interface will
be designed to allow data flow in and out related to the tasks that
need to be achieved between demographics and finance; whereas, the
EHR does not generally need to be interfaced with the financial
database.
Example Reporting: If Administration wants to know how much they
are getting reimbursed (financial database) for inpatients over 55
(demographic database), with select clinical treatments (clinical
database)…no problem. They will access the data warehouse, and pull
the field items needed using the “Relational Report Writer” software
and the information may then be provided by report in one
spreadsheet or document!

Opportunity
Medical billers, coders and information specialists have a vast knowledge
base of medical administrative data. Because of this, many experienced
coder/biller/HIM professionals become financial analysts, CDM Managers,
APC or DRG Reimbursement Coordinators, Managed Care Contractors,
Quality Assurance Specialists and other Compliance Specialists.
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Practice Prep

1.

The foundation of a healthcare organization is their computer
system(s) or ____________________.

2. The ______________ is a good place for any new reimbursement
specialist to start in their learning process of medical billing and
financial software systems.
3. There are organizations that must do both physician (CMS 1500)
billing and Facility (UB-04) billing. True/False
4. The system features that allows for one time registration of a patient
and access to that information from any site is known as the:
a. Enterprise-wide feature
b. Master Patient Index feature
c. Both A and B
d. Neither A or B
5. The insurance and eligibility features of a PPM should support should
also be able to support __________________interface for inquiry into
patient's insurance eligibility and authorizations.
6. The appointment scheduling module supports all of the following
except:
a. Both schedule of providers and resources

Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 237 of 397

b. The ability to automatically find the next available appointment
slot for a patient
c. Front-end collections of outstanding bills at the time of service
d. All of the above
7. During billing, the system should not allow claim edits without having
to write the claim off and re-bill it. True/False
8. Patient’s often will have multiple services on one date of service.
Therefore, the system needs to be able to assign and maintain a
unique ________________ for each individual claim.

9. As part of cash controls, when a patient pays their bill they should be
presented with a _______________ on demand.
10.

As part of cash controls, there should be a

_______________________________ for all posted items of daily
cash receipts.
11.

Multiple patients listed in one explanation of benefits (EOB) is

referred to as a “bulk” remittance. True/False
12.

A code assigned to an account to identify its age or status would

be known as a:
a. Aging code
b. Account status code
c. Insurance code
d. None of the above
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13.

Standard reports are generally programmed by the software

vendors whereas, ___________________ are written by the user as
needed using a report writer.
14.

The PPM system should be able to produce standard,

__________________, _________________, _______________.
15.

Any software vendor of a PPM should provide a contractual

guaranteed to ensure HIPAA compliance updates. True/False
16.

A “user friendly” Windows-based computer system application

that uses icons and graphics is known as a _________________.
17.

The standards for integrated computer system applications in

healthcare today is known as:
a. EDI
b. HL7 (Health Level 7)
c. Both A and B
d. Neither A or B
18.

Today, wherever the Reimbursement Specialists may work, the

organizations will either have an EHR, or will be most likely planning
an implementation for an EHR in the future? True/False
19.

PPM software that facilitates error reduction on the front-end

prior to submitting medical claims is known as a _________________.
20.

The engine of the APC Grouper where all of the code rules are

located is known as the __________________________________.

Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 239 of 397

Practice Prep: Answers
1. Infrastructure
2. practice management (PPM)
3. True. Physicians who own a surgery center will bill using the CMS
1500 for Medicare and the UB04 form for most other insurances
because the surgery center is consider a facility. Hospitals do
inpatient and outpatient billing on the UB04, but also use CMS 1500
for professional claims that they may bill, such as an outpatient
freestanding radiology center, or their employed hosptialists.
4. C.

Both A and B

5. EDI (Electronic Data Interchange)
6. D.

All of the above

7. False. This would be very labor intensive and slow down rebilling of
claims.
8. claim identification number
9. cash receipt
10.

Batch Control number

11.

True

12.

B.

13.

Ad Hoc

14.

Scheduling, Utilization and AR Reports.

15.

True

16.

A GUI interface

17.

B. HL7 (Health Level 7)

18.

True, according to the annual surveys performed by the Medical

Account status code

Records Institute (MRI).
19.

Claims Scrubber

20.

outpatient Code Editor (OCE)
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Tier I, Module VI, Chapter 6: Medical Records
Maintenance and Retention
Billing Prep
Protected Health Information (PHI)
Prior to HIPAA, PHI was simply referred to as medical records.
Policy guidelines for medical records management varied
significantly among providers. However, under HIPAA, providers
have specific policy that they are mandated to follow.

The

chapter is intended to give you an introduction to those
guidelines. It does not represent the full extent of HIPAA and
patient privacy legislation that governs PHI.

PHI is defined as any “individually identifiable health information transmitted
or maintained in any form or medium, which is held by a covered entity or
its business associate.” (HIPAA 1996)
Covered entities that must follow the HIPAA mandates for PHI are all health
plans, a health care clearinghouses for the transmittal of PHI through
electronic data interchange (EDI), any other healthcare provider who
transmits any health information in electronic form in connection with a
HIPAA transaction.
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Medical Records Release and Forms Payment Policy
The goal of any medical provider needs to be to strive to maintain the
highest degree of confidentiality when handling patient affairs, whether it is
related to PHR or patient financial records or anything with PHI. To achieve
this, all healthcare organizations today have put policies and training in
placed guided by HIPAA and the many other Federal Statutes and State laws
governing PHI. There are some general topics that relate to all healthcare
workers and a few specific items relating to records maintenance and
retention that are important to those who work within the revenue cycle.
We will discuss those items, as well as, general PHI compliance.
Patient’s Request for Records
When a patient requests their medical records,
or requests a record transfer to another
provider, the original provider should maintain
the original record and transfer only a copy. A
copy of the request needs to be signed by the
patient and witnessed. The request form needs
to be kept in the patient’s chart permanently as
long as the record exists.
Although, the patient has the right to access, the original physical copy of
the medical record is owned by the provider. The patient may be charged a
reasonable fee according to individual State laws for the operational cost and
materials used for the record transfer. Only the patient may request their
own records, unless 1) they have a formal signed document in their file that
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allows another party access, 2) they are the legal guardian of the patient, or
3) they are the parents and legal guardian of a child.
Emancipated Adult
Generally, any person who is a minor, up until age 18 years of age is
considered under the legal guardianship of their parents. However, in
certain cases, a person under the age of 18 may be considered an
emancipated adult and therefore, they would not be under the guardianship
of their parents and their parents would have no rights to their PHI.
The definition of an emancipated adult varies by State laws. Federal law
defines emancipated as:
1. A minor who has enlisted in the military with parental consent
2. A minor who has married with parental consent
3. A court order from a judge relinquishing the parents rights as
guardians
4. A person who is 18 years or older
Other State laws may include:
5. A minor that supports themselves and no longer lives with their
parents
6. A minor who is a parent and is raising their own child
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Insurance Company’s Request for Records
If a patient has signed the authorization to “release records for the purpose
processing their medical claims by their insurance company” and a request is
made, the reimbursement specialist may send the records. However, they
may only send the records for the specific date of service under review by
the insurance company.

The provider may charge a reasonable free for this

service, if their payer contract does not prohibit such a fee. However, the
provider may not withhold records for nonpayment of the fee.

HIPAA Standard: No employee shall release medical records to any
individual without a written authorization from the patient, their legal
guardian, or a court order or subpoena, unless otherwise mandated by
Federal law.
HIPAA Compliant Record Procedures:
 In compliance with HIPAA, all requests for medical records made by
non-medical personnel (for non-TPO, e.g., non-Treatment, nonPayment or non-Operations) should be accompanied by a written
HIPAA Compliant authorization from the patient or legal guardian. If
the patient has not provided a written request, the employee will mail
the appropriate release form to the patient. See official HIPAA
compliant record release form, Illustration 1: HIPAA Compliant
Record Release (Authorization Form): Source: Meyer & Meyer,
Adaptation of Requirements (HIPAA 04/14/03)
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~AUTHORIZATION FOR ACCESS BY PATIENT OR
DISCLOSURE OF PROTECTED HEALTH INFORMATION (PHI) ~
Patient Name:_______________________________

Medical Record #:_____________________________

Date of Birth:_______________________________

Social Security #:_____________________________

I hereby authorize the use or disclosure of the Protected Health Information described below to be provided to or
obtained by the following:

Name/Address of Facility to Disclose PHI

Name of Individual/Facility/Company to

Receive PHI__________________________________________________________________________________
Address:

ddress:

__________________________________________

_____________________________________________

Information authorized for use or disclosure, or to be obtained:


All medical information concerning this patient.__________________________________________________



Medical information of this patient compiled between____________________ to________________________



Only:____________________________________________________________________________________
Dates of Treatment, if known:______________________________________________________________

The information will be obtained, used, or disclosed for the following purpose(s) only:
 Insurance

 Continued treatment

 Legal

 At the request of the patient or patient’s representative

 Other (specify) _____________________________________________________________________________

I understand:
I may revoke this authorization at any time, in writing, except revocation will not apply to information already
used or disclosed in response to this authorization. I may revoke this document by presenting my written revocation
as provided in the Notice of Privacy Practices. Unless revoked or otherwise indicated, the automatic expiration date
will be one year from the date of signature or upon occurrence of the following
event:________________________________________________________________________________________.
I release the entities listed above, their agents and employees from any liability in connection with the use or
disclosure of the protected health information covered by this authorization. The entity authorized to disclose the
information will not be compensated by the recipient for the disclosure, except for the cost of copying and mailing
as authorized by law.
Information used, or disclosed pursuant to this authorization may be subject to redisclosure by the recipient and no
longer protected by federal law. However, the recipient may be prohibited from disclosing substance abuse
information under the Federal Substance Abuse Confidentiality Requirements.
I have the right to inspect the health information to be released and I may refuse to sign this authorization.
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Unless the purpose of this authorization is to determine payment of a claim for benefits, the requesting entity will
not condition the provision of treatment or payment for my care on my signing this authorization.

I understand that my medical information may indicate that I have a communicable or venereal disease
which may include, but is not limited to, diseases such as hepatitis, syphilis, gonorrhea or the human
immunodeficiency virus, also known as Acquired Immune Deficiency Syndrome (AIDS). I further
understand that my medical information may indicate that I have or have been treated for psychological or
psychiatric conditions or substance abuse.
_____________________________________________

________________________________________

Signature of Patient or Legal Representative
_____________________________________________
Description of Legal Representative’s Authority

Date
________________________________________
Expiration Date of Authorization

NOTICE OF RIGHTS: Information in your medical record that you have or may have a communicable or venereal
disease is made confidential bylaw and cannot be disclosed without your permission except in limited circumstances
including disclosure to persons who have had risk exposures, disclosure pursuant to an order of the court or the
Department of Health, disclosure among health care providers or disclosure for statistical or epidemiological
purposes. When such information is disclosed, it cannot contain information from which you could be identified
unless disclosure of that identifying information is authorized by you, by an order of the court or the Department of
Health or by law. 04/14/03

_________________________________________________________
Written requests should be forwarded to the appropriate medical records
clerk or appointment secretary for processing. The reimbursement specialist
should advise on what fees may be charged for PHR in order to cover
operational costs as allowed by the individual State laws and by this policy.
The records clerk will verify that an appropriate authorization has been
provided. If there is a question regarding the validity of the request, the
employee should bring the issue to a manager’s attention.
The clerk should gather and copy from the PHR only the information
specifically identified as part of the written release. Information that is not
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requested specifically in the release form, per HIPAA guidelines, should not
be copied and released.



If a patient is under a legal guardian, documentation should be
requested and maintained in the patient chart.



A Medical Records Invoice for Patients requesting the records will be
prepared for all record requests according to the policy below, which is
a typical medical records release FEE policy. Policies will vary among
provider organizations. See “Sample” policies in Boxes 1 and 2:
Source: Meyer & Meyer
Box 1 and 2: Sample Fee Policies

 Fee Policy for Patient Requested Medical Records:
1. The first set of records requested less than 10 pages are courtesy, no charge.
2. Additional requests will be an $18 retrieval fee and 0.30 cents per page.
3. Patient requested forms to be filled out for personal reasons, not related to the
patient’s regular health insurance is $25 for 1-2 pages, and $5 for each
additional page over 2 pages.
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 Fees for Attorney Requested and Special Requests for Medical Records:
1. There is an $18 retrieval fee and 0.30 cents per page.
2. Attorneys or insurance adjusters, including worker’s compensation requested forms will be charged
$50 for research and labor per 2 pages form and $10 for each additional page over 2 pages.
3. Forms you may charge for the provider to fill out:
a. Forms not related to insurance claims processing, i.e.,
a. Personal patient requests such as
i. Personal Life Insurance
ii. Personal Disability Policies, unrelated to Medicare Disability
iii. Personal Accident/Injury Legal Reports
iv. Personal Worker’s Comp Legal Reports unrelated to insurance payment,
medical necessity.
v. Personal Forms for Special Services, such as
1. Handicap parking
2. Work requests
3. Other personal forms requests.
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A Medical Records Invoice should be prepared for all patient records
requested by insurance carriers and attorneys. Generally, there is
no invoice prepared for record requests made by the patient’s
current health insurance carrier(s).

However, non-health

insurance such as life, disability or other policies may be charge a
fee to cover the cost of the records, time and labor.



Once the invoice has been prepared, it generally is sent to the
person making the request. A copy of the invoice will be
maintained by the medical records clerk or appointment secretary
until payment has been received.



Payments must be recorded on the Daily Transmittal Form or in the
computer under the appropriate account code.



The medical record will be sent within 48 hours of receiving the
invoiced payment. See Illustration 3: Invoice for Records and
Forms Release: Source Meyer & Meyer
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~XYZ Pediatric Clinic~
Corporate Offices
555 Pediatric Lane
Pediaville, PA 11111

INVOICE
CONFIDENTIAL RECORDS AND FORMS RELEASE
Date of Release:_______________________________________
Patient Name: ________________________________________
Patient DOB/SSN: ______________________________________
Form Type: ___________________________________________
Released To: __________________________________________
(Name)
__________________________________________
(Address)
Form Fee (10 or more Pages):

$18.00_____

Add’l Pages#_________x $0.30_=

$__________

Special Form Fees:

$__________

Postage/Fedex/UPS (if applicable):

$__________

Total Amount Due:

$ __________

Please make check payable to XYZ Pediatric Clinic
Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 250 of 397

Again, although record policy will vary slightly per provider or facility,
HIPAA has standardized much of the process for providers. All providers
must now present a physical patient privacy policy to the patient, or in
the if it is a pediatric practice or facility, to the parents or legal guardian.
Many providers are also posting these policies on their websites. See
Illustration 3: Notice of Privacy Practices Policy (NPP): Source:
(HIPAA 1996) Written by Meyer & Meyer
Illustration 3: Notice of Privacy Practices Policy

________________________________________________

~XYZ Pediatric Clinic~
Health Information
Notice of Privacy Practices Policy
This policy describes how medical information about your child may
be used and disclosed and how you can get access to this
information. Please review it carefully. If you have any questions
about this Policy, please do not hesitate to ask us. This policy is
effective April 13, 2003.
Notice of Privacy Practices (NPP) Policy
On your child’s first office visit after 4/13/03 you will be offered the
opportunity to review this policy. At that time, you will be asked to sign a
consent and authorization form stating that you have had the opportunity to
review these policies and that you agree with them.
Confidentiality Policy
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All employees, staff, contractors, and agents of our practice will have
access to your child’s complete medical record and protected health
information. All employees, staff, contractors, and agents of our practice are
trained to respect the health care information of the patients of our practice.
They are required to treat all medical, personal, and financial information as
confidential.
All employees, staff, contractors, and agents of our practice will
receive confidentiality training and sign confidentiality agreements annually.
Any person who breaches this trust will be disciplined and risks immediate
termination.
Incidental Disclosure Policy
Incidental uses and disclosures are defined by HHS as disclosures that:
(1) cannot be reasonably prevented; (2) are limited in nature; and (3) occur
as a by-product of an otherwise permissible use or disclosure.
Examples of incidental disclosures are:
1. When a patient or other person happens to see individually
identifiable health information of other patient’s on sign-in sheets,
on patient charts, on computer screens or other place within the
doctor’s office.
2. When a doctor’s office staff calls out a patient’s name in a waiting
room.
3. When doctors confer in public areas.
4. When a doctor confers with a patient in his/her office.
This office will make certain that reasonable safeguards are in place to
minimize such disclosures, and, where applicable, the minimum necessary
standard has been implemented. Authorization Form Policy
Protected health information (PHI) will only be released from our practice
with a properly executed authorization from the patient’s parents or his/her
personal representative, except for treatment, payment, or health care
operations (TPO) and as otherwise required by law.
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Examples of some instances in which we are required to disclose your child’s
PHI include:
Public health activities; information regarding victims of abuse,
neglect, or domestic violence; health oversight activities; judicial and
administrative proceedings; law enforcement purposes; organ donations
purposes; research purposes under certain circumstances; national security
and intelligence; correctional institutions.
Minimum Necessary Disclosure Policy
All uses, disclosures of, or requests for protected health information
(PHI) will be limited to the minimum amount necessary to accomplish the
stated purpose. Professional judgment will determine the amount of
information to be released. The minimum necessary standard is not intended
to impede the provision of quality health care.
Disclosures of PHI between providers for treatment, payment and
health care operations, or pursuant to an authorization without complying
with this requirement are exempt from the minimum necessary rule.
Accounting of Non-Authorized Disclosures Policy
Protected health information (PHI) may be disclosed without parent
authorization (“non-authorized”) in certain circumstances. These include but
are not limited to:
Public health authority,
The FDA
The medical examiner or coroner after a patient has died
Worker’s Compensation
As authorized by state or federal law
This practice is not required to account for disclosures made: to the
individual to which the information pertains, for treatment, payment or
health care operations, when authorization is given, to person’s involved in
the patient’s care, for national security or intelligence, to correctional
institutions or law enforcement officials, as part of a limited data set or that
occurred prior to April 14, 2003.
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A patient may request, in writing, an accounting of any non-authorized
disclosures of his PHI. The patient is allowed one accounting per year at no
charge. If a patient requests frequent disclosures, this practice may charge
for this service, provided we have informed you of the approximate charge in
advance and you have agreed to it.
Patient Access to the Medical Record Policy
Parents have the right to inspect and receive copies of their child’s
medical records. This practice may charge for the copying of the record, as
well as supplies, labor, and postage, and parents will be notified of this cost
in advance.
This practice has the right to deny a patient’s parents request to
inspect and copy their medical record. This denial will be in writing and
explain why the request has been denied.
The parents can appeal the denial and have the right to request review
by another licensed health professional designated by the practice and who
was not a part of the original decision to deny.
Medical Record Amendment Policy
Any parent may request that his/her child’s medical recorded be
changed, corrected, or amended. This request must be in writing and must
include the reason for the desired change, amendment, or correction.
This practice may accept or deny this request and will inform the
patient’s parent(s) in writing of the decision within 60 days. One 30-day
extension is permitted if the parent(s) is notified of the reason for the delay.
If the request is denied, you sent a written reason for denying the request.
The parent(s) may file a written rebuttal to the denial.
Right to Confidential Communications Policy
Parents may request to receive confidential communications of their
protected health information (PHI). Requests must be in writing.
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A parent may request that communications from the practice be sent
to an alternate location or by an alternate means. XYZ CLINIC will
accommodate reasonable requests for such confidential communications.
Restriction of Use or Disclosure of Protected Health Information
(PHI) Policy
A patient has the right to REQUEST that the use and disclosure of his
protected health information (PHI) be restricted for treatment, payment, and
health care operations (TPO), as well as restricting disclosure to certain
people, such as family members. THIS PRACTICE DOES NOT HAVE TO
AGREE TO SUCH REQUESTS. The restriction request must be in writing, be
specific as to what information is covered by the request, whether it covers
use, disclosure, or both, and to whom these limitations apply. If this practice
agrees to the request, it will honor the request except when overriding laws
or emergencies apply.
The agreement to restrict health information use and/or disclosure of
treatment, payment, or health care operations may be terminated at any
time, in writing, by the patient, or by the practice for health information
created or received after the date of the notice.
Privacy Complaint Policy
Parents have a right to file a formal complaint if they feel we have not
adequately protected their privacy. This complaint must be submitted in
writing to XYZ Medical Director, M.D., Compliance and Privacy Officer, or may
be submitted directly to the U.S. Department of Health and Human Services
Secretary. The complaint must be submitted within 180 days of the event of
concern.
Modification Policy
XYZ CLINIC may change or amend these policies from time to time as
needed or to comply with appropriate laws and regulations.

~End of Policy~

Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 255 of 397

Records Retention
Healthcare is very “paper-intensive”.
Organizations should have policies in
place on how long they need to retain
their all of the various types of patient
records within the organization. This
includes policies not just for paper
records, but also for storage and retention of electronic records as well.
Business is also “paper-intensive”. Therefore, record retention policies need
to include all other financial and employee records as well.
Record retention policies help the organization on several levels. It guides
the employees and helps to “bring information storage under control”.
Storing records can be expensive. Therefore, the organization is served best
have policies and processes in place, based on Federal and State laws. It is
important to note that there are Federal Statutes that must be adhered to,
however, there are also State laws that may extend the record retention
requirements.

Therefore, both sets of laws need to be taken into

consideration.

However, the health information manager should follow the

stricter of the two laws. In addition, the malpractice carrier through which
the provider or facility has liability coverage may also have requirements of
their own that provider and facility need to be aware of in order to keep in
compliance with their malpractice insurance.
Chart 1: Illustrates the types of records within the healthcare organization
and an example retention period. It is important to note that this is only an
example schedule and that the schedule may vary according to individual
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State laws. See Chart 1: Example Records Retention Schedule: Source:
Meyer & Meyer from multiple Federal and State Laws cited

Example Only Records Retention Schedule
Description of Records
Accident Reports and claims (settled cases)
Accountants Audit Reports

Retention Period
7 years
Permanenetly

Accounts payable ledgers and records

7 years

Accounts receivalbe ledgers and records

7 years

Bank reconciliations

1 year

Checks (cancelled: ex. Patient refunds)

7 years

Duplicate deposit slips

1 year

Employee personnel records after termination

7 years

Employement applications

3 years

Financial Statements (Year end), Monthly (optional)

Permanenetly

Internal audits (financial, coding, other)

3 years

Invoices to customers
Medical Correspondence (to patients, to referrers
about patients, etc.)

7 years

Patient Charts – Alternative (adults)
Patient Charts - Alternative (minors)
Payroll records
Tax returns

Permanently with chart
Ten (10) years after the
most recent encounter
Age of majority plus
statute of limitations
7 years
Permanenetly

Chart 1: Example Records Retention Schedule
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Laws that Govern Record Retention
The specific laws that govern record retention requirements include, but are
not limited to those we’ve listed below as examples of the many laws.
Again, these laws will vary by State; they will be impacted by the
malpractice carrier of the providers and facilities and by the individual
organization’s policy.
 HIPAA: For example, under the privacy regulation, documents
relating to PHI uses, disclosures, authorization forms, patient requests
for a record amendment, patient complaint records, and even the
business associate agreements must be maintained for 6 years. Also,
under HIPAA, if a patient dies, records must be kept for a minimum of
two years. (See HIPAA, Public Law 104-191).

 Department of Health and Human Services (DHHS) Federal
Statutes:
o Hospitals and other healthcare
providers must maintain both
medical records and billing
records for Medicare (Title XVIII),
Medicaid (Title XIX), and Maternal
and Child Health (Title V) for 6
years. (DHHS: 42 CFR Part 1003).
o Hospitals that participate in Medicare must keep medical records
on each inpatient and outpatient, records of radiologic service,
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nuclear medicine including records for the receipt and disposition
of radipaharmaceuticals for 5 years. (42 CFR 482.24, .26, and
.53).
o Psychiatric hospitals must maintain special records including
development of assessment/diagnostic data, treatment plan,
record progress, discharge planning, and discharge summary for
5 years.
o Facilities certified as comprehensive outpatient rehabilitation
facilities (CORFs) under the Medicare program must maintain
clinical records to justify the diagnosis and treatment plan. These
must be maintained for 5 years after the patient is discharged.
(452 CFR 485.60).
o Rural Health clinics that qualify for Medicare and Medicaid
reimbursement must maintain medical records for at least six
years from the date of the last entry. This retention period is
longer in some states because they have a specific statute.
 Medicare states that all hospitals must retain medical records in their
original or legally produced form for a period of 5 years. (Medicare
Conditions of Participation, section 42 CFR 482.24 (b))
 Legal Statute of limitation: The time period allowed for suing should
be taken into consideration in the record retention policy.
 Fair Labor Standards Act, (29 CFR 516.2-516.6 and 516.11-29).
Overseen by the Department of Labor for payroll record retention laws.
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 Occupations Safety and Health Administration (OSHA):
Mandates that employers keep all employee medical and related
records for anyone who has been exposed to toxic substances and
harmful agents on the job for 30 years.
 Internal Revenue Service (IRS): Facilities should keep copies of
employment tax records (Social Security documents) for a minimum of
four years. However, many Certified Public Accountants will
recommend seven years. (26 CFR 31.6001).
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Practice Prep
1. Patients have the right to access or have copies of their records, but the
original physical record is owned by the provider. True/False
2. A “reasonable” fee for medical records may be charged to the patient in
accordance to:
a. Federal Laws
b. State Laws
c. Provider Policy
d. Both B and C
3. A provider may charge an insurance company for records, but they may
not “hold” those records for non-payment of the fee. True/False
4. The release of PHI is acceptable in all of the following situations, except:
a. There is a legal subpoena
b. The request is related to TPO
c. The request is from the FDA
d. The spouse of the patient
5. Only the specific medical records should be release for the specific dates
and information requested by the patient or legal guardian, unless the
official record request states to release “All Records”. True/False
6. All providers must present their patients with the
______________________________, and some are also posting this
notice on their websites.
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7. Laws that govern medical record retention include all of the following,
except:
a. DHHS Federal Statutes
b. Medicare Participating Provider Agreement
c. FLSA
d. HIPAA
8. Documentation of legal guardianship should be requested and maintained
in the patient chart. True/False
9. Parents are the legal guardians of their children and have a right to their
medical records only if the child is not an emancipated adult. An
emancipated adult is defined under Federal Law as the following, EXCEPT:
a. A minor who has enlisted in the military with parental consent
b. A court order from a judge relinquishing the parents rights as
guardians
c. A person who is 18 years or older
d. A minor that supports themselves and no longer lives with their
parents
10.

Under HIPAA’s privacy regulations, PHI and all related documents

must be maintained for:
a. 4years
b. 6 years
c. 10 years
d. 30 years
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Practice Prep
Answers
1. True
2. D. Both B and C
3. True
4. D. The Spouse of the Patient; No, they may not have access to their
spouse’s (the patient) records without written consent from the patient.
5. True
6. Notice of Privacy Practices Policy (NPP)
7. C. FLSA
8. True
9. D. A minor that supports themselves and no longer lives with their
parents. This definition is subject to individual State Laws.
10.

B. 6 years

Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 263 of 397

Appendix A:
CMS 1500 Claim Form Locators (FL);
Required Medical Claim Data

Table of Contents

1. Introduction
2. Date Formatting
3. Patient and Insured Information
4. Provider Service Information
5. Illustration of Completed CMS 1500 Claim Form (8/2005)
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1.

Introduction: CMS 1500 FORM

Medicare has specific requirements for filing claims. Other payers also have
their specific requirements. The medical coder and biller must be familiar
with all carrier requirements that their providers are contracted with so that
they may avoid claim denials.

When a claim form is submitted incomplete

or doesn’t contain the required information in the required formatting, the
insurance company or Medicare will deem the claims unprocessable. Two
things may happen; either the insurance company will mail the unprocessed
claim back to the provider, or they will send a “zero” payment remittance
form or explanation of benefits (EOB) stating the claims is unable to be
processed. See Illustrated CMS 1500 form on the last page of this
Appendix.

2. Date formatting:
Providers and suppliers must report 8-digit dates in all date of birth fields
(items 3, 9b, and 11a), and either 6-digit or 8-digit dates in all other date
fields (items 11b, 12, 14, 16, 18, 19, 24a, and 31).
Providers and suppliers have the option of entering either a 6 or 8-digit date
in items 11b, 14, 16, 18, 19, or 24a. However, if a provider of service or
supplier chooses to enter 8¬digit dates for items 11b, 14, 16, 18, 19, or
24a, he or she must enter 8-digit dates for all these fields. For instance, a
provider of service or supplier will not be permitted to enter 8-digit dates for
items 11b, 14, 16, 18, 19 and a 6-digit date for item 24a. The same applies
to providers of service and suppliers who choose to submit 6-digit dates too.
Items 12 and 31 are exempt from this requirement.

See Chart #1:
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Legend

Description

MM

Month (e.g., December = 12)

DD

Day (e.g., Dec15 = 15)

YY

2 position Year (e.g., 1998 = 98)

CCYY

4 position Year (e.g., 1998 = 1998)

(MM | DD | YY) or (MM | DD | CCYY)

A space must be reported between month,
day, and year (e.g., 12 | 15 | 98 or 12 |
15 | 1998). This space is delineated by a
dotted vertical line on the Form CMS-1500)

(MMDDYY) or (MMDDCCYY)

No space must be reported between
month, day, and year (e.g., 121598 or
12151998). The date must be recorded as
one continuous number.

