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Follow the Money!

Medical insurance plays an important role in the financial well-being of every healthcare
business. The regulatory environment of medical insurance is now evolving faster than
ever. Changes due to healthcare reform require medical office professionals to acquire

and maintain an in-depth understanding of
compliance, electronic health records, medi-
cal coding, and more.

The eighth edition of Medical Insurance: A
Revenue Cycle Process Approach emphasizes

the revenue cycle—ten steps that clearly iden- @Q\"

tify all the components needed to successfully 4 oymonts
manage the medical insurance claims process. and collections
The cycle shows how administrative medical

professionals “follow the money.” .

0, .
Medical insurance specialists must be E) patient
';; statements

familiar with the rules and guidelines of each
health plan in order to submit proper docu-
mentation. This ensures that offices receive
maximum, appropriate reimbursement for
services provided. Without an effective
administrative staff, a medical office would
have no cash flow!

The following are some of the key skills
covered for you and your students in Medical
Insurance, Se:

Revenue Cycle

Check out
patients

Step >

Step 6

Skills Coverage

Procedural Learning administrative duties important in medical practices as
well as how to bill both payers and patients

Communication Working with physicians, patients, payers, and others using both
written and oral communication

Health information Using practice management programs and electronic health

management records technology to manage both patient records and the billing/

collections process, to electronically transmit claims, and to con-
duct research

Medical coding Understanding the ICD-10, CPT, and HCPCS codes and their
importance to correctly report patients’ conditions on health insur-
ance claims and encounter forms as well as the role medical cod-
ing plays in the claims submission process

HIPAA/HITECH Applying the rules of HIPAA (Health Insurance Portability and
Accountability Act) and HITECH (Health Information Technology for
Economic and Clinical Health act) to ensure compliance, maximum
reimbursement, and the electronic exchange of health information

vaL08557_fm_i-xviiindd 9 @ 12/12/18 9:42 PM
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Medical Insurance is available with McGraw-Hill Education’s revolutionary adaptive
learning technology, McGraw-Hill SmartBook® You can study smarter, spending your
valuable time on topics you don’t know and less time on the topics you have already
mastered. Succeed with SmartBook. . . . Join the learning revolution and achieve the
success you deserve today!

Organization of Medical Insurance, 8e

An overview of the book’s parts, including how they relate to the steps of the revenue
cycle, follows:

Part Coverage
1: Working with Medical Covers Steps 1through 3 of the revenue cycle by introducing the major
Insurance and Billing types of medical insurance, payers, and regulators, as well as the

steps of the cycle. Also covers HIPAA/HITECH Privacy, Security, and
Electronic Health Care Transactions/Code Sets/Breach Notification rules.

2: Claim Coding Covers Steps 4 through 6 of the revenue cycle while building skills
in correct coding procedures, using coding references, and comply-
ing with proper linkage guidelines.

3: Claims Covers Step 7 of the revenue cycle by discussing the general
procedures for calculating reimbursement, how to bill compliantly,
and preparing and transmitting claims.

4: Claim Follow-Up and Covers Steps 8 through 10 of the revenue cycle by describing the

Payment Processing major third-party private and government-sponsored payers’ proce-
dures and regulations along with specific filing guidelines. Also explains
how to handle payments from payers, follow up and appeal claims, and
correctly bill and collect from patients. This part includes two case stud-
ies chapters that provide exercises to reinforce knowledge of complet-
ing primary/secondary claims, processing payments from payers, and
handling patients’ accounts. The case studies in Chapter 15 can be
completed using Connect for simulated exercises. The case studies in
Chapter 16 can be completed using the CMS-1500 form.

5: Hospital Services Provides necessary background in hospital billing, coding, and
payment methods.

New to the Eighth Edition

Medical Insurance is designed around the revenue cycle with each part of the book
dedicated to a section of the cycle followed by case studies to apply the skills discussed
in each section. The revenue cycle now follows the overall medical documentation and
revenue cycle used in practice management/electronic health records environments and
applications.

Medical Insurance offers several options for completing the case studies at the end of
Chapters 8-12 and throughout Chapter 15:

* Paper Claim Form: If you are gaining experience by completing a paper CMS-1500
claim form, use the blank form supplied to you (from the back of Medical Insurance)
and follow the instructions in the text chapter that is appropriate for the particular
payer to fill in the form by hand.

* Connect Simulations: The ability to understand and to use Electronic Health Records
(EHR) systems are critical job skills and competencies required for employment
in a Medical Office or Hospital. In the past, teaching students the hows and whys
of using an EHR has been challenging. Live software solutions require complex
installation and support, and often don’t translate well into the classroom. Simulated
educational solutions often fall short in giving students the realistic experience of
working in real world scenarios.

McGraw-Hill Education is proud to introduce EHRclinic, the educational EHR
solution that provides the best of both worlds, both the experience of working in a

<] aptara | .
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live, modern EHR application, along with the convenience and reliability of simu-
lated educational solutions.

EHRclinic is integrated into Connect, McGraw-Hill’s digital teaching and learning
environment that saves students and instructors time while improving performance
over a variety of critical outcomes.

For Medical Insurance, Connect provides simulated, auto-graded exercises in mul-
tiple modes to allow the student to use EHRclinic to complete the claims. If assigned
this option, students should read the User Guide at www.mhhe.com/valerius as the
first step, and then follow the instructions with each chapter’s case studies. Note:
some data may be prepopulated to allow students to focus on the key tasks of each
exercise.

Connect CMS-1500 Form Exercises: Another way to complete the claims exercises
is by using the CMS-1500 form exercises in Connect if directed by your instructor.
These exercises allow you to complete the necessary fields of the form in an auto-
graded environment.

Please note that starting with this edition, we will no longer be offering live Medisoft®
or Medisoft simulations as part of the options.

Key content features include the following.

Pedagogy

* Learning Outcomes reflect the range of difficulty levels to teach and assess crit-
ical thinking about medical insurance and coding concepts and continue to
reflect the revised version of Bloom’s Taxonomy.

* Objective end-of-chapter questions cover all Learning Outcomes.

HIPAA-Related Updates

e 2018 ICD-10-CM and CPT/HCPCS codes are included.

* The new Notice of Privacy Practices (NPP) that addresses disclosures in compli-
ance with HITECH is illustrated.

Key Chapter Changes

o Chapter 1: New: Thinking It Through 1.7. Revised: Thinking It Through 1.2.
Updated: statistics and data in Figures 1.1 and 1.4; Compliance Guideline on
ICD-10-CM implementation.

* Chapter 2: New: two HIPAA/HITECH Tips on Texting and Plans Mandated; PHI
on the cloud. Updated: four WWW features on HHS, Medical Notice of Privacy
Practices, HHS Breach Notifications, and CMS HIPAA Enforcement. Deleted:
old Figures 2.1, 2.2, and 2.6; information on the National Health Information
Network.

» Chapter 3: Deleted: old Figure 3.7.

* Chapter 4: Updated: all ICD-10-CM codes and conventions for 2018; Figures 4.1
and 4.3; Case 4.1 in Applying Your Knowledge. Deleted: key term ICD-9-CM.

* Chapter 5: New: Billing Tips on Category III Code Sunsets and Revised Guide-
lines Coming; symbol for telemedicine. Updated: all CPT codes, conventions, and
modifiers for 2018; WWW features on CPT Updates, AMA Vaccine Code
Updates, and Category II and III Updates; all cases in Applying Your Knowledge;
Tables 5.2, 5.3, and 5.6; structure of E/M section. Deleted: symbol for moderate
sedation.

* Chapter 6: New: image for Figure 6.3. Revised: Figures 6.1 and 6.2. Updated: Case 6.1
in Applying Your Knowledge.

o Chapter 7: New: key terms 5010A1 version and Healthcare Provider Taxonomy
Code (HPTC); text for 5010A1 Version and the CMS-1500. Revised: Figure 7.1; art
in Cases 7.2, 7.3, and 7.4. Updated: all conventions for completing the CMS-1500
and all Item Numbers; WWW features on POS Codes, Current Taxonomy Code
Set, and All Administrative Code Sets for HIPAA Transactions. Deleted: old Fig-
ures 7.2, 7.3, 7.4, 7.5, 7.6, and 7.8; old Table 7.1; Billing Tip on How Many Pointers?

FINAL PAGES  -sg aptara | .
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Chapter 8: New: item in Thinking It Through 8.9. Revised: Figures 8.5, 8.7, 8.9,
and 8.10; Case 8.4 introduction and art. Updated: high-deductible health plan
deductibles; out-of-pocket limits for metal plans in section 8.5.

Chapter 9: New: key terms Medicare Access and CHIP Reauthorization Act of
2015 (MACRA), Medicare Beneficiary Identifier (MBI), Quality Payment Pro-
gram (QPP); Figure 9.1; WWW features on New Medicare Card Information and
QPP; Medicare coverage text in section 9.3; Medicare incentives text in section
9.4. Revised: WWW feature on Beneficiary Preventive Services; Figures 9.7 and
9.9; Applying Your Knowledge introduction; Cases 9.1, 9.2, and 9.3. Updated:
Billing Tips on Medicare Part A and Part B; WWW features on Medicare FFS
Provider Web Pages Bookmark and Medicare Physician Fee Schedule; Thinking
It Through 9.8. Deleted: key terms Medicare health insurance claim number
(HICN), Physician Quality Reporting System (PQRS), Value-Based Payment
Modifier (VBPM); WWW feature on MPFS Online.

Chapter 10: New: Thinking It Through 10.7. Revised: Figure 10.5; Applying Your
Knowledge introduction; Cases 10.1 and 10.2. Updated: Medicaid info in intro;
Medicaid changes in section 10.1; WWW feature on CHIP; websites in Table 10.1;
covered services in section 10.5.

Chapter 11: New: key terms Prime Service Area, TRICARE For Life, TRICARE
Select; section 11.3 on TRICARE Prime; section 11.4 on TRICARE Select;
Figure 11.1. Revised: Figure 11.2; Review Questions section; Applying Your Knowl-
edge Introduction; Cases 11.1, 11.2, and 11.3. Updated: TRICARE regions in sec-
tion 11.6. Deleted: key terms catchment area, nonavailability statement (NAS),
TRICARE Extra, TRICARE Prime Remote, TRICARE Reserve Select, TRICARE
Standard, TRICARE Young Adult (TYA); old Figures 11.1, 11.2, 11.3; Compliance
Guideline on Preauthorization.

Chapter 12: Revised: Figure 12.2; Applying Your Knowledge introduction; Cases
12.1 and 12.2.

Chapter 13: Revised: Figures 13.1 and 13.8; Thinking It Through 13.3 and 13.5.
Updated: key term claim adjustment group code (CAGC); Medicare appeals costs
in section 13.6. Deleted: question D in Case 13.2.

Chapter 14: Revised: chart in section 14.2; Thinking It Through 14.2; Figures 14.3
and 14.4. Deleted: old Figures 14.3a, 14.3b, and 14.3c; relating statements to the
PMP section.

Chapter 15: Updated: all CPT codes, conventions, and modifiers for 2018; Updated:
Patient Account Number section so students no longer assign patient chart num-
bers; Updated: Dates for each case study.

Chapter 16: Updated: Dates for each case study.

Chapter 17: New: Figure 17.3; WWW feature on Medicare Secondary Payer Ques-
tionnaire; NUBC information on electronic claim submission. Updated: Compli-
ance Guideline What Determines the Correct Code Set for Hospital Coding?

For a detailed transition guide between the seventh and eighth editions, visit the
Instructor Resources in Connect.
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Workbook for Use with Medical Insurance:
A Revenue Cycle Process Approach, Eighth Edition
(1-260-48914-0, 978-1-260-48914-9)
The Workbook for Use with Medical Insurance has excellent material for reinforcing
the text content, applying concepts, and extending understanding. It combines

the best features of a workbook and a study guide. Each workbook chapter
enhances the text’s strong pedagogy through:

» Assisted outlining—reinforces the chapter’s key points

» Key terms—objective questions

» Critical thinking—questions that stimulate process understanding

* Guided web activities—exercises to build skill in locating and then evaluat-
ing information on the Internet

* Application of concepts—reinforcements and extensions for abstracting
insurance information, calculating insurance math, and using insurance
terms

The workbook matches the text chapter by chapter. It reinforces, applies, and
extends the text to enhance the learning process.

Medical Coding Workbook for Physician

Practices and 2018-2019 Edition

(1-259-63002-1, 978-1-259-63002-6)

The Medical Coding Workbook provides practice and instruction in coding and using
compliance skills. Because medical insurance specialists verify diagnosis and procedure
codes and use them to report physicians’ services, a fundamental understanding of cod-
ing principles and guidelines is the basis for correct claims. The coding workbook rein- @
forces and enhances skill development by applying the coding principles introduced in
Medical Insurance, 8e, and extending knowledge through additional coding guidelines,
examples, and compliance tips. It offers more than seventy-five case studies that simulate
real-world application. Also included are inpatient scenarios for coding that require com-
pliance with ICD-10-CM Official Guidelines for Coding and Reporting sequencing rule as
explained in Chapter 17 of the text.

Preface xiii
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Grading

They’ll thank you for it.

students be better prepared in less time. You can

transform your class time from dull definitions to dynamic

debates. Hear from your peers about the benefits of

Connect at www.mheducation.com/highered/connect ®

_ Y G
e [omoponico i - g Adaptive study resources like SmartBook® help your
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Make it simple, make it affordable.

Connect makes it easy with seamless integration using any of the
major Learning Management Systems—Blackboard®, Canvas,
and D2L, among others—to let you organize your course in one
convenient location. Give your students access to digital materials
at a discount with our inclusive access program. Ask your
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A product isn’t a solution. Real solutions are
affordable, reliable, and come with training and
ongoing support when you need it and how you
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help you troubleshoot tech problems—although
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Effective, efficient studying.

