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Medical insurance claims
Situation that would cause a trigger on a medical insurance claim
A medical insurance claim is a formal request asked by a policyholder to their insurance company for a respective compensation in coverage of a particular loss or policy event (Sidonio, Haley & Fallaize, 2017). Once the insurance claim has been approved, the insurance company is mandated to make payment to the insured person or approved interested party on behalf of the insured. There are two options to file for a health insurance claim (Sidonio, Haley & Fallaize, 2017). First, it is more convenient for the medical service provider to submit the claim directly to the insurance company. This can be made electronically by the medical service provider. Second, as the policyholder, they can fill the claim form and submit the paperwork to the insurance company. The second option is considered if the health service provider is not in-network for the health plan. Some of the triggers of medical insurance claims, such as hospitalization of the policyholder, and emergency cases could be due to an accident or an ailment of the policymaker. 
Paths took to a resolution insurance claim.
There are two types of health insurance claims. First, cashless claims where the insurer must settle all needed hospitalized bills with the policy holders’ hospital directly. But the insurer must be hospitalized at the network hospital system to get the benefits of a cashless claim. Second, reimbursement claims where the policyholders make pays for hospitalization expenditure upfront and request the insurance company to make needed reimbursements later (Tian et al., 2019). This claim allows the policyholder to be reimbursed used cash on both a network and a non-network hospital system. 
Once the insurer receives the intimation from either the policyholder or the attendant from any hospital networks, the medical policy is validated and the policyholder's policy coverage. There are procedures followed in the health insurance claim. 
1. The first step is to make contact at the insurance help desk at the hospital. 
2. Present to the insurer assistant the ID card of the insured for identification and validation. 
3. Once verification has been made, a pre-authorization form from the health insurance provider will be given to the insured to fill. 
4. Once the form has been filled and submitted, the insurance provider will review all submitted documents and initiate the claim process based on terms and conditions stipulated by the health insurance policy provider. 
5. Some health insurance providers assign field doctors who ensure the hospitalization process is easier for the insured persons. 
6. Once all the formalities have been completed, the claim is settled for the insured based on the current policy's terms and conditions. 
Time periods to be considered to resolve the claim
Cashless claims free the policyholder from the stress of handling cash in bulk. Once the hospital has received the bills, they are scrutinized by different departments to understand the insured expense's nature better. In scenarios where the policyholder is aware it is a planned hospitalization, it is integral to give a heads up to the insurance provider about four days prior notice of seeking treatment in a network hospital. Planned hospitalizations are evident when the policyholder is aware of hospitalization beforehand, and they need to make needed notifications to the insurer for the claims to be resolved (Amruthamma & Aswathanarayana, 2018). First, the policyholder needs to make a call through the health insurance policy provider's helpline and give required details on the potential hospitalization. Second, the policyholder is required to fax to the insurer the pre-authorization form, which the hospital and the policyholder have already filled. This process can take days, depending on the urgency claims when making the report. Third, the insurer may take up to a week to authorize the claim, and the policyholder can check in the hospital and seek needed treatment. In cases of emergencies, the next of kin to the insured need to call the insurer and inform the current scenario. Emergency hospitalizations are completed within 24 hours of the incidence. All needed is for the insurer to meet all pre-set requirements either from suffering from an illness or an accident and requires immediate hospitalization. During emergency scenarios, family members or authorized next kin can call the insurance company on their toll-free number once the patients have been admitted to the respective hospital. Later the pre-authorized form, once filled by the doctor and the authorized caregiver if the patient is incapacitated, the form is a fax to the health insurance company within 24 hours of hospitalization. Often, the claims are addressed immediately. 
Claims made through the reimbursement process are often a challenge as they are made once the policyholder has been discharged from the hospital (Tian et al., 2019). In this scenario, the policyholder must make the initial pays for the medical bills and apply for reimbursement later to get spent money back. Thus, in this claim, the individual doesn't need to seek needed treatment from one of the network hospitals. The reimbursement claim process can take an estimated 14 days. A lot of time is spent on making verifications on the presented documents to request for the claims.  
Importance of specific time frames
Policyholders who prefer to use the reimbursement process need about 14 days to actualize the claims as they need to verify the presented medical bills' authenticity. All medical insurance companies require the patients to present the original hospital bills used for billing the hospital (Shi et al., 2019). Furthermore, the bills are analysed and verified before they are cleared. In most cases, third-party authorized vendors are hired by the insurance company to undertake a verification of the claims and flag off any false claims associated. Some of the false claims are fraud bills and manipulated documents, among others. Additional documents required by the insurer for reimbursement claims are signed claim forms, investigation reports, medical reports signed by the doctor, any cash memo for additional medications purchased from an external pharmacy, all clearance documents for discharge, and an FIR if it involved a medical emergency. Once the claims have been verified, the next step is to ensure the claim is processed without any hassle and the payment is paid to the policyholders' registered bank account. Cashless claims are often made within a shorter period as once the healthcare department has verified the health insurance policy; the medical bills are settled by an insurance company (Amruthamma & Aswathanarayana, 2018). If the claims are rejected or not processes, both the hospital and the insured are well informed of the rejection reasons and required to make needed details. In case of any rejection, necessary steps are taken to fix the rejection and clear the proper compensation process. But for the policyholders who prefer to buy an online health insurance plan, it is integral to possess details such as policy coverage and policy coverage numbers as they ease the process when processing the claims. For the planned events with cashless claims, the preference to provide the health insurer a notice of 4 days allows the company to make any verifications needs. In case of any possible rejection, the policyholder is informed and required to make necessary adjustments. Besides, within the four days, it is possible to make all process progress states. Once approved, the insurance holder can confidently get needed health care coverage at the preferred hospital upon admission. 
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