3. Patient and Insured Information
FORM LOCATOR #1 - Show the type of health insurance coverage
applicable to this claim by checking the appropriate box, e.g., if a Medicare
claim is being filed, check the Medicare box.
FORM LOCATOR #1a -Enter the patient's Medicare Health Insurance Claim
Number (HICN) whether Medicare is the primary or secondary payer. This is
a required field.
FORM LOCATOR #2 -Enter the patient's last name, first name, and middle
initial, if any, as shown on the patient's Medicare card. This is a required
field.
FORM LOCATOR #3 -Enter the patient's 8-digit birth date (MM | DD |
CCYY) and sex.
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FORM LOCATOR #4 -If there is insurance primary to Medicare, either
through the patient's or spouse's employment or any other source; list the
name of the insured here. When the insured and the patient are the same,
enter the word SAME. If Medicare is primary, leave blank.
FORM LOCATOR #5 - Enter the patient's mailing address and telephone
number. On the first line enter the street address; the second line, the city
and state; the third line, the ZIP code and phone number.
FORM LOCATOR #6 -Check the appropriate box for patient's relationship to
insured when item 4 is completed.
FORM LOCATOR #7 -Enter the insured's address and telephone number.
When the address is the same as the patient's, enter the word SAME.
Complete this item only when items 4, 6, and 11 are completed.
FORM LOCATOR #8 -Check the appropriate box for the patient's marital
status and whether employed or a student.
FORM LOCATOR #9 - Enter the last name, first name, and middle initial of
the enrollee in a Medigap policy if it is different from that shown in item 2.
Otherwise, enter the word SAME. If no Medigap benefits are assigned, leave
blank. This field may be used in the future for supplemental insurance
plans.
FORM LOCATOR #9a -Enter the policy and/or group number of the
Medigap insured preceded by MEDIGAP, MG, or MGAP.
FORM LOCATOR #9b -Enter the Medigap insured's 8-digit birth date (MM |
DD | CCYY) and sex.
FORM LOCATOR #9c -Leave blank if a Medigap PayerID is entered in item
9d. Otherwise, enter the claims processing address of the Medigap insurer.
Use an abbreviated street address, two-letter postal code, and ZIP code
copied from the Medigap insured's Medigap identification card.
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FORM LOCATOR #9d -Enter the 9-digit PAYERID number of the Medigap
insurer. If no PAYERID number exists, then enter the Medigap insurance
program or plan name.
FORM LOCATOR #10a through 10c -Check "YES" or "NO" to indicate
whether employment, auto liability, or other accident involvement applies to
one or more of the services described in item 24. Enter the State postal
code. Any item checked "YES" indicates there may be other insurance
primary to Medicare. Identify primary insurance information in item 11.
FORM LOCATOR #10d -Use this item exclusively for Medicaid (MCD)
information. If the patient is entitled to Medicaid, enter the patient's
Medicaid number preceded by MCD.
FORM LOCATOR #11 -THIS ITEM MUST BE COMPLETED, IT IS A REQUIRED
FIELD. BY COMPLETING THIS ITEM, THE PHYSICIAN/SUPPLIER
ACKNOWLEDGES HAVING MADE A GOOD FAITH EFFORT TO DETERMINE
WHETHER MEDICARE IS THE PRIMARY OR SECONDARY PAYER.
FORM LOCATOR #11a - Enter the insured's 8-digit birth date (MM | DD |
CCYY) and sex if different from item 3.
FORM LOCATOR #11b -Enter employer's name, if applicable. If there is a
change in the insured's insurance status, e.g., retired, enter either a 6-digit
(MM | DD | YY) or 8-digit (MM | DD | CCYY) retirement date preceded by the
word "RETIRED."
FORM LOCATOR #11c -Enter the 9-digit PAYERID number of the primary
insurer. If no PAYERID number exists, then enter the complete primary
payer's program or plan name. If the primary payer's EOB does not contain
the claims processing address, record the primary payer's claims processing
address directly on the EOB. This is required if there is insurance primary to
Medicare that is indicated in item 11.
FORM LOCATOR #11d -Leave blank. Not required by Medicare.
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FORM LOCATOR #12 -The patient or authorized representative must sign
and enter either a 6-digit date (MM | DD | YY), 8-digit date (MM | DD |
CCYY), or an alpha-numeric date (e.g., January 1, 1998) unless the
signature is on file. In lieu of signing the claim, the patient may sign a
statement to be retained in the provider, physician, or supplier file in
accordance with CMS 1500 Form Manual, Chapter 1, “General Billing
Requirements.” If the patient is physically or mentally unable to sign, the
representative may sign on the patient's behalf. In this event, the
statement's signature line must indicate the patient's name followed by “by”
the representative's name, address, relationship to the patient, and the
reason the patient cannot sign. The authorization is effective indefinitely
unless patient or the patient's representative revokes this arrangement.
NOTE: This can be "Signature on File" and/or a computer generated
signature.
FORM LOCATOR #13 -The signature in this item authorizes payment of
mandated Medigap benefits to the participating physician or supplier if
required Medigap information is included in item 9 and its subdivisions. The
patient or his/her authorized representative signs this item or the signature
must be on file as a separate Medigap authorization. The Medigap
assignment on file in the participating provider of service/supplier's office
must be insurer specific. It may state that the authorization applies to all
occasions of service until it is revoked.
NOTE: This can be "Signature on File" signature and/or a computer
generated signature.

4. Provider Service Information
FORM LOCATOR #14 -Enter either an 8-digit (MM | DD | CCYY) or 6-digit
(MM | DD | YY) date of current illness, injury, or pregnancy. For chiropractic
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services, enter an 8-digit (MM | DD | CCYY) or 6-digit (MM | DD | YY) date of
the initiation of the course of treatment and enter an 8-digit (MM | DD |
CCYY) or 6-digit (MM | DD | YY) date in item 19.
FORM LOCATOR #15 -Leave blank. Not required by Medicare.
FORM LOCATOR #16 - If the patient is employed and is unable to work in
his/her current occupation, enter an 8-digit (MM | DD | CCYY) or 6-digit (MM
| DD | YY) date when patient is unable to work. An entry in this field may
indicate employment related insurance coverage.
FORM LOCATOR #17 -Enter the name of the referring or ordering physician
if the service or item was ordered or referred by a physician.
FORM LOCATOR #17a – Enter the CMS assigned UPIN of the
referring/ordering physician listed in item 17. The UPIN may be reported on
the Form CMS-1500 until May 22, 2007. After this date, the new National
Provider Identification (NPI) must be reported. However, when the NPI is
not available for a particular provider, then the referring provider’s UPIN
number must be entered instead.
NOTE: Field 17a and/or 17b is required when a service was ordered or
referred by a physician. See Chart 2: Two-digit Qualifiers
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Two-digit Qualifiers
These two-digit qualifiers should be used as appropriate in fields 17a, 24I, 32b and
33b of the revised 1500 claim form.
0B - State license number
1B - Blue Shield provider number
1C - Medicare provider number
1D - Medicaid provider number
1G - Provider UPIN
1H - CHAMPUS identification number
EI - Employer's identification number
G2 - Provider commercial number
LU - Location number
N5 - Provider plan network identification number
SY - Social Security number (This may not be used for Medicare.)
X5 -State industrial accident provider number
ZZ - Provider taxonomy
FORM LOCATOR #17b Form CMS-1500 (08-05) – Enter the NPI of the
referring/ordering physician listed in item 17 as soon as it is available. The
NPI may be reported on the Form CMS-1500 (08-05) as early as January 1,
2007.
FORM LOCATOR #18 -Enter either an 8-digit (MM | DD | CCYY) or a 6-digit
(MM | DD | YY) date when a medical service is furnished as a result of, or
subsequent to, a related hospitalization.
FORM LOCATOR #19 – Enter either a 6-digit (MM | DD | YY) or an 8-digit
(MM | DD | CCYY) date patient was last seen and the UPIN (NPI when it
becomes effective) of his/her attending physician.
FORM LOCATOR #20 -Complete this item when billing for diagnostic tests
subject to purchase price limitations.
FORM LOCATOR #21 -Enter the patient's diagnosis/condition.
FORM LOCATOR #22 -Leave blank. Not required by Medicare.
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FORM LOCATOR #23 -Enter the Quality Improvement Organization (QIO)
prior authorization number for those procedures requiring QIO prior
approval. Enter the 10-digit Clinical Laboratory Improvement Act (CLIA)
certification number for laboratory services billed by an entity performing
CLIA covered procedures.
FORM LOCATOR #24 (Form CMS-1500 (08-05) – The six service lines in
section 24 have been divided horizontally to accommodate submission of
both the NPI and legacy identifier during the NPI transition and to
accommodate the submission of supplemental information to support the
billed service.
FORM LOCATOR #24a -Enter a 6-digit or 8-digit (MMDDCCYY) date for
each procedure, service, or supply. When "from" and "to" dates are shown
for a series of identical services, enter the number of days or units in column
G. This is a required field. Return as unprocessable if a date of service
extends more than 1 day and a valid "to" date is not present.
FORM LOCATOR #24b -Enter the appropriate place of service code(s) from
the list provided in See Chart #3: Place of Service Codes.
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PLACE OF SERVICE CODES: CMS 1500 FORM BOX 24.B
POS Code and Name
01 Pharmacy
02 Unassigned
03 School
04 Homeless Shelter
05 Indian Health Service Free-standing
Facility
06 Indian Health Service Provider-based
Facility
07 Tribal 638 Free-Standing Facility
08 Tribal 638 Provider-Based Facility
09 Prison/Correctional Facility
10 Unassigned
11 Office
12 Home
13 Assisted Living Facility
14 Group Home
15 Mobile Unit
16-19 Unassigned
20 Urgent Care Facility
21 Inpatient Hospital
22 Outpatient Hospital
23 Emergency Room
24 Ambulatory Surgical Center
25 Birthing Center
26 Military Treatment Facility
27-30 Unassigned
31 Skilled Nursing Facility
32 Nursing Facility
33 Custodial Care Facility
34 Hospice
35-40 Unassigned

Payment Rate Facility=F Nonfacility=NF
NF
-NF
NF
Not applicable for adjudication of Medicare
claims; systems must recognize for HIPAA
Not applicable for adjudication of Medicare
claims; systems must recognize for HIPAA
Not applicable for adjudication of Medicare
claims; systems must recognize for HIPAA
Not applicable for adjudication of Medicare
claims; systems must recognize for HIPAA
NF
-NF
NF
NF
NF
NF
-NF
F
F
F
F
NF
F
-F
NF
NF
F
--
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PLACE OF SERVICE CODES: CMS 1500 FORM BOX 24.B - Continued
POS Code and Name
41 Ambulance
42 Ambulance
43-48/Unassigned
49 Independent Clinic
50 Federally Qualified Health Center
51 Inpatient Psychiatric Facility
52 Psychiatric Facility-Partial
Hospitalization
53 Community Mental Health Center
54 Intermediate Care Facility/Mentally
Retarded
55 Residential Substance Abuse
Treatment Facility
56 Psychiatric Residential Treatment
Center
57 Non-residential Substance Abuse
Treatment Facility
58-59 Unassigned
60 Mass Immunization Center
61 Comprehensive Inpatient
Rehabilitation Facility
62 Comprehensive Outpatient
Rehabilitation Facility
63-64 Unassigned
65 End-Stage Renal Disease Treatment
Facility
66-70 Unassigned
71 State or Local Public Health Clinic
72 Rural Health Clinic
73-80 Unassigned
81 Independent Laboratory
82-98 Unassigned
99 Other Place of Service

Payment Rate Facility=F Nonfacility=NF
F
F
-NF
NF
F
F
F
NF
NF
F
NF
-NF
F
NF
-NF
-NF
NF
-NF
-NF
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FORM LOCATOR #24c –Type of Service. Medicare providers are not
required to complete this item. However, most other payers do require this
box to be filled in. See Chart #4: Type of Service

Type of Service Codes
1
2
3
4
5
6
7
8
9
D
F

Medical Services
Surgery
Consultations
Radiology (total global component)
Laboratory (total global component)
Radiation therapy (total global component)
Anesthesia
Assistant Surgery
Other (e.g., prosthetic eyewear, contacts, ambulance)
DME
ASC

FORM LOCATOR #24d -Enter the procedures, services, or supplies using
the CMS Healthcare Common Procedure Coding System (HCPCS) code.
When applicable, show HCPCS code modifiers with the HCPCS code. The
Form CMS-1500 (08-05) has the ability to capture up to four modifiers.
Enter the specific procedure code without a narrative description. However,
when reporting an "unlisted procedure code" or a "not otherwise classified"
(NOC) code, include a narrative description in item 19 if a coherent
description can be given within the confines of that box. Otherwise, an
attachment shall be submitted with the claim. This is a required field.
FORM LOCATOR #24e -Enter the diagnosis code reference number as
shown in item 21 to relate the date of service and the procedures performed
to the primary diagnosis. Enter only one reference number per line item.
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When multiple services are performed, enter the primary reference number
for each service, either a 1, or a 2, or a 3, or a 4. This is a required field.
If a situation arises where two or more diagnoses are required for a
procedure code (e.g., pap smears), the provider shall reference only one of
the diagnoses in item 21.
FORM LOCATOR #24f-Enter the charge for each listed service.
FORM LOCATOR #24g -Enter the number of days or units. This field is
most commonly used for multiple visits, units of supplies, anesthesia
minutes, or oxygen volume. If only one service is performed, the numeral 1
must be entered.
FORM LOCATOR #24h - Leave blank. Not required by Medicare.
FORM LOCATOR #24i Form CMS-1500 (12-90) - Enter the ID qualifier 1C
followed by one blank space and then the PIN of the billing provider or
group.
FORM LOCATOR #24i Form CMS-1500 (08-05) -Leave blank. Not required
by Medicare.
FORM LOCATOR #24j Form CMS-1500 (08-05) – Prior to May 23, 2007,
you would enter the CMS assigned UPIN of the performing physician listed in
item 24j. After this date, the new National Provider Identification (NPI)
must be reported. However, when the NPI is not available for a particular
provider, then the performing provider’s UPIN number must be entered
instead. In the case of a service provided incident to the service of a
physician or non-physician practitioner, when the person who ordered the
service is not supervising, enter the NPI of the supervisor in the lower
portion.
FORM LOCATOR #25 -Enter the provider of service or supplier Federal Tax
ID (Employer Identification Number) or Social Security Number. The
participating provider of service or supplier Federal Tax ID number is
required for a mandated Medigap transfer.
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FORM LOCATOR #26 -Enter the patient's account number assigned by the
provider's of service or supplier's accounting system. This field is optional to
assist the provider in patient identification. As a service, any account
numbers entered here will be returned to the provider.
FORM LOCATOR #27 -Check the appropriate block to indicate whether the
provider of service or supplier accepts assignment of Medicare benefits.

.

FORM LOCATOR #28 - Enter total charges for the services (i.e., total of all
charges in item 24f).
FORM LOCATOR #29 -Enter the total amount the patient paid on the
covered services only.
FORM LOCATOR #30 -Leave blank. Not required by Medicare.
FORM LOCATOR #31 -Enter the signature of provider of service or supplier,
or his/her representative, and either the 6-digit date (MM | DD | YY), 8-digit
date (MM | DD | CCYY), or alpha-numeric date (e.g., January 1, 1998) the
form was signed.
FORM LOCATOR #32 Form CMS-1500 (12-90) - Enter the name and
address, and ZIP code of the facility if the services were furnished.
FORM LOCATOR #32a Form CMS-1500 (08-05) – Enter the NPI of the
service facility as soon as it is available. The NPI may be reported on the
Form CMS-1500 (08-05) as early as January 1, 2007, and must be reported
May 23, 2007, and later.
FORM LOCATOR #32b Form CMS-1500 (08-05) - Effective May 23, 2007,
and later, 32b is not to be reported.
FORM LOCATOR #33 - Enter the provider of service/supplier's billing name,
address, ZIP code, and telephone number. This is a required field.
FORM LOCATOR #33a Form CMS-1500 (08-05) -Effective May 23, 2007,
and later, you MUST enter the NPI of the billing provider or group. However,
when the NPI is not available for a particular provider, then the billing
provider’s UPIN number must be entered instead.
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FORM LOCATOR #33b Form CMS-1500 (12-90) - Enter the ID qualifier 1C
followed by one blank space and then the PIN of the billing provider or
group.

***
Illustration of Completed CMS 1500 Form
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Appendix B:
CMS 1450,
Universal Billing Form 2004 (UB-04)
Claim Locators; Required Facility Claim Data
Table of Contents
6. Introduction
7. UB-04 Form Locator Numbers and Data

UB-04

Requirements
8. Illustration of Completed UB-04 Claim
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5.

Introduction: UB-04 FORM

The UB-04 was implemented on March 1, 2007 and replaces the UB-92. It
was developed by the National Uniform Billing Committee (NUBC) due to
HIPAA new standardization requirements for healthcare data set forth in the
Administrative Simplification Compliance Act. The following are the UB-04
Form Locators and their requirements.

6.

UB-04 Form Locator Numbers and Data
Requirements

Form Locator #1 - (Untitled) Provider Name, Address, and Telephone
Number Required. The minimum entry is the provider name, city, State, and
ZIP code. The post office box number or street name and number may be
included. The State may be abbreviated using standard post office
abbreviations. Five or nine-digit ZIP codes are acceptable. This information
is used in connection with the Medicare provider number (FL 51) to verify
provider identity. Phone and/or Fax numbers are desirable.
Form Locator #2 – Pay-to Name, address, and Secondary Identification
Fields Situational.

Required when the pay-to name and address information

is different than the Billing Provider information in FL1. If used, the
minimum entry is the provider name, address, city, State, and ZIP code.
Form Locator #3a - Patient Control Number Required. The patient’s unique
alpha-numeric control number assigned by the provider to facilitate retrieval
of individual financial records and posting payment may be shown if the
provider assigns one and needs it for association and reference purposes.
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Form Locator #3b – Medical/Health Record Number Situational. The
number assigned to the patient’s medical/health record by the provider (not
FL3a).
Form Locator #4 - Type of Bill Required. This four-digit alphanumeric code
gives three specific pieces of information after a leading zero.
 Code Structure 2nd Digit-Type of Facility: (CMS will process this as
the 1st digit)

1

Hospital

2

Skilled Nursing

3

Home Health

4

Religious Nonmedical (Hospital)

5

Reserved for national assignment

6

Intermediate Care

7

Clinic or Hospital Based Renal Dialysis Facility

8

Special facility or hospital ASC surgery

9

Reserved for National Assignment

 3rd Digit-Bill Classification (Except Clinics and Special Facilities)
(CMS will process this as the 2nd digit)
1

Inpatient (Part A)

2

Inpatient (Part B)

3

Outpatient

4

Other (Part B)

5

Intermediate Care - Level I

6

Intermediate Care - Level II

7

Reserved for national assignment

8

Swing Bed

9

Reserved for National Assignment
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 3rd Digit-Classification (Clinics Only) (CMS will process this as the
2nd digit)
1. Rural Health Clinic (RHC)
2. Hospital Based or Independent Renal Dialysis Facility
3. Free Standing Provider-Based Federally Qualified Health
Center (FQHC)
4. Other Rehabilitation Facility (ORF)
5. Comprehensive Outpatient Rehabilitation Facility (CORF)
6. Community Mental Health Center (CMHC)
7-8. Reserved for National Assignment
9. OTHER
 3rd Digit-Classification (Special Facilities Only) (CMS will process this
as the 2nd digit)
1. Hospice (Nonhospital Based)
2. Hospice (Hospital Based)
3. Ambulatory Surgical Center Services to Hospital Outpatients
4. Free Standing Birthing Center
5. Critical Access Hospital 6-8. Reserved for National Assignment
9. OTHER
 4th Digit-Frequency “Type of Bill,” Code
011X Hospital Inpatient (Part A)
012X Hospital Inpatient Part B
013X Hospital Outpatient
014X Hospital Other Part B
018X Hospital Swing Bed
021X SNF Inpatient
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022X SNF Inpatient Part B
023X SNF Outpatient
028X SNF Swing Bed
032X Home Health
033X Home Health
034X Home Health (Part B Only)
041X Religious Nonmedical Health Care Institutions
071X Clinical Rural Health
072X Clinic ESRD
073X Federally Qualified Health Centers
074X Clinic OPT
075X Clinic CORF
076X Community Mental Health Centers
081X Nonhospital based hospice
082X Hospital based hospice
083X Hospital Outpatient (ASC)
085X Critical Access Hospital
Form Locator #5 - Federal Tax Number Required. The format is NNNNNNNNN.
Form Locator #6 - Statement Covers Period (From-Through) Required. The
provider enters the beginning and ending dates of the period included on
this bill in numeric fields (MMDDYY).
Form Locator #7 Not Used.
Form Locator #8 - Patient’s Name Required. The provider enters the
patient’s last name, first name, and, if any, middle initial, along with patient
ID (if different than the subscriber/insured’s ID).
Form Locator #9 - Patient’s Address Required. The provider enters the
patient’s full mailing address, including street number and name, post office
box number or RFD, city, State, and Zip code.
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Form Locator #10 - Patient’s Birth Date Required. The provider enters the
month, day, and year of birth (MMDDCCYY) of patient.
Form Locator #11 - Patient’s Sex Required. The provider enters an “M”
(male) or an “F” (female).
Form Locator #12 - Admission Date Required For Inpatient and Home
Health.
Form Locator #13 - Admission Hour Not Required. If submitted, the data
will be ignored.
Form Locator #14 - Type of Admission/Visit Required on inpatient bills
only. This is the code indicating priority of this admission. Code Structure:
1

Emergency

2

Urgent

3

Elective

5

Trauma Center

6-8 Reserved for National Assignment
9

Information Not Available

Form Locator #15 – Source of Admission Required. The provider enters
the code indicating the source of the referral for this admission or visit. See
Chart 1: Source of Admission Codes
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Source of Admission Codes
1

Physic ian
Referral

Inpatient: The patient was admitted to this fac ility upon
the rec ommendation of their personal physic ian.
Outpatient: The patient was referred to this fac ility for outpatient or
referenc ed diagnostic servic es by their personal physic ian or the patient
independently requested outpatient servic es (self-referral).

2 Clinic Referral

3

Managed Care
Plan Referral

Transfer from
one Hospital to
4
another
Hospital

Inpatient : The patient was admitted to this fac ility upon the
rec ommendation of this fac ility’s c linic physic ian.
Outpatient : The patient was referred to this fac ility for outpatient or
referenc ed diagnostic servic es by this fac ility’s c linic or other outpatient
department physic ian.
Inpatient : The patient was admitted to this fac ility upon the
rec ommendation of a Managed Care Plan physic ian.
Outpatient : The patient was referred to this fac ility for outpatient or
referenc ed diagnostic servic es by a Managed Care Plan physic ian.
Inpatient : The patient was admitted to this fac ility as a transfer from a
different ac ute c are fac ility where they were an inpatient

Outpatient : The patient was referred to this fac ility for outpatient or
referenc ed diagnostic servic es by a physic ian of a different ac ute c are
fac ility.
Transfer from a Inpatient : The patient was admitted to this fac ility as a transfer from a
5
SNF
SNF where he or she was an inpatient.
Outpatient : The patient was referred to this fac ility for outpatient or
referenc ed diagnostic servic es by a physic ian of the SNF where he or she
was an inpatient.
Inpatient : The patient was admitted to this fac ility from a health c are
Transfer from
fac ility other than an ac ute c are fac ility or SNF. This inc ludes transfers
6 Another Health
from nursing homes, long term c are fac ilities and SNF patients that are at
Care Fac ility
a non-skilled level of c are.
Outpatient : The patient was referred to this fac ility for outpatient or
referenc ed diagnostic servic es by a physic ian of another health c are
fac ility where they are an inpatient.
Emergenc y
Inpatient : The patient was admitted to this fac ility upon the
7
Room
rec ommendation of this fac ility’s emergenc y room physic ian.
Outpatient : The patient rec eived servic es in this fac ility’s emergenc y
department.
Inpatient : The patient was admitted to this fac ility upon the direc tion of
Court/Law
8
a c ourt of law, or upon the request of a law enforc ement agenc y
Enforc ement
representative.

Form Locator #16 – Discharge Hour Not Required.
Form Locator #17 – Patient Status Required. (For all Part A inpatient, SNF,
hospice, home health agency (HHA) and outpatient hospital services.) This
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code indicates the patient’s status as of the “Through” date of the billing
period (FL 6).

See Chart 2: Patient Status Codes

Patient Status Codes
Discharged to home or self care (routine discharge) 02 Discharged/transferred to a short-term general
hospital for inpatient care.
03 Discharged/transferred to SNF with Medicare certification in anticipation of covered skilled care
Discharged/transferred to home under care of organized home health service organization in
06
anticipation of covered skills care
07 Left against medical advice or discontinued care
01

08 Reserved for National Assignment
09 Admitted as an inpatient to this hospital
20 Expired (or did not recover - Religious Non Medical Health Care Patient)
21-29 Reserved for National Assignment
30 Still patient or expected to return for outpatient services
31-39 Reserved for National Assignment
40 Expired at home (Hospice claims only)
41 Expired in a medical facility, such as a hospital, SNF, ICF or freestanding hospice (Hospice claims only)
42 Expired - place unknown (Hospice claims only)
43 Discharged/transferred to a federal health care facility.
44-49 Reserved for national assignment
50 Discharged/transferred to Hospice - home
51 Discharged/transferred to Hospice - medical facility
52-60 Reserved for national assignment
61 Discharged/transferred within this institution to a hospital based Medicare approved swing bed.
62 Discharged/transferred to an inpatient rehabilitation facility including distinct part units of a hospital
63 Discharged/transferred to long term care hospitals
64 Discharged/transferred to a nursing facility certified under Medicaid but not certified under Medicare
65 Discharged/transferred to a psychiatric hospital or psychiatric distinct part unit of a hospital.
66 Discharged/transferred to a Critical Access Hospital (CAH)
67-99 Reserved for national assignment

Form Locator #s 18, 19, 20, 21, 22, 23, 24, 25, 26, 27, and 28 –
Condition Codes Situational. The provider enters the corresponding code (in
numerical order) to describe any of the following conditions or events that
apply to this billing period.

See Chart 3: Condition Codes (Situational)
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Condition Codes (Situational)
Code

Description
02 Condition is Employment Related
03 Patient Covered by Insuranc e Not Reflec ted Here
04 Information Only Bill
05 Lien Has Been Filed
ESRD Patient in the First 18 Months of Entitlement Covered By Employer Group Health
06
Insuranc e
7 Treatment of Non-terminal Condition for Hospic e Patient
8 Benefic iary Would Not Provide Information Conc erning Other Insuranc e Coverage
09 Neither Patient Nor Spouse is Employed
10 Patient and/or Spouse is Employed but no EGHP Coverage Exists
11 Disabled Benefic iary But no Large Group Health Plan (LGHP)

12-14 Payer Codes
15 Payer Codes Clean Claim Delayed in CMS’s Proc essing System (Medic are Payer Only Code)
16 SNF Transition Exemption (Medic are Payer Only Code)
17 Patient is Homeless Maiden Name Retained
18 Maiden Name Retained
19 Child Retains Mother’s Name
20 Benefic iary Requested Billing
21 Billing for Denial Notic e
26 VA Eligible Patient Chooses to Rec eive Servic es In a Medic are Certified Fac ility
27 Patient Referred to a Sole Community Hospital for a Diagnostic Laboratory Test
28 Patient and/or Spouse’s EGHP is Sec ondary to Medic are
30 Qualifying Clinic al Trials
31 Patient is a Student (Full-Time - Day)
32 Patient is a Student (Cooperative/Work Study Program)
33 Patient is a Student (Full-Time- Night)
34 Patient is a Student (Part-Time)
35 Reserved for National Assignment 36 General Care Patient in a Special Unit
36 General Care Patient in a Special Unit
37 Ward Accommodation at Patient’s Request
38 Semi-private Room Not Available
39 Private Room Medic ally Nec essary
40 Same Day Transfer
41 Partial Hospitalization
42 Continuing Care Not Related to Inpatient Admission
43 Continuing Care Not Provided Within Presc ribed Post Disc harge Window
44 Inpatient Admission Changed to Outpatient
45 Reserved for national assignment
46 Non-Availability Statement on File
47 Reserved for TRICARE
48 Psyc hiatric Residential Treatment Centers for Children and Adolesc ents (RTCs)
49 Produc t replac ement within Produc t Lifec yc le
50 Produc t replac ement for known rec all of a produc t
51-54 Reserved for national assignment
55 SNF Bed Not Available
56 Medic al Appropriateness
57 SNF Readmission
Rights and Permissions Granted to Saint Leo University for Student Learning
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Condition Codes (Situational) continued
Code

Description
59 Non-primary ESRD Facility
60 Operating Cost Day Outlier
61 Operating Cost Outlier
62 PIP Bill (Auto liability claims)
63 Payer Only Code
64 Other Than Clean Claim
65 Non-PPS Bill
66 Hospital Does Not Wish Cost Outlier Payment
67 Beneficiary Elects Not to Use Lifetime Reserve (LTR) Days
68 Beneficiary Elects to Use Lifetime Reserve (LTR) Days
69 IME/DGME/N&A Payment Only
70 Self-Administered Anemia Management Drug
71 Full Care in Unit
72 Self-Care in Unit
73 Self-Care Training
74 Home
75 Home 100-percent
76 Back-up In-Facility Dialysis
Provider Accepts or is Obligated/Required Due to a Contractual Arrangement or Law to Accept
77
Payment by the Primary Payer as Payment in Full
78 New Coverage Not Implemented by Managed Care Plan
79 Care Plan CORF Services Provided Off-Site
80 Home Dialysis-Nursing Facility

81-99 Reserved for national assignment

Form Locator #29 – Accident State Not used. Data entered will be ignored.
Form Locator #30 - (Untitled) Not used. Data entered will be ignored.
Form Locator #s 31, 32, 33, and 34 - Occurrence Codes and Dates
Situational. Required when there is a condition code that applies to this
claim.

See: Occurrence Codes and Dates (Situational)
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OCCURRENCE CODES
Code
01
02
03
04
05
06
07-08
9
10
11
12
13-15
16
17
18
19
20
21
22

Definition
Accident/Medical Coverage
No-Fault Insurance Involved - Including Auto Accident/Other
Accident/Tort Liability
Accident/Employment Related
Accident/No Medical or Liability Coverage
Crime Victim
Reserved for national assignment.
Start of Infertility Treatment Cycle
Last Menstrual Period
Onset of Symptoms/Illness
Date of Onset for a Chronically Dependent Individual (CDI)
Reserved for national assignment
Date of Last Therapy
Date Outpatient Occupational Therapy Plan Established or Reviewed
Date of Retirement Patient/Beneficiary
Date of Retirement Spouse
Guarantee of Payment Began
UR Notice Received
Date Active Care Ended

23

Date of Cancellation of Hospice Election Period. For FI Use Only. Providers Do Not Report.