Connect helps you be more productive with your

study time and get better grades using tools like

SmartBook, which highlights key concepts and creates )
a personalized study plan. Connect sets you up for

success, so you walk into class with confidence and

walk out with better grades.
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| really liked this app—it
made it easy to study when

you don't have your text-
1)

Study anytime, anywhere.

Download the free ReadAnywhere app and access your
online eBook when it’s convenient, even if you're offline.

book in front of you. And since the app automatically syncs with your eBook in
) Connect, all of your notes are available every time you open
- Jordan Cunningham, it. Find out more at www.mheducation.com/readanywhere

Eastern Washington University

No surprises.

The Connect Calendar and Reports tools
keep you on track with the work you need
to get done and your assignment scores.
Life gets busy; Connect tools help you
keep learning through it all. Chapter 12 Quiz

Chapter 13 Evidence of Evolution

and 7 more...

/ [(] ))> N . Learning for everyone.
/

McGraw-Hill works directly with Accessibility Services

‘ Departments and faculty to meet the learning needs of all
students. Please contact your Accessibility Services office
and ask them to email accessibility@mheducation.com, or
visit www.mheducation.com/about/accessibility.html for

more information.
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CONNECT FOR MEDICAL
INSURANCE, 8E

McGraw-Hill Connect for Medical Insurance, 8e will include:

* All end-of-section questions

* All end-of-chapter questions

» Interactive exercises, such as matching, sequencing, and labeling activities
» Testbank questions

* Simulated CMS-1500 exercises for Chapters 8-12 and 15

» Simulated EHRclinic exercises for Chapters 8-12 and 15

INSTRUCTORS’ RESOURCES

You can rely on the following materials to help you and your students work through the
material in the book; all are available in the Instructor Resources under the library tab
in Connect (available only to instructors who are logged in to Connect).

Supplement Features

Lesson Plans
Answer Keys for all exercises

Instructor’s Manual (organized by
Learning Outcomes)

PowerPoint Presentations « Key Terms
(organized by Learning Outcomes) « Key Concepts
« Accessible

Electronic Testbank Computerized and Connect

Word Version

Questions tagged for Learning Outcomes, Level of
Difficulty, Level of Bloom’s Taxonomy, Feedback, ABHES,

CAAHEP, CAHIIM, and Estimated Time of Completion.

Correlations of the Learning Outcomes to Accrediting
Bodies such as ABHES, CAAHEP, and CAHIIM

Sample Syllabi

Conversion Guide between seventh and eighth editions
Asset Map—recap of the key instructor resources as well as
information on the content available through Connect

Tools to Plan Course

EHRclinic Simulated Exercises
Resources

Implementation Guide

Technical Support Information

Steps for students completing the simulated exercises in
Connect

PDFs of both forms

CMS-1500 and UB-04 Forms

Want to learn more about this product? Attend one of our online webinars. To learn
more about them, please contact your McGraw-Hill sales representative. To find your
McGraw-Hill representative, go to www.mheducation.com and click “Support & Contact,”
select “Higher Education,” and then click on “Find Your Higher Ed Sales Rep.”

Need Help? Contact the McGraw-Hill Education Customer
Experience Group (CXG)

Visit the CXG website at www.mhhe.com/support. Browse our frequently asked ques-
tions (FAQs) and product documentation and/or contact a CXG representative.

12/20/18 4:27 PM

QA


https://www.mheducation.com
https://www.mhhe.com/support

FINAL PAGES  -ag aptara | EQ

Suggestions have been received from faculty and students throughout the country. This is vital feed-
back that is relied on with each edition. Each person who has offered comments and suggestions has
our thanks. The efforts of many people are needed to develop and improve a product. Among these
people are the reviewers and consultants who point out areas of concern, cite areas of strength, and
make recommendations for change.

Market Surveys

Multiple instructors participated in a survey to help guide the revision of the book and related mate-
rials and/or a survey on materials for Connect.
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aneial information system that records, classifies, reports or

ndition ¢
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into the practice from patients and insurance companies paying for medical services o
pay the praciice’s bills,

Medical insurance specialists have an important role in
ment. They help to ensure financial success by (1) ¢
(2) communicating effectively, and (3) using health information technology

enue cycle

arcfully following procedu

billing software and electronic health records—to improve efficiency and contribute

to better health outcomes.

Medical billing requ

duties, such as entering data and

res a set of procedures. Some procedurcs involve administrative
ipdating patients’ records, Other pro

lures are done

to comply with government regulations, such as keeping computer files secure from

authorized viewing. In most offices, policy and procedure manuals that describe how

to perform major duties arc ava

For most procedures, medics ;¢ specialists work in teams with both licensed
onals and other administrative staff members. Providers include physi-
physician assistants {PAs), nurse-practitioners (NPs), ¢
occupational therap specch therapn
zal paychologists. Administrative staff he headed by an off

cal social workers, phyvsical therap

audiologists, and ¢l

manager, practice manager, or practice administrator to whom medical assistants,
palient

specialists report

rvices representalives or receplionists, and billing, insurance, and collections

Communication skills are as important as knowing about sp c
tions, A pleasant tone, a fricndly attitude, and a helpful manner when gathering
information increase patienl satisfaction, Having interpersonal skills enhances the
billing and reimbursement process by establishing professional, courtcous relation-
ships with people of different backgrounds and communice

forms and regula-

ion styles. Effective com-

mumnicators have the skill of empathy; their actions convey that they understand the
feelings of others.

Equally important are effective commur tions with physicians, ol

stafl members, and all members of the administrative team. Conversations must be bri
and to the T ; the prov time. People are more
likely o li n interested expression, s

should be aware of © ial expressions and should
In addition, good listening skills are important.

en the speak

EPCaKcrs

intain moderat cantact

Me
and software
almaost all phys

ical insur 1lisis use health ¥ (HIT y—computer hardw
formation systems that record, store, and mana,

“ian practices.

¢ patient information

Practice Management Programs Practice management programs (PMPs), which
ices for scheduling appointments,
ng, are good examples of HIT. They streamline the
up on healthcare claims sent to payers and on bills

are accounting software used in almost all medical o

and finan record ke

ment programs is an important s
ists use them te:

of practice man
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theare claims

Generate, transmil, and report on the status of he:
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Recond payments from insurance companies

Generale patients’ stalemenis, post |
Create f

pymenis, and update accounts

ancial and productivity reports

Another HIT application is rapidly becoming critical in physician practices: electronic
health records, or EHRs. While patients’ financ
than a decade, clinical records—the information about a patient's health ent
tors, nurses, and othe s—unlil recently, hove been stored in paper
charts. An eleetronic health record (EHR) is 5 computerized lifelong healtheare record
for an mdividual that incorporates data from all sources that provide treatment for the
individual. Note that EHRs are not the same as e {i or EMRs,
which are & single provider's records of

EHR systems are set up to gather patients’
rather than paper. Most EHR systems are d
“talk™ to—the PMP and i fo
record systems are discussed [urther in the chapter on EHRs, Health Insurance Portabil-
ity and A ity Act (HIPAA).
and Clinical Health (HITECH) Act

records have been electn

Ithcare professi
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information using the computer
rmation with—to
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countab
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PM/EHRs Sor Hlware programs combine both & PMP and an EHR in a single
produect called an integrated PM/EHR. Data entered in either the PMP ar the EHR
can be used in all applications, such as scheduling, billing, and clinical care, For
example, it a receptionist enters basic |
health record during the 7 nt's first

formation about a patient in the electronic
it to the practice, those data are available for
ce specialist to use in the billi

ient’s

the medical insura

18 prog
of health insurance. and previous healtheare records must
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e, the

Jed amount of money. [n exch
alth Insurance Plans (AHIP) as  'of
use they pay

akes payments of a spe
refits—delined by the America’s He:
medical services—tor a specific period of time. Bec
rred to as payers.

pla
payments for coverad
5. health plans arc often refe

for medical expense

Third-Party Payers

medical insurance relatonship. The patient |policyholder)
cond party. Legally, tient-physician contra
edical services. Throl
is legally responsible for paying fo vices. The patlent may have a
policy with & health plan, the third p na
»d athird-party payer. third-party payer private o

ty, which agrees to carry those

sevvices and therefare is c

[ insurance products that offer different levels of cov-
y must manage the risk that some indi
expensive medical services. They do that by spreading

Health plans create a variely c
ge for various prices. In each product, tt

viduals they tnsure will need ver

that risk among many policyhoiders.

i schedule of benefits that summ & payments  sehedu
ary medical services that policvholders meeive. The
and payment. A medi

that may be made for mx

payer’s definition of medieal necessity is the key to cov ly

ry servic

NeCess:

is reasonable and is consistent with gencrally accepted professional
ical standards for the dizgnosis or treatment of disease, illness, or injury.

Payers scrutinize the need for medical procedures, examining cach bill to make sure
that it meets their medical necessity guidelines. The provider of the service must also
*s professional standards. Providers include pl
physician as nts, therapists, hospitals, laboratories, long:
pliers such as pharmacies and medical supply companies.

meet the puy

Covered services are listed on the schedule of benefits, These services may include pri-
mary care, emargency care, medical specialists’ services, and surgery. Coverzge of some
services s mandated by state or federal law: others are optional. Some policies provide
benefits only for loss resulting from illnesses or diseases, while others
dents or injuries, Many health plans also cover preventive medical services, such as annual
1l immunizations, prenatal care, and rou-

Iso cover acci-

physical examinations, hatric and adoles

I proccaurcs such as mammograr

e coverad have if

same
e, for example. M
ay cover just three physical th
certain scresning test every five years, not every year

fits. A policy t

n for primary o

v lreatments lor a

condition or a

The medi nsurance policy also describes noncovered services—thosc for w

not pay. Such excluded services or exclusions may include any of the following:

Most medical pelicies do not cover dental servi

%, BYE EX

excluded services services r

emp cntrelated imuries, cosmetic cedures, or exp

rocadures.

Many policies do not have prescription drug benefits.
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Part1

WORKING W1

Group or Individual Medical Insurance Policies

Either groups or individuals may be insured. In general, policies that are writlen for groups
vholders less than those written for individuals. Group plans are bought by employ-
ers or organizations. The employer or the organization agrees to the contract and then
the covel to its group members. People who are not eligible for group insurance f
emplovers—t ndent contract ime employees, or
unempioyed peeple—may purchase individual p directly from health plans, either pri-

cast poli

Iy or pa

vate, government, or stale sponsored, In either & group or an idvidual plan, the policy-
holder's dependents, customarily the spouse and children, ¢ sometimes alse be covered
for an additional cost.

Disability and Automotive Insurance and Worker
Compensation

ance that pro
work. Automotive insur

ance policies cover specific vehiclerelated situations, Disability

insurance is discussed in the chapler about workers’ compensation.

Workers' compensation insurance is purchased by employers to pay benefits and
provide medical care [or employees who are mjured in job-related accidents or develop
zpendents in the event of

quured.

illnesses
workrelated death. State laws determine the coverage that is r

1 their jobs and o pay benefits to emplovees’ ¢

IT THROU(

e the type of m coverage you have. If you are

not insur describe the policy held by someone you know, or aggess

that accompanies the policy it or avallable online at the pl
what benefits does the policy cover? Are some vices excluded

ve medical services in edt

from coverage? Are any prevent

Although there arc many variations. all insurance plans arc based on one of the two
(1

5!

ial types of plans, inde

inity and managed care

Filing Claims for Patients

The practice usua s the proces:
generally more satisfied with the

Jayment more g

ng the insurance company for pal
sits when this is done for them, and th

nst loss. Under an indemni ifies

An indemnity is the payer ing

st costs of medical services and procedures as listed on the ben-
efits schedule. Patiems cf
sends the healtheare ¢
formet that reports da
the payer on behalf of the patient.

the policyholder ags

wise the providers they wish o s

The physician usually

1 in either electronic or hard copy
vices provided by the physician—o

im—a formal insurance cl:

a about the patient and the




For each claim, four conditions must be met before the insu
payment:

ce company makes a

1. The mec
insured’s he

must be for medically necessary services and covered by the
1.

th pl
ment of the premium—the pericdic payment the insured is required
p the policy in effect—must be up-to-date. Unless
current, the insured is not eligible for benefits and the insurance company will not
make any payment.

If part of the pol
vices hefore ber

L

I'he insured’s

premium is

w

# deductible—the amount that the insured pays on covered ser-
ts |

in—must have been met (paid) by the insured. Deductibles

s annmally, Higher deductibles

range widely, usually from $200 to thousands of dolla

e 1lly mean lower premiums.

4. Anyv coinsurance—ihc pereentage of cach claim that the
taken into account, The ce rate states the health plan's percentage of
the charge, followed by the insured's percentage, such as 80-20. This means that the
payer m
the premiums and deductibles are paid.

5 80 percent of the covered

ount and the patiem pays 20 percent alter

The formula is as follows:

Charge — Deductible — Patient Comsurance = Health Plan Payment.

Example

An indemnity policy states that the deductible is the first 5200 in covered annual
medical fee
ical charge of the year was $2,000 would owe $560:

and that the coinsur;

g raie is 80-20. A patienl whose Ffirst covered

Charge 52,000
Patient owes the deductible $ 200
Bala: $1.800
Patient also owe NS (20% of the bala % 360
Total balance due from patient S 200 + $360 — $360

it-of-pocket expense of 8360 this year hefore
cfits begin, The health plan will pay $1.440, or 80 percent of the balance:

In this case, the patianl musi pay an o

bes

52,000
—5560
Health plan payment $1.440

Patient payir

e patient has alres

dy met the annual deductible, the patient's benefits a
a5 in this example

Charge £2.000
Patient coinsurance {20 5 400
Health plan payment (80%) 51,600 «

Out-of-pocket Maximum

Health plans sta
toward this figure,

g out-of-pocket maximum for a give do net count
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premium

out-of-pociet
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Indemnity plans vsuslly reimburse medical costs on a feeforservice b The feefor-service
payment method is retroactive: The foe is paid after the patient receive
the physician (see the following Figure 1.2).

Managed Care
Managed care offers a more restricted choice of (and access to) providers and treatme

in exchange for lower pr

cnts
than traditional indem-

:miums, deductibles, and other charg
nity insurance. This approach to insurance combines the financ
healthcare with the delivery of services. Managed care organizations (MCOs) establish
links between provider, ient, and payer. Instead of only the patiznt having a policy
with the health plan, both the patient and the provider have agreements with the MCO
This arrangement gives the MCO more control over what services the provider performs
and the fees for the services.

g and management of

Managed care plans, {irst introdoced in Califor L are now the predominant
type of insurance, Mere than 90 pereent of all insurn

type of managed care plan, and thousands of dif

i employees are enrolled in some

rent plans are offered. The basic

Lypes are:

Health maintenance organizations
Point-ofservice plans
Preferred provider organiza

Consumerdriven health plans

Second party

Provider

Insurance

First party Third party
premium
Pafi
Reimbuses Heaith plan
Bolicynolder * medical expenzes

ar employer

nent Under Fee-f

FIGURE 1.2 Pay
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Participation as a Provider

icted with & health services o he

Participation lan ta pro
plan’s beneficlaries. Being a partic ipating (PAR] provider brings advantages, such as more patients,

actual dutie o fees

15 that @ provider has col

well as ce and, usually, redu

NKING IT TH
1. Which types of health plans, indemnity or managed care, are likely
to offer patients maore selection in terms of which physiclans patients
can visit?

A health maintenance organization (HMO) combines coverage of medical ¢
delivery of healtheare for a prepaid premium. The HMO creates a network of phy 3
hospitals, and other providers by employing or negotiating contracts with them, The
HMO then enrolls members in a health plan under which they use the services ¢
network pr crs. In most states, HMOs arc licensed and are legally required to provide
cerlain services to memb
appropriate for cach
infants and screen:

ire is often required as

eckups for

ents, Preventive
unizations and well-ba

15 lor women,

and their depe
roup, such as
amir

i

Capitation (from caplr, Latin for fead) is a fixed prep: ent to a medical provider for
all necessary contracted scrvices provided to cach patient who is a plan member (see
wment—it is paid defore the patient visit

ipitated rate is a prospecti )
sriod of time, The health plan makes the pavment whether the

Figure 1.3). Th
It cover
patient receives many or

In capitation. the ph:

more services

ific

| services during that specified period.
re the risk that an insured person will usc
Iso shares in the prospect that an
insured person will use fewer services. In fee-forservice, the more patients the provider
sees, the mo alth plan reimburses. In capitation, the payment per patient
remains the same, and the provider risks receiving lower pervisit revenue.

1 med

Example

) o month for each of
patients 3.000)
» the physician once

A famil

physician has o contract for o capitated payment of §3
53,000 monthly [ee¢ (330 = 10

ents. If half of the patient

4 hundre
covers all office visits for all the p
during a given month, the provider in effect reecives $60 for each visit ($3,000 divided

d patients in a plan. T

If, however, half of the patients see the physician four times in a month,
the monthly fee is 33,000 divided by 200 visits, or 315 for each visit,

A patient is enrol lth plan lor a specific time period, such as a
month. & guarter, or a year. The capitated rate, which is called per member per month
(PMPM), is usually based on the health-related eristics of the enrol , L
and gender. The health plan analyzes these fuctors and sets a rate based on its
:h person will need, The capitated rate of

benefits for the plan, The

by A0 vis

itated |

inaca

ian of the amount of healthcare
prepayment covers only vices listed on the schedule of
provider may bill the patient for any other services. «

Chapter 1 INTRODUCTID

participatien contract
agrEement 1o provids

health maintenance

fon (HMO)

mber per manth
(PMPM} pericdicc
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Provider

Insurance
specialist

First party

Pays premium

Patient
Health plan
Policyholder
or employer

FIGURE 1.3 Payment Under Capitation

Health maintenance «
lime improve

DrEAnIrations scck to control rising medical costs and at the same
healtheare

Cost Containment An HMO) uses the following cost-containment methods:

Re e of praviders: After enrolling in an HMO, members must
receive services from the network of physicians tals, and other providers who
are employec under contract to the HMO. 5 to omt-of-network providers
not covered except for emergency care or urgent health problems that arisc when the
arily away from the geographical servic

ng patle

ares.

ion [also

o services: HMOs ollen reguire preauthoriza
called i o auttorizaiion) be

scrvices. The HMO may requir

the pat

receives many types of
a second opinion—the judgment of another provider
that a planned procedure is necessary—before authorizing service. Servicgs that
not preauthorized are not eovered. Preauthorizatio:
emergency hospital admission, and it
days n cmergency admission,
s HMOs develop med
The HMO holds the provider
service and may deny
Fe

is almost always needed for non.

s usually required within a certain number of

necessity guidelines for the use
scount
patient’s or provider's requesl for

IZ\ZII‘.I|.‘..E. a pa
a specilic number of
unless additional approval is o
because it is generally the most costly way to deliver ser
also applied to hospitals in (f

will not be covered
rly tightly controlled
ces. These guidelines
network, which, for instance, lim
paticnts can remain in the hospital following particular surger

it the number of days

C5.
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Cortrmlify
HMO's List of selected pharmaceuts
Dirugs that are not on the list require the patient to have preauthorization, which is
often denied.
- At the time an HMO member sees a provider, he or she pays a specified
led a copayment (or copay). A lower copayment may be charged for an
office visit to the primary care physician, and a higher copayment may be required
for a visit to the office of a specialist or for the use of emergency department services.
= 4 patient o select a primary
eper—from the HMO's list of ger
ans, A PCP coordinates patients’ overall care lo ensure
the PCP% j ntekezper plans, an HMO
member needs a medical referral from the PCP before sceing a specialist or & con-
sultant and tor hospi . Members who visit providers without 2 referral
are directly responsible for the total cost of the service.

e olrnge eosis: Providers m 1 the

s1 prescribe drugs for patients only fror

cals and approved dosages, called a formudary.

charge

e phys

| or family prac

ner niermsk
that all serv

fzment, nec

sary. In

st-containment methods and reduced
operating costs. However, bath physicians and patients became dissatisfied with the
policies. Physicians working under managed care contracts complained that 1
ler needed tr

Historically, the first HMOs used all of these ©

hey were
ents and tests. Patients often reported (f eded
referrals were denied. In response, the medical management practices of HMOs i
e the guality of healthcare as well of delivery. lust as
demonstrate that their scrvices are both effective and efficient, HMOs
they can offer these ser
v of healtheare.

not allowed to ¢

Cas-

the e

must demor

ing the qu

vices al competitive prices whil

prov-

Healthcare Quality Improvements The quality improvements made by HMOs are
illuser by thess

tures, which most plans cor

Disease an such as for high-
risk pregnancies, and others need chromic care for conditions sus congestive heart
tailure, diabetes, and asthma. HMOs often assign case managers to work with these
paticnts. Some conditions require case managers who are healtheare professionals, Oth-

isned to people who are familiar with the healtheare system, such as socis
workers, The goal of case managers is o make sure that patients have access (o all
attnents. For example, pl

ers are

s coordinate appropriste refer-
1ces. Other types of ca
scation, special equipm blood gi
contact o monitor a patient's conditior

sician ca

€ Mmanag
rals to consultants, specialists. hospitals, and other ser
ers provide
diabetic,

8¢ manag-

se meter for a

1t such

of conditions
heck-

re, which seeks 1o prevent the o
scase, is cmphasized through pro
ups, screening procedures, and inoculations,
Fay-orperfommance (P4P): HMOs collect and analyze large amounts of data about patients'
clinical treatments and their responses o treatment. In s way, the HMOs can establish
1ens that work hest. HMOs
use [nancial incentives (o encourage their providers Lo fellow these protocols,

SUIrre
isions for annual

carly dete

the most effective protocols—detziled, precise treatment reg

s and Exclusive Provider

ans, In order (o better
HMO,
re not in the HMO's network,
by the plan when they use out
¢ 20 to 30 percent of the charge for
ih. The HMO pays out-of-

t restrict their
viee fOS)

Many patients dislike HMO rules o

compete [or

5 Lo physi

fuces

50 called

iembership, a poini
restricti 1wl allows members o choose provi

Members must pay additional fees that are s
network providers. Typically, the
out-ol-network service, and the

network providers on a feedforser
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An exclusive provider organization (EPOY) plan is similar. EPOs generally do not cover
care outside the plan’s provider network, These plans, though, do not usually require

referrals to specialisis

1. Managed care organizations often require different payments for differ-
ent services. Table 1] shows the copayments for an HMOC health plan.
Study this schedule and answer these questions:

A. Does this health plan cover diabetic s
Eme
B. |5 the copayment amount for a PCP visit higher or lov

es? Dental exams?

er than the

charge for specialty care?
Table 1] Eexample of Benefits Under an HMO

Copayments

tnee Abt

&

Chirapractic Care (20 vishs per condition
Prescription:
ptive
C Supplies
360 Bay Supnly SI0SA0SED
D Mo copay
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er Org:
A preferred provider organization (PPO) is another healthcare delivery system that
2es care. PPOs are the most popular type
work of physicians, hospitals, and other providers with whom they have negotiated
ample, a PPO might sign a contract with a prac-
appointment will be $60, although the practice’s
ge g lower [ees, pn
at least—sce more patients, thus making up the revenue that is lost through the
lies

A PPO requires payvment of a prem
nol require @ primary care physician o oversee patients’ G
are also not required. Premiums and copayments, however, are higher than in HMO or
POS plans. Members choose from many in-network generalists and specialists, PPO
¢ out-ofnetwork providers, usually for higher copayments, increased

man insurance plan. They create a net

discounts from the usual fiees, Fr
tice stating that the fee for a

sually

roaceepli

viders—in

ge 380, In ex

1 and often of a copayment for visits. It does
:. Relerrals specialisls

members also can
deductibles, or both,

Example

A PPO member using an in-network provider pays a $20 copayment at the time of
service (the visit), and the PPO pays the full balance of the visit charge. A member
who sces an outofnetwork provider usually pays a deductible and a coinsurance that

is a hij VETCH ge than in-network visits.

PPO mem
network of providers,

s have financial incentives to

the PPO
PPOs have guidelines for appropriate and necess

medi-

ot for services: PPOs may require preauthorization for none-
1l procedures

sy hospital admissu

amd Tor some outpat

PPO members are also required to pay copayments for general

ING IT THRC

1. In your opinion, why are PPOs the maost popular type of Insurance plan?

Consumer-driven health plans (CDHPs), also known as high-deductible health plans, eom-
bine two elements. The first element is a health plan, wsually a PPO, that has a high
deductible {such as $5,000) and low pr ment is @ special "savings
before the deductible has been met. The sav-
i Ao an individual retirement account (IRA), lets people pul aside
et medic

emiums. The second el

ings account, s
untaxed wages the
emp
Cost con
that patients who themselves pay for healt
ers. Both insurance companies and employers believe the !
portion of medical expenses reduces costs, To this are added the other controls typical
of a PPO, such as in-network savir nd higher costs for out-of-r
The major types of plans are summarized in Table 1.2,

2 o cover their out-ofp expenses. Some

nls a8 a ben

s contribule to employees” a

wmnent in consumer

iven

wark visits.
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Unpaid Healthcare

Under the federal Eme
Medical Treat ment and /

1ents must

care for all patients in
nead of medic
regardless ol
More than $100 billies
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n unpald

e | Comparison of Health Plan Options
Cost-Containment
Plan Type Provider Options Methods Features
hdemnry Plan Any provider = Litle of none = Higher o
=i zalion requred  + Deductibles
eadirs i 65

entive ©

coverage imited

care physidan .

care; rafaml

Cnly HWMO network = Prmary

nriders

peymant for .

it-of-network

eoured

el pil
work: C i

ork providers ».

fo
ke previders
ehlve G

ot reured for

ke providers

W I5ualty sl milor - « High deduct tedliow
[ iem
L . vings actount

1., What two elements are combined in a consumer-driven health plan?

Based on the 2017 U.S. Census Bureau data, 91.2 1
have medical coverage thro £
million people that vear had no insurance. See Figure 1.4 for a breakdc
e held

" people in the United States
Hunded health p

private payers, sel lans, or government pro-

5 . Just over

ol the types ol insur;

Priva

e Payers

A small number of large insur market and
olfer all types of health plans, There are also a number of nonprofit crganizations,
such as Kaiser Permanente, which s the largest nonprofit HMO. Some organiza
tions, such as the Blue Cross and Blue Shicld Association, have both for-profit and
nonprolit parts

ce companies dominate the nation:

CAL INSURANCE A




A Medicaid
Medicare —, ;

\ Private plans:
B67.2 parcent

Source

rs have contracts with busingsses to provi
up healthcare plans. Payers may also offcr

enefits for their employees,
indi-

Private p
These may be large
dual insurance coverage

roup or sma

f-Funded Health Plans

Se
Most large employers that offer insurance have established themselves as sel-funded
(self-insured ) health plans. Rather than pay premiums to an insurance carrier, the
organization “insures itsell.” It assumes the risk of paying direcly [or medical services
and sets up a fund from which it pays for claims. The organization establishes the
benefit levels and the plan types it will offer. Self-funded health plans may sct up their
mr

oW provide
care organizations.
Most selfdunded he:
as HMOs. As discussed in the chapter about private payers. being self-insured changes
financial advan

netwerks or, more ofien, buy the use of existing networks I

1 plans are set up as PPOs; fewer than 10 percent are sel up

the regulations under which a plan warks, g
over paying for coverage through a typic

ving the emplayer sc
nsurancc company.

d H

r government-sponsorad

1lthcare Programs

heare programs offer benefits for which

Government-Sponsore
The four maj

various groups in the population are eligible

a 100 percent f

fed health plan that covers pe
55 of age, are disabled or have permanent

erally fun

cty-five and over and those who, regard!
kidney stage renal disease, or ESRD).