24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48-49
50-69

Date Insurance Denied
Date Benefits Terminated by Primary Payer
Date SNF Bed Available
Date of Hospice Certification or Re-Certification
Date CORF Plan Established or Last Reviewed
Date OPT Plan Established or Last Reviewed
Date Outpatient Speech Pathology Plan Established or Last Reviewed
Date Beneficiary Notified of Intent to Bill (Accommodations)
Date Beneficiary Notified of Intent to Bill (Procedures or Treatments)
First Day of the Medicare Coordination Period for ESRD Beneficiaries Covered by an EGHP
Date of Election of Extended Care Services
Date Treatment Started for Physical Therapy
Date of Inpatient Hospital Discharge for a Covered Transplant Procedure(s)
Date of Inpatient Hospital Discharge - Patient Received Non-covered Transplant
Date treatment started for Home IV Therapy
Date discharged on a continuous course of IV therapy
Scheduled Date of Admission
Date of First Test for Preadmission Testing
Date of Discharge
Scheduled Date of Cancelled Surgery
Date Treatment Started for Occupational Therapy
Date Treatment Started for Speech Therapy
Date Treatment Started for Cardiac Rehabilitation
Date Cost Outlier Status
Payer CodesRights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 290 of 397
Reserved for State Assignment. DiscontinuedEffective October 16, 2003.

Form Locator #s 35 and 36 - Occurrence Span Code and Dates
Required For Inpatient. The provider enters codes and associated beginning
and ending dates defining a specific event relating to this billing period.
Event codes are two alpha-numeric digits and dates are shown numerically
as MMDDYY.
 70 Qualifying Stay Dates (Part A claims for SNF level of care only.) The
From/Through dates for a hospital stay of at least 3 days that qualifies
the patient for payment of the SNF level of care services billed on this
claim.
 70 Non-utilization Dates, which are the dates for the inpatient when a
claim ends up as a cost outlier. Enter code 70 and the From/Through
dates that are above the DRG inlier days. Payers use this information
on inpatient stays for those beneficiaries who have exhausted all
regular DRG inlier days and/or coinsurance days, however, the days
are taken into account on the hospital cost report.
 Occurrence span code 70: Any non-utilization days after the
beneficiary exhausts coinsurance or LTR days before the OC 47 date
will be identified using OSC 70. The term non-utilization in this case
means days that are covered, but not charged to the beneficiary’s
benefits. For example,
- The stay is 010106 through 013106
- The threshold amount was reached on 012006
- The bene had 15 coinsurance days, and 60 LTR
- Non-utilization days would be 011606 through 012006,
with occurrence span code 70.
 71 Hospital Prior Stay Dates (Part A claims only.) The From/Through
dates given by the patient of any hospital stay that ended within 60
days of this hospital or SNF admission.
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 72 First/Last Visit

The actual dates of the first and last visits

occurring in this billing period where these dates are different from
those in FL 6,
 74 Non-covered Level of Care The From/Through dates for a period
at a non-covered level of care in an otherwise covered stay, excluding
any period reported with occurrence span codes 76, 77, or 79.
 75 SNF Level of Care The From/Through dates for a period of SNF
level of care during an inpatient hospital stay.
 76 Patient Liability The From/Through dates for a period of noncovered care for which the provider is permitted to charge the
beneficiary.
 77 Provider Liability- Utilization The From/Through dates of a period
of care Charged for which the provider is liable (other than for lack of
medical necessity or custodial care).
 78 SNF Prior Stay Dates (Part A claims only.) The From/Through
dates given to the hospital by the patient of any SNF stay that ended
within 60 days of this hospital or SNF admission.
 79 Payer Code THIS CODE IS SET ASIDE FOR PAYER USE ONLY.
PROVIDERS DO NOT REPORT THIS CODE.
Form Locator #37 - (Untitled) Not used. Data entered will be ignored.
Form Locator #38 - Responsible Party Name and Address Not Required.
For claims that involve payers of higher priority than Medicare.
Form Locator #s 39, 40, and 41 - Value Codes and Amounts Required.
Code(s) and related dollar or unit amount(s) identify data of a monetary
nature that are necessary for the processing of this claim. The codes are two
alphanumeric digits, and each value allows up to nine numeric digits
(0000000.00). Negative amounts are not allowed except in FL 41. Whole
numbers or non-dollar amounts are right justified to the left of the dollars
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and cents delimiter. Some values are reported as cents, so the provider
must refer to specific codes for instructions.
Value Codes and Amounts
Code

Descriptions

01

Most Common Semi-Private Rate

02

Hospital Has No Semi-Private Rooms

03

Reserved for national assignment

04

Inpatient Professional Are Combined Billed

05

Professional Component Inc luded in Charges and Also Billed Separately to Carrier

06

Medic are Part A and Part B Blood Deduc tible

07

Reserved for National Assignment

08

Medic are Lifetime Reserve Amount in the First Calendar Year in Billing Period

09

Medic are Coinsuranc e Amount in the First Calendar Year in Billing Period

10

Medic are Lifetime Reserve Amount in the Sec ond Calendar Year in Billing Period

11

Medic are Coinsuranc e Amount in the Sec ond Calendar Year in Billing Period

12

Working Aged Benefic iary Spouse With an EGHP

13

ESRD Benefic iary in a Medic are Coordination Period With an EGHP

14

No-Fault, Inc luding Auto/Other Insuranc e

15

Worker’s Compensation (WC)

16

PHS, Other Federal Agenc y

17

Operating Outlier Amount

18

Operating Disproportionate Share Amount

19

Operating Indirec t Medic al Educ ation Amount

20

Payer Code

21

Catastrophic

22

Surplus

23

Rec urring Monthly Inc ome

24

Medic aid Rate Code

25

Offset to the Patient -Payment Amount – Presc ription Drugs

26

Offset to the Patient -Payment Amount – Hearing and Ear Servic es

27

Offset to the Patient -Payment Amount – Vision and Eye Servic es

28

Offset to the Patient -Payment Amount – Dental Servic es

29

Offset to the Patient -Payment Amount – Chiroprac tic Servic es

31

Patient Liability Amount

32

Multiple Patient Ambulanc e Transport

33

Offset to the Patient -Payment Amount – Podiatric Servic es

34

Offset to the Patient -Payment Amount – Other Medic al Servic es

35

Offset to the Patient -Payment Amount – Health Insuranc e Premiums

36

Reserved for national assignment

37

Pints of Blood Furnished

38

Blood Deduc tible Pints

39

Pints of Blood Replac ed

40

New Coverage Not Implemented by Managed Care Plan

41

Blac k Lung (BL)

42
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43
Disabled Benefic iary Under Preparatory®,
Age 65 WithMeyer
LGHP

Value Codes and Amounts continued
Code

45

Descriptions
Amount Provider Agreed to Ac c ept From Primary Payer When this Amount is Less
than Charges but Higher than Payment Rec eived
Ac c ident Hour

46

Number of Grac e Days

47

Any Liability Insuranc e

48

Hemoglobin Reading

49

Hematoc rit Reading

50

Physic al Therapy Visits

51

Oc c upational Therapy Visits

52

Speec h Therapy Visits

53

Cardiac Rehabilitation Visits

54

Newborn birth weight in grams

55

Eligibility Threshold for Charity Care

56

Skilled Nurse – Home Visit Hours (HHA only)

57

Home Health Aide – Home Visit Hours (HHA only)

58

Arterial Blood Gas (PO2/PA2)

59

Oxygen Saturation (02 Sat/Oximetry)

60

HHA Branc h MSA

61

Loc ation Where Servic e is Furnished (HHA and Hospic e)

62

HH Visits – Part A (Internal Payer Use Only)

63

HH Visits – Part B (Internal Payer Use Only)

64

HH Reimbursement – Part A (Internal Payer Use Only)

65

HH Reimbursement – Part B (Internal Payer Use Only)

66

Medic are Spend-down Amount

67

Peritoneal Dialysis

68

Number of Units of EPO

69

State Charity Care Perc ent

70

Interest Amount

71

Funding of ESRD Networks

72

Flat Rate Surgery Charge

44

73-74

Payer Codes

75

Gramm/Rudman/Hollings

76

Provider’s Interim Rate

77

Medic are New Tec hnology Add-On Payment

78-79

Payer Codes

80

Covered days

81

Non-Covered Days

82

Co-insuranc e Days

83

Lifetime Reserve Days

84-99

Reserved for national assignment.

A1-A9

Additional Value Codes not listed here

AA-ZZ

Additional Value Codes not listed here
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Form Locator #42 - Revenue Code Required. The provider enters the
appropriate revenue codes from the following list to identify specific
accommodation and/or ancillary charges.

Revenue Codes Inpatient (IPPS) & Outpatient (OPPS)
Revenue
center
ID
0001
0022
0023
0024
0100
0101
0110
0111
0112
0113
0114
0115
0116
0117
0118
0119
0120
0121
0122
0123
0124
0125
0126
0127
0128
0129
0130
0131
0132
0133
0134
0135

Revenue Code Description
Total Charge
HIPPS
HIPPS
HIPPS
All Inclusive Rate
All Inclusive Rate
Room & Board (Private)
Medical/Surgical/Gyn
OB
Pediatric
Psychiatric
Hospice
Detoxification
Oncology
Rehab
Other
Room & Board (Semi-Private 2 beds)
Medical/Surgical/Gyn
OB
Pediatric
Psychiatric
Hospice
Detoxification
Oncology
Rehab
Other
Room&Board (Semi private 3-4 beds)
Medical/Surgical/Gyn
OB
Pediatric
Psychiatric
Hospice

Used
in
OPPS
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
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0136
0137
0138
0139
0140
0141
0142
0143
0144
0145
0146
0147
0148
0149
0150
0151
0152
0153
0154
0155
0156
0157
0158
0159
0160
0164
0167
0169
0170
0171
0172
0173
0174
0179
0180
0182
0183
0185
0189
0190
0191

Detoxification
Oncology
Rehab
Other
Room & Board (Private Deluxe)
Medical/Surgical/Gyn
OB
Pediatric
Psychiatric
Hospice
Detoxification
Oncology
Rehab
Other
Room & Board (Ward)
Medical/Surgical/Gyn
OB
Pediatric
Psychiatric
Hospice
Detoxification
Oncology
Rehab
Other
Room & Board (other)
Sterile Environment
Self care
Other
Nursery
Newborn-Level I
Newborn-Level II
Newborn-Level III
Newborn-Level IV
Other Nursery
Leave of Absence
Patient Convenience
Therapeutic Leave
Hospitalization
Other leave of absence
Subacute care
Subacute care-Level I

N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
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0192
0193
0194
0199
0200
0201
0202
0203
0204
0206
0207
0208
0209
0210
0211
0212
0213
0214
0219
0220
0221
0222
0223
0224
0229
0230
0231
0232
0233
0234
0235
0239
0240
0241
0242
0243
0249
0250
0251
0252
0253

Subacute care-Level II
Subacute care-Level III
Subacute care-Level IV
Other subacute care
Intensive care
Surgical
Medical
Pediatric
Psychiatric
Intermediate ICU
Burn care
Trauma
Other intensive care
Coronary care
Myocardial Infarction
Pulmonary Care
Heart Transplant
Intermediate CCU
Other Coronary Care
Special charges
Admission charge
Technical support charge
U.R. service charge
Late discharge, medically necessary
Other special charges
Incremental nursing charge rate
Nursery
OB
ICU
CCU
Hospice
Other
All inclusive Ancillary
Basic
Comprehensive
Specialty
Other all inclusive ancillary
Pharmacy
Pharmacy: Generic
Pharmacy: Nongeneric
Take home drugs

N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
Y
Y
Y
N
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0254
0255
0256
0257
0258
0259
0260
0261
0262
0263
0264
0269
0270
0271
0272
0273
0274
0275
0276
0277
0278
0279
0280
0289
0290
0291
0292
0293
0294
0299
0300
0301
0302
0303
0304
0305

Pharmacy: Incident to other diagnostic services
Pharmacy: Incident to radiology
Pharmacy: Experimental drugs
Pharmacy: Non-prescription
Pharmacy: IV solutions
Pharmacy: Other
IV Therapy
IV Therapy: Infusion pump
IV Therapy: IV Therapy, pharm services
IV Therapy: IV Therapy/drug/supp/delivery
IV Therapy: supplies
IV Therapy: Other IV therapy
Medical/Surgical Supplies
Medical/Surgical Supplies: Nonsterile supplies
Medical/Surgical Supplies: Sterile supplies
Medical/Surgical Supplies: Take home supplies
Medical/Surgical Supplies: Prosthetic/Orthotic
devices
Medical/Surgical Supplies: Pacemaker
Medical/Surgical Supplies: Intraocular lens
Oxygen-Take home
Medical/Surgical Supplies: Other implants
Medical/Surgical Supplies: Other
supplies/devices
Oncology
Oncology: Other oncology
Durable Medical Equipment
Rental
Durable Medical Equipment: Purchase - new
equipment
Purchase of used DME
Supplies/Drugs for DME effectiveness (HHA
only)
Durable Medical Equipment: Other equipment
Laboratory - Clinical Diagnostic
Laboratory - Clinical Diagnostic: Chemistry
Laboratory - Clinical Diagnostic: Immunology
Laboratory - Clinical Diagnostic: Renal patient
(home)
Laboratory - Clinical Diagnostic: Nonroutine
dialysis
Laboratory - Clinical Diagnostic: Hematology

Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
N
Y
Y
Y
Y
Y
N
Y
N
N
Y
Y
Y
Y
Y
Y
Y
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0306
0307
0309
0310
0311
0312
0314
0319
0320
0321
0322
0323
0324
0329
0330
0331
0332
0333
0335
0339
0340
0341
0342
0343
0344
0349
0350
0351
0352
0359
0360
0361
0362
0367
0369
0370
0371

Laboratory - Clinical Diagnostic:
Bacteriology/microbiology
Laboratory - Clinical Diagnostic: Urology
Laboratory - Clinical Diagnostic: Other
laboratory
Laboratory - Pathology
Laboratory - Pathology: Cytology
Laboratory - Pathology: Histology
Laboratory - Pathology: Biopsy
Laboratory - Pathology: Other
Radiology - Diagnostic
Radiology - Diagnostic: Angiocardiography
Radiology - Diagnostic: Arthrography
Radiology - Diagnostic: Arteriography
Radiology - Diagnostic: Chest X-ray
Radiology - Diagnostic: Other
Radiology - Therapeutic
Radiology - Therapeutic: Chemotherapy injected
Radiology - Therapeutic: Chemotherapy - oral
Radiology - Therapeutic: Radiation therapy
Radiology - Therapeutic: Chemotherapy - IV
Radiology - Therapeutic: Other
Nuclear Medicine
Nuclear Medicine: Diagnostic
Nuclear Medicine: Therapeutic
Diagnostic Radiopharms
Therapeutic Radiopharms
Nuclear Medicine: Other
CT Scan
CT Scan: Head
CT Scan: Body
CT Scan: Other CT scans
Operating Room Services
Operating Room Services: Minor surgery
Operating Room Services: Organ trnsplnt, not
kidney
Operating Room Services: Kidney transplant
Operating Room Services: Other operating
room services
Anesthesia
Anesthesia: Incident to radiology

Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y

Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 299 of 397

0372
0374
0379
0380
0381
0382
0383
0384
0385
0386
0387
0389
0390
0391
0399
0400
0401
0402
0403
0404
0409
0410
0412
0413
0419
0420
0421
0422
0423
0424
0429
0430
0431
0432
0433
0434

Anesthesia: Incident to other diag services
Acupuncture
Anesthesia: Other anesthesia
Blood
Blood: Packed red cells
Blood: Whole blood
Blood: Plasma
Blood: Platelets
Blood: Leukocytes
Blood: Other components
Blood: Other derivatives
Blood: Other blood
Blood Storage/Processing
Blood Storage/Processing: Blood
administration (eg. Transfusion)
Blood Storage/Processing: Other processing
and storage
Other Imaging Services
Other Imaging Services: Diagnostic
mammography
Other Imaging Services: Ultrasound
Other Imaging Services: Screening
mammography
Other Imaging Services: PET scan
Other Imaging Services: Other imaging
services
Respiratory Services
Respiratory Services: Inhalation services
Respiratory Services: Hyberbaric oxygen
therapy
Respiratory Services: Other respiratory services
Physical Therapy
Physical Therapy: Visit charge
Physical Therapy: Hourly charge
Physical Therapy: Group rate
Physical Therapy: Evaluation/re-evaluation
Physical Therapy: Other physical therapy
Occupational Therapy
Occupational Therapy: Visit charge
Occupational Therapy: Hourly charge
Occupational Therapy: Group rate
Occupational Therapy: Evaluation/re-

Y
N
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
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0439
0440
0441
0442
0443
0444
0449
0450
0451
0452
0456
0459
0460
0469
0470
0471
0472
0479
0480
0481
0482
0483
0489
0490
0499
0510
0511
0512
0513
0514
0515
0516
0517
0519
0520
0521
0522

evaluation
Occupational Therapy: Other occupational
therapy
Speech-Language Pathology
Speech-Language Pathology: Visit charge
Speech-Language Pathology: Hourly charge
Speech-Language Pathology: Group rate
Speech-Language Pathology: Evaluation/ reevaluation
Speech-Language Pathology: Other speech
language pathology
Emergency Room
Emergency Room: EM/EMTALA
Emergency Room: ER/ Beyond EMTALA
Emergency Room: Urgent care
Emergency Room: Other emergency room
Pulmonary Function
Pulmonary Function: Other
Audiology
Audiology: Diagnostic
Audiology: Treatment
Audiology: Other audiology
Cardiology
Cardiology: Cardiac catheter lab
Cardiology: Stress test
Cardiology: Echocardiology
Cardiology: Other cardiology
Ambulatory Surgery
Ambulatory Surgery: Other ambulatory
surgical care
Clinic
Clinic: Chronic pain center
Clinic: Dental clinic
Clinic: Psychiatric clinic
Clinic: OB/GYN clinic
Clinic: Pediatric clinic
Clinic: Urgent care clinic
Clinic: Family clinic
Clinic: Other clinic
Free-Standing Clinic
Rural health-clinic
Rural health-home

Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
N
N
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0523
0526
0529
0530
0531
0539
0540
0541
0542
0543
0544
0545
0546
0547
0548
0549
0550
0551
0552
0559
0560
0561
0562
0569
0570
0571
0572
0579
0580
0581
0582
0583
0589
0590
0599
0600
0601
0602
0603
0604

Free-Standing Clinic: Family Practice Clinic
Free-Standing Clinic: Urgent Care Clinic
Free-Standing Clinic: Other
Osteopathic Services
Osteopathic Services: Osteopathic therapy
Osteopathic Services: Other osteopathic
services
Ambulance
Supplies
Medical Transport
Heart Mobile
Oxygen
Air ambulance
Neonatal ambulance services
Pharmacy
Telephone Transmission EKG
Other ambulance
Skilled nursing
Visit charge
Hourly charge
Other skilled nursing
Medical Social Services
Medical Social Services: Visit charge
Medical Social Services: Hourly charge
Medical Social Services: Other medical social
services
Home health-Home health aide
Visit charge
Hourly charge
Other home health aide
Home health-other visits
Visit charge
Hourly charge
Assessment
Other home health visit
Home health-units of service
Home health other units
Home health-oxygen
Oxygen-state/equip/suppl/ or cont
Oxygen-state/equip/suppl/ or under 1 LPM
Oxygen-state/equip/over 4 LPM
Oxygen-Portable Add-on

Y
Y
Y
Y
Y
Y
N
N
N
N
N
N
N
N
N
N
N
N
N
N
Y
Y
Y
Y
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
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0609
0610
0611
0612
0614
0615
0616
0618
0619
0621
0622
0623
0624
0631
0632
0633
0634
0635
0636
0637
0640
0641
0642
0643
0644
0645
0646
0647

Other oxygen
Magnetic Resonance Tech. (MRT)
Magnetic Resonance Tech. (MRT): Brain (incl.
Brainstem)
Magnetic Resonance Tech. (MRT): Spinal cord
(incl. spine)
Magnetic Resonance Tech. (MRT): MRI Other
Magnetic Resonance Tech. (MRT): MRA Head and Neck
Magnetic Resonance Tech. (MRT): MRA Lower Ext
Magnetic Resonance Tech. (MRT): MRA Other
Magnetic Resonance Tech. (MRT): Other MRI
Med - Surg Supplies Ext. of 270: Incident to
radiology
Med - Surg Supplies Ext. of 270: Incident to
other diag.
Surgical dressings
Med - Surg Supplies Ext. of 270:
Investigational Device (IDE)
Drugs Require Specific ID: Single source drug
Drugs Require Specific ID: Multiple source
drug
Drugs Require Specific ID: Restrictive
prescription
Drugs Require Specific ID: EPO under 10,000
units
Drugs Require Specific ID: EPO over 10,000
units
Drugs Require Specific ID: Drugs requiring
detail coding
Drugs Require Specific ID: Self admin drugs
(insulin admin in emergency-diabetes coma)
Home IV Therapy Services
Nonroutine nursing, central line
IV site care, Central line
IV start/change, peripheral line
Nonroutine nursing, peripheral line
Training patient/caregiver, central line
Training, Disabled patient, central line
Training, patient/caregiver, peripheral line

N
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
N
Y
Y
Y
Y
Y
Y
Y
Y
N
N
N
N
N
N
N
N
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0648
0649
0650
0651
0652
0655
0656
0657
0658
0659
0670
0671
0672
0679
0681
0682
0683
0684
0689
0700
0709
0710
0719
0720
0721
0722
0723
0724
0729
0730
0731
0732
0739
0740
0749
0750
0759
0760
0761
0762

Training, disabled patient, peripheral line
Other IV therapy services
Hospice service
routine home care
continuous home care
inpatient respite care
general inpatient care (non-respite)
physician services
Hospice Room & Board-Nursing facility
Other hospice service
Outpatient Special Residence Charges
Hospital based
Contracted
Other special residence charge
Trauma Response: Level I
Trauma Response: Level II
Trauma Response: Level III
Trauma Response: Level IV
Trauma Response: Other
Cast Room
Cast Room: Other cast room
Recovery Room
Recovery Room: Other recovery room
Labor Room
Labor Room: Labor
Labor Room: Delivery
Labor Room: Circumcision
Labor Room: Birthing center
Labor Room: Other labor room/delivery
EKG/ECG
EKG/ECG: Holter monitor
EKG/ECG: Telemetry
EKG/ECG: Other EKG/ECG
EEG
EEG: Other EEG
Gastrointestinal
Gastrointestinal: Other gastrointestinal
Treatment/Observation Room
Treatment/Observation Room: Treatment room
Treatment/Observation Room: Observation
room

N
N
N
N
N
N
N
N
N
N
N
N
N
N
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
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0769
0770
0771
0779
0780
0789
0790
0799
0800
0801
0802
0803
0804
0809
0810
0811
0812
0813
0814
0819
0820
0821
0822
0823
0824
0825
0829
0830
0831
0832
0833
0834
0835
0839
0840
0841
0842

Treatment/Observation Room: Other treatment
room
Preventive Care Services
Preventive Care Services: Admin. of vaccine
Preventive Care Services: Other
Telemedicine
Other telemedicine
Extra-Corp Shock Wage Therapy
Extra-Corp Shock Wage Therapy: Other ESWT
Inpatient Dialysis
Inpatient Demodialysis
Inpatient peritoneal dialysis
inpatient dialysis CAPD
Inpatient dialysis CCPD
Other inp dialysis
Organ Acquisition
Organ Acquisition: Living donor
Organ Acquisition: Cadaver donor
Organ Acquisition: Unknown donor
Organ Acquisition: Unsuccessful Organ Search
Donor Bank Charges
Organ Acquisition: Other donor
Hemo OPD/Home
Hemo OPD/Home: Hemodialysis comp or
other rate
Hemo OPD/Home supplies
Hemo OPD/home equipment
Hemo OPD/Home Maintenance 100%
Hemo OPD/Home Support Services
Hemo OPD/Home: Other HEMO outpatient
Peritoneal OPD/Home
Peritoneal OPD/Home: Peritoneal comp or
other rate
Home supplies
Home equipment
Maintenance/100%
Support services
Peritoneal OPD/Home: Other peritoneal
dialysis
CAPD OPD/Home
CAPD OPD/Home: CAPD comp or other rate
Home supplies

Y
Y
Y
Y
N
N
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
N
N
N
N
Y
Y
Y
N
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0843
0844
0845
0849
0850
0851
0852
0853
0854
0855
0859
0880
0881
0882
0889
0900
0901
0902
0903
0904
0905
0906
0907
0910
0911
0912
0913
0914
0915
0916
0917
0918
0919
0920

Home equipment
Maintenance/100%
Support services
CAPD OPD/Home: Other CAPD dialysis
CCPD OPD/Home
CCPD OPD/Home: CCPD comp or other rate
Home supplies
Home equipment
Maintenance/100%
Support services
CCPD OPD/Home: Other CCPD dialysis
Miscellaneous Dialysis
Miscellaneous Dialysis: Ultrafiltration
Home dialysis aid visit
Miscellaneous Dialysis: Other misc dialysis
Psychiatric/Psychological Trt
Psychiatric/Psychological Trt: Electroshock
treatment
Psychiatric/Psychological Trt: Milieu therapy
Psychiatric/Psychological Trt: Play therapy
Psychiatric/Psychological Trt: Activity therapy
Psychiatric/Psychological Trt: Intensive
Outpatient psych-services
Psychiatric/Psychological Trt: Intensive out
serv - chem dep
Psychiatric/Psychological Trt: Comm
behavioral program
Psychiatric/Psychological Svcs
Psychiatric/Psychological Svcs: Rehabilitation
Psychiatric/Psychological Svcs: Partial Hosp less intensive
Psychiatric/Psychological Svcs: Partial Hosp Intensive
Psychiatric/Psychological Svcs: Individual
therapy
Psychiatric/Psychological Svcs: Group therapy
Psychiatric/Psychological Svcs: Family therapy
Psychiatric/Psychological Svcs: Biofeedback
Psychiatric/Psychological Svcs: Testing
Psychiatric/Psychological Svcs: Other
behavioral treat/serv
Other Diagnostic Services

N
N
N
Y
Y
Y
N
N
N
N
Y
Y
Y
N
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
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0921
0922
0923
0924
0925
0929
0940
0941
0942
0943
0944
0945
0946
0947
0949
0951
0952
0960
0961
0962
0963
0964
0969
0971
0972
0973
0974
0975
0976
0977
0978
0979
0981
0982
0983
0984

Other Diagnostic Services: Peripheral vascular
lab
Other Diagnostic Services: Electromyelogram
Other Diagnostic Services: Pap smear
Other Diagnostic Services: Allergy test
Other Diagnostic Services: Pregnancy test
Other Diagnostic Services: Other diagnostic
services
Other Therapeutic Serv
Other Therapeutic Serv: Recreation Rx
Other Therapeutic Serv: Educ/training
Other Therapeutic Serv: Cardiac rehab
Other Therapeutic Serv: Drug rehab
Other Therapeutic Serv: Alcohol rehab
Complex medical equipment-Routine
Complex medical equipment-Ancillary
Other Therapeutic Serv: Additional RX SVS
Other therapeutic services-(940x) Athletic
training
Other therapeutic services-(940x)
Kinesiotherapy
Professional fees
Psychiatric
Ophthalmology
Anesthesiologist (MD)
Anesthetist (CRNA)
Other professional fee
Professional fees (096x) Laboratory
Professional fees (096x) Radiology-Diagnostic
Professional fees (096x) RadiologyTherapeutic
Professional fees (096x) Radiology-nuclear
medicine
Professional fees (096x) Operating room
Professional fees (096x) Respiratory Therapy
Professional fees (096x) Physical therapy
Professional fees (096x) Occupational therapy
Professional fees (096x) Speech pathology
Professional fees (096x) Emergency room
Professional fees (096x) Outpatient services
Professional fees (096x) clinic
Professional fees (096x) medical social services

Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
N
N
Y
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
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0985
0986
0987
0988
0989
0990
0991
0992
0993
0994
0995
0996
0997
0998
0999
1000
1001
1002
1003
1004
1005
2100
2101
2102
2103
2104
2105
2106
2109
3101
3102
3103
3104
3105
3109

Professional fees (096x) EKG
Professional fees (096x) EEK
Professional fees (096x) Hospital visit
Professional fees (096x) Consultation
Private duty nurse
Patient convenience items
Cafeteria/guest tray
private linen service
telephone/telegraph
TV/radio
Nonpatient room rentals
Late discharge charge
admission kits
Beauty shop/barber
Other patient convenience item
Behavioral health accomodations
Residential treatment-psychiatric
residential treatment-chemical dependency
Supervised living
halfway house
group home
Alternative therapy services
acupuncture
acupressure
massage
reflexology
biofeedback
hypnosis
aother alternative therapy services
Adult day care, Medical and social, hourly
Adult day care, social, hourly
Adult day care, medical and social, daily
Adult day care, social, daily
Adult foster care, daily
Other adult care

N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N

Form Locator #43 - Revenue Description Not Required.
Form Locator #44 - HCPCS/Rates/HIPPS Rate Codes Required site:
Form Locator #45 - Service Date Required Outpatient.
Form Locator #46 - Units of Service Required
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Form Locator #47 - Total Charges
Form Locator #48 - Noncovered Charges Required. The total non-covered
charges pertaining to the related revenue code in FL 42 are entered here.
Form Locator #49 - (Untitled) Not used. Data entered will be ignored.
Form Locator #50A, B, and C - Payer Identification Required. If Medicare
is the primary payer, the provider must enter “Medicare” on line “A”.
Form Locator #51A (Required), B (Situational), and C (Situational) –
Health Plan ID
Report the national health plan identifier when one is established; otherwise
report the “number” Medicare has assigned.
Form Locator #52A, B, and C - Release of Information Certification
Indicator Required. A “Y” code indicates that the provider has on file a
signed statement permitting it to release data to other organizations in order
to adjudicate the claim.
Form Locator #53A, B, and C - Assignment of Benefits Certification
Indicator Not used. Data entered will be ignored.
Form Locator #54A, B, and C - Prior Payments
Form Locator #55A, B, and C - Estimated Amount Due From Patient Not
required.
Form Locator #56 – National Provider ID (NPI) Required, effective May
23, 2007.
Form Locator #57 – Other Provider ID (primary, secondary, and/or
tertiary)
Form Locator #s 58A, B, and C - Insured’s Name Required. On the same
lettered line (A, B or C) that corresponds to the line on which Medicare payer
information is shown in FLs 50-54, the provider must enter the patient’s
name as shown on the HI card or other Medicare notice. v
Form Locator #59A, B, and C - Patient’s Relationship to Insured Required.
If the provider is claiming payment under any of the circumstances
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described under FLs 58 A, B, or C, it must enter the code indicating the
relationship of the patient to the identified insured, if this information is
readily available.
Form Locator #s 60A, B, and C – Insured’s Unique ID (Certificate/Social
Security Number/HI Claim/Identification Number (HICN)) Required. On the
same lettered line (A, B, or C) that corresponds to the line on which
Medicare payer information is shown in FLs 50-54, the provider enters the
patient’s HICN, i.e., if Medicare is the primary payer, it enters this
information in FL 60A.
Form Locator #61A, B, and C - Insurance Group Name Situational
(required if known). Where the provider is claiming payment under the
circumstances described in FLs 58A, B, or C and a WC or an EGHP is
involved, it enters the name of the group or plan through which that
insurance is provided.
Form Locator #62A, B, and C - Insurance Group Number Situational
(required if known). Where the provider is claiming payment under the
circumstances described in FLs 58A, B, or C and a WC or an EGHP is
involved, it enters the identification number, control number or code
assigned by that health insurance carrier to identify the group under which
the insured individual is covered.
Form Locator #63 - Treatment Authorization Codes (Situational). Required
when an authorization or referral number is assigned by the payer for the
following services: Hospital Medical/Surgical, Home Health, Mental Health,
Substance Abuse, Rural Health Clinic, Federally Qualified Health Center,
Hospice. There are three line items for “Treatment Authorization Codes”,
i.e., for Primary, Secondary, and Tertiary authorized services.
Form Locator #64 – Document Control Number (DCN) Situational.