2. Medicaid, a federal program that is jointly funded by federal and state governments,

state admin

and benefits

ilure (er

covers low-income people who cannol alford medical care. E
its own Medicaid program, determining the pro,
under broad lederal guidelines,

3, TRICARE, a Department of Defense pro
duty members of the uniformed services and their spouses, children, and other
dependents; retired military personnel and their dependents, and family members
of deceased active- personnel. (This program replaced CHAMPUS, the Civi
ian Health and Medical Program of the Unilormed Services, in 1998.)

m’s qualificatic

covers medical expenses for active

m,
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4, CHAMPYA, the Civilian H
Velerans Aflfairs, covers the spouses and dependents ol veterans with per

alth and Medical Program of the Department of

service-related disabilities. It also covers surviving spe

of veterans who died from service-related disabilities.

uses and dependent ch

These government programs are covered mn the chaplers about Medicare, Medicaid,

FRICARE, and CHAMPYA

THINKIN

1. In your apinion, shauld ha

dical Insurance be mandated? Is it falr

16 charge monetary penalties for people who do not have Insurance?

In this text, the job title medical insurance specialist encompasses all the tasks that are
completed by administrative sta embers duri l
Typically, froni office staff members handle duties such as reception (registration) and
scheduling. Rack e safl duties are related to billing, insurance, and collections, Job

; the revenue (medical

titles in common use are hilling clerk, insurance specialist, reimbursement specialist,
and claims specialist, The broad picture of the medical in: e specialist is presented
in Medi ith Edition, to provide the widest background for future
cmployment.

The main job functions

1edical insurance specis

15

To underst
To analyze
Ta callect payment for med

ad

arges and insur

ies for paying for medical services
124
| services from he:

ients’ respons

NCE TOWe timeky

hese functions entail:

Verifying patient insurance information and cligib

provided

v before medical ser

at the time of service
uideline
Following federal, state, and local regulations on maintaining the confidentiality of
nformation about patients

tion from patients’ records for accurate billing

Rilling lans and patients, maintaining eifective o
or delayed payments

Assisting patients with
Cessing payments
aintaining financi
Updating the forms a

nmunication o avoid problems

nsurance miormation and required documents
nd requests for further informs ahout elaims and hills
records

d computer systems that the pra
IS

et for patient informa-

tion and healthcare claims p

To complete their duties and contribute to [nancial success, medical insurance specialists
follow the serie
payment for patients’ medical services (see Figure 1.5),

steps in the revenue cycle that leads to maximum, appropriate, timely

The Revenue Cycle

Study the
chapters 1tse

evenue cycle in Fig

CAL INSURANCE




BEFORE THE Step 1 Preregister patients

ENCOUNTER
DURING THE Step 2 Establish financial responsibility
ENCOUNTER
Step 3 Check in patients
Step 4 Review coding compliance
Step 5 Review billing compliance
Step 6 Check out patients
AFTER THE epare and transmit claims
ENCOUNTER

Step 8 Monitar pay

Step 9 Generate patient staten

Step 10 Foliow up payments and collections

FIGURE 1.5 The Revenue Cycle

Step 1 Preregist
The first step in the revenue cycle is to preregster patients. It involves two main Lasks:

2 af

MNew patients who

mation to the sc

all for appointments provide basic personal and insurance mfor-
ler, Both new and

ts are asked abowt the med

rning patie

reason for the visit so appropriate visits can be scheduled for them,

Step 2 Establish Financial Responsibility
The second step 15 very important: determine [nancial responsibility [or visits. For
insured patients, these gquestions must be answered:

What services are covered under the plan? What medical conditions establish medical

necessity lor these services?
What scrvices a
What are the billing rules of the plan?
What is the patiem

re not covercd?

responsible for pay

Knowing the answers to these guestions is csse

il to correctly bill payers for patients'
i lists ensure that

covered services. This knowlec
| pay their bills
mine financial responsibil

also helps

hen benefits do not apply,
these procedures are ollowed:

To dete

Verily patients' eligibility for their health plan,

Check the health plan's coverage.

Determine the first payer if more than one health plan eovers the patient (this is the
payer to whom the first claim will be sent)
Mesal
correct procedures are followed to meet them.

payers' conditions for paym horization, ensuring that the

The practice's neial policy—which defines when bills have to be paid—s cxplained
s0 that patients understand the revenue eycle. Patients are wld that they are r

for paving charges that are not covered under their health plans. Uninsured patients arc

ansible

Chapter 1 INTRODUCTION TO THE




ICD-9-CM versus ICD-10-CM
1C0-9-CM was required until
October 1, 2015, after which
IC0-10-CM must be used for

WITH MED

informed of their responsibility for the entire ch
the bill will be large.

Payment options are presented

Step 3 Check In Patients

The thind step is to ch

sk in individuals as patients of the practice. When new patients
arrive for their appointments, detailed and complete den ic and medical inforr
tion is collected at the front desk, Returning patients are asked to review the information
that is on file for them, making sure that demographics and medical dats
and updo-date. Their financial records are also checked to see
from previous visits.

Both the front and back of insurance cards and other identification cards. such as
driver's licenses, and stored in the I the
health plan requires & copayment, the correct amount is noted for the paticnt. Copayments

are accuroe

whether balances are due

re sCe

ned or photocopie patient’s record

should always be collected at the time ol service. Some
before the p t's cncounter with the physician, others after the encounter,

A number of other important forms may nee
forms are part of the process of recording administrs
Often, they invelve authoriz
the health plan,

During the office visit, a physician evaluates, treats, and documents a patient’s condi-
tion. These notes include the procedures performed and treatments provided, as well as
condilion.

wactices colleel copay

by patients. These
clinical facts about patients,
lanned procedurss and payments to the chice [

Steps 1-3 are covered in later chapters of this text.

Step 4 Review Coding Compliance
To bill for the visit, the medical diagnoses and procedures must be assigned medical

i i i medical ender ar o
The medical insurance s

1 these codes; in othe

In some pre
insurance specialist handk
¥ the codes with data in the patient’s med
The patient's primary iliness is assigned o diagnosis code from the
10th Revision, {

coding).

5, physicians as

this task.

sific ! Modific

shout dizgnos

Example
The ICD-10-CM code for Alzheimer's discase is G30.9.
The 1CD-I0-CM code for frosthite with tissue necrosis of the lefi wrist is
T34.512A, «

Similarly, each proce
stands for the
rest Procedural Te
group of codes cov
tion during o
COVET Eroups

group of

ure the physician performs is assigr procedure eode that
articular service, treatment, or test. This code is sclected from the Cur-
inelagy (CPT) ( fing), A la
ician’s eve patient's condi
s or visits at other lo ng homes. Other codes
ific procedures, such as su .. pathology, and radiology. Another
s govers supplies and other services,

| e

:¢ the chapter

rut procedu
ion and management o

ions, such as nurs

Example
9946 is the CPT code lor the phys
27130 is the CPT code for a total hip repl:

s examination of a newborn infant

ement operation.

The physician identifics 1
ance specialist uses this infi
in the PMP. The transactions for the visit,

¢ patient’s diagnoses and procedures. The medical insur-
ition alter the encounter to update
which include both the charges and any

patient’s account

D BILLING




payment 1l
fin
and the patient’s balance is updated, Followi
patient's re

s an example of the account for one

Payment Balance

I'his fermula is followed 1o cale

Previous Balance + € : — Payment = Current Balunce.

Ited in a $200 char
['he patients next office visit,

¢ visit (OV) resu
s no current halance
¢ of $150, The medical insurance specialist sent a healthcare
n (INS for insurance) the next day
This payment is subtracted from the charge to equal the current bal-

In this example, he patient's off
The patient paid this bill, so ther
73, resulted in a ch

1

im to the health
(PMT) on 7/13.
ance of $30.

As noted on the account, then a statement (STM) (z bill) was sent o the patient on
showing the current balance now owed. The patient sent a payment of 530 (PMT)
received on 7/30, which reduced the patient’s current balance o zero, «

, and the payer paid

At the time of the visit, patients may owe a previous balance, coinsurance, deduct-
ibles, and/or fees for noncovered scrvices. Payments may be made by cash, check, or
credil or debil card, When a payment is made, a meceipl is given to the palient. Patienls’
follow-up visits are also scheduled.

Compliance means actions that satisfy official requirements. In the area of coding, com-  eempliance
pliance Ives following official guidelines when codes are assigned. Also, afler diag-
nosis and procedure codes are selected, they must be checked for errors. The diagnosis
and the medical services that are documented in the patient’s me
cally eonnected (linked), so that the p stands the medical necess

ical record should be
ity of the

Step 5 Revie illing Com
Each charge. or fee, for a4 visit is related to a specific procedure code. The provider’s
lees for services are listed on the medical practice’s lee schedule. Most medical practices
have standard fee schedules listing their usual fees,

g parate fee is associated with each code, sach code is nol necessarily
billable, Whether a code can be billed depends on the payer's rules, Following these
when preparing claims results in billing complianc
ment for another code. Medical
their knowledge of paver guidelings Lo analyze whal can be bil

Some mbine cerfain

ers o

Step 6 Check Out Patients
Checkout 15 the last step that oce
codes have been assigned and c

rs while the paticnt is still in the office. The medical
billed have also been

:ked, and the amounts to be

verified according to payers’ rules. The charges for the visit are calculated and discussed

Chapter 1 INTRODUCTION TO THE
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WITH

MED

with the patient. Payment for these types of charges is usually collected at the time of

service:
Previous balances
Copayments or coinsarance
Noncovered services

ges of nonparticipating providers
¥ or sclfpay paticnts
Deductibles

A receipt is prepared for the payments made by the patients, and follow-up work is

scheduled as order

i by the phys

Steps 4, 5. and & are covered in C!

m

apters 4-f.

Step 7 Prepare and Transmit Claims
A major step in the revenue cycle is the preparation of accurate, timely healthes
Most practices use the PMP (o prepare claims for theirr patients and send them o the
payer electronically. A elaim communicates information abowt the diagnosis, procedures,
and charges to a paver. A claim may be for reimbursement for services rendered or to
report an encounter to an HMO, The practice has a schedule for transmitting elaims
such as daily or every other day, which is followed.

General information on c

ms found in the chapiers healthcare claim

preparation and tr:

smission, private payers, and worl crs’ compensation (_‘,\D]i'l'.-I'JS now

o prepare correct claims for ea

N major payer group

Private payers or Blue Cross and Blue Shield
Medicare

icaid
TRICARE and CHAMPVA
Warkers'
AT

compensation and disability

ted topic, hospital coding and billi

s covered in Chapter 17

Step 8 Monitor Payer Adjudication
Once healthcare claims have been sent Lo health plans, it is important

meants as soon a5 pessible. The money due from the plans, as well as pay

patients, adds up to the practice’s accounts receivable (AR}—the money that s needed
to run the practice

Pavers review claims by following a 1
that the payer puts the claim through a series of steps designed to ju
should be . What the payer decides about the it
ol it, to pend it for [urth lion Lo arrve, or to deny it—is explained on a report
sent b to the provider with the payment. Common reasons that claims are not paid
in full include f isfy 1 3 essity guide-
lines. When patients are covered by more than one health plan. the additional plans
are then sent claims based on the amounts still due.

I'he amoumt of the payment depends on the practice’s coniract with the paver. Sel
dom do the practice's fee and the payer's h exactly. Most pavers have their own
fee schedules for providers with whom they have contractual arrangements. The medical
insuranee specialist compares each payment with the claim w check that:

rocess known as adjudication. This term means
2 whether it

im—to pa full, to pay some

tual errors and failure 1o s yer's medi

€C m

All procedures that were listed on the claim also appear on the payment transaction
Any uny ined

The codes on the paymenl transactions mal
The payment listed for cach procedure is correct according to the contract with the payer,

d charges are exp
those on the claim.

¢ be started. In this process, the
es 1o seek [ull appro

If discrepancics are found, an appeal process ma
medical insuranc

5P
bursement for a claim.

ecialist follows payers’ or st ate reim
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When a patient is covered by more than one health plan, the second and any other
s must be sent claims,

Step 8 is covered in Chapter 13

ite Patient Statements

¢ patients’ accounts, In most ca
for the rest. Th

are applied to the appropriz
nts do not fully pay the bills, and
paid by all payers (the primary insurance ny other insurance) plus the amou
be billed to the pe 1 the
list the dates and services provided. any payments m
and the balances now due.

ts will be bille

. Bills that arg mailed to patients
¢ by the patient and the payer,

jent should e

Step 10 Follow Up Payments and Collections

analyzed for overdue bills. A collection process is

"atient payments @

regula

practic

often started when
financial poliey.
Patient medical records and financial records are stored and relained according Lo
the medical practice’s policy. Federal and state regulations govern whal documents are
kept and for how long.
Steps 9 and 10 are covered in Chapter 14,

patient payments are later than permitted under

THINKING IT
1. In your opinion, |s each of the following procedures likely to be considered
medically necessary by a payer's healthcare claims examiner? Why?

A Diagnosis: deviated septum

Procedure: nasal

B. Diagnosis: mole on a female patient's cheek, questionable nature
Procedure: surgical removal and biopsy

C. Diagnosis: male syndrome hair loss
Procedure: implant hair plugs on scalp

D. Diagnosis: probable broken wrist

Procedura: comprehansive full-body examination, with complete

set of lab tests, chest X-ray, and electrocardiography (ECG)

In addition to work
for hospitals or nursing hemes, and in other healthe:
companies as cla
The majority of these employees work for small- 1o medium-sized
from solo doctors to multi-physician practices. Positions are also available in government
and publi nent with companies thal offer il
services to healtheare provider: option, as is self-employment as a claims
prof Ips consumers with medical insurance problems or

ns’ practices, medical insurance specialists work in clinics,

re settings such as in insurance

examiners, provider relations representatives, or benefits analysts,

clices thal range

health agencies. Empl

is

s, medical insurance wlle a variety of bill
ger medical practices, duties may be more specialized. Billi
ns duties may be separated, or a medical o
15t one of many payers,

insurance, and collecti
work exclusively with
crs’ compensation. Practice size varies by specialty. Seventyfive pereemt of physicians
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professionallsm  acting fo
e

Keeping Up-to-Date: The
Internet

The Internet is frequently used for
resaarch abaul goverimert e
lations, payer billing updates, and
code updates. Ignorance of new
instructions, rules, of codes is not

an excuse for i
need medic

bitling.

Insurance
to reg

most impor
envlranment. Many are provided
threughout
hin Apg
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provide care in small setlings, ust

lly in practices with one to three physici:

that require a lot of technology, such as radiclogy, tend to have large smgle-specialty
il groups.

Regardless of the size of the practice, the most important characteristic that medical
insurance specialists should evidence is professionalism, always acting for the good of
the public and the medical practice they serve. Professional staff members act with
honor and integrity lo ensure a high guality of service. They are internally motivated o
do their best, They aim for a professional image in their appearance, their actions. and
then

COmnur

Requirements for Success
i skills and attributes are required for s
ance specialist,

A number asks of &

medical n

redical terminalogy, anaramy, p.

Kne 0
insurance specialists must analyze |
1 relate these desc

dieal eoding: Medical
| patients’ condilions

pnosis and proce-

ysicians’ des

and trestments and tions Lo the systems of

dure codes used in the healthcare indust

skiffe The job of & medical insurance specialist requires excellent

nmunication

HE i cati

1l and writlen ¢ kills. For example, patients often need explanations
insurance henefits or clarification of instructions such as referrals, Courteous
helplul answers o questions strongl © pal ingness Lo continue o
ices. Memos, letters, telephone calls, and e-anails are used to
reh and follow up on changes in health plans’ billing rules. Communic 1
Is also are nesded to create and send collection letters that are effective and
claim attachments that explain special conditions or treatments so as to obtain
maximunm reimbursemant.

nil ents wil

use the practice’s ser

» Many aspects of the job involve paying close attention (o detail
srreetly completing healtheare claims, filing patients’ medical records
ihorization numbers, ca

culating the o

sling

recording pr rrect payments, and p

payments for services.

lity to adapt to
15 during a busy
1rious cultural

Working in a changing environment requ
new procedures, handle varyving kinds of problems and interactic
sasfully with different types ol people with

day, and work suce
backgrounds.

Hex
handle biiling and pr 1lso use or plan lo use compulers (o ke
patients’ me ncluding working
knowledge of an operaling system, a word-processing program, a medical billing
1, Internet-based res: i

t

dogy (HIT) skilfs: Most medical pra
s claims, Mar
al records, General computer literacy is essent

atio ICCS us¢ computers to

h, and use of social

1. Data-eniry skills are also

necessary, Many human errors oceur during data entry, such as pressing the wrong
key on the keyboard. Other errars are a result of a lack of computer literacy—not
knowing how to use a program to accomplish tasks. For this reason, proper training
hnigues and in using computer programs are essential for medical

ialists.

CC

Honesty and : Medical insurance specialists work with patients' medical
records and with finances. It 15 essential to maintain the confidentiality of patient
information and communicat 5 well as to act with integrity when har

rvice is a team cffort. To do their par
ive and must focus on the best inter-

cani member: Patient s

L]

insur
ests of the patients and the pr

2 specialists must be co

NSURAMNCE AMD BILLING




A number of atiributes are also very important for success as 8 medical insurance spe-
cialist. Most have to do with the quality of profi
keeping em

ssionalism. which is key to getting and

I'hese factors include the following:

A,

A neat, clean, professional appearance increases ather people’s confi
dence in your skills and abilities, When you are well groomed, with clean hair, nails,
and clothing, patients and other staff members see your demeanor as businesslike,
Man wers do not permit visible piercings or lattoos, and [ollowing their gu
li tical for bzing hired keepinz the job.

strates that you are re

Ir

able ynd

firendan
dependable.

Being on time lor work de

able to start u course of action and stay on task is an important
quality to demonstrate,

realing paticols and dignity and respect helps build

sional rel

hics and Etiquette in the Practice
Licensed medical staff and other employees working in physicians” practices share
i for fullowing correct etiquette

responsibility for obsery 1 code of ethics &

Medical ethics arc standards of behavior reguiring truthfulness, honesty, and integrity.
Eihi
ity, and the I
employees and
the ethical code.

Each professional organization ha
membership. In general

the pr
jury. All medical office
ssions share responsibility for obsery-

e Lhe bel ve the traini
right to di

tho

ior al pl
gnose and treat human illness and
ol

ysicians, who

working in health-rela

# code of ethics that is to be lollowed by its
ates that mformation about patients and other
employees and conldential business matters should 1 with ar
directly concerned with them. Behavior should be consistent with the values of the
profession. For example, it 15 unethical for an employee to take money or gifts from a
company in exchange for piving the company bu

this code

ne nol

insurance specialists. Correct behav-
general practice’s employee pol
procedure manual. For example, guidelines establish which types of i
mediately t physician or o o nurse or assistant and which reg
be taken. OF particular importance are guidelines about the respectful and courter
treatment of patients and all others who nteract with the practice’s stafl.

Professional etiquette is also importamt for medical
ior 1 a medical pra

y and

lice covered in

ncoming calls must

re a message (o

s

THROL
e office manager of Clark Clinic, ordered medical
ory Hand. When the s
Gregory came to the office to check on them and to take Daorita out to
un athical? Why?

pplies arrived,

s Dorita’s purchase of supplies from her couw:

2. George McGrew is a medical insurance specialist in the practice of Dr.
Sylvia Grets. Over the past few weeks, Dr. Grets has consistently assigned
procedure codes that stand for |engthy, complex appeintments to visits

brig

se codes on healthcare claims?

lon of flu sho rocedure. ls

that were adminl

it ethic

ctually for the
1o report ©
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hssociation of Medical
stants (AAMA)

20 N Wacker Orive, S
Chicago, IL 80606-2903
312-8959-1500
wwwaama-ntl.

1575

American Medical Tecin
[AMT]

W00 West Hi
Sif e 150
Rosemont, IL 60018
B47-823 5169
w.AmericanMedTech.o

h Information
Management Association [AHIMA)
233N, Michigan Ave., 215t Floor
Chicago, IL 606035809
800-335-5535

www.ahimaorg

American Academy

of Professional Coders (AAPC)
idents Dr, Suite
Salt Lake Ciy, Ltah 84120
800-626-2633

WA AAPE.COM
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Mov

pletion of a medical insurance specialist program, coding
medical assisting or health information technology program at a
tion provides an excellent background for many
ance fie Anathe
proficicney by compl
services, [F
positions.

Co

, or
y institu-

wssibility is to earn an associ

‘ulum area

e study enahles

am in a curr

I gradus

by me
that offer certification in various arcas, Certification by a professional organization pro-
vides evidence to prospective employers that applicant has demonstrated a superior
level of skill on a national test. Certification is the process of i

rning a credential
through a combination of education and experience followed by successful performance
on a national examination

rership ir

After carn-

Two organizations offer tests in the professional arca of medical assistin

ing a diploma in medi assisting from an accredited pr am (or having five vears'
work experience [for the RMA only]), medical assistants may sit for the Certified
Med
or the Registered Medical Ass
Technologists,

al Assistant (CMA) title from the Amernican Association of Medical Assistants

stant (RMA) designas

n from the American Medical

Students who are :sted in the professional ar of health information (also
} may complete an associale degree [rom an accredited col-

known
lege prog 5 a credentinling test from the American H h Information
Mana ciation (AHIMA) to be certified as a Registered Health Informa-

tion T rids for a

. or RHIT. An RHIT examines medical re
paticnt data for reimbursement, and helps with information for medical research and
statistical data.

Also offered is the Regi
A hac

aAcy, reports

cred Health Information Administrator (RHIA), requiring
silaureate degree and national cenification. RHIAs are skilled in the collection,
interpretation. and analysis of patient data. Additienally, they receive the training neces-
sary 1o assur lated to these functions, RHIAs interact with all
levels Aty O

in decision

homes, home heall
The growth of m:
PPOs, and e o
for RHIAs who possess advanced degr

informatics

NSUran mpan

ces in business or health administration and

Medieal g medical data. They assign ¢
cigns’ descriptions of patients” conditions and treatments. For employment as a
medical coder, employers ty) prefer—or may require—certification. AHIMA
offers three coding certifications: the Certified Coding Associate (CCA), intended
starting point for enterir

5t physi




Academy of Protessional Coders (AAPC) grants the Certifie
(CPC) and the CPC-A, an apprentice
coding work experience

level for those who do net yet have medical

ple, AHIMA offers the C
recognition, and AAPC offers the Certified Professional Medical Auditor (CPMA
zeriification

Most professional organizations require certified members to keep upto-date by tak:
annual training courses to refresh or extend their knowled;
sions are assigned course credits by the creden

Continuing education se:

iling organizations, and satisfactory

ial is often r

wired for credit. Employers often approve

to the practice’s goals and ask the person who attends

NKING IT

1.10

1. Why is it important for administrative medical office employees to
become cerlified in their area of expertise? At this point, what are your
personal goals relating to centification?

Professional Coder

Following all procedures carefully.

Coymmiss g effective

= Usi
programs and edec

alth records.

Covered services

= May include primary care, emergency care,

SuUrgery
« Are eligible for members

Noncovered services

= A identified by the insurance pc

Chapter1 [NTROD

edical specialisis

with patients and with those who work in the pra.

Are listed under the schedule of benefits of an insurance policy

as services for which it will not pay

TO THE REVEMNUE

g health information technology skills to work with practice management

services, and
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ampity and
file] Approaches o
1ealth plan organization.

examples of
mployed by
Hirin

1.5 Explain ht

¥ B preferred

provicer organization wi

majo

rance pay

of medical

ps in the
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based on one of the 1wo essenti

= All insurance plans are types of plans
and managed care
+ Under an indemnity plan, the payer protects the member a t Inss from the costs

il

medical servi edures

treatmients in exchange

= Managed care offers a more restricted choice of providers ar

for lower premiums; deductibles, and other charges,

Health maintena anizations (HMOs) control B CoEls by

= Creating a restricted number of physicians for

= Requiring preauthorization of servi

es

of services

= Controlling t

= Controlling drug costs

= Using cost-sharing methids

= Create a network of hospitals and other providers for members to use al negoliated,
reduced fees,

= Are the most po e,

= Ge

lar type of healt

Hy require the payment of premiums and copayments from patients

» Consumerdnven health plans (CDHPs) combine a high-deductible, low-prer
PPO with a pretax sa r out-of-pocket me expenses up to the
amount of the deductible.

m

& account Lo o

ate payers of health benefils are e urance companies or self-insured

liry

= Most private health i anece s employer sponsored

= Government-sponsored healthcare programs include Medicare, Medicaid, TRICARE,

and CHAMPVAL

The ten steps in the revenue tyc

|. Preregister patients

2. Establish financial responsibil
L Check in paticnis

4. Review coding compliance

5. Review hilling compliance
6. Check om patients

T. Prepare and U claims

8. Monitor paver adjudication

9. Generate patient statements

10, Follow up payments and collectio

offic

medic:

all members of 1 possess the:

ally

= Office members acquire the proper skills and develop the necessary attributes in o

to perform their work successfully.

% and correct et

et ie,

= Pair these characteristics with a strong code of e

+ Medical staff personnel advance their careers through membership in a professional

organization and

a certification by thal crganization.

¥ receiving

= Certifications are earned through a combination of education, experience, and

e,




LO 1.4 health
maintenance &
ouganizali IMO)
2. LD 19 etiquette
C.
3, L0 1.2 schedule of
benefits
D.
4, LD 1.3 fee-forservice
E
5. L0113 coinsumance
F.
6. LD 110 cerufi
G.
7. LO 14 copayment
i H.
8, L0 14 electronic health
record {EHR) )
9. L0 15 preferred provider J
organizati PO .
K.
0. 013 indemmnity
1. L1048 compliance i
12, LO 1.6 consumer-driven
COnsul i W

health plan (CDHP)

13, LO AT self-funded
{selfrinsured ) health plans

Select the answer cf

list of the medical services covered by an urance polic)

A computerized Tifelon individual that incorporates datn
from all sources that prov
A managed care network of providers under contract to provide services at
discounted fees

An amount that an insured person pays at the time o L Lo a provider

The percentage of each claim that an in

red person must pay

5 fs of professional behavior

P

1y

el me based on provider’s cha

An onganizat 1al contracts with a e delivery of

healthcare for a rid premium

Recognition of a superior level of skill by an official organization

arics against losses

Health plan that prote

pay for health insurance directly and set up a

Actions that are performed to satisfy il requiren

Type of | insurance combining a high-deductible health plan and a

medical savings plan

sice that best completes the statement or answers the question.

14. LO 14 In an HMO with a gatekeeper system, aln) coordinates the patient’s care reovides refert
A PPO c. PCP
B. PO D. NPP

S0

15. LO 1.6 Which of th
) count

following
L s

B.
Lo
B. coversd D.

17. 014
A, pre
B. utilizdtion

ihe

18, LO 1.7 A selfinsured bealth plan may use

A, physician-employees C.
B. funds D. g
C.

D.

=4, r

o health plan that s a high deductible and low premiums with a special

has been met?

coded
out-of-network

ore services are provided.