The

control number assigned to the original bill by the health plan or the health
plan’s fiscal agent as part of their internal control.
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Form Locator #65 - Employer Name Situational.

Where the provider is

claiming payment under the circumstances described in the second
paragraph of FLs 58A, B, or C and there is WC involvement or an EGHP, it
enters the name of the employer that provides health care coverage for the
individual identified on the same line in FL 58.
Form Locator #66 – Diagnosis and Procedure code Qualifier (ICD Version
Indicator) Required. The qualifier that denotes the version of International
Classification of Diseases (ICD) reported. The following qualifier codes
reflect the edition portion of the ICD: 9 - Ninth Revision, 0 - Tenth Revision.
Medicare does not accept ICD-10 codes. Medicare only processes ICD-9
codes.
Form Locator #67 - Principal Diagnosis Code Required. The hospital enters
the ICD code for the principal diagnosis.
Form Locator #s 67A-67Q -Other Diagnosis Codes Inpatient Required.
The hospital enters the full ICD codes for up to eight additional conditions if
they co-existed at the time of admission or developed subsequently, and
which had an effect upon the treatment or the length of stay.
Form Locator #68 Not used. Data entered will be ignored.
Form Locator #69 - Admitting Diagnosis Required.
Form Locator #70A – 70C - Patient’s Reason for Visit Situational.
Patient’s Reason for Visit is required for all un-scheduled outpatient visits for
outpatient bills.
Form Locator #71 – Prospective Payment System (PPS) Code Not used.
Data entered will be ignored.
Form Locator #72 -External Cause of Injury (ECI) Codes Not used. Data
entered will be ignored.
Form Locator #73 Not used. Data entered will be ignored.
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Form Locator #74 -Principal Procedure Code and Date Situational.
Required on inpatient claims when a procedure was performed. Not used on
outpatient claims.
Form Locator #74A – 74E -Other Procedure Codes and Dates Situational.
Required on inpatient claims when additional procedures must be reported.
Not used on outpatient claims.
Form Locator #75 Not used. Data entered will be ignored.
Form Locator #76 -Attending Provider Name and Identifiers (including
NPI) Situational. Required when claim/encounter contains any services
other than nonscheduled transportation services. If not required, do not
send. The attending provider is the individual who has overall responsibility
for the patient’s medical care and treatment reported in this claim/
encounter.
Form Locator #77 -Operating Provider Name and Identifiers (including
NPI) Situational. Required when a surgical procedure code is listed on this
claim. If not required, do not send. The name and identification number of
the individual with the primary responsibility for performing the surgical
procedure(s).
Form Locator #78 and 79 -Other Provider Name and Identifiers (including
NPI)
The name and ID number of the individual corresponding to the qualifier
category indicated in this section of the claim. Provider Type Qualifier
Codes/Definition/Situational Usage Notes: DN - Referring Provider. The
provider who sends the patient to another provider for services. Required on
an outpatient claim when the Referring Provider is different than the
Attending Physician.
Form Locator #80 - Remarks Situational.

For DME billings the provider

shows the rental rate, cost, and anticipated months of usage so that the
provider’s FI may determine whether to approve the rental or purchase of
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the equipment. Where Medicare is not the primary payer because WC,
automobile medical, no-fault, liability insurer or an EGHP is primary, the
provider enters special annotations. In addition, the provider enters any
remarks needed to provide information that is not shown elsewhere on the
bill but which is necessary for proper payment. For Renal Dialysis Facilities,
the provider enters the first month of the 30-month period during which
Medicare benefits are secondary to benefits payable under an EGHP. (See
Occurrence Code 33.)
Form Locator #81 - Code-Code Field Situational. To report additional
codes related to a Form Locator or to report external code list approved by
the NUBC for inclusion to the institutional data set.
 Code List Qualifiers:
o 01-A0 Reserved for National Assignment
o A1 National Uniform Billing Committee Condition Codes – not used
for Medicare
o A2 National Uniform Billing Committee Occurrence Codes – not
used for Medicare
o A3 National Uniform Billing Committee Occurrence Span Codes –
not used for Medicare
o A4 National Uniform Billing Committee Value Codes – not used for
Medicare
o A5 – Reserved for National Assignment
o B0 Reserved for National Assignment
o B1- Standards for the Classification of Federal Data on Race and
Ethnicity (for public health data reporting only when required by
state or federal law or regulations)
Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 313 of 397

o B2 - Marital Status (for public health data reporting only when
required by state or federal law or regulations)
o B3- Health Care Provider Taxonomy Code (code source: ASC X12
External Code Source 682) (National Uniform Claim Committee)
o B4-ZZ Reserved for National Assignment.

***
Illustration of Completed UB-04 Form for
Medicare Primary and Medicaid Secondary
with a split bill, i.e., greater than 15 lines
of service items per claim form:
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Illustrations of Medicare/Medicaid UB 04 Split Bill, 1 of
2.
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Illustrations of Medicare/Medicaid UB 04 Split Bill, 2 of
2.
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Appendix C:
HIPAA “Reason Code List” for the Explanation of Benefits (EOB) Statements
LINK: Washington Publishing Company | EDI | HIPAA | XML
Claim Adjustment Reason Codes. Claim adjustment reason codes communicate an
adjustment, meaning that they must communicate why a claim or service line was ...
www.wpc-edi.com/faq/claimadjustment
M1

X-ray not taken within the past 12 months or near enough to the start of treatment.

M2

Not paid separately when the patient is an inpatient.

M3

Equipment is the same or similar to equipment already being used.

M4

Alert: This is the last monthly installment payment for this durable medical equipment.
Note: (Modified 4/1/07)

M5

Monthly rental payments can continue until the earlier of the 15th month from the first rental month, or the month
when the equipment is no longer needed.

M6

Alert: You must furnish and service this item for as long as the patient continues to need it. We can pay for
maintenance and/or servicing for every 6 month period after the end of the 15th paid rental month or the end of
the warranty period.
Note: (Modified 4/1/07)

M7

No rental payments after the item is purchased, or after the total of issued rental payments equals the purchase
price.

M8

We do not accept blood gas tests results when the test was conducted by a medical supplier or taken while the
patient is on oxygen.

M9

Alert: This is the tenth rental month. You must offer the patient the choice of changing the rental to a purchase
agreement.
Note: (Modified 4/1/07)

M10

Equipment purchases are limited to the first or the tenth month of medical necessity.

M11

DME, orthotics and prosthetics must be billed to the DME carrier who services the patient's zip code.

M12

Diagnostic tests performed by a physician must indicate whether purchased services are included on the claim.

M13

Only one initial visit is covered per specialty per medical group.
Note: (Modified 6/30/03)

M14

No separate payment for an injection administered during an office visit, and no payment for a full office visit if the
patient only received an injection.

M15

Separately billed services/tests have been bundled as they are considered components of the same procedure.
Separate payment is not allowed.

M16

Alert: Please see our web site, mailings, or bulletins for more details concerning this policy/procedure/decision.
Note: (Reactivated 4/1/04, Modified 11/18/05, 4/1/07)

M17

Alert: Payment approved as you did not know, and could not reasonably have been expected to know, that this
would not normally have been covered for this patient. In the future, you will be liable for charges for the same
service(s) under the same or similar conditions.
Note: (Modified 4/1/07)

M18

Certain services may be approved for home use. Neither a hospital nor a Skilled Nursing Facility (SNF) is considered
to be a patient's home.
Note: (Modified 6/30/03)

M19

Missing oxygen certification/re-certification.
Note: (Modified 2/28/03) Related to N234

M20

Missing/incomplete/invalid HCPCS.
Note: (Modified 2/28/03)

M21

Missing/incomplete/invalid place of residence for this service/item provided in a home.
Note: (Modified 2/28/03)

M22

Missing/incomplete/invalid number of miles traveled.
Note: (Modified 2/28/03)

M23

Missing invoice.
Note: (Modified 8/1/05)
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M24

Missing/incomplete/invalid number of doses per vial.
Note: (Modified 2/28/03)

M25

Payment has been adjusted because the information furnished does not substantiate the need for this level of
service. If you believe the service should have been fully covered as billed, or if you did not know and could not
reasonably have been expected to know that we would not pay for this level of service, or if you notified the patient
in writing in advance that we would not pay for this level of service and he/she agreed in writing to pay, ask us to
review your claim within 120 days of the date of this notice. If you do not request a appeal, we will, upon
application from the patient, reimburse him/her for the amount you have collected from him/her in excess of any
deductible and coinsurance amounts. We will recover the reimbursement from you as an overpayment.
Note: (Modified 10/1/02, 6/30/03, 8/1/05)

M26

Payment has been adjusted because the information furnished does not substantiate the need for this level of
service. If you have collected any amount from the patient for this level of service /any amount that exceeds the
limiting charge for the less extensive service, the law requires you to refund that amount to the patient within 30
days of receiving this notice.
The requirements for refund are in 1824(I) of the Social Security Act and 42CFR411.408. The section specifies that
physicians who knowingly and willfully fail to make appropriate refunds may be subject to civil monetary penalties
and/or exclusion from the program. If you have any questions about this notice, please contact this office.
Note: (Modified 10/1/02, 6/30/03, 8/1/05. Also refer to N356)

M27

Alert: The patient has been relieved of liability of payment of these items and services under the limitation of
liability provision of the law. You, the provider, are ultimately liable for the patient's waived charges, including any
charges for coinsurance, since the items or services were not reasonable and necessary or constituted custodial
care, and you knew or could reasonably have been expected to know, that they were not covered.
You may appeal this determination. You may ask for an appeal regarding both the coverage determination and the
issue of whether you exercised due care. The appeal request must be filed within 120 days of the date you receive
this notice. You must make the request through this office.
Note: (Modified 10/1/02, 8/1/05, 4/1/07)

M28

This does not qualify for payment under Part B when Part A coverage is exhausted or not otherwise available.

M29

Missing operative report.
Note: (Modified 2/28/03) Related to N233

M30

Missing pathology report.
Note: (Modified 8/1/04, 2/28/03) Related to N236

M31

Missing radiology report.
Note: (Modified 8/1/04, 2/28/03) Related to N240

M32

Alert: This is a conditional payment made pending a decision on this service by the patient's primary payer. This
payment may be subject to refund upon your receipt of any additional payment for this service from another payer.
You must contact this office immediately upon receipt of an additional payment for this service.
Note: (Modified 4/1/07)

M36

This is the 11th rental month. We cannot pay for this until you indicate that the patient has been given the option
of changing the rental to a purchase.

M37

Service not covered when the patient is under age 35.

M38

The patient is liable for the charges for this service as you informed the patient in writing before the service was
furnished that we would not pay for it, and the patient agreed to pay.

M39

Alert: The patient is not liable for payment for this service as the advance notice of non-coverage you provided the
patient did not comply with program requirements.
Note: (Modified 2/1/04, 4/1/07)

M40

Claim must be assigned and must be filed by the practitioner's employer.

M41

We do not pay for this as the patient has no legal obligation to pay for this.

M42

The medical necessity form must be personally signed by the attending physician.

M44

Missing/incomplete/invalid condition code.
Note: (Modified 2/28/03)

M45

Missing/incomplete/invalid occurrence code(s).
Note: (Modified 12/2/04) Related to N299

M46

Missing/incomplete/invalid occurrence span code(s).
Note: (Modified 12/2/04) Related to N300

M47

Missing/incomplete/invalid internal or document control number.
Note: (Modified 2/28/03)

M49

Missing/incomplete/invalid value code(s) or amount(s).
Note: (Modified 2/28/03)
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M50

Missing/incomplete/invalid revenue code(s).
Note: (Modified 2/28/03)

M51

Missing/incomplete/invalid procedure code(s).
Note: (Modified 12/2/04) Related to N301

M52

Missing/incomplete/invalid “from” date(s) of service.
Note: (Modified 2/28/03)

M53

Missing/incomplete/invalid days or units of service.
Note: (Modified 2/28/03)

M54

Missing/incomplete/invalid total charges.
Note: (Modified 2/28/03)

M55

We do not pay for self-administered anti-emetic drugs that are not administered with a covered oral anti-cancer
drug.

M56

Missing/incomplete/invalid payer identifier.
Note: (Modified 2/28/03)

M59

Missing/incomplete/invalid “to” date(s) of service.
Note: (Modified 2/28/03)

M60

Missing Certificate of Medical Necessity.
Note: (Modified 8/1/04, 6/30/03) Related to N227

M61

We cannot pay for this as the approval period for the FDA clinical trial has expired.

M62

Missing/incomplete/invalid treatment authorization code.
Note: (Modified 2/28/03)

M64

Missing/incomplete/invalid other diagnosis.
Note: (Modified 2/28/03)

M65

One interpreting physician charge can be submitted per claim when a purchased diagnostic test is indicated. Please
submit a separate claim for each interpreting physician.

M66

Our records indicate that you billed diagnostic tests subject to price limitations and the procedure code submitted
includes a professional component. Only the technical component is subject to price limitations. Please submit the
technical and professional components of this service as separate line items.

M67

Missing/incomplete/invalid other procedure code(s).
Note: (Modified 12/2/04) Related to N302

M69

Paid at the regular rate as you did not submit documentation to justify the modified procedure code.
Note: (Modified 2/1/04)

M70

Alert: NDC code submitted for this service was translated to a HCPCS code for processing, but please continue to
submit the NDC on future claims for this item.
Note: (Modified 4/1/2007)

M71

Total payment reduced due to overlap of tests billed.

M73

The HPSA/Physician Scarcity bonus can only be paid on the professional component of this service. Rebill as
separate professional and technical components.
Note: (Modified 8/1/04)

M74

This service does not qualify for a HPSA/Physician Scarcity bonus payment.
Note: (Modified 12/2/04)

M75

Allowed amount adjusted. Multiple automated multichannel tests performed on the same day combined for
payment.

M76

Missing/incomplete/invalid diagnosis or condition.
Note: (Modified 2/28/03)

M77

Missing/incomplete/invalid place of service.
Note: (Modified 2/28/03)

M79

Missing/incomplete/invalid charge.
Note: (Modified 2/28/03)

M80

Not covered when performed during the same session/date as a previously processed service for the patient.
Note: (Modified 10/31/02)

M81

You are required to code to the highest level of specificity.
Note: (Modified 2/1/04)

M82

Service is not covered when patient is under age 50.

M83

Service is not covered unless the patient is classified as at high risk.

M84

Medical code sets used must be the codes in effect at the time of service
Note: (Modified 2/1/04)
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M85

Subjected to review of physician evaluation and management services.

M86

Service denied because payment already made for same/similar procedure within set time frame.
Note: (Modified 6/30/03)

M87

Claim/service(s) subjected to CFO-CAP prepayment review.

M89

Not covered more than once under age 40.

M90

Not covered more than once in a 12 month period.

M91

Lab procedures with different CLIA certification numbers must be billed on separate claims.

M93

Information supplied supports a break in therapy. A new capped rental period began with delivery of this
equipment.

M94

Information supplied does not support a break in therapy. A new capped rental period will not begin.

M95

Services subjected to Home Health Initiative medical review/cost report audit.

M96

The technical component of a service furnished to an inpatient may only be billed by that inpatient facility. You
must contact the inpatient facility for technical component reimbursement. If not already billed, you should bill us
for the professional component only.

M97

Not paid to practitioner when provided to patient in this place of service. Payment included in the reimbursement
issued the facility.

M99

Missing/incomplete/invalid Universal Product Number/Serial Number.
Note: (Modified 2/28/03)

M100

We do not pay for an oral anti-emetic drug that is not administered for use immediately before, at, or within 48
hours of administration of a covered chemotherapy drug.

M102

Service not performed on equipment approved by the FDA for this purpose.

M103

Information supplied supports a break in therapy. However, the medical information we have for this patient does
not support the need for this item as billed. We have approved payment for this item at a reduced level, and a new
capped rental period will begin with the delivery of this equipment.

M104

Information supplied supports a break in therapy. A new capped rental period will begin with delivery of the
equipment. This is the maximum approved under the fee schedule for this item or service.

M105

Information supplied does not support a break in therapy. The medical information we have for this patient does
not support the need for this item as billed. We have approved payment for this item at a reduced level, and a new
capped rental period will not begin.

M107

Payment reduced as 90-day rolling average hematocrit for ESRD patient exceeded 36.5%.

M109

We have provided you with a bundled payment for a teleconsultation. You must send 25 percent of the
teleconsultation payment to the referring practitioner.

M111

We do not pay for chiropractic manipulative treatment when the patient refuses to have an x-ray taken.

M112

The approved amount is based on the maximum allowance for this item under the DMEPOS Competitive Bidding
Demonstration.

M113

Our records indicate that this patient began using this service(s) prior to the current round of the DMEPOS
Competitive Bidding Demonstration. Therefore, the approved amount is based on the allowance in effect prior to
this round of bidding for this item.

M114

This service was processed in accordance with rules and guidelines under the Competitive Bidding Demonstration
Project. If you would like more information regarding this project, contact your local contractor.
Note: (Modified 8/1/06)

M115

This item is denied when provided to this patient by a non-demonstration supplier.

M116

Paid under the Competitive Bidding Demonstration project. Project is ending, and future services may not be paid
under this project.
Note: (Modified 2/1/04)

M117

Not covered unless submitted via electronic claim.
Note: (Modified 6/30/03)

M118

Alert: Letter to follow containing further information.
Note: (Modified 4/1/07)

M119

Missing/incomplete/invalid/ deactivated/withdrawn National Drug Code (NDC).
Note: (Modified 2/28/03, 4/1/04)

M121

We pay for this service only when performed with a covered cryosurgical ablation.

M122

Missing/incomplete/invalid level of subluxation.
Note: (Modified 2/28/03)

M123

Missing/incomplete/invalid name, strength, or dosage of the drug furnished.
Note: (Modified 2/28/03)
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M124

Missing indication of whether the patient owns the equipment that requires the part or supply.
Note: (Modified 2/28/03) Related to N230

M125

Missing/incomplete/invalid information on the period of time for which the service/supply/equipment will be needed.
Note: (Modified 2/28/03)

M126

Missing/incomplete/invalid individual lab codes included in the test.
Note: (Modified 2/28/03)

M127

Missing patient medical record for this service.
Note: (Modified 2/28/03) Related to N237

M129

Missing/incomplete/invalid indicator of x-ray availability for review.
Note: (Modified 2/28/03, 6/30/03)

M130

Missing invoice or statement certifying the actual cost of the lens, less discounts, and/or the type of intraocular lens
used.
Note: (Modified 2/28/03) Related to N231

M131

Missing physician financial relationship form.
Note: (Modified 2/28/03) Related to N239

M132

Missing pacemaker registration form.
Note: (Modified 2/28/03) Related to N235

M133

Claim did not identify who performed the purchased diagnostic test or the amount you were charged for the test.

M134

Performed by a facility/supplier in which the provider has a financial interest.
Note: (Modified 6/30/03)

M135

Missing/incomplete/invalid plan of treatment.
Note: (Modified 2/28/03)

M136

Missing/incomplete/invalid indication that the service was supervised or evaluated by a physician.
Note: (Modified 2/28/03)

M137

Part B coinsurance under a demonstration project.

M138

Patient identified as a demonstration participant but the patient was not enrolled in the demonstration at the time
services were rendered. Coverage is limited to demonstration participants.

M139

Denied services exceed the coverage limit for the demonstration.

M141

Missing physician certified plan of care.
Note: (Modified 2/28/03) Related to N238

M142

Missing American Diabetes Association Certificate of Recognition.
Note: (Modified 2/28/03) Related to N226

M143

The provider must update license information with the payer.
Note: (Modified 12/1/06)

M144

Pre-/post-operative care payment is included in the allowance for the surgery/procedure.

MA01

Alert: If you do not agree with what we approved for these services, you may appeal our decision. To make sure
that we are fair to you, we require another individual that did not process your initial claim to conduct the appeal.
However, in order to be eligible for an appeal, you must write to us within 120 days of the date you received this
notice, unless you have a good reason for being late.
Note: (Modified 10/31/02, 6/30/03, 8/1/05, 4/1/07)

MA02

Alert: If you do not agree with this determination, you have the right to appeal. You must file a written request for
an appeal within 180 days of the date you receive this notice.
Note: (Modified 10/31/02, 6/30/03, 8/1/05, 12/29/05, 8/1/06, 4/1/07)

MA04

Secondary payment cannot be considered without the identity of or payment information from the primary payer.
The information was either not reported or was illegible.

MA07

Alert: The claim information has also been forwarded to Medicaid for review.
Note: (Modified 4/1/07)

MA08

Alert: Claim information was not forwarded because the supplemental coverage is not with a Medigap plan, or you
do not participate in Medicare.
Note: (Modified 4/1/07)

MA09

Claim submitted as unassigned but processed as assigned. You agreed to accept assignment for all claims.

MA10

Alert: The patient's payment was in excess of the amount owed. You must refund the overpayment to the patient.
Note: (Modified 4/1/07)

MA12

You have not established that you have the right under the law to bill for services furnished by the person(s) that
furnished this (these) service(s).

MA13

Alert: You may be subject to penalties if you bill the patient for amounts not reported with the PR (patient
responsibility) group code.
Note: (Modified 4/1/07)
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MA14

Alert: Patient is a member of an employer-sponsored prepaid health plan. Services from outside that health plan
are not covered. However, as you were not previously notified of this, we are paying this time. In the future, we will
not pay you for non-plan services.
Note: (Modified 4/1/07)

MA15

Alert: Your claim has been separated to expedite handling. You will receive a separate notice for the other services
reported.
Note: (Modified 4/1/07)

MA16

The patient is covered by the Black Lung Program. Send this claim to the Department of Labor, Federal Black Lung
Program, P.O. Box 828, Lanham-Seabrook MD 20703.

MA17

We are the primary payer and have paid at the primary rate. You must contact the patient's other insurer to refund
any excess it may have paid due to its erroneous primary payment.

MA18

Alert: The claim information is also being forwarded to the patient's supplemental insurer. Send any questions
regarding supplemental benefits to them.
Note: (Modified 4/1/07)

MA19

Alert: Information was not sent to the Medigap insurer due to incorrect/invalid information you submitted
concerning that insurer. Please verify your information and submit your secondary claim directly to that insurer.
Note: (Modified 4/1/07)

MA20

Skilled Nursing Facility (SNF) stay not covered when care is primarily related to the use of an urethral catheter for
convenience or the control of incontinence.
Note: (Modified 6/30/03)

MA21

SSA records indicate mismatch with name and sex.

MA22

Payment of less than $1.00 suppressed.

MA23

Demand bill approved as result of medical review.

MA24

Christian Science Sanitarium/ Skilled Nursing Facility (SNF) bill in the same benefit period.
Note: (Modified 6/30/03)

MA25

A patient may not elect to change a hospice provider more than once in a benefit period.

MA26

Alert: Our records indicate that you were previously informed of this rule.
Note: (Modified 4/1/07)

MA27

Missing/incomplete/invalid entitlement number or name shown on the claim.
Note: (Modified 2/28/03)

MA28

Alert: Receipt of this notice by a physician or supplier who did not accept assignment is for information only and
does not make the physician or supplier a party to the determination. No additional rights to appeal this decision,
above those rights already provided for by regulation/instruction, are conferred by receipt of this notice.
Note: (Modified 4/1/07)

MA30

Missing/incomplete/invalid type of bill.
Note: (Modified 2/28/03)

MA31

Missing/incomplete/invalid beginning and ending dates of the period billed.
Note: (Modified 2/28/03)

MA32

Missing/incomplete/invalid number of covered days during the billing period.
Note: (Modified 2/28/03)

MA33

Missing/incomplete/invalid noncovered days during the billing period.
Note: (Modified 2/28/03)

MA34

Missing/incomplete/invalid number of coinsurance days during the billing period.
Note: (Modified 2/28/03)

MA35

Missing/incomplete/invalid number of lifetime reserve days.
Note: (Modified 2/28/03)

MA36

Missing/incomplete/invalid patient name.
Note: (Modified 2/28/03)

MA37

Missing/incomplete/invalid patient's address.
Note: (Modified 2/28/03)

MA39

Missing/incomplete/invalid gender.
Note: (Modified 2/28/03)

MA40

Missing/incomplete/invalid admission date.
Note: (Modified 2/28/03)

MA41

Missing/incomplete/invalid admission type.
Note: (Modified 2/28/03)

MA42

Missing/incomplete/invalid admission source.
Note: (Modified 2/28/03)
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MA43

Missing/incomplete/invalid patient status.
Note: (Modified 2/28/03)

MA44

Alert: No appeal rights. Adjudicative decision based on law.
Note: (Modified 4/1/07)

MA45

Alert: As previously advised, a portion or all of your payment is being held in a special account.
Note: (Modified 4/1/07)

MA46

The new information was considered, however, additional payment cannot be issued. Please review the information
listed for the explanation.

MA47

Our records show you have opted out of Medicare, agreeing with the patient not to bill Medicare for
services/tests/supplies furnished. As result, we cannot pay this claim. The patient is responsible for payment.

MA48

Missing/incomplete/invalid name or address of responsible party or primary payer.
Note: (Modified 2/28/03)

MA50

Missing/incomplete/invalid Investigational Device Exemption number for FDA-approved clinical trial services.
Note: (Modified 2/28/03)

MA53

Missing/incomplete/invalid Competitive Bidding Demonstration Project identification.
Note: (Modified 2/1/04)

MA54

Physician certification or election consent for hospice care not received timely.

MA55

Not covered as patient received medical health care services, automatically revoking his/her election to receive
religious non-medical health care services.

MA56

Our records show you have opted out of Medicare, agreeing with the patient not to bill Medicare for
services/tests/supplies furnished. As result, we cannot pay this claim. The patient is responsible for payment, but
under Federal law, you cannot charge the patient more than the limiting charge amount.

MA57

Patient submitted written request to revoke his/her election for religious non-medical health care services.

MA58

Missing/incomplete/invalid release of information indicator.
Note: (Modified 2/28/03)

MA59

Alert: The patient overpaid you for these services. You must issue the patient a refund within 30 days for the
difference between his/her payment and the total amount shown as patient responsibility on this notice.
Note: (Modified 4/1/07)

MA60

Missing/incomplete/invalid patient relationship to insured.
Note: (Modified 2/28/03)

MA61

Missing/incomplete/invalid social security number or health insurance claim number.
Note: (Modified 2/28/03)

MA62

Alert: Telephone review decision.
Note: (Modified 4/1/07)

MA63

Missing/incomplete/invalid principal diagnosis.
Note: (Modified 2/28/03)

MA64

Our records indicate that we should be the third payer for this claim. We cannot process this claim until we have
received payment information from the primary and secondary payers.

MA65

Missing/incomplete/invalid admitting diagnosis.
Note: (Modified 2/28/03)

MA66

Missing/incomplete/invalid principal procedure code.
Note: (Modified 12/2/04) Related to N303

MA67

Correction to a prior claim.

MA68

Alert: We did not crossover this claim because the secondary insurance information on the claim was incomplete.
Please supply complete information or use the PLANID of the insurer to assure correct and timely routing of the
claim.
Note: (Modified 4/1/07)

MA69

Missing/incomplete/invalid remarks.
Note: (Modified 2/28/03)

MA70

Missing/incomplete/invalid provider representative signature.
Note: (Modified 2/28/03)

MA71

Missing/incomplete/invalid provider representative signature date.
Note: (Modified 2/28/03)

MA72

Alert: The patient overpaid you for these assigned services. You must issue the patient a refund within 30 days for
the difference between his/her payment to you and the total of the amount shown as patient responsibility and as
paid to the patient on this notice.
Note: (Modified 4/1/07)

MA73

Informational remittance associated with a Medicare demonstration. No payment issued under fee-for-service
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Medicare as patient has elected managed care.
MA74

This payment replaces an earlier payment for this claim that was either lost, damaged or returned.