= OwWn
patekeepers

care physicians

HMO, & PPO permits its members o use prowiders, but at o higher cost

nonph 1an prachitioner

primary care
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L0 1.7 The major government-sponsored health pro ms are
A. TRICARE, CHAMPVA, C. Medicure and Medi

re and TRICARE

21,

L0 1.2 Coinsurance is calcals
A. the number of
policyholders in a plan
B. a fixed charge
for each visit

tage of a chamge

22. LO1.B Wi
usual

i a patient has insurance coverage for which practice will create a 1, the patrent Wil s

done

A, before the encoun C. after the encounter when the healthcare clmm is transmitted

unter D. after encounter and after the nent is posted

B. during the enc yer's pay

23.

ed un

If o patient’s payment is later than perm

the financial p

of The prag

the may

ted.
ment process process

B. appeal process D. coll

On Process

plete the following

24. LO1.B List the ten steps in the revenue cycle.

Step 1

Step 2
Step 3
Step 4
Step 5
Step 6
Step 7

Step 8
Step 8
Step 10

25. LO1.B List at least four vrtant skills of medical insurance specialists,
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A patient shows the following

D.#
Employes:
Group #:
Efr. date:
Status:
In-neteark:

Outol-network:

CONNECTICUT HEALTHPLAN
Rt 5. %

surance identificat

R

It HealthPlan
1002.9713

DAMNIEL ANTHONY
ADCOD323

03002029
Dependent
$10 ¢
$250 Ded. 80

Frant of card

&, LO 14,185 What copayment is {
E. L0 14,15 Wh

C. LD 14,15 Whal rules i

B. LO 13 The patient’s coinsuranc
If the visit cham
rf What amoumnt will the patient be kille

at payment rules appl

Back of card

12 wh

ply whe

hen the patient sees an in-network physician’
hen the patient sees an out

patient needs to be admitted to the hospital?

ercentage is stated us 5 in the msurance policy. The ded

e 51,000, what payment should the medical insurance s

payment should the medical insurance spe

INTRODUCTION TO THE R




LO 1.4 The patient is enrolled in a capitated HMO with a $10 copayment for primary care physician ts and no

coinsura requirements. After collecting $10 from the patient, what amount can the medical insurance specialist

bill the payer for an of visit?

i for an in-network due at the time of ser
cent coinsurance from the patient. Today's visit charges total $783. Adter sub.

has a
requires 3
t collected from the pati
the paver? What amount will the patient be billed?

E. LO1.3,1.B The pati
ice. The policy
g th

the med what

nee specialist expec

5 a payment of

F. LO1.3 A patient’s tolal surgery charges are S1.278. The patient must pay the annual deductible of $1.000, and the

policy states a 80-20 coinsurance. What does the patient owe?

iven health plan. The annoal deduc §2.500, of

1,890, what does the patient awe? €

any amount

be collecte ? Why?

1} annual

H. LO1.3, 1.5 1.6 A pi
ible hefore requiring su Yy rpair @ hroken ankle
s bill is $4.500. The PPO that 1akes effec
Herw

b plan has met hall of the $1,
a4 neighboring s The «

been met isan 80-20 in-network plan
wld the PP be bi »

nt with @ high-deductible consumer-driven hes
whi i

-netiwirk

ont-of-ne 1 does

Read the following information frem a medical insu
Policy Number 054351278

Insured Jane Hellman Brandeis

Premium Due Guarterly $1.414.98

AMOUNT PAYABLE

Maximum Benefit Limit, per covered person :
Stated Deductible per covered persan, per dar ye
EMERGENCY ROOM DEDUCTIBLE (for each visit for il
to the hospital) 0
Note: After satis
deduc
PREF

$2,000,000
e 52,500
55 10 an emergency room b

not directly admitted

action gency reom deductibie, covered expenses are subject to any applicable
gmounts and coinsurance provisions
RRED PROVIDER COINSURANCE PERCENTAGE, per calfend

expenses |n excess of the applic

r year
ble stated deductible, payer pays ...

iinin: 100%

A. L0013, 1.4, 1.5 What type of health plan is described: HMO, PPO, or indemnity?
B LO1.3 1.4, 1.5 What is the weeea! premium?

€. L01.3, 1.4, 1.5 What is the annual deductible?

f preferred the d

5 the patient owe after meetin

D. L0O1.3, 1.4, 1.5 Wha

each r

E. LO1.3 1.4,

hiow much w

iy $6,000 in-network medical bill afier the anowal dedy

insured in

n p

5 Ir

tible has been paid,

I the health
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« aptara
@ FINAL PAGES - ap | EOA

° o

RDS. HIPAA,
AND HITECH: SHARING AND PROTECTING
PATIENTS’ HEALTH INFORMATION

o

ELECTRONIC HEALTH RECO

o KEY TERMS

B

abuse

accountable care organization (ACO)

accounting of disclosure

Affordable Care Act (ACA)

audit

authorization

Revenue Cycle breach

breach notification

business associate (BA)

Centers for Medicare and Medicaid Services (CMS)

clearinghouse

® code set

tP’ePa_:e lf"_‘d compliance plan
ransmi m:
SSTECains R:Z:ﬁi::tgg covered entity (CE)
Check out P ZQ" de-identified health inf ti
e X e-identified health information @
s’%; designated record set (DRS)

Follow up
payments
and collections

o

Generate

patient Check in

(-]
&
5 statements patients

Monitor

Step 4

payer Review coding
adjudication compliance

002

Step 6 documentation

electronic data interchange (EDI)
encounter

encryption

evaluation and management (E/M)

Learning Outcomes fraud

Health Care Fraud and Abuse Control Program

After studying this chapter, you should be able to: health information exchange (HIE)
Health Information Technology for Economic and
2.1 Explain the importance of accurate documentation when Clinical Health (HITECH) Act
working with medical records. Health Insurance Portability and Accountability
2.2 Compare the intent of HIPAA, HITECH, and ACA laws. Act (HIPAA) of 1996
2.3 Describe the relationship between covered entities and HIPAA Electronic Health Care Transactions and

Code Sets (TCS)
HIPAA National Identifiers
2.4 Explain the purpose of the HIPAA Privacy Rule. HIPAA Privacy Rule
2.5 Briefly state the purpose of the HIPAA Security Rule. HIPAA Security Rule
2.6 Explain the purpose of the HITECH Breach Notification Rule. informed consent

malpractice
2.7 Explain how the HIPAA Electronic Health Care Transactions

c S inf . meaningful use
and odg ets stgndards influence the electronic exchange medical documentation and revenue cycle
of health information.

medical record

2.8 Describe the four final rules in the Omnibus Rule. medical standards of care

2.9 Explain how to guard against potentially fraudulent situations. minimum necessary standard

National Provider Identifier (NPI)

Notice of Privacy Practices (NPP)

Office for Civil Rights (OCR)

Office of E-Health Standards and Services (OESS)

business associates.

210 Assess the benefits of a compliance plan.

Continued
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medical record file containing
the documentation of a patient’s
medical history and related
information

malpractice failure to use
professional skill when giving
medical services that results in
injury or harm

documentation recording
of a patient’s health status in a
medical record

medical standards of
state-specified perfor-
mance measures for the delivery
of healthcare

care

FINAL PAGES

KEY TERMS (continued

Office of the Inspector password transaction

General (OIG) protected health information treatment, payment, and
Omnibus Rule (PHI) healthcare operations (TPO)
operating rules relator

Medical insurance specialists work with important clinical data as well as demographic
data. Health plans need patient clinical information to assess the medical necessity of
claims sent for payment. To provide the right level of care, other physicians need to know
the results of tests and examinations that patients have already had. Keeping all patient
data safe and secure is the job of everyone on the healthcare team. But it is no longer a
job of managing stacks of paper files. Like shopping, buying tickets, banking, and sharing
photos online, healthcare records are moving to a digital platform. Working in this envi-
ronment requires knowledge of electronic health records and of the federal rules that
regulate access to them.

21 Medical Record Documentation:
Electronic Health Records

A patient’s medical record contains facts, findings, and observations about that patient’s
health history. The record also contains communications with and about the patient. In
a physician practice, the medical record begins with a patient’s first contact and continues
through all treatments and services. The record provides continuity and communication
among physicians and other healthcare professionals who are involved in the patient’s
care. Patients’ medical records are also used in research and for education.

Medical Records

Medical records, or charts, contain documentation of patients’ conditions, treatments,
and tests that are created and shared by physicians and other providers to help make
accurate diagnoses and to trace the course of care.

COMPLIANCE GUIDELINE
Medical Standards of Care and Malpractice

Medical standards of care are state-specified performance measures for the delivery of healthcare by
medical professionals. Medical malpractice can result when a provider injures or harms a patient
because of failure to follow the standards.

A patient’s medical record contains the results of all tests a primary care physician
(PCP) ordered during a comprehensive physical examination. To follow up on a prob-
lem, the PCP could refer the patient to a cardiologist, also sending the pertinent data
for that doctor’s review. By studying the medical record, the specialist treating a referred
patient learns the outcome of previous tests and avoids repeating them unnecessarily.

Documentation means organizing a patient’s health record in chronological order
using a systematic, logical, and consistent method. A patient’s health history, examina-
tions, tests, and results of treatments are all documented. Complete and comprehensive
documentation is important to show that physicians have followed the medical standards
of care that apply in their state. Healthcare providers are liable (that is, legally respon-
sible) for providing this level of care to their patients. The term medical professional
liability describes this responsibility of licensed healthcare professionals.

34 Part1 WORKING WITH MEDICAL INSURANCE AND BILLING
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Patient medical records are legal documents. Good medical records are a part of
the physician’s defense against accusations that patients were not treated correctly. They
clearly state who performed what service and describe why, where, when, and how it
was done. Physicians document the rationale behind their treatment decisions. This
rationale is the basis for medical necessity—the clinically logical link between a patient’s
condition and a treatment or procedure.

Advantages of Electronic Health Records

Because of their advantages over traditional paper records, electronic health records are
now used by the majority of physician practices. Electronic health records (EHRs) are
computerized lifelong healthcare records for an individual that incorporate data from all
sources that treat the individual.

EHRs are different from electronic medical records (EMRs), which are computerized
records of one physician’s encounters with a patient over time that are the physician’s
legal record of patient care. EHRs are also different from a third type of electronic
record, personal health records (PHRs), which are private, secure electronic files that are
created, maintained, and controlled by patients and contain data such as their current
medications, health insurance information, allergies, medical test results, family medical
history, and more.

Documents in electronic health records may be created in a variety of ways, but
they are ultimately viewed on a computer screen. For example, one general practice
uses a number of medical-history-taking templates for gathering and recording “con-
sistent history and physical information from patients.” The computer-based tem-
plates range in focus from abdominal pain to depression, with from ten to twenty
questions each. The on-screen templates are filled out in the exam rooms. Respon-
sible providers then sign the entries, using e-signature technology that verifies the
identity of the signer.

EHRs offer both patients and providers significant advantages over paper records:

> Immediate access to health information: The EHR is simultaneously accessible from
computers in the office and in other sites such as hospitals. Compared to sorting
through papers in a paper folder, an EHR database can save time when vital patient
information is needed. Once information is updated in a patient record, it is available
to all who need access, whether across the hall or across town.

> Computerized physician order entry management: Physicians can enter orders for pre-
scriptions, tests, and other services at any time. This information is then transmitted
to the staff for implementation or directly to pharmacies linked to the practice.

> Clinical decision support: An EHR system can provide access to the latest medical
research on approved medical websites to help medical decision making.

> Automated alerts and reminders: The system can provide medical alerts and reminders
for office staff to ensure that patients are scheduled for regular screenings and other
preventive practices. Alerts can also be created to identify patient safety issues, such
as possible drug interactions.

> FElectronic communication and connectivity: An EHR system can provide a means of
secure and easily accessible communication between physicians and staff and in some
offices between physicians and patients.

> Patient support: Some EHR programs allow patients to access their medical records
and request appointments. These programs also offer patient education on health
topics and instructions on preparing for common medical tests, such as an HDL
cholesterol test.

> Administration and reporting: The EHR may include administrative tools, including
reporting systems that enable medical practices to comply with federal and state
reporting requirements.

> Error reduction: An EHR can decrease medical errors that result from illegible chart
notes because notes are entered electronically on a computer or a handheld device.
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COMPLIANCE
GUIDELINE

Documentation and Billing:
A Vital Connection

The connection between docu-
mentation and billing is essential:
If a service is not documented, it
cannot be billed.

BILLING TIP

Medical Necessity

Services are medically necessary
when they are reasonable and
essential for the diagnosis or
treatment of illness or injury or
to improve the functioning of a
malformed body member. Such
services must also be consistent
with generally accepted
standards of care.
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BILLING TIP Nevertheless, the accuracy of the information in the EHR is only as good as the
accuracy of the person entering the data; it is still possible to click the wrong button

Hybrid Record Systems or enter the wrong letter.

Although the majority of
physician practices use EHRs,

el 1) e Ry Documenting Encounters with Providers
records. The use of electronic Every patient encounter—the meeting, face-to-face or via telephone or emessaging,
along with paper records is between a patient and a provider in a medical office, clinic, hospital, or other location—
called a hybrid record system. should be documented with the following information:
> Patient’s name
encounter visit between » Encounter date and reason
a patient and a medical » Appropriate history and physical examination
professional » Review of all tests that were ordered
» Diagnosis
> Plan of care, or notes on procedures or treatments that were given
» Instructions or recommendations that were given to the patient
» Signature of the provider who saw the patient

In addition, a patient’s medical record must contain:

» Biographical and personal information, including the patient’s full name, date of
birth, full address, marital status, home and work telephone numbers, and employer
information as applicable

» Records of all communications with the patient, including letters, telephone calls,

faxes, and e-mail messages; the patient’s responses; and a note of the time, date, topic,

and physician’s response to each communication

Records of prescriptions and instructions given to the patient, including refills

Scanned records or original documents that the patient has signed, such as an authorization

to release information and an advance directive @

Drug and environmental allergies and reactions, or their absence

Up-to-date immunization record and history if appropriate, such as for a child

Previous and current diagnoses, test results, health risks, and progress

Records of referral or consultation letters

Hospital admissions and release documents

Records of any missed or canceled appointments

Requests for information about the patient (from a health plan or an attorney, for

example), and a detailed log of to whom information was released

v

vV VvV vV vV VY

Medicare’s general documentation standards are shown in Table 2.1.

Evaluation and Management Services Reports
When providers evaluate a patient’s condition and decide on a course of treatment to

evaluation and management manage it, the service is called evaluation and management (E/M). Evaluation and
(E/M) provider’s evaluation of management services may include a complete interview and physical examination for
a patient’s condition and a new patient or a new problem presented by a person who is already a patient. There
decision on a course of are many other types of E/M encounters, such as a visit to decide whether surgery is

treatment to manage it needed or to follow up on a patient’s problem. An E/M service is usually documented

with chart notes.

BILLING TIP
SOAP Format

A common documentation structure is the problem-oriented medical record (POMR) that contains
SOAP notes—Subjective information from the patient, and three elements the provider enters:
Objective data such as examination and/or test results, Assessment of the patient’s diagnosis, and
Plan, the intended course of treatment, such as surgery or medication.
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Tab|e 2’| Documentation Pointers

1. Medicare expects the documentation to be generated at the time of service or shortly thereafter.

2. Delayed entries within a reasonable time frame (twenty-four to forty-eight hours) are acceptable for purposes of clarification, error

correction, and addition of information not initially available, and if certain unusual circumstances prevented the generation of the note

at the time of service.

3. The medical record cannot be altered. Errors must be legibly corrected so that the reviewer can draw an inference about their origin.

Corrections or additions must be dated, preferably timed, and legibly signed or initialed.
4. Every note stands alone—that is, the performed services must be documented at the outset.

5. Delayed written explanations will be considered for purposes of clarification only. They cannot be used to add and authenticate

services billed and not documented at the time of service or to retrospectively substantiate medical necessity. For that, the medical

record must stand on its own, with the original entry corroborating that the service was rendered and was medically necessary.
6. All entries must be legible to another reader to a degree that a meaningful review can be conducted.

7. All notes should be dated, preferably timed, and signed by the author.

History and Physical Examination A complete history and physical (H&P) is
documented with four types of information: (1) the chief complaint, (2) the H&P exam-
ination, (3) the diagnosis, and (4) the treatment plan.

The provider documents the patient’s reason for the visit, often using the patient’s
own words to describe the symptom, problem, condition, diagnosis, or other factor. For
clarity, the provider may restate the reason as a “presenting problem,” using medical
terminology.

The provider also documents the patient’s relevant medical history. The extent of
the history is based on what the provider considers appropriate. It may include the
history of the present illness (HPI), past medical history (PMH), and family and
social history. There is usually also a review of systems (ROS), in which the provider
asks questions about the function of each body system considered appropriate to
the problem.

COMPLIANCE GUIDELINE
Informed Consent

If the plan of care involves significant risk, such as surgery, state laws require the provider to have

the patient’s informed consent in advance. The provider discusses the assessment, risks, and informed consent process
recommendations with the patient and documents this conversation in the patient’s record. Usually, by which a patient authorizes
the patient signs either a chart entry or a consent form to indicate agreement. medical treatment after a

discussion with a physician

The provider performs a physical examination and documents the diagnosis—the inter-
pretation of the information that has been gathered—or the suspected problem if more
tests or procedures are needed for a diagnosis. The treatment plan, or plan of care, is
described. It includes the treatments and medications that the provider has ordered,
specifying dosage and frequency of use.

Other Chart Notes Many other types of chart notes appear in patients’ medical
records. Progress reports document a patient’s progress and response to a treatment
plan. They explain whether the plan should be continued or changed. Progress reports
include:

» Comparisons of objective data with the patient’s statements
» Goals and progress toward the goals

» The patient’s current condition and prognosis

» Type of treatment still needed and for how long
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medical documentation and
revenue cycle circle that
explains how using EHRs is
integrated with practice
management programs
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Discharge summaries are prepared during a patient’s final visit for a particular treatment
plan or hospitalization. Discharge summaries include:

The final diagnosis

Comparisons of objective data with the patient’s statements

Whether goals were achieved

Reason for and date of discharge

The patient’s current condition, status, and final prognosis

Instructions given to the patient at discharge, noting any special needs such as
restrictions on activities and medications

vV VvV vV VvV Yy

Procedural Services Documentation

Other common types of documentation are for specific procedures done either in the
office or elsewhere:

Procedure or operative reports for simple or complex surgery

Reports for laboratory tests

Radiology reports for the results of X-rays

Forms for a specific purpose, such as immunization records, preemployment physicals,
and disability reports

vV vy vy

Using PM/EHRs: An Integrated Medical
Documentation and Billing Cycle

The increased use of electronic health records in physician practices has changed office
workflow. In a medical office, a flow of work that provides medical care to patients and
collects payment for these services must be in place. When PM/EHRs are used, previous
paper-based tasks, such as pulling file folders and making photocopies, are replaced by
efficient electronic processes. The medical documentation and revenue cycle explains how
using EHRs is integrated with practice management programs as the ten-step revenue
cycle billing process is performed. This cycle is illustrated in Figure 2.1. The inner circle
represents the revenue cycle, as explained in Chapter 1; the outer circle contains the
medical documentation cycle.

As the illustration shows, the two cycles are interrelated. For example, a new patient phones
for an appointment. During preregistration, both billing and clinical information must be col-
lected during the phone call. From a billing perspective, the office wants to know whether
the patient has insurance that will cover some or all of the cost of the visit or whether the
patient will pay for the visit. From a health or medical perspective, the staff wants to know
the reason the person needs to see the doctor, known as the chief complaint, or CC.

Following the revenue cycle billing steps that establish financial responsibility and
handle check-in, the professional medical staff gather clinical information. Often a med-
ical assistant inputs vital signs, such as the patient’s temperature, pulse, respiration,
blood pressure, height, and weight, in the EHR. The physician then documents the
results of the physical examination, relevant history, and planned treatments.

As the medical documentation and billing cycle continues, so does the interaction
between the two types of information. The physician or a medical coder assigns medical
codes to the patient’s diagnosis and procedures, and the charges for those procedures
are determined. Based on this information, the biller reviews coding and billing compli-
ance and checks out the patient. When the biller prepares and transmits claims, then
documentation may be studied to support medical necessity during claim creation and
later during adjudication if a payer requires it. During the steps of claim follow-up,
patients’ statements and payment and collections are documented, and the process of
managing and retaining patient data according to regulations is carried out.

Medical insurance specialists are knowledgeable about this PM/EHR cycle so that
they can access the clinical information they need as they complete claims and provide
documentation in support of their medical necessity.
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Revenue Cycle with Medical Documentation

Establish
financial
responsibility

Check in
patients

Total Patient

Encounter

Monitor
payer
adjudication

Prepare and
transmit claims

FIGURE 2.1 The Revenue Cycle with Medical Documentation

Source: Susan M. Sanderson, Practice Management and EHR: A Total Patient Encounter For Medisoft Clinical, 1/e. © 2012 McGraw-Hill Companies, Inc.
Reprinted with permission.

THINKING IT THROUGH 2.1

1. Review the following letter that is in the patient medical record of
John W. Wu.

Nicholas J. Kramer, MD
2200 Carriage Lane
Currituck, CT 07886
Consultation Report
on John W. Wu

(Birth date 12/06/1949)

Dear Dr. Kramer:

(continued)
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(concluded)

CMS Home Page
www.cms.gov

Centers for Medicare and
Medicaid Services (CMS) federal
agency that runs Medicare, Medicaid,
clinical laboratories, and other
government health programs

BILLING TIP
State-Mandated Benefits

States may require benefits that
are not mandated in federal
regulations. For example, some
states mandate coverage of
infertility treatments for women,
and many states mandate
chiropractic services coverage.

® FINAL PAGES s aptara | .

At your request, | saw Mr. Wu today. This is a seventy-seven-year-old
male who stopped smoking cigarettes twenty years ago but continues to
be a heavy pipe smoker. He has had several episodes of hemoptysis; a
small amount of blood was produced along with some white phlegm. He
denies any upper respiratory tract infection or symptoms on those occa-
sions. He does not present with chronic cough, chest pain, or shortness
of breath. | reviewed the chest X-ray done by you, which exhibits no
acute process. His examination was normal.

A bronchoscopy was performed, which produced some evidence of
laryngitis, tracheitis, and bronchitis, but no tumor was noted. Bronchial
washings were negative.

| find that his bleeding is caused by chronic inflammation of his hypo-
pharynx and bronchial tree, which is related to pipe smoking. There is
no present evidence of malignancy.

Thank you for requesting this consultation.
Sincerely,

Mary Lakeland Georges, MD
A. What is the purpose of the letter?

B. How does it demonstrate the use of a patient medical record for
continuity of care?

2. Consider the process of switching to EHRs from paper records in a
practice having 2,000 patients. What are the pros and cons of moving
all past patient records to the EHR at once versus doing so gradually?

2.2 Healthcare Regulation: HIPAA,
HITECH, and ACA

To protect consumers’ health, both federal and state governments pass laws that affect
the medical services that must be offered to patients. To protect the privacy of patients’
health information, additional laws cover the way healthcare plans and providers exchange
this information as they conduct business.

Federal Regulation

The main federal government agency responsible for healthcare is the Centers for
Medicare and Medicaid Services, known as CMS (formerly the Health Care Financing
Administration, or HCFA). An agency of the Department of Health and Human
Services (HHS), CMS administers the Medicare and Medicaid programs to more than
90 million Americans. CMS implements annual federal budget acts and laws such as
the Medicare Prescription Drug, Improvement, and Modernization Act that has created help
in paying for drugs and for an annual physical examination for Medicare beneficiaries.
CMS also performs activities to ensure the quality of healthcare, such as:

» Regulating all laboratory testing other than research performed on humans

» Preventing discrimination based on health status for people buying health insurance

» Researching the effectiveness of various methods of healthcare management, treatment,
and financing

» Evaluating the quality of healthcare facilities and services

CMS policy is often the model for the healthcare industry. When a change is made
in Medicare rules, for example, private payers often adopt a similar rule.
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State Regulation

States are also major regulators of the healthcare industry. Operating an insurance com-
pany without a license is illegal in all states. State commissioners of insurance investigate
consumer complaints about the quality and financial aspects of healthcare. State laws
ensure the solvency of insurance companies and managed care organizations so that
they will be able to pay enrollees’ claims. States may also restrict price increases on
premiums and other charges to patients, require that policies include a guaranteed
renewal provision, control the situations in which an insurer can cancel a patient’s cov-
erage, and require coverage of certain diseases and preventive services.

HIPAA

The foundation legislation for the privacy of patients’ health information is called the
Health Insurance Portability and Accountability Act (HIPAA) of 1996. HIPAA contained
five provisions called titles that focused on various aspects of healthcare:

Title I: Healthcare Access, Portability and Renewability

Title II: Preventing Healthcare Fraud and Abuse; Administrative Simplification
Title III: Tax-Related Health Provisions

Title IV: Application and Enforcement of Group Health Plan Requirements
Title V: Revenue Offsets

This law is designed to:

Protect people’s private health information

Ensure health insurance coverage for workers and their families when they change or
lose their jobs

Uncover fraud and abuse

Create standards for electronic transmission of healthcare transactions

HITECH

The American Recovery and Reinvestment Act (ARRA) of 2009, also known as the Stimu-
lus Package, contains additional provisions concerning the standards for electronic trans-
mission of healthcare data. The most important rules are in the Health Information
Technology for Economic and Clinical Health (HITECH) Act, which is Title XIII of the
ARRA. This law guides the use of federal stimulus money to promote the adoption and
meaningful use of health information technology, mainly using EHRs. Subtitle D of the
HITECH Act addresses the privacy and security concerns associated with the electronic
transmission of health information, in part, through several provisions that strengthen
the civil and criminal enforcement of HIPAA rules.

Meaningful Use

HITECH provides financial incentives to physicians, hospitals, and other healthcare
providers. Physicians who adopt and use EHRs have been eligible for bonus payments.

To be eligible, providers must do more than simply purchase EHRs; they must dem-
onstrate meaningful use of the technology. Meaningful use is the utilization of certified
EHR technology to improve quality, efficiency, and patient safety in the healthcare
system. Incentives for achieving meaningful use are divided into three stages. The govern-
ment has specified a series of objectives that determine whether meaningful use require-
ments have been met. Table 2.2 lists the criteria for the first stage.

Regional Extension Centers

Even with government financial incentives, successful implementation of EHRs is not
expected to be quick or easy. Small practices, where most primary care is delivered, may

FINAL PAGES s aptara | .

BILLING TIP
Any Willing Provider

Many states have “any willing
provider” laws that require a
managed care organization to
accept all qualified physicians
who wish to participate in its plan.
This regulation helps reduce the
number of patients who have to
switch physicians if they change
from one plan to another.

Health Insurance Portability
and Accountability Act (HIPAA)
of 1996 federal act with
guidelines for standardizing the
electronic data interchange of
administrative and financial
transactions, exposing fraud and
abuse, and protecting PHI

Health Information Technology
for Economic and Clinical Health
(HITECH) Act law promoting
the adoption and meaningful use
of health information technology

meaningful use utilization of
certified EHR technology to
improve quality, efficiency, and
patient safety
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Table 22 Meaningful Use Objectives

Core Set

Use computerized physician order entry for medications

Implement drug-drug and drug-allergy interaction checks

Generate and transmit permissible prescriptions electronically

Record patient demographics

Maintain up-to-date problem list of current and active diagnoses

Maintain active medication list and active medication allergy list

Record and chart vital signs

Record smoking status

Implement one clinical decision support rule and have the ability to track compliance with rule
Calculate and transmit Centers for Medicare & Medicaid Services Quality Measure
Protect electronic copy of health information

Provide clinical summaries

Exchange key clinical information

Ensure privacy and security

Menu Set

Implement drug formulary checks

Incorporate clinical laboratory test results into EHR system as structured data
Generate patient lists

Send patient reminders

Provide timely electronic access to health information

Identify patient-specific information

Perform medication reconciliation

Provide summary of care

Submit electronic immunization data to registries or information systems
Submit laboratory results to public health agencies

Submit electronic syndromic surveillance data to public health agencies

lack the expertise and resources required to purchase, install, and use the new technology.
Recognizing the challenges associated with implementing HIT, the HITECH Act called
for the creation of regional extension centers (RECs). Patterned after the agriculture exten-
sion service the government created almost a century ago, the RECs offer information,
guidance, training, and support services to primary care providers who are in the process
of making the transition to an EHR system.