MA75

Missing/incomplete/invalid patient or authorized representative signature.
Note: (Modified 2/28/03)

MA76

Missing/incomplete/invalid provider identifier for home health agency or hospice when physician is performing care
plan oversight services.
Note: (Modified 2/28/03, 2/1/04)

MA77

Alert: The patient overpaid you. You must issue the patient a refund within 30 days for the difference between the
patient’s payment less the total of our and other payer payments and the amount shown as patient responsibility
on this notice.
Note: (Modified 4/1/07)

MA79

Billed in excess of interim rate.

MA80

Informational notice. No payment issued for this claim with this notice. Payment issued to the hospital by its
intermediary for all services for this encounter under a demonstration project.

MA81

Missing/incomplete/invalid provider/supplier signature.
Note: (Modified 2/28/03)

MA83

Did not indicate whether we are the primary or secondary payer.
Note: (Modified 8/1/05)

MA84

Patient identified as participating in the National Emphysema Treatment Trial but our records indicate that this
patient is either not a participant, or has not yet been approved for this phase of the study. Contact Johns Hopkins
University, the study coordinator, to resolve if there was a discrepancy.

MA88

Missing/incomplete/invalid insured's address and/or telephone number for the primary payer.
Note: (Modified 2/28/03)

MA89

Missing/incomplete/invalid patient's relationship to the insured for the primary payer.
Note: (Modified 2/28/03)

MA90

Missing/incomplete/invalid employment status code for the primary insured.
Note: (Modified 2/28/03).

MA91

This determination is the result of the appeal you filed.

MA92

Missing plan information for other insurance.
Note: (Modified 2/1/04) Related to N245

MA93

Non-PIP (Periodic Interim Payment) claim.
Note: (Modified 6/30/03)

MA94

Did not enter the statement “Attending physician not hospice employee” on the claim form to certify that the
rendering physician is not an employee of the hospice.
Note: (Reactivated 4/1/04, Modified 8/1/05)

MA95

De-activate and refer to M51.
Note: (Modified 2/28/03)

MA96

Claim rejected. Coded as a Medicare Managed Care Demonstration but patient is not enrolled in a Medicare
managed care plan.

MA97

Missing/incomplete/invalid Medicare Managed Care Demonstration contract number.
Note: (Modified 2/28/03)

MA99

Missing/incomplete/invalid Medigap information.
Note: (Modified 2/28/03)

MA100 Missing/incomplete/invalid date of current illness or symptoms
Note: (Modified 2/28/03, 3/30/05)
MA101 A Skilled Nursing Facility (SNF) is responsible for payment of outside providers who furnish these services/supplies
to residents.
Note: (Modified 6/30/03)
MA103 Hemophilia Add On.
MA106 PIP (Periodic Interim Payment) claim.
Note: (Modified 6/30/03)
MA107 Paper claim contains more than three separate data items in field 19.
MA108 Paper claim contains more than one data item in field 23.
MA109 Claim processed in accordance with ambulatory surgical guidelines.
MA110 Missing/incomplete/invalid information on whether the diagnostic test(s) were performed by an outside entity or if
no purchased tests are included on the claim.
Note: (Modified 2/28/03)
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MA111 Missing/incomplete/invalid purchase price of the test(s) and/or the performing laboratory's name and address.
Note: (Modified 2/28/03)
MA112 Missing/incomplete/invalid group practice information.
Note: (Modified 2/28/03)
MA113 Incomplete/invalid taxpayer identification number (TIN) submitted by you per the Internal Revenue Service. Your
claims cannot be processed without your correct TIN, and you may not bill the patient pending correction of your
TIN. There are no appeal rights for unprocessable claims, but you may resubmit this claim after you have notified
this office of your correct TIN.
MA114 Missing/incomplete/invalid information on where the services were furnished.
Note: (Modified 2/28/03)
MA115 Missing/incomplete/invalid physical location (name and address, or PIN) where the service(s) were rendered in a
Health Professional Shortage Area (HPSA).
Note: (Modified 2/28/03)
MA116 Did not complete the statement "Homebound" on the claim to validate whether laboratory services were performed
at home or in an institution.
Note: (Reactivated 4/1/04)
MA117 This claim has been assessed a $1.00 user fee.
MA118 Coinsurance and/or deductible amounts apply to a claim for services or supplies furnished to a Medicare-eligible
veteran through a facility of the Department of Veterans Affairs. No Medicare payment issued.
MA119 Provider level adjustment for late claim filing applies to this claim.
MA120 Missing/incomplete/invalid CLIA certification number.
Note: (Modified 2/28/03)
MA121 Missing/incomplete/invalid x-ray date.
Note: (Modified 12/2/04)
MA122 Missing/incomplete/invalid initial treatment date.
Note: (Modified 12/2/04)
MA123 Your center was not selected to participate in this study, therefore, we cannot pay for these services.
MA125 Per legislation governing this program, payment constitutes payment in full.
MA126 Pancreas transplant not covered unless kidney transplant performed.
Note: (New Code 10/12/01)
MA128 Missing/incomplete/invalid FDA approval number.
Note: (Modified 2/28/03, 3/30/05)
MA130 Your claim contains incomplete and/or invalid information, and no appeal rights are afforded because the claim is
unprocessable. Please submit a new claim with the complete/correct information.
MA131 Physician already paid for services in conjunction with this demonstration claim. You must have the physician
withdraw that claim and refund the payment before we can process your claim.
MA132 Adjustment to the pre-demonstration rate.
MA133 Claim overlaps inpatient stay. Rebill only those services rendered outside the inpatient stay.
MA134 Missing/incomplete/invalid provider number of the facility where the patient resides.
N1

Alert: You may appeal this decision in writing within the required time limits following receipt of this notice by
following the instructions included in your contract or plan benefit documents.
Note: (Modified 2/28/03, 4/1/07)

N2

This allowance has been made in accordance with the most appropriate course of treatment provision of the plan.

N3

Missing consent form.
Note: (Modified 2/28/03) Related to N228

N4

Missing/incomplete/invalid prior insurance carrier EOB.
Note: (Modified 2/28/03)

N5

EOB received from previous payer. Claim not on file.

N6

Under FEHB law (U.S.C. 8904(b)), we cannot pay more for covered care than the amount Medicare would have
allowed if the patient were enrolled in Medicare Part A and/or Medicare Part B.
Note: (Modified 2/28/03)

N7

Processing of this claim/service has included consideration under Major Medical provisions.

N8

Crossover claim denied by previous payer and complete claim data not forwarded. Resubmit this claim to this payer
to provide adequate data for adjudication.

N9

Adjustment represents the estimated amount a previous payer may pay.
Note: (Modified 11/18/05)

N10

Claim/service adjusted based on the findings of a review organization/professional consult/manual
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adjudication/medical or dental advisor.
Note: (Modified 10/31/02)
N11

Denial reversed because of medical review.

N12

Policy provides coverage supplemental to Medicare. As member does not appear to be enrolled in Medicare Part B,
the member is responsible for payment of the portion of the charge that would have been covered by Medicare.

N13

Payment based on professional/technical component modifier(s).

N14

Payment based on a contractual amount or agreement, fee schedule, or maximum allowable amount.
Note: (Deactivated eff. 10/1/07. Consider using Reason Code 45)

N15

Services for a newborn must be billed separately.

N16

Family/member Out-of-Pocket maximum has been met. Payment based on a higher percentage.

N19

Procedure code incidental to primary procedure.

N20

Service not payable with other service rendered on the same date.

N21

Alert: Your line item has been separated into multiple lines to expedite handling.
Note: (Modified 8/1/05, 4/1/07)

N22

This procedure code was added/changed because it more accurately describes the services rendered.
Note: (Modified 10/31/02, 2/28/03)

N23

Alert: Patient liability may be affected due to coordination of benefits with other carriers and/or maximum benefit
provisions.
Note: (Modified 8/13/01, 4/1/07)

N24

Missing/incomplete/invalid Electronic Funds Transfer (EFT) banking information.
Note: (Modified 2/28/03)

N25

This company has been contracted by your benefit plan to provide administrative claims payment services only.
This company does not assume financial risk or obligation with respect to claims processed on behalf of your benefit
plan.

N26

Missing itemized bill.
Note: (Modified 2/28/03) Related to N232

N27

Missing/incomplete/invalid treatment number.
Note: (Modified 2/28/03)

N28

Consent form requirements not fulfilled.

N29

Missing documentation/orders/notes/summary/report/chart.
Note: (Modified 2/28/03, 8/1/05) Related to N225

N30

Patient ineligible for this service.
Note: (Modified 6/30/03)

N31

Missing/incomplete/invalid prescribing provider identifier.
Note: (Modified 12/2/04)

N32

Claim must be submitted by the provider who rendered the service.
Note: (Modified 6/30/03)

N33

No record of health check prior to initiation of treatment.

N34

Incorrect claim form/format for this service.
Note: (Modified 11/18/05)

N35

Program integrity/utilization review decision.

N36

Claim must meet primary payer’s processing requirements before we can consider payment.

N37

Missing/incomplete/invalid tooth number/letter.
Note: (Modified 2/28/03)

N39

Procedure code is not compatible with tooth number/letter.

N40

Missing x-ray.
Note: (Modified 2/1/04) Related to N242

N42

No record of mental health assessment.

N43

Bed hold or leave days exceeded.

N45

Payment based on authorized amount.

N46

Missing/incomplete/invalid admission hour.

N47

Claim conflicts with another inpatient stay.

N48

Claim information does not agree with information received from other insurance carrier.

N49

Court ordered coverage information needs validation.

N50

Missing/incomplete/invalid discharge information.
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Note: (Modified 2/28/03)
N51

Electronic interchange agreement not on file for provider/submitter.

N52

Patient not enrolled in the billing provider's managed care plan on the date of service.

N53

Missing/incomplete/invalid point of pick-up address.
Note: (Modified 2/28/03)

N54

Claim information is inconsistent with pre-certified/authorized services.

N55

Procedures for billing with group/referring/performing providers were not followed.

N56

Procedure code billed is not correct/valid for the services billed or the date of service billed.
Note: (Modified 2/28/03)

N57

Missing/incomplete/invalid prescribing date.
Note: (Modified 12/2/04) Related to N304

N58

Missing/incomplete/invalid patient liability amount.
Note: (Modified 2/28/03)

N59

Alert: Please refer to your provider manual for additional program and provider information.
Note: (Modified 4/1/07)

N61

Rebill services on separate claims.

N62

Inpatient admission spans multiple rate periods. Resubmit separate claims.

N63

Rebill services on separate claim lines.

N64

The “from” and “to” dates must be different.

N65

Procedure code or procedure rate count cannot be determined, or was not on file, for the date of service/provider.
Note: (Modified 2/28/03)

N67

Professional provider services not paid separately. Included in facility payment under a demonstration project.
Apply to that facility for payment, or resubmit your claim if: the facility notifies you the patient was excluded from
this demonstration; or if you furnished these services in another location on the date of the patient’s admission or
discharge from a demonstration hospital. If services were furnished in a facility not involved in the demonstration
on the same date the patient was discharged from or admitted to a demonstration facility, you must report the
provider ID number for the non-demonstration facility on the new claim.

N68

Prior payment being cancelled as we were subsequently notified this patient was covered by a demonstration
project in this site of service. Professional services were included in the payment made to the facility. You must
contact the facility for your payment. Prior payment made to you by the patient or another insurer for this claim
must be refunded to the payer within 30 days.

N69

PPS (Prospective Payment System) code changed by claims processing system. Insufficient visits or therapies.
Note: (Modified 6/30/03)

N70

Home health consolidated billing and payment applies.
Note: (Modified 2/28/02)

N71

Your unassigned claim for a drug or biological, clinical diagnostic laboratory services or ambulance service was
processed as an assigned claim. You are required by law to accept assignment for these types of claims.
Note: (Modified 2/21/02, 6/30/03)

N72

PPS (Prospective Payment System) code changed by medical reviewers. Not supported by clinical records.
Note: (Modified 6/30/03)

N74

Resubmit with multiple claims, each claim covering services provided in only one calendar month.

N75

Missing/incomplete/invalid tooth surface information.
Note: (Modified 2/28/03)

N76

Missing/incomplete/invalid number of riders.
Note: (Modified 2/28/03)

N77

Missing/incomplete/invalid designated provider number.
Note: (Modified 2/28/03)

N78

The necessary components of the child and teen checkup (EPSDT) were not completed.

N79

Service billed is not compatible with patient location information.

N80

Missing/incomplete/invalid prenatal screening information.
Note: (Modified 2/28/03)

N81

Procedure billed is not compatible with tooth surface code.

N82

Provider must accept insurance payment as payment in full when a third party payer contract specifies full
reimbursement.

N83

No appeal rights. Adjudicative decision based on the provisions of a demonstration project.

N84

Alert: Further installment payments forthcoming.
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Note: (Modified 4/1/07)
N85

Alert: Final installment payment.
Note: (Modified 4/1/07)

N86

A failed trial of pelvic muscle exercise training is required in order for biofeedback training for the treatment of
urinary incontinence to be covered.

N87

Home use of biofeedback therapy is not covered.

N88

Alert: This payment is being made conditionally. An HHA episode of care notice has been filed for this patient.
When a patient is treated under a HHA episode of care, consolidated billing requires that certain therapy services
and supplies, such as this, be included in the HHA's payment. This payment will need to be recouped from you if we
establish that the patient is concurrently receiving treatment under a HHA episode of care.
Note: (Modified 4/1/07)

N89

Alert: Payment information for this claim has been forwarded to more than one other payer, but format limitations
permit only one of the secondary payers to be identified in this remittance advice.
Note: (Modified 4/1/07)

N90

Covered only when performed by the attending physician.

N91

Services not included in the appeal review.

N92

This facility is not certified for digital mammography.

N93

A separate claim must be submitted for each place of service. Services furnished at multiple sites may not be billed
in the same claim.

N94

Claim/Service denied because a more specific taxonomy code is required for adjudication.

N95

This provider type/provider specialty may not bill this service.
Note: (New code 7/31/01, Modified 2/28/03)

N96

Patient must be refractory to conventional therapy (documented behavioral, pharmacologic and/or surgical
corrective therapy) and be an appropriate surgical candidate such that implantation with anesthesia can occur.
Note: (New code 8/24/01)

N97

Patients with stress incontinence, urinary obstruction, and specific neurologic diseases (e.g., diabetes with
peripheral nerve involvement) which are associated with secondary manifestations of the above three indications
are excluded.
Note: (New code 8/24/01)

N98

Patient must have had a successful test stimulation in order to support subsequent implantation. Before a patient is
eligible for permanent implantation, he/she must demonstrate a 50 percent or greater improvement through test
stimulation. Improvement is measured through voiding diaries.
Note: (New code 8/24/01)

N99

Patient must be able to demonstrate adequate ability to record voiding diary data such that clinical results of the
implant procedure can be properly evaluated.
Note: (New code 8/24/01)

N100

PPS (Prospect Payment System) code corrected during adjudication.
Note: (New code 9/14/01. Modified 6/30/03)

N102

This claim has been denied without reviewing the medical record because the requested records were not received
or were not received timely.
Note: (New code 10/31/01)

N103

Social Security records indicate that this patient was a prisoner when the service was rendered. This payer does not
cover items and services furnished to an individual while they are in State or local custody under a penal authority,
unless under State or local law, the individual is personally liable for the cost of his or her health care while
incarcerated and the State or local government pursues such debt in the same way and with the same vigor as any
other debt.
Note: (Modified 6/30/03)

N104

This claim/service is not payable under our claims jurisdiction area. You can identify the correct Medicare contractor
to process this claim/service through the CMS website at www.cms.hhs.gov.
Note: (New code 1/29/02, Modified 10/31/02)

N105

This is a misdirected claim/service for an RRB beneficiary. Submit paper claims to the RRB carrier: Palmetto GBA,
P.O. Box 10066, Augusta, GA 30999. Call 866-749-4301 for RRB EDI information for electronic claims processing.
Note: (New code 1/29/02)

N106

Payment for services furnished to Skilled Nursing Facility (SNF) inpatients (except for excluded services) can only
be made to the SNF. You must request payment from the SNF rather than the patient for this service.
Note: (New code 1/31/02)

N107

Services furnished to Skilled Nursing Facility (SNF) inpatients must be billed on the inpatient claim. They cannot be
billed separately as outpatient services.
Note: (New code 1/31/02)
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N108

Missing/incomplete/invalid upgrade information.
Note: (Modified 2/28/03)

N109

This claim was chosen for complex review and was denied after reviewing the medical records.
Note: (New Code 2/26/02)

N110

This facility is not certified for film mammography.
Note: (New Code 2/28/02)

N111

No appeal right except duplicate claim/service issue. This service was included in a claim that has been previously
billed and adjudicated.
Note: (New Code 2/28/02)

N112

This claim is excluded from your electronic remittance advice.
Note: (New Code 2/28/02)

N113

Only one initial visit is covered per physician, group practice or provider.
Note: (New Code 4/16/02. Modified 6/30/03)

N114

During the transition to the Ambulance Fee Schedule, payment is based on the lesser of a blended amount
calculated using a percentage of the reasonable charge/cost and fee schedule amounts, or the submitted charge for
the service. You will be notified yearly what the percentages for the blended payment calculation will be.
Note: (New Code 5/30/02)

N115

This decision was based on a local medical review policy (LMRP) or Local Coverage Determination (LCD).An
LMRP/LCD provides a guide to assist in determining whether a particular item or service is covered. A copy of this
policy is available at http://www.cms.hhs.gov/mcd, or if you do not have web access, you may contact the
contractor to request a copy of the LMRP/LCD.
Note: (Modified 4/1/04)

N116

This payment is being made conditionally because the service was provided in the home, and it is possible that the
patient is under a home health episode of care. When a patient is treated under a home health episode of care,
consolidated billing requires that certain therapy services and supplies, such as this, be included in the home health
agency’s (HHA’s) payment. This payment will need to be recouped from you if we establish that the patient is
concurrently receiving treatment under an HHA episode of care.
Note: (New Code 6/30/02)

N117

This service is paid only once in a patient’s lifetime.
Note: (New Code 7/30/02. Modified 6/30/03)

N118

This service is not paid if billed more than once every 28 days.
Note: (New Code 7/30/02)

N119

This service is not paid if billed once every 28 days, and the patient has spent 5 or more consecutive days in any
inpatient or Skilled /nursing Facility (SNF) within those 28 days.
Note: (New Code 7/30/02. Modified 6/30/03)

N120

Payment is subject to home health prospective payment system partial episode payment adjustment. Patient was
transferred/discharged/readmitted during payment episode.
Note: (New Code 8/9/02. Modified 6/30/03)

N121

Medicare Part B does not pay for items or services provided by this type of practitioner for beneficiaries in a
Medicare Part A covered Skilled Nursing Facility (SNF) stay.
Note: (New Code 9/9/02. Modified 8/1/04, 6/30/03)

N122

Add-on code cannot be billed by itself.
Note: (New Code 9/12/02, Modified 8/1/05)

N123

This is a split service and represents a portion of the units from the originally submitted service.
Note: (New Code 9/24/02)

N124

Payment has been denied for the/made only for a less extensive service/item because the information furnished
does not substantiate the need for the (more extensive) service/item. The patient is liable for the charges for this
service/item as you informed the patient in writing before the service/item was furnished that we would not pay for
it, and the patient agreed to pay.
Note: (New Code 9/26/02)

N125

Payment has been (denied for the/made only for a less extensive) service/item because the information furnished
does not substantiate the need for the (more extensive) service/item. If you have collected any amount from the
patient, you must refund that amount to the patient within 30 days of receiving this notice.
The requirements for a refund are in §1834(a)(18) of the Social Security Act (and in §§1834(j)(4) and 1879(h) by
cross-reference to §1834(a)(18)). Section 1834(a)(18)(B) specifies that suppliers which knowingly and willfully fail
to make appropriate refunds may be subject to civil money penalties and/or exclusion from the Medicare program.
If you have any questions about this notice, please contact this office.
Note: (New Code 9/26/02, Modified 8/1/05. Also refer to N356)

N126

Social Security Records indicate that this individual has been deported. This payer does not cover items and
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services furnished to individuals who have been deported.
Note: (New Code 10/17/02)
N127

This is a misdirected claim/service for a United Mine Workers of America (UMWA) beneficiary. Please submit claims
to them.
Note: (New Code 10/31/02) Modified 8/1/04

N128

This amount represents the prior to coverage portion of the allowance.
Note: (New Code 10/31/02)

N129

This amount represents the dollar amount not eligible due to the patient's age.
Note: (New Code 10/31/02)

N130

Alert: Consult plan benefit documents for information about restrictions for this service.
Note: (New Code 10/31/02, Modified 4/1/07)

N131

Total payments under multiple contracts cannot exceed the allowance for this service.
Note: (New Code 10/31/02)

N132

Alert: Payments will cease for services rendered by this US Government debarred or excluded provider after the 30
day grace period as previously notified.
Note: (New Code 10/31/02, Modified 4/1/07)

N133

Alert: Services for predetermination and services requesting payment are being processed separately.
Note: (New Code 10/31/02, Modified 4/1/07)

N134

Alert: This represents your scheduled payment for this service. If treatment has been discontinued, please contact
Customer Service.
Note: (New Code 10/31/02, Modified 4/1/07)

N135

Record fees are the patient's responsibility and limited to the specified co-payment.
Note: (New Code 10/31/02)

N136

Alert: To obtain information on the process to file an appeal in Arizona, call the Department's Consumer Assistance
Office at (602) 912-8444 or (800) 325-2548.
Note: (New Code 10/31/02, Modified 4/1/07)

N137

Alert: The provider acting on the Member's behalf, may file an appeal with the Payer. The provider, acting on the
Member's behalf, may file a complaint with the State Insurance Regulatory Authority without first filing an appeal, if
the coverage decision involves an urgent condition for which care has not been rendered. The address may be
obtained from the State Insurance Regulatory Authority.
Note: (New Code 10/31/02, Modified 8/1/04, 2/28/03, 4/1/07)

N138

Alert: In the event you disagree with the Dental Advisor's opinion and have additional information relative to the
case, you may submit radiographs to the Dental Advisor Unit at the subscriber's dental insurance carrier for a
second Independent Dental Advisor Review.
Note: (New Code 10/31/02, Modified 4/1/07)

N139

Alert: Under the Code of Federal Regulations, Chapter 32, Section 199.13 a non-participating provider is not an
appropriate appealing party. Therefore, if you disagree with the Dental Advisor's opinion, you may appeal the
determination if appointed in writing, by the beneficiary, to act as his/her representative. Should you be appointed
as a representative, submit a copy of this letter, a signed statement explaining the matter in which you disagree,
and any radiographs and relevant information to the subscriber's Dental insurance carrier within 90 days from the
date of this letter.
Note: (New Code 10/31/02, Modified 4/1/07)

N140

Alert: You have not been designated as an authorized OCONUS provider therefore are not considered an
appropriate appealing party. If the beneficiary has appointed you, in writing, to act as his/her representative and
you disagree with the Dental Advisor's opinion, you may appeal by submitting a copy of this letter, a signed
statement explaining the matter in which you disagree, and any relevant information to the subscriber's Dental
insurance carrier within 90 days from the date of this letter.
Note: (New Code 10/31/02, Modified 4/1/07)

N141

The patient was not residing in a long-term care facility during all or part of the service dates billed.
Note: (New Code 10/31/02)

N142

The original claim was denied. Resubmit a new claim, not a replacement claim.
Note: (New Code 10/31/02)

N143

The patient was not in a hospice program during all or part of the service dates billed.
Note: (New Code 10/31/02)

N144

The rate changed during the dates of service billed.
Note: (New Code 10/31/02)

N146

Missing screening document.
Note: (Modified 8/1/04) Related to N243

N147

Long term care case mix or per diem rate cannot be determined because the patient ID number is missing,
incomplete, or invalid on the assignment request.
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Note: (New Code 10/31/02)
N148

Missing/incomplete/invalid date of last menstrual period.
Note: (New Code 10/31/02)

N149

Rebill all applicable services on a single claim.
Note: (New Code 10/31/02)

N150

Missing/incomplete/invalid model number.
Note: (New Code 10/31/02)

N151

Telephone contact services will not be paid until the face-to-face contact requirement has been met.
Note: (New Code 10/31/02)

N152

Missing/incomplete/invalid replacement claim information.
Note: (New Code 10/31/02)

N153

Missing/incomplete/invalid room and board rate.
Note: (New Code 10/31/02)

N154

Alert: This payment was delayed for correction of provider's mailing address.
Note: (New Code 10/31/02, Modified 4/1/07)

N155

Alert: Our records do not indicate that other insurance is on file. Please submit other insurance information for our
records.
Note: (New Code 10/31/02, Modified 4/1/07)

N156

Alert: The patient is responsible for the difference between the approved treatment and the elective treatment.
Note: (New Code 10/31/02, Modified 4/1/07)

N157

Transportation to/from this destination is not covered.
Note: (New Code 2/28/03, Modified 2/1/04)

N158

Transportation in a vehicle other than an ambulance is not covered.
Note: (New Code 2/28/03)

N159

Payment denied/reduced because mileage is not covered when the patient is not in the ambulance.
Note: (New Code 2/28/03)

N160

The patient must choose an option before a payment can be made for this procedure/ equipment/ supply/ service.
Note: (New Code 2/28/03, Modified 2/1/04)

N161

This drug/service/supply is covered only when the associated service is covered.
Note: (New Code 2/28/03)

N162

Alert: Although your claim was paid, you have billed for a test/specialty not included in your Laboratory
Certification. Your failure to correct the laboratory certification information will result in a denial of payment in the
near future.
Note: (New Code 2/28/03, Modified 4/1/07)

N163

Medical record does not support code billed per the code definition.
Note: (New Code 2/28/03)

N167

Charges exceed the post-transplant coverage limit.
Note: (New Code 2/28/03)

N170

A new/revised/renewed certificate of medical necessity is needed.
Note: (New Code 2/28/03)

N171

Payment for repair or replacement is not covered or has exceeded the purchase price.
Note: (New Code 2/28/03)

N172

The patient is not liable for the denied/adjusted charge(s) for receiving any updated service/item.
Note: (New Code 2/28/03)

N173

No qualifying hospital stay dates were provided for this episode of care.
Note: (New Code 2/28/03)

N174

This is not a covered service/procedure/ equipment/bed, however patient liability is limited to amounts shown in
the adjustments under group "PR".
Note: (New Code 2/28/03)

N175

Missing Review Organization Approval.
Note: (Modified 8/1/04) Related to N241

N176

Services provided aboard a ship are covered only when the ship is of United States registry and is in United States
waters. In addition, a doctor licensed to practice in the United States must provide the service.
Note: (New Code 2/28/03)

N177

Alert: We did not send this claim to patient’s other insurer. They have indicated no additional payment can be
made.
Note: (New Code 2/28/03, Modified 6/30/03, 4/1/07)

N178

Missing pre-operative photos or visual field results.
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Note: (Modified 8/1/04) Related to N244
N179

Additional information has been requested from the member. The charges will be reconsidered upon receipt of that
information.
Note: (New Code 2/28/03)

N180

This item or service does not meet the criteria for the category under which it was billed.
Note: (New Code 2/28/03)

N181

Additional information is required from another provider involved in this service.
Note: (New Code 2/28/03. Modified 12/1/06)

N182

This claim/service must be billed according to the schedule for this plan.
Note: (New Code 2/28/03)

N183

Alert: This is a predetermination advisory message, when this service is submitted for payment additional
documentation as specified in plan documents will be required to process benefits.
Note: (New Code 2/28/03, Modified 4/1/07)

N184

Rebill technical and professional components separately.
Note: (New Code 2/28/03)

N185

Alert: Do not resubmit this claim/service.
Note: (New Code 2/28/03, Modified 4/1/07)

N186

Non-Availability Statement (NAS) required for this service. Contact the nearest Military Treatment Facility (MTF) for
assistance.
Note: (New Code 2/28/03)

N187

Alert: You may request a review in writing within the required time limits following receipt of this notice by
following the instructions included in your contract or plan benefit documents.
Note: (New Code 2/28/03, Modified 4/1/07)

N188

The approved level of care does not match the procedure code submitted.
Note: (New Code 2/28/03)

N189

Alert: This service has been paid as a one-time exception to the plan's benefit restrictions.
Note: (New Code 2/28/03, Modified 4/1/07)

N190

Missing contract indicator.
Note: (Modified 8/1/04) Related to N229

N191

The provider must update insurance information directly with payer.
Note: (New Code 2/28/03)

N192

Patient is a Medicaid/Qualified Medicare Beneficiary.
Note: (New Code 2/28/03)

N193

Specific federal/state/local program may cover this service through another payer.
Note: (New Code 2/28/03)

N194

Technical component not paid if provider does not own the equipment used.
Note: (New Code 2/28/03)

N195

The technical component must be billed separately.
Note: (New Code 2/28/03)

N196

Alert: Patient eligible to apply for other coverage which may be primary.
Note: (New Code 2/28/03, Modified 4/1/07)

N197

The subscriber must update insurance information directly with payer.
Note: (New Code 2/28/03)

N198

Rendering provider must be affiliated with the pay-to provider.
Note: (New Code 2/28/03)

N199

Additional payment/recoupment approved based on payer-initiated review/audit.
Note: (New Code 2/28/03, Modified 8/1/06)

N200

The professional component must be billed separately.
Note: (New Code 2/28/03)

N201

A mental health facility is responsible for payment of outside providers who furnish these services/supplies to
residents.
Note: (New Code 2/28/03)

N202

Alert: Additional information/explanation will be sent separately
Note: (New Code 6/30/03, Modified 4/1/07)

N203

Missing/incomplete/invalid anesthesia time/units
Note: (New Code 6/30/03)

N204

Services under review for possible pre-existing condition. Send medical records for prior 12 months
Note: (New Code 6/30/03)
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N205

Information provided was illegible
Note: (New Code 6/30/03)

N206

The supporting documentation does not match the claim
Note: (New Code 6/30/03)

N207

Missing/incomplete/invalid weight.
Note: (New Code 6/30/03, Modified 11/18/05)

N208

Missing/incomplete/invalid DRG code
Note: (New Code 6/30/03)

N209

Missing/invalid/incomplete taxpayer identification number (TIN)
Note: (New Code 6/30/03)

N210

Alert: You may appeal this decision
Note: (New Code 6/30/03, Modified 4/1/07)

N211

Alert: You may not appeal this decision
Note: (New Code 6/30/03, Modified 4/1/07)

N212

Charges processed under a Point of Service benefit
Note: (New Code 2/1/04)

N213

Missing/incomplete/invalid facility/discrete unit DRG/DRG exempt status information
Note: (New Code 4/1/04)

N214

Missing/incomplete/invalid history of the related initial surgical procedure(s)
Note: (New Code 4/1/04)

N215

Alert: A payer providing supplemental or secondary coverage shall not require a claims determination for this
service from a primary payer as a condition of making its own claims determination.
Note: (New Code 4/1/04, Modified 4/1/07)

N216

Patient is not enrolled in this portion of our benefit package
Note: (New Code 4/1/04)

N217

We pay only one site of service per provider per claim
Note: (New Code 8/1/04)

N218

You must furnish and service this item for as long as the patient continues to need it. We can pay for maintenance
and/or servicing for the time period specified in the contract or coverage manual.
Note: (New Code 8/1/04)

N219

Payment based on previous payer's allowed amount.
Note: (New Code 8/1/04)

N220

Alert: See the payer's web site or contact the payer's Customer Service department to obtain forms and
instructions for filing a provider dispute.
Note: (New Code 8/1/04, Modified 4/1/07)

N221

Missing Admitting History and Physical report.
Note: (New Code 8/1/04)

N222

Incomplete/invalid Admitting History and Physical report.
Note: (New Code 8/1/04)

N223

Missing documentation of benefit to the patient during initial treatment period.
Note: (New Code 8/1/04)

N224

Incomplete/invalid documentation of benefit to the patient during initial treatment period.
Note: (New Code 8/1/04)

N225

Incomplete/invalid documentation/orders/notes/summary/report/chart.
Note: (New Code 8/1/04, Modified 8/1/05)

N226

Incomplete/invalid American Diabetes Association Certificate of Recognition.
Note: (New Code 8/1/04)

N227

Incomplete/invalid Certificate of Medical Necessity.
Note: (New Code 8/1/04)

N228

Incomplete/invalid consent form.
Note: (New Code 8/1/04)

N229

Incomplete/invalid contract indicator.
Note: (New Code 8/1/04)

N230

Incomplete/invalid indication of whether the patient owns the equipment that requires the part or supply.
Note: (New Code 8/1/04)

N231

Incomplete/invalid invoice or statement certifying the actual cost of the lens, less discounts, and/or the type of
intraocular lens used.
Note: (New Code 8/1/04)
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N232

Incomplete/invalid itemized bill.
Note: (New Code 8/1/04)

N233

Incomplete/invalid operative report.
Note: (New Code 8/1/04)

N234

Incomplete/invalid oxygen certification/re-certification.
Note: (New Code 8/1/04)

N235

Incomplete/invalid pacemaker registration form.
Note: (New Code 8/1/04)

N236

Incomplete/invalid pathology report.
Note: (New Code 8/1/04)

N237

Incomplete/invalid patient medical record for this service.
Note: (New Code 8/1/04)

N238

Incomplete/invalid physician certified plan of care
Note: (New Code 8/1/04)

N239

Incomplete/invalid physician financial relationship form.
Note: (New Code 8/1/04)

N240

Incomplete/invalid radiology report.
Note: (New Code 8/1/04)

N241

Incomplete/invalid Review Organization Approval.
Note: (New Code 8/1/04)

N242

Incomplete/invalid x-ray.
Note: (New Code 8/1/04)

N243

Incomplete/invalid/not approved screening document.
Note: (New Code 8/1/04)

N244

Incomplete/invalid pre-operative photos/visual field results.
Note: (New Code 8/1/04)

N245

Incomplete/invalid plan information for other insurance
Note: (New Code 8/1/04)

N246

State regulated patient payment limitations apply to this service.
Note: (New Code 12/2/04)

N247

Missing/incomplete/invalid assistant surgeon taxonomy.
Note: (New Code 12/2/04)

N248

Missing/incomplete/invalid assistant surgeon name.
Note: (New Code 12/2/04)

N249

Missing/incomplete/invalid assistant surgeon primary identifier.
Note: (New Code 12/2/04)

N250

Missing/incomplete/invalid assistant surgeon secondary identifier.
Note: (New Code 12/2/04)

N251

Missing/incomplete/invalid attending provider taxonomy.
Note: (New Code 12/2/04)

N252

Missing/incomplete/invalid attending provider name.
Note: (New Code 12/2/04)

N253

Missing/incomplete/invalid attending provider primary identifier.
Note: (New Code 12/2/04)

N254

Missing/incomplete/invalid attending provider secondary identifier.
Note: (New Code 12/2/04)

N255

Missing/incomplete/invalid billing provider taxonomy.
Note: (New Code 12/2/04)

N256

Missing/incomplete/invalid billing provider/supplier name.
Note: (New Code 12/2/04)

N257

Missing/incomplete/invalid billing provider/supplier primary identifier.
Note: (New Code 12/2/04)

N258

Missing/incomplete/invalid billing provider/supplier address.
Note: (New Code 12/2/04)

N259

Missing/incomplete/invalid billing provider/supplier secondary identifier.
Note: (New Code 12/2/04)

N260

Missing/incomplete/invalid billing provider/supplier contact information.
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Note: (New Code 12/2/04)
N261

Missing/incomplete/invalid operating provider name.
Note: (New Code 12/2/04)

N262

Missing/incomplete/invalid operating provider primary identifier.
Note: (New Code 12/2/04)

N263

Missing/incomplete/invalid operating provider secondary identifier.
Note: (New Code 12/2/04)

N264

Missing/incomplete/invalid ordering provider name.
Note: (New Code 12/2/04)

N265

Missing/incomplete/invalid ordering provider primary identifier.
Note: (New Code 12/2/04)

N266

Missing/incomplete/invalid ordering provider address.
Note: (New Code 12/2/04)

N267

Missing/incomplete/invalid ordering provider secondary identifier.
Note: (New Code 12/2/04)

N268

Missing/incomplete/invalid ordering provider contact information.
Note: (New Code 12/2/04)

N269

Missing/incomplete/invalid other provider name.
Note: (New Code 12/2/04)

N270

Missing/incomplete/invalid other provider primary identifier.
Note: (New Code 12/2/04)

N271

Missing/incomplete/invalid other provider secondary identifier.
Note: (New Code 12/2/04)

N272

Missing/incomplete/invalid other payer attending provider identifier.
Note: (New Code 12/2/04)

N273

Missing/incomplete/invalid other payer operating provider identifier.
Note: (New Code 12/2/04)

N274

Missing/incomplete/invalid other payer other provider identifier.
Note: (New Code 12/2/04)

N275

Missing/incomplete/invalid other payer purchased service provider identifier.
Note: (New Code 12/2/04)

N276

Missing/incomplete/invalid other payer referring provider identifier.
Note: (New Code 12/2/04)

N277

Missing/incomplete/invalid other payer rendering provider identifier.
Note: (New Code 12/2/04)

N278

Missing/incomplete/invalid other payer service facility provider identifier.
Note: (New Code 12/2/04)

N279

Missing/incomplete/invalid pay-to provider name.
Note: (New Code 12/2/04)

N280

Missing/incomplete/invalid pay-to provider primary identifier.
Note: (New Code 12/2/04)

N281

Missing/incomplete/invalid pay-to provider address.
Note: (New Code 12/2/04)

N282

Missing/incomplete/invalid pay-to provider secondary identifier.
Note: (New Code 12/2/04)

N283

Missing/incomplete/invalid purchased service provider identifier.
Note: (New Code 12/2/04)

N284

Missing/incomplete/invalid referring provider taxonomy.
Note: (New Code 12/2/04)

N285

Missing/incomplete/invalid referring provider name.
Note: (New Code 12/2/04)

N286

Missing/incomplete/invalid referring provider primary identifier.
Note: (New Code 12/2/04)

N287

Missing/incomplete/invalid referring provider secondary identifier.
Note: (New Code 12/2/04)

N288

Missing/incomplete/invalid rendering provider taxonomy.
Note: (New Code 12/2/04)
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N289

Missing/incomplete/invalid rendering provider name.
Note: (New Code 12/2/04)

N290

Missing/incomplete/invalid rendering provider primary identifier.
Note: (New Code 12/2/04)

N291

Missing/incomplete/invalid rending provider secondary identifier.
Note: (New Code 12/2/04)

N292

Missing/incomplete/invalid service facility name.
Note: (New Code 12/2/04)

N293

Missing/incomplete/invalid service facility primary identifier.
Note: (New Code 12/2/04)

N294

Missing/incomplete/invalid service facility primary address.
Note: (New Code 12/2/04)

N295

Missing/incomplete/invalid service facility secondary identifier.
Note: (New Code 12/2/04)

N296

Missing/incomplete/invalid supervising provider name.
Note: (New Code 12/2/04)

N297

Missing/incomplete/invalid supervising provider primary identifier.
Note: (New Code 12/2/04)

N298

Missing/incomplete/invalid supervising provider secondary identifier.
Note: (New Code 12/2/04)

N299

Missing/incomplete/invalid occurrence date(s).
Note: (New Code 12/2/04)

N300

Missing/incomplete/invalid occurrence span date(s).
Note: (New Code 12/2/04)

N301

Missing/incomplete/invalid procedure date(s).
Note: (New Code 12/2/04)

N302

Missing/incomplete/invalid other procedure date(s).
Note: (New Code 12/2/04)

N303

Missing/incomplete/invalid principal procedure date.
Note: (New Code 12/2/04)

N304

Missing/incomplete/invalid dispensed date.
Note: (New Code 12/2/04)

N305

Missing/incomplete/invalid accident date.
Note: (New Code 12/2/04)

N306

Missing/incomplete/invalid acute manifestation date.
Note: (New Code 12/2/04)

N307

Missing/incomplete/invalid adjudication or payment date.
Note: (New Code 12/2/04)

N308

Missing/incomplete/invalid appliance placement date.
Note: (New Code 12/2/04)

N309

Missing/incomplete/invalid assessment date.
Note: (New Code 12/2/04)

N310

Missing/incomplete/invalid assumed or relinquished care date.
Note: (New Code 12/2/04)

N311

Missing/incomplete/invalid authorized to return to work date.
Note: (New Code 12/2/04)

N312

Missing/incomplete/invalid begin therapy date.
Note: (New Code 12/2/04)

N313

Missing/incomplete/invalid certification revision date.
Note: (New Code 12/2/04)

N314

Missing/incomplete/invalid diagnosis date.
Note: (New Code 12/2/04)

N315

Missing/incomplete/invalid disability from date.
Note: (New Code 12/2/04)

N316

Missing/incomplete/invalid disability to date.
Note: (New Code 12/2/04)

N317

Missing/incomplete/invalid discharge hour.
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Note: (New Code 12/2/04)
N318

Missing/incomplete/invalid discharge or end of care date.
Note: (New Code 12/2/04)

N319

Missing/incomplete/invalid hearing or vision prescription date.
Note: (New Code 12/2/04)

N320

Missing/incomplete/invalid Home Health Certification Period.
Note: (New Code 12/2/04)

N321

Missing/incomplete/invalid last admission period.
Note: (New Code 12/2/04)

N322

Missing/incomplete/invalid last certification date.
Note: (New Code 12/2/04)

N323

Missing/incomplete/invalid last contact date.
Note: (New Code 12/2/04)

N324

Missing/incomplete/invalid last seen/visit date.
Note: (New Code 12/2/04)

N325

Missing/incomplete/invalid last worked date.
Note: (New Code 12/2/04)

N326

Missing/incomplete/invalide last x-ray date.
Note: (New Code 12/2/04)

N327

Missing/incomplete/invalid other insured birth date.
Note: (New Code 12/2/04)

N328

Missing/incomplete/invalid Oxygen Saturation Test date.
Note: (New Code 12/2/04)

N329

Missing/incomplete/invalid patient birth date.
Note: (New Code 12/2/04)

N330

Missing/incomplete/invalid patient death date.
Note: (New Code 12/2/04)

N331

Missing/incomplete/invalid physician order date.
Note: (New Code 12/2/04)

N332

Missing/incomplete/invalid prior hospital discharge date.
Note: (New Code 12/2/04)

N333

Missing/incomplete/invalid prior placement date.
Note: (New Code 12/2/04)

N334

Missing/incomplete/invalid re-evaluation date
Note: (New Code 12/2/04)

N335

Missing/incomplete/invalid referral date.
Note: (New Code 12/2/04)

N336

Missing/incomplete/invalid replacement date.
Note: (New Code 12/2/04)

N337

Missing/incomplete/invalid secondary diagnosis date.
Note: (New Code 12/2/04)

N338

Missing/incomplete/invalid shipped date.
Note: (New Code 12/2/04)

N339

Missing/incomplete/invalid similar illness or symptom date.
Note: (New Code 12/2/04)

N340

Missing/incomplete/invalid subscriber birth date.
Note: (New Code 12/2/04)

N341

Missing/incomplete/invalid surgery date.
Note: (New Code 12/2/04)

N342

Missing/incomplete/invalid test performed date.
Note: (New Code 12/2/04)

N343

Missing/incomplete/invalid Transcutaneous Electrical Nerve Stimulator (TENS) trial start date.
Note: (New Code 12/2/04)

N344

Missing/incomplete/invalid Transcutaneous Electrical Nerve Stimulator (TENS) trial end date.
Note: (New Code 12/2/04)

N345

Date range not valid with units submitted.
Note: (New Code 3/30/05)
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N346

Missing/incomplete/invalid oral cavity designation code.
Note: (New Code 3/30/05)

N347

Your claim for a referred or purchased service cannot be paid because payment has already been made for this
same service to another provider by a payment contractor representing the payer.
Note: (New Code 3/30/05)

N348

You chose that this service/supply/drug would be rendered/supplied and billed by a different practitioner/supplier.
Note: (New Code 8/1/05)

N349

The administration method and drug must be reported to adjudicate this service.
Note: (New Code 8/1/05)

N350

Missing/incomplete/invalid description of service for a Not Otherwise Classified (NOC) code or an Unlisted
procedure.
Note: (New Code 8/1/05)

N351

Service date outside of the approved treatment plan service dates.
Note: (New Code 8/1/05)

N352

Alert: There are no scheduled payments for this service. Submit a claim for each patient visit.
Note: (New Code 8/1/05, Modified 4/1/07)

N353

Alert: Benefits have been estimated, when the actual services have been rendered, additional payment will be
considered based on the submitted claim.
Note: (New Code 8/1/05, Modified 4/1/07)

N354

Incomplete/invalid invoice
Note: (New Code 8/1/05)

N355

Alert: The law permits exceptions to the refund requirement in two cases: - If you did not know, and could not
have reasonably been expected to know, that we would not pay for this service; or - If you notified the patient in
writing before providing the service that you believed that we were likely to deny the service, and the patient
signed a statement agreeing to pay for the service.
If you come within either exception, or if you believe the carrier was wrong in its determination that we do not pay
for this service, you should request appeal of this determination within 30 days of the date of this notice. Your
request for review should include any additional information necessary to support your position.
If you request an appeal within 30 days of receiving this notice, you may delay refunding the amount to the patient
until you receive the results of the review. If the review decision is favorable to you, you do not need to make any
refund. If, however, the review is unfavorable, the law specifies that you must make the refund within 15 days of
receiving the unfavorable review decision.
The law also permits you to request an appeal at any time within 120 days of the date you receive this notice.
However, an appeal request that is received more than 30 days after the date of this notice, does not permit you to
delay making the refund. Regardless of when a review is requested, the patient will be notified that you have
requested one, and will receive a copy of the determination.
The patient has received a separate notice of this denial decision. The notice advises that he/she may be entitled to
a refund of any amounts paid, if you should have known that we would not pay and did not tell him/her. It also
instructs the patient to contact our office if he/she does not hear anything about a refund within 30 days
Note: (New Code 8/1/05, Modified 11/18/05, Modified 4/1/07)

N356

This service is not covered when performed with, or subsequent to, a non-covered service.
Note: (New Code 8/1/05)

N357

Time frame requirements between this service/procedure/supply and a related service/procedure/supply have not
been met.
Note: (New Code 11/18/05)

N358

Alert: This decision may be reviewed if additional documentation as described in the contract or plan benefit
documents is submitted.
Note: (New Code 11/18/05, Modified 4/1/07)

N359

Missing/incomplete/invalid height.
Note: (New Code 11/18/05)

N360

Alert: Coordination of benefits has not been calculated when estimating benefits for this pre-determination. Submit
payment information from the primary payer with the secondary claim.
Note: (New Code 11/18/05, Modified 4/1/07)

N361

Payment adjusted based on multiple diagnostic imaging procedure rules
Note: (New Code 11/18/05, Modified 12/1/06, Deactivated eff. 10/1/07. Consider using Reason Code 59)

N362

The number of Days or Units of Service exceeds our acceptable maximum.
Note: (New Code 11/18/05)
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N363

Alert: in the near future we are implementing new policies/procedures that would affect this determination.
Note: (New Code 11/18/05, Modified 4/1/07)

N364

Alert: According to our agreement, you must waive the deductible and/or coinsurance amounts.
Note: (New Code 11/18/05, Modified 4/1/07)

N365

This procedure code is not payable. It is for reporting/information purposes only.
Note: (New Code 4/1/06)

N366

Requested information not provided. The claim will be reopened if the information previously requested is submitted
within one year after the date of this denial notice.
Note: (New Code 4/1/06)

N367

Alert: The claim information has been forwarded to a Health Savings Account processor for review.
Note: (New Code 4/1/06, Modified 4/1/07)

N368

You must appeal the determination of the previously adjudicated claim.
Note: (New Code 4/1/06)

N369

Alert: Although this claim has been processed, it is deficient according to state legislation/regulation.
Note: (New Code 4/1/06)

N370

Billing exceeds the rental months covered/approved by the payer.
Note: (New Code 8/1/06)

N371

Alert: title of this equipment must be transferred to the patient.
Note: (New Code 8/1/06)

N372

Only reasonable and necessary maintenance/service charges are covered.
Note: (New Code 8/1/06)

N373

It has been determined that another payer paid the services as primary when they were not the primary payer.
Therefore, we are refunding to the payer that paid as primary on your behalf.
Note: (New Code 12/1/06)

N374

Primary Medicare Part A insurance has been exhausted and a Part B Remittance Advice is required.
Note: (New Code 12/1/06)

N375

Missing/incomplete/invalid questionnaire/information required to determine dependent eligibility.
Note: (New Code 12/1/06)

N376

Subscriber/patient is assigned to active military duty, therefore primary coverage may be TRICARE.
Note: (New Code 12/1/06)

N377

Payment adjusted based on a processed replacement claim.
Note: (New Code 12/1/06)

N378

Missing/incomplete/invalid prescription quantity.
Note: (New Code 12/1/06)

N379

Claim level information does not match line level information.
Note: (New Code 12/1/06)

N380

The original claim has been processed, submit a corrected claim.
Note: (New Code 4/1/07)

N381

Consult our contractual agreement for restrictions/billing/payment information related to these charges.
Note: (New Code 4/1/07)

N382

Missing/incomplete/invalid patient identifier.
Note: (New Code 4/1/07)
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N383

Services deemed cosmetic are not covered
Note: (New Code 4/1/07)

N384

Records indicate that the referenced body part/tooth has been removed in a previous procedure.
Note: (New Code 4/1/07)

N385

Payment has been adjusted because notification of admission was not timely according to published plan
procedures.
Note: (New Code 4/1/07)

N386

This decision was based on a National Coverage Determination (NCD). An NCD provides a coverage determination
as to whether a particular item or service is covered. A copy of this policy is available at
http://www.cms.hhs.gov/mcd/search.asp. If you do not have web access, you may contact the contractor to
request a copy of the NCD.
Note: (New Code 4/1/07)

N387

You should submit this claim to the patient's other insurer for potential payment of supplemental benefits. We did
not forward the claim information.
Note: (New Code 4/1/07)
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<Organization Name>
General Credit Policies
Effective Date:______
Last Update:_______
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Policy Purpose:
To define <CLINIC NAME> organizational policies governing patient billing,
collections, refunding, and general business practices regarding patient financial
responsibility.

Policy Mission:
We strive to provide the best business practices in billing and collecting patient accounts.
Proactive efforts are made to contact patients and resolve problems, counsel, and arrange
for payment. We serve our community and incorporate ethical and reasonable collection
policies as governed by The Fair Debt Collection Practices Act, and federal and state
regulations as part of the total medical service package provided to our patients.
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<CLINIC NAME> Patient Registration:
1. Front-Desk Registration of Patients in the System
Patient registration shall be done either in advance to the appointment and/or full registration at
the time of the appointment. All registered patients need to submit their insurance cards at the
time of service (except patients involved in research programs). A copy will be scanned into the
patient file of the Medical Manager system. All patients are required to sign an assignment of
benefits form (registration) form, which may be scanned into the patient file of the Medical
Manager system if the situation is warranted.
2. Co-payments, Deductibles and Non-Covered Services:
All patient co-payments, deductibles and non-covered services will be collected upfront at the
time of service. For services normally covered by Medicare, or Contract Insurance that may be
patient liability, an official ABN (Advanced Beneficiary Notice) must be obtained and kept in
the patient record. See ABN Policy section of this manual. All elective procedures are paid for
in full prior to being scheduled.
For, if a patient fails to bring the required amount for their deductible and copay, this is brought
to the physician’s attention and the patient may be rescheduled to a later date.
3. Third Party Coverage
We will accept third party benefits as follows:
a. Medicare with proper eligibility.
b. Medicaid is only accepted for adult patients when Medicare is primary. <CLINIC
NAME> & are not accepting any new Medicaid only patients at this time.
c. Any other health plan contracted with <CLINIC NAME> via a bona fide
discounted fee-for-service arrangement.
c. Point-of-service plans (POS), out-of-network PPOs, non-contracted commercial
insurance
d. Worker’s compensation, auto and other liabilities coverage for established patients
only.
e. Approved special projects and service arrangements, for example, attorney requested
prepaid consultations.

4. Insurance Authorizations and Verification:
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a. Eligibility and benefits must be verified by the authorization staff member for each clinic
site prior to service.
b. Scheduling staff are responsible for referring requests for all verification and
authorization to the appropriate staff member.
c. Authorization staff are responsible for updating the accounts and accurately entering the
authorization numbers into the system so that account will get paid.
d. Authorization staff are responsible for making cashiers aware of correct copay and
deductible amounts to be collected from patients at time of check-in.
e. Note: Logins for insurance verification for (verification organization) may be obtained
from the insurance department.
5. General Payment Policy
Payment is expected at the time of service. We participate with Medicare and most insurances.
However, for non-participating insurance plans, the patient is responsible for payment to us and
for pursuing reimbursement directly with the insurance company. We will submit non-contracted
insurances for our patients as a courtesy only. Failure to pay the balances on an account will
result in the account being transferred to “Bad-debt” status and may be released to an outside
collection agency.
6. No-Show Policy
We take pride in our effort to accommodate all of our patients’ needs. Therefore, it is important
that scheduled appointments be kept. For <CLINIC NAME>, a 24 hour notice must also be
provided or a $25 charge is automatically billed to the account. After three no show surgeries,
the patient is discharged from the practice.
7. Patient Account Balances
a. Patient account balances represent the portion of a patient bill that is not covered by a
third party payer. We shall bill these patient balances directly as “private pay”, if not
collected at the time of service.
b. For patients who have balances over 30-60 days, in which the patients cannot pay off
their balance in full, extended payment arrangements will be made as outlined in this
policy. The A/R Supervisors and Account Representatives are responsible for setting up
appropriate payment arrangements according to the extended payment guidelines.

8. Extended Payment Guidelines
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Those patients with an account balance who are unable to pay in full on their account may be
referred to the AR department if needed. After all determinations for methods of obtaining
payment in full have been exhausted, monthly payments will be established as follows:
a. Balances of $50 or less - two equal payments may be authorized.
b. Balances between $50 - $500 - monthly payments of no less than twenty-five percent of
the original balances, with 4 or less extended payments may be authorized. Example:
$500 due = $125 down, and $93.75 for 4 months.
c. Balances of $500 - $1,000 - monthly payments of no less than twenty five percent of the
original outstanding balance with 5 or less payments may be authorized by an A/R
Supervisor or a Manager.
d. Balances over $1,000 - monthly payments must be authorized by an A/R Supervisor or a
Manager. Ideally, installment arrangements should be 6 payments or less and should not
exceed one year from the date of service without approval from the A/R Director.
Note: Any extended payment arrangements made, which goes beyond 5 installments must be
followed up with an Extended Charge Account Agreement Form. See attached “Extended
Charge Account Agreement Form”.
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Extended Charge Account Agreement Form
I,
listed under account # (s)
services rendered at <CLINIC NAME> for the amount of

have a balance due for
$___________.

In accordance with the agreement pursuant to my conversation with the __________________,
<CLINIC NAME> Representative, I agree to pay $_________ per month for _______ months
payable by the 30th of each month until my account is paid in full.
I understand that failure to pay the above obligation may result in additional interest (1.5% per
month) and late fees ($25 per month) added to my account balance.

Patient Signature________________________________ Date______________
Witnessed by___________________________________ Date______________

-----------------------------------------------------------------------------------------------------------------If you wish to pay in full by credit card: Please fill out and return:

Credit Card Payment Form
<CLINIC NAME>
Name of Cardholder_______________________________________ Expiration Date:_______
VISA #:_________________________________________________ Charge Amount: $______
MasterCard #:_____________________________________________ Charge Amount: $______

(Check one): _____2, _____3, _____4, _____5 Month Payment Plan
Acct #: ______________Cardholder Signature:__________________________Date:_________
------------------------------------------------------------------------------------------------------------------
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9. Billing (Data Entry)
a. Claims are to be billed at time of service and/or no later than 2 working days from the
date of service for all departments. All claims forms will be billed with assignment of
benefits.

10. Credit and Collections: Definitions

i.

Bad Debts:
a.
When required third party (non-contracted payer) coverage payments and/or
patient payment arrangements, per agreement, are not honored, the patient’s
account will be given the status of “bad-debt”. All bad-debt accounts are
called on, and/or reviewed by the Patient Account Representatives. Approval
by the A/R Supervisor and physician prior to discharging the patient account
and charging off the balance to a third party collection agency is required.


Patient Account Bad Debt Status Codes
o
o
o
o
o

Bad Debt - 37
Bankruptcy - 95
Collection Agency - 44
Financial Hardship – Benevolent Writeoff - 58
Legal Liability - 74

Definition:
b.
We will recognize any patient account as a bad-debt when the account has had
no payment activity for 90 days or more, except as follows:

1.

The account is pending third party payment for known reasons.

2.

The account is pending subrogation (legal action) and a Notice of Lien has
been filed or we have agreed to hold the account, i.e., a Letter of
Protection.

3.

Extended payment terms have been authorized.

4.

Collector, Manager and/or Physician/Provider has documented a reason
and action plan for maintaining account.

5.

Account has been recognized and documented as a “high risk” and
determined that the account should not be aggressively followed by an
outside collection agency.
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11. Small Balance Allowances:
a. Balances of $.01 to $10.00 should be billed at least one time and written off
monthly as a small balance.
b. Balances of $10.01 to $25.00 should be billed two times and written off monthly.
c. Balances between $25.01 and $50 that have been billed three times, and have had
at least one phone call will be charged off to the third party collection agency.
d. Document all small balance write-offs in the patient’s account at the time of
write-off. Patients will be required to pay their small balance account write-off
at any future appointments.

12.

In-house Monthly Private Collection Process: Delinquent Patient Account Status
Categories and Required Collection Action (Non-Medicare and Non-contract care
accounts), i.e., self-pay, patient portion due.
a. Inquiry letter sent if account not paid within >30-45 days. (This is a collection
tool to be used by the Patient Account Representatives on an “as needed” basis. It
is not part of the collection letter series listed below, which are automatically
generated by the Medical Manager system.)
b. Pre-Collection letter sent if account is 30+ days with no credit activity. Precollection letter #1 sent out after 30 additional days with no credit activity.
c. Collection letter is sent two weeks post pre-collection series. This is a final
collection letter.
d. Patient Phone Calls: Patient is called before putting the chart and financial
history on the individual physician’s desk to determine next step.
e. Final Action: Account is either adjusted for a hardship write-off if appropriate or
sent to a third party collection agency if account is in bad-debt status for
collections and does not meet criteria for charitable care.

Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 349 of 397

Letter of Inquiry
Dear :

Amount Past Due: $______

We have filed a claim with your insurance company and have not received payment, and/or they
have denied payment for the following reason(s):
______
______
______
______
______
______
______
______
______

The insurance company has applied this payment to your deductible or copay.
The services were rendered after the insurance coverage was terminated.
This insurance company is not primary.
This insurance company is not secondary.
This was related to an accident and no claim has been made by the patient.
Benefits for this policy have been exhausted.
The insurance cannot identify the patient. More information is needed.
Call your insurance carrier regarding the attached denial.
Provide your insurance carrier with the following information:
_________________________________________________
_________________________________________________

______ Other _____________________________________________
_____________________________________________
_____________________________________________

Sincerely yours,

Collection Department
-----------------------------------------------------------------------------------------------------------------Credit Card Payment Form (Fill Out and Return)
<CLINIC NAME>
Name of Cardholder_______________________________________ Expiration Date:_______
VISA #:_________________________________________________ Charge Amount: $______
MasterCard #:_____________________________________________ Charge Amount: $______

(Check one): _____2, _____3, _____4, _____5 Month Payment Plan
Acct #: ______________Cardholder Signature:__________________________Date:_________
13.

Advanced Beneficiary Notice (ABN) Form CMS-R-131.
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ABN Policy (CMS, 2012)
The ABN is a standardized notice that you or your designee must issue to a Medicare
beneficiary, before providing certain Medicare Part B (outpatient) or Part A (limited to hospice
and Religious Nonmedical Healthcare Institutions only) items or services. You must issue the
ABN when:
Medical Necessity
 You believe Medicare may not pay for an item or
Medicare defines medical necessity
as services that are:
service,
 Reasonable and necessary,
 Medicare usually covers the item or service, and
 For the diagnosis or treatment
 Medicare may not consider it medically reasonable
of an illness or injury or to
and necessary for this patient in this particular
improve the functioning of a
malformed body member, and
instance.


Not excluded under another
provision of the Medicare
Program.
CMS (2012). Medicare coverage,
regulations, and processes,
http://www.cms.gov/Medicare/
Coverage/CoverageGenInfo

You should only provide ABNs to beneficiaries enrolled in the
original (Fee-For-Service) Medicare. The ABN allows the
beneficiary to make an informed decision about whether to get
services and accept financial responsibility for those services if
Medicare does not pay. The ABN serves as proof that the beneficiary knew prior to getting the
service that Medicare might not pay. If you do not issue a valid ABN to the beneficiary when
Medicare requires, you cannot bill the beneficiary for the service and you may be
financially liable. The ABN also serves as an optional (voluntary) notice that you may use to
forewarn beneficiaries of their financial liability prior to providing care that Medicare never
covers. Medicare does not require you to issue an ABN in order to bill a beneficiary for an item
or service that is not a Medicare benefit and never covered.

ICD-9-CM Coding
All services reported to the
Medicare Program by a
physician or non-physician
practitioner must demonstrate
medical necessity through the
use of International
Classification of Diseases, 9th
Revision, Clinical
Modification (ICD-9-CM)
diagnostic coding carried to
the highest level of specificity
The Medicare Coverage Database (MCD) at
for the date of service.
http://www.cms.gov/medicare-coverage-database contains all
NCDs and LCDs, local policy articles, and proposed NCD decisions. You may find published
NCDs at http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Internet-OnlyManuals-IOMs.html on the CMS website. You may view official versions of LCDs by
contractor, state, or alphabetically, at http://www.cms.gov/medicare-coverage-database on the
CMS website.
Note that limited coverage may result from National Coverage
Determinations (NCDs) or Local Coverage Determinations
(LCDs). Medicare expects you to know both current NCDs and
LCDs. NCDs describe whether Medicare pays for specific medical
items, services, treatment, procedures, or technologies. In the
absence of an NCD, LCDs indicate which items and services
Medicare considers reasonable, medically necessary, and
appropriate. In most cases, the availability of this information
indicates that you knew, or should have known, that Medicare
would deny the item or service as not medically necessary.
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Frequency Limits
Some services that Medicare covers are subject to frequency limitations. A frequency limit
means that Medicare will pay for only a certain quantity of a specific item or service in a given
time period. If you do not know the number of times the beneficiary got a service within a
specific time frame, you can try to get this information from the beneficiary or other providers
involved in his or her care. If you have reason to believe that the item or service you provide may
exceed frequency limitations, you must issue an ABN to inform the beneficiary that he or she
may be responsible for the charges if Medicare does not pay.
Key Points for Issuing an ABN
You must issue an ABN to the beneficiary prior to providing care that Medicare may not cover
because it is not medically reasonable and necessary in this particular case. After the beneficiary
signs a properly issued ABN indicating his or her choice to get the item or service and accept
financial liability, Medicare permits you to bill the beneficiary. If you do not issue an ABN or
Medicare finds the ABN invalid, in a situation requiring notice, you may not bill the beneficiary
for the services, and you may be financially liable if Medicare does not pay. You may not use
ABNs to charge a beneficiary for a component of a service when Medicare makes full payment
through a bundled payment.






Medicare prohibits you from using an ABN to transfer liability to the beneficiary when
Medicare would otherwise pay for items and services.
You must be enrolled as a Medicare supplier or provider to use the ABN.
When you issue the ABN as a voluntary notice, the beneficiary does not check an option
box or sign and date the notice.
The ABN is issued for items and services covered under Part B. It is only issued for Part
A care when it is issued by hospices and Religious Nonmedical Healthcare Institutions.
Advance Beneficiary Notice of Noncoverage – Part A and Part

Voluntary ABN Uses
Medicare does not require ABNs for statutorily excluded care or for services Medicare never
covers. However, in these situations, you may issue an ABN voluntarily.
Examples of Medicare Program exclusions include:
 Personal comfort items;
 Self-administered drugs and biologicals (i.e., pills and other medications not administered
by injections);
 Cosmetic surgery (unless required for prompt repair of accidental injury or for
improvement of a malformed body member);
 Eye exams for the purpose of prescribing, fitting, or changing eyeglasses or contact
lenses in the absence of disease or injury to the eye;
 Routine immunizations (except influenza, pneumococcal, and hepatitis B vaccinations;
specific regulations regarding beneficiary responsibility apply for these services);
 X-rays and physical therapy provided by chiropractors;
 Hearing aids and routine hearing examinations;
 Routine dental services (i.e., care, treatment, filling, removal, or replacement of teeth);
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Supportive devices for the feet;
Routine foot care (i.e., cutting or trimming corns or calluses, unless inflamed or infected;
routine hygiene or palliative care or trimming of nails);
Services furnished or paid by government institutions;
Services resulting from acts of war; and
Charges made to the Medicare Program for services furnished by a physician or supplier
to his or her immediate relatives or members of his or her household.

Voluntary ABN Uses
Medicare does not require ABNs for statutorily excluded care or for services Medicare never
covers. However, in these situations, you may issue an ABN voluntarily.
Examples of Medicare Program exclusions include:
 Personal comfort items;
 Self-administered drugs and biologicals (i.e., pills and other medications not administered
by injections);
 Cosmetic surgery (unless required for prompt repair of accidental injury or for
improvement of a malformed body member);
 Eye exams for the purpose of prescribing, fitting, or changing eyeglasses or contact
lenses in the absence of disease or injury to the eye;
 Routine immunizations (except influenza, pneumococcal, and hepatitis B vaccinations;
specific regulations regarding beneficiary responsibility apply for these services);
Advance Beneficiary Notice of Non-coverage – Part A and Part B
 X-rays and physical therapy provided by chiropractors;
 Hearing aids and routine hearing examinations;
 Routine dental services (i.e., care, treatment, filling, removal, or replacement of teeth);
 Supportive devices for the feet;
 Routine foot care (i.e., cutting or trimming corns or calluses, unless inflamed or infected;
routine hygiene or palliative care or trimming of nails);
 Services furnished or paid by government institutions;
 Services resulting from acts of war; and
 Charges made to the Medicare Program for services furnished by a physician or supplier
to his or her immediate relatives or members of his or her household.
Routine Notice Prohibition
Medicare prohibits issuing ABNs on a routine basis (i.e., where there is no reasonable basis for
Medicare to not cover the item or service). You must ensure that a reasonable basis exists for
non-coverage associated with the issuance of each ABN. Some situations may require a higher
volume of ABN issuance, and as long as proper evidence supports each ABN use, you will not
be violating the routine notice prohibition.
ABN to bill a beneficiary for services denied due to a Medically Unlikely Edit (MUE)
A provider cannot use an ABN to shift liability and bill the beneficiary for the services denied
due to an MUE. For more information on MUEs, visit
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http://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/MUE.html on the CMS
website.
Beneficiary in a Medical Emergency or Under Great Duress
Do not obtain an ABN from a beneficiary in a medical emergency or under great duress (i.e.,
compelling or coercive circumstances). ABN use in the emergency room may be appropriate in
some cases for a medically stable beneficiary with no emergent health issues.
Issuing the ABN When Multiple Entities Render Care
When multiple entities render care, Medicare does not require you to issue separate ABNs.
Either party involved in the delivery of care can issue the ABN when:
 There are separate “ordering” and “rendering” providers (e.g., a physician orders a
laboratory test and an independent laboratory delivers the ordered tests);
 One health care provider delivers the “technical” component and the other the
“professional” component of the same service (e.g., radiological test that an independent
diagnostic testing facility renders and a physician interprets); or
 The entity that obtains the signature on the ABN differs from the entity that bill for the
service (e.g., when one laboratory refers a specimen to another laboratory, which then
bills Medicare for the test).
Advance Beneficiary Notice of Noncoverage – Part A and Part B
Regardless of who issues the ABN, Medicare holds the billing entity responsible for effective
issuance. In these situations, you may enter the names of more than one entity in the header of
the ABN as long as the beneficiary can clearly identify whom to contact for billing questions.
Who should be issued the ABN:
Issue the ABN to:
 The Medicare beneficiary; or
 The Medicare beneficiary’s representative for the purposes of getting notice under
applicable state or other law.
 You and the beneficiary must each retain one copy of the signed ABN. If you maintain
Electronic Medical Records (EMRs), you may scan the signed hard copy for retention.
ABN Format
Issue the ABN in the standardized notice format and it cannot exceed one page in length;
however, Medicare permits attachments for listing additional items and services. If you use an
attachment sheet, you must insert a notation such as “See Attached Page” in the Items and
Services (D) area of the ABN. Attached pages must include the following:
 Beneficiary’s name;
 Identification number (optional);
 Date of issuance;
 Table listing the additional items or services, the reasons
 Medicare may not pay, and the estimated costs; and
 A space below the table in which the beneficiary inserts his or her initials to acknowledge
receipt of the attachment page.
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You must use a visually high-contrast combination of dark ink on a pale background, and the
print must be readable to the beneficiary. Medicare permits limited customization, such as
preprinting information in certain blanks of the ABN. For more information, refer to the
“Medicare Claims Processing Manual,” Chapter 30, Section 50 at
http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/
clm104c30.pdf on the CMS website.
Effectively Issuing an ABN
Medicare considers issuance of an ABN effective when the notice is:
 Issued (preferably in person) to and comprehended by a suitable recipient;
 The approved, standardized ABN with all required blanks completed;
 Provided far enough in advance of potentially non-covered items or services to allow
sufficient time for the beneficiary to consider available options;
 Explained in its entirety with all questions related to the ABN answered; and
 Signed and dated by the beneficiary or his or her representative after he or she selected
one option box on the ABN.
Issuing an ABN Other Than In Person
In circumstances when issuing an ABN in person is not possible, you may issue an ABN through
the following means and according to Health Insurance Portability and Accountability Act
(HIPAA) policies:
 Telephone,
 Mail,
 Secure fax machine, or
 E-mail.
 When you do not issue the ABN in person, document the contact in the beneficiary’s
records. For Medicare to consider the issuance of an ABN effective, the beneficiary
cannot dispute such contact.
 You must follow telephone contacts immediately by either a hand-delivered, mailed, emailed, or faxed ABN.
 The beneficiary or the beneficiary’s representative must sign and retain the ABN and
send a copy of the signed ABN to you for retention in the beneficiary’s record.
 Keep a copy of the unsigned ABN on file while awaiting receipt of the signed ABN. If
the beneficiary fails to return a signed copy, document the initial contact and subsequent
attempts to obtain a signature in appropriate records or on the ABN.
Completing an ABN
The ABN consists of 5 sections and 10 blanks, which must appear in the following order from
top to bottom:
Notifier(s) (A)
You must place your name, address, and telephone number at the top of the ABN. If the billing
and notifying entities differ, you may give the name of more than one entity in the notifier area;
however, the beneficiary must be able to identify which entity to contact for billing questions.
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Patient Name (B)
You must enter the first and last name of the beneficiary getting the ABN. You should also use
the middle initial if it appears on the beneficiary’s Medicare card.
Identification Number (C)
Medicare numbers, Health Insurance Claim Numbers (HICNs), or Social Security Numbers
(SSNs) must not appear on the ABN. Insertion of an identification number, such as a medical
record number or date-of-birth, is optional.
Advance Beneficiary Notice of Noncoverage – Part A and Part B 9
Body (D)
You must list the general description of items or services believed to be noncovered on the
blank line of the “NOTE.”
Table (D, E, F)
First Block (D): You must list the specific items or services you believe to be noncovered. In the
case of upgrades, you must list the excess component(s) of the item or service for which you
expect denial.
Reason Medicare May Not Pay (E): You must explain in beneficiary-friendly language why
you believe Medicare may not cover each item or service. Commonly used reasons for
noncoverage are:
 Medicare does not pay for this test for your condition.
 Medicare does not pay for this test as often as this (denied as too frequent).
 Medicare does not pay for experimental or research use tests.
NOTE: To be a valid ABN, at least one reason must apply to each item or service listed.
You may apply the same reason for noncoverage to multiple items.
Estimated Cost (F): You must complete the Estimated Cost block to ensure the beneficiary
receives all available information to make an informed decision about whether to obtain
potentially noncovered services. You must make a good faith effort to insert a reasonable
estimate for all the items or services listed. In general, Medicare expects the estimate will fall
within $100 or 25 percent of the actual costs, whichever is greater. Examples of acceptable
estimates include, but are not limited to, the following:
 For a service that costs $250:
 “Between $150 – $300,” or
 “No more than $500.”
 You can bundle routinely grouped multiple items or services into a single-cost estimate.
Option 1, 2, or 3 (G)
The beneficiary, or his or her representative, must choose only one of the three options listed.
Medicare does not permit you to make this selection.

Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 356 of 397

If Option 1 is chosen: The beneficiary wants to get the item or services at issue and accepts
financial responsibility. He or she agrees to make payment now, if required. You must submit a
claim to Medicare that will result in a payment decision that the beneficiary can appeal.
NOTE: If the beneficiary needs a Medicare claim denial for a secondary insurance plan to cover
the service, the beneficiary should select Option 1.
If Option 2 is chosen: The beneficiary wants to get the item or services at issue and accepts
financial responsibility. He or she agrees to make payment now, if required. You do not submit
a claim to Medicare at the beneficiary’s request. When the beneficiary chooses this option, you
do not file a claim and there are no appeal rights. You will not violate mandatory claims
submission rules under Section 1848 of the Social Security Act when you do not submit a claim
to Medicare at the beneficiary’s written request when he or she selects this option.
If Option 3 is chosen: The beneficiary does not want the care in question and cannot be charged
for any items or services listed. You do not file a claim and there are no appeal rights.
Additional Information (H)
You may use this space to provide additional clarification or information that may be useful to
the beneficiary. For example:
 A statement advising the beneficiary to notify his or her health care provider about
certain tests ordered but not gotten;
 An additional dated witness signature; or
 Other necessary annotations.
 Medicare assumes you made annotations on the same date as that appearing with the
beneficiary’s signature, unless you include a separate date with the annotation.
Signature and Date Box (I, J)
Once the beneficiary reviews and understands the information contained in the ABN, the
beneficiary, or his or her representative, should complete the Signature and Date box.
Signature: The beneficiary, or the beneficiary’s representative, must sign the ABN to indicate
that he or she got the ABN and understands its contents. If a representative signs, he or she
should indicate “representative” after his or her signature.
Date: The beneficiary, or the beneficiary’s representative, must write the date he or she signed
the ABN. If the beneficiary experiences physical difficulty writing and requests assistance in
completing this box, the notifier may insert the date.
*For the ABN and instructions on its use, visit http://www.cms.gov/Medicare/Medicare-GeneralInformation/BNI/ABN.html on the CMS website
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14.

Professional Courtesy Policy:

It is the policy of <CLINIC NAME> to comply with all state and federal laws concerning patient
care, medical billing, referrals, contracting, and all other business activities. In order to comply
with Stark II regulations, Federal and State Anti-kickback Statutes, the Patient Balance Billing
Restriction Rules under The Omnibus Budget Reconciliation Act of 1989, and the Most Favored
Nation legislation, <CLINIC NAME> does not provide professional courtesy to any physician,
his or her immediate family members or other professionals and staff without proof of financial
hardship. Professional courtesy is defined as providing free or discounted health care items or
services. Professional courtesy includes “insurance only” billing, where coinsurance obligations
or other out-of-pocket expenses are waived or reduced.
15.

Charity Care Policy:

Purpose: To provide guidelines for a structured procedure so that patient accounts may be
resolved when a patient is unable to meet their financial obligation to our Clinics.
Procedure: The definition for recognizing the difference between charity care and bad-debt is
cited as the “inability” (charity) to pay, versus and “unwillingness” (bad-debt) to pay, the entire
account or the balance of an account not paid by insurance.
This policy refers to medical services rendered to “established” patients only who claim they are
not able to pay all or any of the cost for services already rendered.
When a Physician, Clinic Manager, Supervisor or Patient Representative believes that a patient
who claims charity, has assets usable for payment, our policy is to make every reasonable
attempt to collect payment for medical services rendered.
There are two scenarios when we will extend charity care adjustments, and/or offer a patient
and/or a responsible party an application for care assistance:
a. An established patient has a hardship situation and requests an application for assistance.
a. Refer the patient to an A/R Supervisor or an Account Representative to complete
the application.
b. Let the patient know that either a discount, or a full write-off may be extended to
them. Each case will be evaluated and handled on an individual basis depending
on the application results.
b. In the event that the patient expires, we reserve the right to pursue all possible claims
against the decedent’s estate or against any other person or entity having a legal
obligation to pay for the decedent’s medical service to recover all, or as much as possible,
amounts owing to <CLINIC NAME> by the decedent for services rendered which were
unpaid at the time of the decedent’s death.
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<CLINIC NAME>
<CLINIC ADDRESS>
Application for Care Assistance
Patient Name _______________________________________
Account #
Patient’s Social Security #

-

-

Name of person responsible for paying
Account________________________________________________________________
Address_________________________________________________ Phone # _____________
Employer_____________________________________________________________________
Spouse’s Name________________________________________________________________
Spouse’s Employer_____________________________________________________________
Insurance Name_______________________________________________________________
Insurance ID#__________________________ Phone#________________________________
Bank Name(s) ________________________________________________________________

(Please check all that apply and include balances)
Assets:
Checking $____________

Savings $_____________

401k/403b $___________

CDs (Certificates of Deposit) $________________

IRA(s) $__________________

Mutual Funds/Stocks/Bonds $_______________

Income:

Please check boxes for items that apply and give the amounts received during the
past 12 months.
Your wages

$

,

. 0 0

$

,

. 0 0

Farm or Self-Employment Income

$

,

. 0 0

Public Assistance

$

,

. 0 0

Social Security/Disability

$

,

. 0 0

,

. 0 0

Spouse’s wages

Unemployment/Worker’s Compensation Benefits$
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Alimony/Child Support

$

,

. 0 0

Pensions/Annuities

$

,

. 0 0

Dividends/Interest/Rent

$

,

. 0 0

Income from family or friends

$

,

. 0 0

Income from other sources

$

,

. 0 0

Total gross income from all sources for the past 12 months. $
Number of people claimed on your tax return.
Number of children aged 18 and under.

,

.0

0

_________________

________________

All outstanding medical expenses (please list provider(s) and amount(s) owed)
Provider

Amount

Copies of the following forms may be returned with your application (if applicable): Only
provide highlighted documents.
Most recent tax forms.
Most recent check stub(s) from all jobs held in the past 12 months.
Unemployment check stub listing start date and amount.
Divorce decree stating child support or alimony received.
Your most recent bank statement(s).
Letter from public programs (Social Security, Veterans, Public Aid) listing amount received.
A statement from family or friends explaining any financial help that they give you.
If you can’t provide proof of an income source, please attach an explanation as to why.
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This application must be returned within the next fourteen (14) days. Copies of income
forms that you wish considered with your application must also be turned in with
application or mailed to the above address within fourteen (14) days. Applications without
copies of income forms and signatures may not be considered.
If your financial situation changes for any reason, please do not hesitate to re-apply after
six (6) months from date of application.
I understand that all of the information given will be confirmed by <CLINIC NAME>. I also understand that false
information will result in a denial of the Care Assistance Application and that I will owe the charges for the services
provided.

Applicant Signature ___________________________________ Date __________________
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2012 Florida Poverty Levels
Policy Guidelines for Hardship: For patients who are between 100-200% of the poverty level,
a full 100% discount may be given; 150-400% of poverty level may be discounted up to 50% of
the Medicare fee schedule; >400% not applicable.
2012 Federal Poverty Levels
48 Contiguous States and DC

2012 Florida Poverty Levels

Household
size

100%

133%

150%

200%

300%

400%

1

$11,170

$14,856

$16,755

$22,340

$33,510

$44,680

2

15,130

20,123

22,695

30,260

45,390

60,520

3

19,090

25,390

28,635

38,180

57,270

76,360

4

23,050

30,657

34,575

46,100

69,150

92,200

5

27,010

35,923

40,515

54,020

81,030

108,040

6

30,970

41,190

46,455

61,940

92,910

123,880

7

34,930

46,457

52,395

69,860

104,790

139,720

8

38,890

51,724

58,335

77,780

116,670

155,560

For each
additional
person,
add

$3,960

$5,267

$5,940

$7,920

$11,880

$15,840

16.

Household
size

100%

130%

150%

175%

185%

200%

1

$11,170

$14,521

$16,755

$19,548

$20,665

$22,340

2

$15,130

$19,669

$22,695

$26,478

$27,991

$30,260

3

$19,090

$24,817

$28,635

$33,408

$35,317

$38,180

4

$23,050

$29,965

$34,575

$40,338

$42,643

$46,100

5

$27,010

$35,113

$40,515

$47,268

$49,969

$54,020

6

$30,970

$40,261

$46,455

$54,198

$57,295

$61,940

7

$34,940

$45,409

$52,395

$61,128

$64,621

$69,860

8

$38,890

$50,557

$58,335

$68,058

$71,947

$77,780

Source: http://aspe.hhs.gov/poverty/

Refund Policies

a. Patient Overpayments:
The Patient Account Representatives, when working patient accounts, and the Refund Specialist,
when working the monthly Credit List Report, shall have the primary responsibility for
researching and initiating the refunding of overpayments on patient accounts. A refund request
form must be filled out by the requestor and given to the AR Supervisor for approval.
The AR Supervisor will refer all approved requests to the Administrator, who will sign off and
refer them to the A/P Department with all other bills.
b. Insurance Overpayments:
Notification of credits on accounts shall be the primary responsibility of the payment posters.
The Patient Account Representatives, when working patient accounts, and the Refund Specialist,
when working the list of credits, shall have the primary responsibility for researching and
initiating the refunding of overpayments on insurance accounts. A refund request form must be
filled out by the requestor and given to the AR Supervisor for approval, who will then forward
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the request to the Administrator for review prior to submitting it to the A/P department with the
other bills.

c.

Medicare and Medicaid Overpayments:

These requests will be processed and refunded within the 30-day period required by law, unless
the refund is being disputed and an appeal process has been set in motion.
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17.



Legal Procedure Codes and Rates: (Illustrative only)

99075R

Review of Records and/or In-Office Discussion

$600. /hour

99075D

Deposition: Duration: Up to 4 hours *

$4,750.

99075D

Deposition: Duration: Between 4 and 8 hours *

$8,500.

99075T

Trial/Arbitration: Duration: Up to 8 hours *

$8,500.

Travel time and direct travel expenses will be billed. An additional $625. /hour will be billed
for over 8 hours in one day.
a. CANCELLATION POLICY: Cancellations for trial testimony received less than five
working days from the scheduled appointment will be billed at half the rate, or $2,500.
Cancellations for depositions or meetings received less than five working days from the
scheduled appointment will be billed a flat rate of $1,000 (scheduled in office) or $1,500
(scheduled out of office).
b. BILLING POLICY: The individual or group initially requesting our services is
responsible for any and all charges on this account. Charges for services rendered at the
request of a party other than the individual or group initially requesting our services
remain the responsibility of the individual or group initially requesting our services to
make payment arrangements in advance.
c. PAYMENT POLICY: Payment is expected in a timely fashion (thirty days from the
statement date).
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Legal Services Request
Name of Attorney:____________________________ Work Phone:______________________
Name of Law Firm:___________________________

Cell Phone:_______________________

Address:____________________________________
City:__________________, State_____, Zip_______

Patient’s Name:_________________________________ DOB:_________________________
Primary Physician:_________________________ Date of Injury/Illness:__________________
Case Details:___________________________________________________________________

PHYSICIANS’ EXPERT LEGAL SERVICE/TIME IS $600 PER FULL HOUR,
OR FRACTION THEREOF, & MUST BE RECEIVED IN ADVANCE
Services Requested: (Please provide detail explanation of attorney needs)

 Review of Medical Records: ______________________________________________

 Meeting at Attorney’s Office:_______________(Date) __________(Time) _____________
Attorney Meeting at <CLINIC NAME>:_______(Date) __________(Time)

(includes depositions)

(includes depositions)
(Location)_____________________________________________________________________
List All Meeting Attendees:_______________________________________________________

 Expert Court Testimony:________________(Date) __________(Time) _______________
(Location)_____________________________________________________________________
TO BE DONE PRIOR TO SERVICE:
Scheduled by:____________________
Release of Information, or Subpoena on
File______(initials) Billed By:
___________________Amt. Billed $__________________
Check Amount Received: $________Date Received________
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18. Medical Records Release and Forms Payment Policy:
a. Task: <CLINIC NAME> strives to maintain the highest degree of confidentiality
when handling patient affairs.
b. Standard: No employee shall release medical records to any individual without a
written authorization from the patient, court order or subpoena.
c. Procedures:
i. All requests for medical records made by non-medical personnel should be
accompanied by a written authorization from the patient or legal guardian. If
the patient has not provided a written request, the employee will mail the
appropriate release form to the patient.
ii. Written requests should be forwarded to the appropriate medical records clerk
or appointment secretary for processing.
iii. This employee will verify that an appropriate authorization has been provided.
If there is a question regarding the validity of the request, the employee will
bring the issue to the manager’s attention.
iv. He employee will gather only the information specifically identified as part of
the written release.
v. A Medical Records Invoice for Patients will be prepared for all patient records
given or mailed directly to a patient. There will be no invoice for record
requests less than ten pages.
vi. A Medical Records Invoice will be prepared for all patient records requested
by insurance carriers and attorneys. There will be no invoice for record
requests made by the patient’s current health insurance carrier.
vii. Once the invoice has been prepared, it will be sent to the person making the
request. A copy of the invoice will be maintained by the medical records
clerk or appointment secretary until payment has been received.
viii. Payments must be recorded on the Daily Transmittal Form.
ix. The medical record will be sent within 48 hours of receiving the invoiced
payment.
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19. Fees for Patient Requested Medical Records:
d. The first set of records requested less than 10 pages are courtesy, no charge.
e. Additional requests will be an $18 retrieval fee and 0.60 cents per page.
f. Patient requested forms to be filled out for personal reasons, not related to the
patient’s regular health insurance is $25 for 1-2 pages, and $5 for each additional
page over 2 pages.

20. Fees for Attorney Requested Medical Records:
g. There is an $18 retrieval fee and 0.60 cents per page.
h. Attorneys or insurance adjusters, including worker’s compensation requested forms
will be charged $50 for research and labor per 2 pages form and $10 for each
additional page over 2 pages.
Forms we charge for:
1) Forms not related to insurance claims processing, i.e.,
a. Personal patient requests such as
i. Personal Life Insurance
ii. Personal Disability Policies, unrelated to Medicare Disability
iii. Personal Accident/Injury Legal Reports
iv. Personal Worker’s Comp Legal Reports unrelated to insurance
payment, medical necessity.
v. Personal Forms for Special Services, such as
1. Handicap parking
2. Work requests
3. Other personal forms requests.
(Refer to Attached Forms Invoice)
(Refer to Attached Medical Records Invoice)
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<CLINIC NAME>
Address:
Phone:
Fax:

FORMS INVOICE
Patient Name:

_____________________________________________

Patient DOB/SSN:

_____________________________________________

Form Type:

_____________________________________________

Released To:

_____________________________________________
_____________________________________________

Form Fee (1-2 Pages):

$__________

Add’l Pages_________x $_______ =

$__________

Postage/Fedex/UPS (if applicable):

$__________

Total Due:

$__________

Please make check payable to <CLINIC NAME>
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<CLINIC NAME>
Address:
Phone:
Fax:

MEDICAL RECORDS INVOICE
Patient Name:

_____________________________________________

Patient DOB/SSN:

_____________________________________________

Released Processed:

_____________________________________________

Released To:

_____________________________________________
_____________________________________________
_____________________________________________

Retrieval Fee:

$

18.00

# of Pages_________x $0.60 =

$__________

Postage/Fedex/UPS:

$__________

Total Due:

$__________

Please make check payable to <CLINIC NAME>
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21. AR Action Request Form Policy:
i. This form is to be used by the Clinic Managers, Supervisors, Billing Representatives
(Checkout) and all other appropriate front office staff for patient account and/or
computer software requests to the AR Department. Requests should be detailed with
the appropriate and relevant documentation attached. Requests are to be faxed and/or
put in the interoffice mail to the attention of the AR Supervisors. Forms will be
turned around within 2-5 business days of receipt, depending on the type of request.
All AR Action Request Forms will be kept on file with the date completed and the
initials of the AR Representative who completed the request.
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AR Action Request Form
To:

AR Manager <CLINIC NAME>_______, Patty, _______, Sharon G., IT/IS________, Other, __________
Today’s Date:____________

From:____________________________
Re: Action Requested

<CLINIC NAME>

Both

Patient Account Request: (Name)_______________________________________Acct#:__________________
Merge Account to: #______________________________From Account #:__________________________
write-off of $____________small balance, Reason:_____________________________________________
Adjustment $____________, Reason:________________________________________________________
Refund Request $_____________, to (Name)_________________________________________________
Address:___________________________________Reason:______________________________________
Other Request $___________, Hardship Discount---10% Discount---20% Discount--- 40% Discount--- Medicare
Rates
(Circle One)

Computer Update Request:
New/Change Insurance: (Name)______________________________________Financial Class:__________
Address:___________________________________, City___________________, ST______Zip____________
New/Change Financial Class

New/Change Transaction/Status Code

Describe Needs:____________________________________________________________________________
New/Change ICD-9_____________________, CPT____________________
New/Change Referring Physician (Full Name)_____________________________UPIN#______________
Address:_______________________________________, Phone#_________________Fax#:_______________
New/Change Other:______________________________________________________________________
Supporting Documents Attached: Yes___________, No___________
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<CLINIC NAME>

Confidential Fax Cover Sheet
To:
Department:

From:
ACCOUNTS RECEIVABLE

Department:

Fax No.:

Fax No.:

Phone No.:

Phone No.:

Re:

Date:

Total Pages Including Cover Sheet:

Time:

 Comments:

If you do not receive all pages, please contact us immediately at the telephone number listed above.
<CLINIC NAME> CONFIDENTIALITY NOTICE
The information contained in this facsimile document may be privileged, confidential, and protected under
applicable law and is intended solely for the use of the individual or entity to which it is addressed. If you are not
the intended recipient or the employee or agent responsible for delivering the message to the intended recipient, you
are hereby notified that any dissemination, distribution, or copying of this communication is strictly prohibited. If
you have received this communication in error, please notify the sender immediately by telephone and destroy the
document.
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<CLINIC NAME>, Inc. HMO and PPO Contract List
Health Plans
Participating Providers
Authorization
Accountable Health Plan
Requirements
--formally Plaines
Aetna
o
HMO
o
PPO
Affordable--PPO
All Florida PPO
American Medical
Healthcare
o
PPO
American Medical
Security--PPO-under
Accountable
Amerigroup - Healthy
Kids
Amerihealth--Anthem-Florida Health Network-PPO
Av Med HMO
BC/BS PPO--We file
even if out of state plan if
the card says PPO
BCE-EMERGIS
(formally Up and Up
United)
Beech Street--Definity
Health
Benesight-ProAmerica/United
Healthcare
Capp Care/Beechstreet-PPO
CCN-Unicare
Cigna
o
HMO--must
have referral in
system. If not there,
then call primary
care physician
o
PPO
Citrus Health HMOMedicare and Medicaid
Evolutions--PPO
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FHHS--HMO--must
have referral in system-should be on FHHS list. If a
Florida Hospital employee
or family member of Florida
Hospital employee--no
referral is needed.
Southcare-through FHHS
and One Health(GEHA)
FHHS Global
Transplant Agreement-Cigna, Aetna, and United
Healthcare, Healthease,
Special Risk International
(through Av Med), Wellcare
First Health
Florida Health Network
Foundation through
Beechstreet
Galaxy Health Network
GEHA--One Health
Plan, Private Healthcare,
Southcare
GHI--PPO
Great West
PPO
One Health Plan HMO
Health Options--needs a
referral in the system
Humana--Choice Care-PPO
Humana HMO and PPO
and Medicare Replacement
KIDS DOCS
Medicare Part B
Medicaid--all Medicaid
patients have to be put
through Jean--she verifies
their benefits before they
can be scheduled for an
appointment-only accepting
children 17 and under--Must
live in Orange or Seminole
County
If HMO Medicaid--must
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have a prescription

United
Healthcare-does not need
physical
referral and
primary care
physician
must be the
physician
referring
patient-We
do not take
United
Healthy Kids
Multiplan--PPO
(WPPN Multiplan)
Mutually Preferred-PPO only
National Preferred
Provider Network (NPPN)-PPO
One Health Plan--HMO-needs authorization
Operating Engineers
Local 825 PPO network
800-677-3237
PHP-now under
Amerigroup
Private Healthcare
Systems (PHCS)--PPO
Principal Healthcare
o
PPO--Southcareunder FHHS and
One Health (GEHA)
o
Principal
Healthcare HMO
through Health
Options Connect
does not need a
referral
ProAmerica-SunHealth--PPO
Railroad Medicare-through United Healthcare
Shepherd’s Hope
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Southcare--PPO-under
FHHS and One
Health(GEHA)
Special Care
Tricare--prime needs a
physical referral
United Healthcare
USA network
Walt Disney World
Cigna--PPO, POS, or
HMO--needs referral in
system for HMO plan

Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 377 of 397

NOTES:______________________________________________________________________
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Tier I, Module V
Glossary of Terms
Accounts Receivable (AR): The accounts receivable is money that is
owed to a provider or hospital.
Accreditation: The process by which an organization recognizes a program
of study or an institution as meeting predetermined standards. Two
organizations that accredit managed care plans are the National Committee
for Quality Assurance (NCQA) and the Joint Commission on Accreditation of
Health Care Organizations (JCAHO).
Advanced Beneficiary Notice (ABN): An ABN is a written document used
to notify a Medicare patient of the possibility that Medicare will deny
payment for the ordered service and to indicate the patient's agreement to
accept responsibility for payment in the event Medicare does, in fact, deny
payment.
Affiliated Provider: A health care provider or facility that is part of the
HMO's network usually having formal arrangements to provide services to
the HMO member.
Aid to Families with Dependent Children (AFDC): The federal AFDC
program provides cash welfare to: (1) needy children who have been
deprived of parental support and (2) certain others in the household of such
child. States administer the AFDC program with funding from both the
federal government and state. The Personal Responsibility & Work
Responsibility Act of 1996, enacted in August 1996, replaced AFDC with a
new program called Temporary Assistance for Needy Families (TANF).
Allowable Charge: The maximum charge for which a third party will
reimburse a provider for a given service. An allowable charge is not
necessarily the same as either a reasonable, customary, maximum, actual,
or prevailing charge.
Ambulatory Surgical Center (ASC) Fee Schedule: ASC facility services
are reimbursed based on prospectively, predetermined “grouped” service
rates. These rates are not based on APCs, as are outpatient hospital
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services. Rather, they are based upon the classifications of procedures into
different payment groups that are based on surgical procedure complexity.
APC Grouper: A software program that assist the outpatient hospital coder
in bundling and unbundling CPT and HCPCS codes. The software uses an
outpatient code editor to ensure that facility is in compliance with APC code
edits.
Bad-debt: Accounts receivable that will likely remain uncollectable and will
be written off.
Blue Cross and Blue Shield (BCBS) Association: The national
association that all regional BCBS offices belong to.
Benefit Package: Aggregate services specifically defined by an insurance
policy or HMO that can be provided to patients.
Bulk Remittance Advice: Is an explanation of patient benefits that
contains multiple patient accounts.
Capitation: A method of payment for health care services in which the
provider accepts a fixed amount of payment per subscriber per period of
time, in return for providing specified services.
Carve Out: Practice of excluding specific services from a managed care
organization's capitated rate. In some instances, the same provider will still
provide the service, but they will be reimbursed on a fee-for-service basis.
In other instances, carved out services will be provided by an entirely
different provider. Because of great variations in cost from one patient to the
next, HIV care, mental health services, and substance abuse treatment are
types of services that are often carved out.
Case Management: A method of supervising a patient's or group of
patients' utilization of services. The supervision typically is performed by a
nurse or social worker and often is indicated in cases of catastrophic or
chronic disease.
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Categorically Needy: Medicaid eligibility based on defined indicators of
financial need by families with children and pregnant women, and to persons
who are aged, blind, or disabled. Persons not falling into these categories
cannot qualify, no matter how low their income. The Medicaid statute defines
over 50 distinct population groups as potentially eligible, including those for
which coverage is mandatory in all states and those that may be covered at
a state's option. The scope of covered services that states must provide to
the categorically needy is much broader than the minimum scope of services
for other groups receiving Medicaid benefits.
Centers for Medicare and Medicaid (CMS): The federal agency
responsible for administering Medicare and for overseeing the states'
management of Medicaid. This agency is within the Department of Health
and Human Services (DHHS).
Chargemaster: Also, known as the Charge Description Master (CDM)
hospitals and other facilities house all of their codes and fees for all of the
services and supplies provided on the UB-04 and CMS-1500.
Children’s Health Insurance Program (SCHIP): This benefits program
is financed by the Federal and State governments and is administered by the
individual States to provide healthcare benefits to children under title XXI.
Claims Appeal: Is when the Reimbursement Specialists finds a claim has
been processed improperly and files a verbal, written or takes other action
to appeal for payment, or additional payment.
Claims Scrubber: The claims scrubber is a “behind the scenes” software
program that is a part of or an integration with the PPM. It will Claim
Scrubber 1) identify coding and claim errors before submission to payers
thereby reducing claim denials.
Clearinghouse: “Healthcare clearinghouse is a public or private entity,
including billing services, repricing companies, community health
management information systems or community health information systems,
and value Health care clearinghouse means a public or private entity,
including billing services, repricing companies, community health
management information systems or community health information systems,
and valueadded networks and switches, that which does either of the
following functions: (1) Processes or facilitates the processing of health
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information received from another entity in a nonstandard format or
containing nonstandard data content into standard data elements or a
standard transaction. (2) Receives a standard transaction from another
entity and processes or facilitates the processing of health information into
nonstandard format or nonstandard data content for the receiving entity.”
Source: Federal Register / Vol. 65, No. 250 / Thursday, December 28, 2000
/ Rules and Regulations [82477]

Co-insurance: Is the percent of the allowable charge that the patient must
pay as a cost-sharing with the insurance company, generally 10%, 20% or
30%, and the insurance company then pays 90%, 80%, or 70%.
Coinsurance (Medicare): The percentage of the costs of medical services
that is paid by the Medicare patient. Under Medicare Part B, the beneficiary
pays 20% of allowed charges after the deductible is met.
Collection Crescendo: Using a collection module and letter series to build
intensity in collections to facilitate patient payments on delinquent accounts,
e.g., inquiry letter, pre-collection, collection and demand.
Commercial Health insurance: Also known as indemnity plans, define
healthcare benefits by using covered benefits or inclusions, benefit
exclusions and benefit limitations as written by the insurance company
underwriters. Essentially, patients may go to any provider with this benefit
set.
Coordination of Benefits: Is payers determine what each one will pay on
a claim for a patient with more than one insurance.
Copayment (Copay): A set dollar amount applied by insurance companies
to select types of encounters, such as the primary care visit, specialist visit,
ED or urgent care services. It differs from coinsurance, which is a
percentage of the allowable charges.
Cost sharing: Payments made out-of-pocket by patients for a part of the
cost of covered services. This includes deductibles, coinsurance and
copayments, but not the share of the premium paid by the person enrolled.
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Credentialing: The process of reviewing a practitioner's credentials--i.e.,
training, experience, or demonstrated ability--for the purpose of determining
whether criteria for clinical privileges are met.
Credit Policy: The organization’s policies and procedures for patient billing,
collections and accepting credit for services rendered.
Current Procedural Terminology, fourth edition (CPT-4): A manual
that assigns five-digit codes to medical services and procedures to
standardize claims processing and data analysis.
Customary Charge: One of the factors determining a physician's payment
for a service under Medicare. Calculated as the physician's median charge
for that service over a prior 12-month period.
Deductible: The upfront annual out-of-pocket expense of the portion of an
allowable charge (usually in indemnity or PPO plans) that must be paid by
the insured person before the insurance policy pays its part of the expense.
Deductible: A specified amount of covered medical expenses that a
beneficiary must pay before receiving benefits.
Diagnosis-Related Group (DRG): System involving classification of
medical cases and payment to hospitals on the basis of diagnosis. Used
under Medicare's prospective payment system to reimburse inpatient
hospitals, regardless of the cost to the hospital to provide services.
Disallowance: When a payor declines to pay for all or part of a claim
submitted for payment.
Discounted Fee for Service (D-FFS): A financial reimbursement system
whereby a provider agrees to supply services on an FFS basis, but with the
fees discounted by a certain percentage from the physician's usual and
customary charges.
DRG Grouper: A software program that assist the inpatient hospital coder
in assigning the most appropriate diagnostic related group for
reimbursement of an inpatient stay.
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DSM4: Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition, published by the American Psychiatric Association. The manual
contains diagnostic criteria for diagnosing mental health conditions.
Emancipated Minor: Any person who is under the legal age of 18 years
old, who marries, becomes a member of the US Armed Forces, or is declared
emancipated by the court.
Encoder: An Encoder is a software tool for coders that automates medical
coding books (CPT, ICD-9, HCPCS) and code rules to allow the coder to
search and assign the most appropriate medical codes to a patient health
record.
Encounter Data: Data relating to treatment or service rendered by a
provider to a patient, regardless of whether the provider was reimbursed on
a capitated or fee-for-service basis. Used in determining the level of service.
Enrollment: Initial process whereby new individuals apply and are accepted
as members of a prepayment plan.
EOB (Explanation of Benefits): A statement mailed to a member or
covered insured explaining why a claim was or was not paid.
Employee Retirement Income Security Act (ERISA): These laws were
enacted in 1974. It governs how private employers and pension or
insurance companies must administer employee benefit plans, including selfinsured employee healthcare plans.
Exclusive Provider Organization (EPO): Uses a small network of
providers and has primary care physicians serving as care coordinators (or
gatekeepers). Typically, an EPO has financial incentives for physicians to
practice cost-effective medicine by using either a prepaid per-capita rate or
a discounted fee schedule, plus a bonus if cost targets are met. Most EPOs
are forms of POS plans because they pay for some out-of-network care.
Face Sheet: Is the patient registration form that contains all of the
patient’s demographic and insurance information, as well as, signatures for
assignment of benefits and release of medical records for the purpose of
processing claims by the patient’s insurance company.
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False Claims Act: Also known as the "Lincoln Law" allows US citizens to
file actions against any organization contracted with the Federal Government
who has defrauded the government. Act prohibits: Knowingly presenting, or
causing to be presented to the Government a false claim for payment;
knowingly making, using, or causing to be made or used, a false record or
statement to get a false claim paid or approved by the government;
Conspiring to defraud the Government by getting a false claim allowed or
paid; Falsely certifying the type or amount of property to be used by the
Government; Certifying receipt of property on a document without
completely knowing that the information is true; Knowingly buying
Government property from an unauthorized officer of the Government, and;
Knowingly making, using, or causing to be made or used a false record to
avoid, or decrease an obligation to pay or transmit property to the
Government. Adapted from: DOJ Healthcare Fraud Report:
http://www.usdoj.gov/dag/pubdoc/health97.htm, CMS FCA:
http://www.cms.hhs.gov/smdl/downloads/SMD032207Att2.pdf
Federal Register: A daily compilation of federal regulations and legal
notices, presidential proclamations and executive orders, federal agency
documents having general applicability and legal effect, documents required
to be published by act of Congress, and other federal agency documents of
public interest; prepared by the National Archives and Records
Administration for public distribution by the Government Printing Office;
publication of record for ED regulations. All healthcare policy and codes are
published in the Federal Register.
Fee for Service (FFS): Refers to payment of providers for individual
services rendered, as opposed to payment with salaries or under capitation.
Fiscal Intermediaries (Medicare): The Medicare fiscal intermediaries
(FIs) are private insurance companies that serve as the federal
government's agents in the administration of the Medicare program,
including the payment of claims. There are two primary functions for the FI-reimbursement review and medical coverage review.
Form Locators: A form locator is a numbered “field” in either the CMS
1500 form or the UB-04 form which requires specific encounter information
from the patient’s encounter information, such as demographics, insurance
information and service and provider information.
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Formulary: An approved list of prescription drugs that managed care plans
may provide to their enrollees. Some plans restrict prescriptions to those
contained on the formulary and others also provide non-formulary
prescriptions. Drugs contained on the formulary are generally those that are
determined to be cost effective and medically effective.
Freedom of Choice: A principle of Medicaid which allows a recipient the
freedom to choose among participating Medicaid providers.
Gatekeeping: The process by which a primary care physician directly
provides primary care and coordinates all diagnostic testing and specialty
referrals required for a patient's medical care. Referrals and some
procedures must often be preauthorized by the gatekeeper unless there is
an emergency.
Global Fee: A total charge for a specific set of services, such as obstetrical
services that encompass prenatal, delivery, and post-natal care.
Group or Network Model HMO: An HMO that contracts with one or more
independent group practices to provide services in one or more locations, in
which physicians are prepaid on a capitation basis.
Health Maintenance Organization (HMO): A form of health insurance in
which members prepay a premium for the HMO's health services. The HMO
is the legal entity that assumes responsibility for health care services and for
the cost of care. There are different models: staff, group, IPA, hybrid,
network, and POS. The Staff Model HMO is an organization that employs
physicians who are salaried. The Group Model is similar except the
physicians are organized as a group which contracts with the HMO. A
Network Model HMO consists of a network of physicians who work in their
offices and may not work exclusively for the HMO.
HIPAA Transaction Code Sets: Establishes standardized code sets and
mechanisms for electronic data interchange (EDI), security, and
confidentiality of all healthcare-related data. The Act mandates:
standardized formats for all patient health, administrative, and financial
data; unique identifiers (ID numbers) for each healthcare entity, including
individuals, employers, health plans and health care providers; and security
mechanisms to ensure confidentiality and data integrity for any information
that identifies an individual.
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Health Insurance Portability and Accountability Act (HIPAA) of
1996: There are two sections to the Act. HIPAA Title I deals with protecting
health insurance coverage for people who lose or change jobs. HIPAA Title II
includes an administrative simplification section which deals with the
standardization of healthcare-related information systems.
Horizontal Integration: Is when healthcare organizations of the same
type, such as a group of hospitals merge into one organization.
IndependentPpractice Association (IPA): A delivery model in which the
HMO contracts with a physician organization, which in turn contracts with
individual physicians. The IPA physicians practice in their own offices and
continue to also see their FFS patients. The HMO reimburses the IPA on a
capitated basis; however, the IPA may reimburse the physicians on an FFS
or capitated basis.
Indian Health Services: The Indian Health Service (IHS), an agency
within the Department of Health and Human Services, is responsible for
providing federal health services to American Indians and Alaska Natives. It
was established in 1787, and is based on Article I, Section 8 of the
Constitution.
In-Plan Services: Services that are covered under the state Medicaid plan
and included in the patient's managed care contract and/or are furnished by
a participating provider.
Integrated Delivery System (IDS): Is a result of all healthcare
organizations merging and integrating horizontally and vertically to create
one self-contained seamless healthcare system.
International Classification of Diseases, 9th revision (ICD-9-CM):
Classification of disease by diagnosis codified into six-digit numbers.
Liability Coverage: Insurance that protects an insured against injury or
damage claims made by another party when there is a lawsuit or potential
suit brought against the insured.
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Major Medical Diagnostic Categories (MDCs): A group of 23
classifications of diagnoses that are categorized according to organ system.
MDC are the primary criteria in identifying diagnostic-related groups (DRGs).
Managed Care organization (MCO): A health plan that seeks to manage
care. Generally, this involves contracting with health care providers to
deliver health care services on a capitated (per-member per-month) basis.
(For specific types of managed care organizations, see also health
maintenance organization and independent practice association.
Management Information System (MIS): The common term for the
computer hardware and software that provides the support of managing the
plan.
Master Patient Index (MPI): The MPI a PPM software module that houses
the centralized index file (database) that references all patients account
information so that it may be used the an enterprise-wide computer system
in a multi-site organization.
Medicaid: Medicaid is a state administered healthcare program funded by
Federal and State funds under Title XIX. Each state sets its own guidelines
regarding eligibility and services.
Medical Necessity: Is when medical services and procedures are
performed by providers and approved and reimbursed by payers based on
recognized medical standards. For Medicare, those standards are called
National Carrier Determinations (NCDs) and State Local Carrier
Determinations (LCDs)
Medically Necessary Services: Those services which are reasonable and
necessary in establishing a diagnosis and providing treatment for a
medical/psychiatric problem in accordance with the standards of medical
practice acceptable in the providers community.
Medicare Advantage: Under this program, the Medicare beneficiary may
choose to remain in the traditional Medicare program, or their current
managed care plan, or to receive Medicare covered services through any of
the following types of health insurance plans contracted with Medicare, i.e.,
health maintenance organizations (HMOs), provider sponsored organizations
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(PSOs), and local preferred provider organizations (PPOs). If the beneficiary
accepts Medicare Advantage as their primary coverage, all rules for that
particular managed care company will apply to all of the beneficiary’s
healthcare services.
Medicare: Is a Federally funded insurance program that provides benefits
to the aged and disabled under Title XVIII.
Medicare’s Appeal Process: The process that allows the provider to
dispute an unpaid Medicare claims. Medicare offers five levels in the Part A
and B appeals process. The levels, listed in order, are, e.g., 1)
redetermination, 2) Reconsideration, 3) administrative Law Judge (ALJ)
Hearing, 4) Departmental Appeal Board Review, 5) Judicial Review in US
District Court.
MediSoft: A physician practice management system which is often used for
training medical coders and billers, but is also a full PPM system for medical
practices.
National Provider Identifiers (NPI): The NPI became effective May
2005. They are unique numbers assigned to every medical provdier in the
US, much like a citizen’s social security number. The NPI is used for medical
claims to identify the providers of services.
National Committee for Quality Assurance (NCQA): The National
Committee for Quality Assurance is a private, 501(c)(3) not-for-profit
organization founding in 1990, to improve healthcare system quality. The
programs include Accreditation of healthcare organizations, Certification for
physician and utilization review organizations and they work closely with
physicians on quality in specific diseases programs, such as clinical
guidelines for asthma, diabetes and heart disease and others.
Network: A list of physicians, hospitals and other providers who provide
health care services to the beneficiaries of a specific managed care
organization.
No-Fault Auto Insurance: An auto insurance system that requires drivers
to carry insurance for their own protection. Coverage is granted in the case
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of an accident regardless of fault. The “No fault” part of auto insurance
policy is usually called personal injury protection (PIP).
Non-Participating provider: A provider that is not under contract with a
payer, not part of the payer’s network and therefore the patient is liable for
the cost of the services rendered.
Notice of Privacy Practices Policy (NPP): Under the HIPAA Privacy Rule,
patients must be informed of their right to specific privacy practices related
to their protected health information under the law by their providers and
health plans with a NPP that is given to the patient during their encounter.
Organization Chart: A chart that outlines the administrative structure and
function of the organization.
Outcomes Management: A clinical outcome is the result of medical or
surgical intervention or nonintervention. Managed services organizations are
now attempting to better manage clinical outcomes for their enrollees to
increase the satisfaction of patients and payors while holding down costs.
Out-of-Network Provider: A health care provider with whom a managed
care organization does not have a contract to provide health care services.
Because the beneficiary must pay either all of the costs of care from an outof-network provider or their cost-sharing requirements are greatly
increased, depending on the particular plan a beneficiary is in, out-ofnetwork providers are generally not financially accessible to Medicaid
beneficiaries.
Out-of-Pocket: Is the amount of the allowable charge that the patient
must personally pay out of their own pocket for their deductible,
coinsurance, copayments or non-covered service.
Outpatient Claims Editor (OCE): The “engine” of the APC grouper which
contains all of the medical procedure codes and their corresponding billing
rules.
Paticipating Provider: A provider that is under contract with a payer and
part of the payer’s network and therefore, the patient is only liable for any
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out-of-pocket expenses that may be applied to their deductible, coinsurance,
copayment or non-covered services.
Peer Review Organization (PRO): An organization established by the Tax
Equity and Fiscal Responsibility Act (TEFRA) of 1982 to review quality of care
and appropriateness of admissions, readmissions, and discharges for
Medicare and Medicaid. These organizations are held responsible for
maintaining and lowering admission rates, reducing lengths of stay, while
insuring against inadequate treatment.
Per diem: A form of payment for services in which the provider is paid a
daily fee for specific services or outcomes, regardless of the cost of
provision.
Per Member per Month (PMPM): Applies to a revenue or cost for each
enrolled member each month.
Physician Fee Schedule: The file published in the Federal Register each
year by CMS that contains the current CPT and HCPCS codes, relative value
units (RVUs), and all of the modifiers and relative code attributes for
calculating physician fees.
Physician Practice Management (PPM) Application: The infrastructure
of any medical practice which performs the integrated functions of
appointment scheduling, billing and collections, insurance claim
submission/management, patient account and/or records management, and
reporting.
Physician-Hospital Organization (PHO): A network of organizations
usually including hospitals and physician groups, that provides or arranges
to provide a coordinated continuum of services to a defined population and is
held both clinically and fiscally accountable for the outcomes of the
populations served.
Point-of-Service (POS) Plan: A health insurance plan that offers members
options for different delivery systems such as HMO, PPO or fee-for-service.

Rights and Permissions Granted to Saint Leo University for Student Learning
Copyright 2007-2013, Medical Coding Preparatory®, Meyer & Meyer
Page 392 of 397

Preferred Providers: Physicians, hospitals, and other health care providers
who contract to provide health services to persons covered by a particular
health plan.
Preferred-Provider Organization (PPO): An organization that provides
health care at discounted rates in return for expedited payment and
assurance of a market share. Patients often have a choice of using the PPO
or non-PPO provider, but there is a financial incentive to use the PPO.
Prepaid Capitation: A prospectively paid, fixed, annual, quarterly, or
monthly premium per person or per family which covers specified benefits. A
cost containment alternative to fee-for-service usually employed by HMOs.
Prepaid Group Practice Plan: Essentially similar to an IPA except the
health plan contracts with physician groups instead of individual physicians.
Depending on the health plan structure, the groups assume varying levels of
risk ranging from primary care through inpatient care. (Also known as a
Network Model HMO or Network Model IPA).
Primary Care Physician (PCP): A "generalist" such as a family
practitioner, pediatrician, internist, or obstetrician. In a managed care
organization, a primary care physician is accountable for the total health
services of enrollees including referrals, procedures and hospitalization.
Prior Authorization: A formal process requiring a provider obtain approval
to provide particular services or procedures before they are done. This is
usually required for nonemergency services that are expensive or likely to be
abused or overused. A managed care organization will identify those services
and procedures that require prior authorization, without which the provider
may not be compensated.
Prospective Payment System: One comprehensive payment for an
episode of care. For inpatient the PPS is paid under the diagnostic related
groups (DRG). For outpatient services, the PPS is paid under the
ambulatory payment classifications (APCs).
Protected Health Information (PHI): Protected health information (PHI)
under HIPAA includes any individually identifiable health information.
Identifiable refers not only to data that is explicitly linked to a particular
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individual (that's identified information). It also includes health information
with data items which reasonably could be expected to allow individual
identification. (HIPAA 1996)
Reason Codes: Are standardized codes initiated under HIPAA to classify
claims on an EOB if a claim has been denied, adjusted or needs clarification.
Records Retention Policy: Is the organization’s policy of how long they
will retain the different types of records within their organization. Policy is
based on both Federal and State laws.
Resource Utilization Groups (RUGs): Is the fee schedule that is used by
Medicare to reimburse skilled nursing facility services.
Resource-Based Relative Value Scale (RBRVS): Is the physicians’ fee
schedule established as part of the Omnibus Reconciliation Act of 1989,
Medicare payment rules for physician services were altered by establishing
an RBRVS fee schedule formula. This payment methodology and formula has
three components: a relative value unit (RVU) for each procedure, a
geographic adjustment factor (GAF), and a dollar conversion factor (CF).
Simply stated, the formula is (RVUs) x (GAFs) x (CF) = Service Fee.
Revenue Cycle: The functions in the organization that involve patient
involves revenue from patient registration to billing, accounts for receivables
(AR), and collections of AR.
Risk Sharing: A financial arrangement between health care providers,
managed care organizations and another entity such as a state Medicaid
program in order to spread the risk of providing health care services. This
type of arrangement is often employed to protect providers and managed
care organizations serving chronically ill individuals (such as people living
with HIV) from financial insolvency.
Risk: Potential financial liability, particularly with respect to who or what is
legally responsible for that liability. With insurance, risk is shared by the
patient and insurance company but the company's risk is limited by the
policy's dollar limitations. In HMO's, the patient is at risk only for
copayments and the cost of non-covered services. The HMO, however, with
its income fixed, is at risk for whatever volume of care is entailed, however
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costly it turns out to be. Providers may also bear risk if they are paid a fixed
amount (capitation) by the HMO.
SNOMED CT: Systematized Nomenclature of Medicine Clinical Terms is a
system of standardized medical terminology, was originally developed by the
College of American Pathologists (CAP).
Spend Down: A term used by Medicaid for the amount of money a person
must “spend down” based on their income and assets that are above the
threshold for the state's designated medically needy criteria, but are below
this threshold when medical expenses are factored in. Once the person has
spent the excess money above the criteria, then Medicaid will pay the
balance of their medical bills.
SSI (Supplemental Security Income): A federal income support program
for low income aged, blind or disabled persons administered by the Social
Security Administration. Eligibility for SSI is usually tied to eligibility for
Medicaid.
Staff Model HMO: An HMO in which the physicians are salaried employees
of the HMO.
Standing Referral: A referral to a specialist provider that covers routine
visits to that provider. It is a common practice to permit the gatekeeper to
make referrals for only a limited number of visits (often 3 or fewer). In cases
where the medical condition requires regular visits to a specialist, this type
of referral eliminates the need to return to the gatekeeper each time the
initial referral expires.
Superbill: Also known as charge-ticket or fee ticket is the invoice used by
the provider to document services performed, e.g., procedures and
diagnoses.
Third-Party Administrator: An external organization that handles
administrative duties and sometimes utilization reviews. Third-party
administrators are used by organizations that actually fund the health
benefits but do not find it cost-effective to administer the plan themselves.
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Timely Filing: Time limitations set by provider internal policy and by the
payer contracts that state the time frame a claim must be filed or re-filed if
denied from the previous submission.
TriCare: Health insurance funded and govern by the Department of
Defense for active and retired military.
Veterans’ Administration: Health insurance funded by the Federal
government for military veterans.
Vertical Integration: Is when healthcare organizations of different types,
such as hospitals, physician groups, pharmacies, therapy groups or home
healthcare merger, or form associations for the purpose of contracting with
managed care organizations or payers and creating an economies of scale
and seamless delivery system.
Workers’ Compensation: Is employer funded, State specific insurance that
is overseen by The Office of Workers’ Compensation Programs (OWCP)
established in 1916 to administer claims under the Federal Employees’
Compensation Act. Today, workers’ compensation (WC) administers benefits
to any employee who has a work related injury or illness.
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