Health Information Exchanges

To meet meaningful use criteria, providers must also be able to exchange clinical infor-
mation outside the organization. One of the ways that providers share information is
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through the use of local, state, and regional health information networks. A health infor-
mation exchange (HIE) enables the sharing of health-related information among provider
organizations according to nationally recognized standards. Examples of the use of an
HIE include sharing patient records with physicians outside the physician’s own medical
group, transmitting prescriptions to pharmacies, and ordering tests from an outside lab.
The goal of an HIE is to facilitate access to clinical information for the purpose of
providing quality care to patients.

Patient Protection and Affordable Care Act (ACA)

The Patient Protection and Affordable Care Act, known as the Affordable Care Act
(ACA), has had a number of impacts since its adoption in 2010. Reducing the num-
ber of people without health insurance has been a major result, as explained in the
chapter on private payers. The ACA also fostered the formation and operation of
accountable care organizations (ACOs). An ACO is a network of doctors and hospitals
that shares responsibility for managing the quality and cost of care provided to a
group of patients. A network could include primary care physicians, specialists, hos-
pitals, home healthcare providers, and so on. By making this group of providers
jointly accountable for the health of their patients, the program provides incentives
to coordinate care in a way that improves quality and saves money by avoiding unnec-
essary tests and procedures.

THINKING IT THROUGH 2.2

1. Discuss the purpose of HITECH as it relates to electronic health records.

BILLING TIP

Notices of Proposed Rulemaking

The process of transforming acts of Congress into law involves first a proposed rule, followed by a
specified period of time for the public to comment, and then, at last, a Final Rule. This process can
span a number of years from mandate to regulation to enforcement.

2.3 Covered Entities and
Business Associates

Patients’ medical records—the actual progress notes, reports, and other clinical materials—
are legal documents that belong to the provider who created them. But the provider
cannot withhold the information in the records unless providing it would be detrimental
to the patient’s health. The information belongs to the patient.

Patients control the amount and type of information that is released except for
the use of the data to treat them or to conduct the normal business transactions
of the practice. Only patients or their legally appointed representatives have the
authority to authorize the release of information to anyone not directly involved in
their care.

Medical insurance specialists handle issues, such as requests for information from
patients’ medical records. They need to know what information about patients’ con-
ditions and treatments can be released. What information can be legally shared with
other providers and health plans? What information must the patient specifically
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health information exchange
(HIE) enables the sharing

of health-related information
among provider organizations

Affordable Care Act

(ACA) health system reform
legislation that offers improved
insurance coverage and other
benefits

accountable care organization
(ACO)
hospitals that shares responsibil-
ity for managing the quality and
cost of care provided to a group
of patients

network of doctors and
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electronic data interchange
(EDI) computer-to-computer
exchange of data in a standard-
ized format

transaction electronic
exchange of healthcare
information

Staying Current with HIPAA

HIPAA laws have a lengthy review
process before being released as
final rules. Future changes are
expected. Medical insurance
specialists need to stay current
with those that affect their areas
of responsibility.

covered entity (CE) health plan,
clearinghouse, or provider who
transmits any health information
in electronic form

clearinghouse company that
converts nonstandard transac-
tions into standard transactions
and transmits the data to health
plans, and the reverse process

HHS HIPAA Home Page
www.hhs.gov/hipaa
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authorize to be released? The answers to these questions are based on HIPAA
Administrative Simplification provisions and their expansion under HITECH and
the ACA.

Congress passed the Administrative Simplification provisions partly because of rising
healthcare costs. A significant portion of every healthcare dollar is spent on administra-
tive and financial tasks. These costs can be controlled if the business transactions of
healthcare are standardized and handled electronically.

Electronic Data Interchange

The Administrative Simplification provisions encourage the use of electronic data
interchange (EDI). EDI is the computer-to-computer exchange of routine business
information using publicly available standards. Practice staff members use EDI to
exchange health information about their practices’ patients with payers and clearing-
houses. Each electronic exchange is a transaction, which is the electronic equivalent of
a business document.

EDI transactions are not visible in the same way as an exchange of paperwork, such
as a letter. An example of a nonmedical transaction is the process of getting cash from
an ATM. In an ATM transaction, the computer-to-computer exchange is made up of
computer language that is sent and answered between the machines. This exchange hap-
pens behind the scenes. It is documented on the customer’s end with the transaction
receipt that is printed; the bank also has a record at its location.

The Three Administrative Simplification Provisions
The three parts of the Administrative Simplification provisions are:

1. HIPAA Privacy Rule: The privacy requirements cover patients’ health information.

2. HIPAA Security Rule: The security requirements state the administrative, technical,
and physical safeguards that are required to protect patients’ health information.

3. HIPAA Electronic Transaction and Code Sets Standards: These standards require
every provider who does business electronically to use the same healthcare transac-
tions, code sets, and identifiers.

Complying with HIPAA

Healthcare organizations that are required by law to obey HIPAA regulations are called
covered entities (CEs). A covered entity is an organization that electronically transmits
any information that is protected under HIPAA. Other organizations that work for the
CEs must also agree to follow HIPAA rules.

Covered Entities
Under HIPAA, three types of CEs must follow the regulations:

> Health plans: The individual or group plan that provides or pays for medical care

Healthcare clearinghouses: Companies that convert nonstandard transactions

into standard transactions and transmit the data to health plans, and the reverse

process

> Healthcare providers: People or organizations that furnish, bill, or are paid for health-
care in the normal course of business

v

Many physician practices are included under HIPAA. Exempt providers are only those
who do not send any claims (or other HIPAA transactions) electronically and do not
employ any other firm to send electronic claims for them. Because CMS requires prac-
tices to send Medicare claims electronically unless they employ fewer than ten full-time
or equivalent employees, practices have moved to electronic claims. Electronic claims
have the advantage of being paid more quickly, too, so practices may use them even
when they are not required.
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COMPLIANCE GUIDELINE

Business Associate Contracts

Contracts with BAs should specify how they are to comply with HIPAA/HITECH in handling the
practice’s PHI.

Business Associates

Business Associates (BAs) are people or organizations that work for CEs but are not
themselves CEs. Examples of BAs include law firms; outside medical billers, coders, and
transcriptionists; accountants; collection agencies; and vendors of PHRs. BAs are as
responsible as CEs for following HIPAA rules.

THINKING IT THROUGH 2.3

1. Describe the responsibilities of BAs.

2.4 HIPAA Privacy Rule

The HIPAA Standards for Privacy of Individually Identifiable Health Information rule is
known as the HIPAA Privacy Rule. It was the first comprehensive federal protection for the
privacy of health information. Its national standards protect individuals’ medical records and
other personal health information. Before the HIPAA Privacy Rule became law, the personal
information stored in hospitals, physicians’ practices, and health plans was governed by a
patchwork of federal and state laws. Some state laws were strict, but others were not.

The Privacy Rule says that covered entities must:

» Have a set of privacy practices that are appropriate for its healthcare services

» Notify patients about their privacy rights and how their information can be used or
disclosed

» Train employees so that they understand the privacy practices

» Appoint a privacy official responsible for seeing that the privacy practices are adopted
and followed

» Safeguard patients’ records

Protected Health Information

The HIPAA Privacy Rule covers the use and disclosure of patients’ protected health
information (PHI). PHI is defined as individually identifiable health information that is
transmitted or maintained by electronic media, such as over the Internet, by computer
modem, or on magnetic tape or compact disks. The rule also covers PHI that is sent via
the Internet to “the cloud,” remote servers used to store and manage data. This informa-
tion includes a person’s:

Name

Address (including street address, city, county, ZIP code)
Names of relatives and employers
Birth date

Telephone numbers

Fax number

E-mail address

Social Security number

Medical record number

Health plan beneficiary number
Account number

vV V. V. V V V. VYV VvV VYV
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business associate (BA)
person or organization that
performs a function or activity
for a covered entity

HIPAA Privacy Rule law
regulating the use and
disclosure of patients’ protected
health information

BA Agreements

All BAs that transmit, create,
receive, or maintain PHI must
sign business associate agree-
ments (BAAs) to safeguard it.

protected health information
(PHI) individually identifiable
health information transmitted or
maintained by electronic media
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Privacy Officers

The privacy official at a small
physician practice may be the
office manager who also has
other duties. At a large health
plan, the position of privacy
official may be full time.

treatment, payment, and
healthcare operation (TPO)
legitimate reason for the sharing
of patients’ protected health
information without authorization

minimum necessary

standard principle that individ-
ually identifiable health informa-
tion should be disclosed only to
the extent needed

HIPAA Exemptions

Certain benefits are always
exempt from HIPAA, including
coverage only for accident, dis-
ability income coverage, liability
insurance, workers’ compensa-
tion, automobile medical pay-
ment and liability insurance,
credit-only insurance (such as
mortgage insurance), and cover-
age for on-site medical clinics.

designated record set

(DRS) covered entity’s records
that contain protected health
information (PHI); for providers,
the medical/financial patient
record

Notice of Privacy Practices
(NPP) description of a covered
entity’s principles and proce-
dures related to the protection of
patients’ health information

® FINAL PAGES  -ag aptara | .

Certificate or license number

Serial number of any vehicle or other device
Website address

Fingerprints or voiceprints

Photographic images

Genetic information

vV V.V VvV VvV Yy

Use and Disclosure for Treatment, Payment, and
Healthcare Operations

Patients’ PHI under HIPAA can be used and disclosed by providers for treatment, pay-
ment, and healthcare operations. Use of PHI means sharing or performing analysis within
the entity that holds the information. Disclosure of PHI means the release, transfer, and
provision of access to or divulging of PHI outside the entity holding the information.

Both use and disclosure of PHI are necessary and permitted for patients’ treatment,
payment, and healthcare operations (TPO). Treatment means providing and coordinating
the patient’s medical care; payment refers to the exchange of information with health
plans; and healthcare operations are the general business management functions.

Minimum Necessary Standard When using or disclosing PHI, a covered entity
must try to limit the information to the minimum amount necessary for the intended
purpose. The minimum necessary standard means taking reasonable safeguards to pro-
tect PHI from incidental disclosure. Incidental use or disclosure is a secondary use of
patient information that cannot reasonably be prevented, is limited, and usually occurs
as the result of another permitted use.

Examples of HIPAA Compliance

A medical insurance specialist does not disclose a patient’s history of cancer on a
workers’ compensation claim for a sprained ankle. Only the information the recipient
needs to know is given.

» A physician’s assistant faxes appropriate patient cardiology test results before
scheduled surgery.

» A physician sends an e-mail message to another physician requesting a consultation
on a patient’s case.

> A patient’s family member picks up medical supplies and a prescription. <

Designated Record Set A covered entity must disclose individuals’ PHI to them
(or to their personal representatives) when they request access to, or an accounting of
disclosures of, their PHI. Patients’ rights apply to a designated record set (DRS). For a
provider, the DRS means the medical and billing records the provider maintains. It
does not include appointment and surgery schedules, requests for lab tests, and birth
and death records. It also does not include mental health information, psychotherapy
notes, and genetic information. For a health plan, the DRS includes enrollment, pay-
ment, claim decisions, and medical management systems of the plan.
Within the DRS, patients have the right to:

Access, copy, and inspect their PHI

Request amendments to their health information

Obtain accounting of most disclosures of their health information

Receive communications from providers via other means, such as in Braille or in
foreign languages

» Complain about alleged violations of the regulations and the provider’s own
information policies

vV v vVvyy

Notice of Privacy Practices Covered entities must give each patient a notice of privacy
practices at the first contact or encounter. To meet this requirement, physician practices
give patients their Notice of Privacy Practices (NPP) (Figure 2.2) and ask them to sign an
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Valley Associates, PC

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND SHARED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

OUR PRIVACY OBLIGATIONS

The law requires us to maintain the privacy of certain health information called “Protected Health
Information” (“PHI”). Protected Health Information is the information that you provide us or that we
create or receive about your healthcare. The law also requires us to provide you with this Notice of our
legal duties and privacy practices. When we use or disclose (share) your Protected Health Information,
we are required to follow the terms of this Notice or other notice in effect at the time we use or share
the PHI. Finally, the law provides you with certain rights described in this Notice.

WAYS WE CAN USE AND SHARE YOUR PHI WITHOUT YOUR WRITTEN PERMISSION
(AUTHORIZATION)

In many situations, we can use and share your PHI for activities that are common in many offices and
clinics. In certain other situations, which we will describe below, we must have your written permission
(authorization) to use and/or share your PHI. We do not need any type of permission from you for the
following uses and disclosures:

A. Uses and Disclosures for Treatment, Payment and Healthcare Operations

We may use and share your PHI to provide “Treatment,” obtain “Payment” for your Treatment, and
perform our “Healthcare Operations.” These three terms are defined as:

Treatment:

We use and share your PHI to provide care and other services to you—for example, to diagnose and
treat your injury or illness. In addition, we may contact you to provide appointment reminders or information
about treatment options. We may tell you about other health-related benefits and services that might
interest you. We may also share PHI with other doctors, nurses, and others involved in your care.
Payment:

We may use and share your PHI to receive payment for services that we provide to you. For example,
we may share your PHI to request payment and receive payment from Medicare, Medicaid, your health
insurer, HMO, or other company or program that arranges or pays the cost of some or all of your
healthcare (“Your Payer”) and to confirm that Your Payer will pay for healthcare. As another example, we may
share your PHI with the person who you told us is primarily responsible for paying for your Treatment,
such as your spouse or parent.

Healthcare Operations:

We may use and share your PHI for our healthcare operations, which include management, planning,
and activities that improve the quality and lower the cost of the care that we deliver. For example, we
may use PHI to review the quality and skill of our physicians, nurses, and other healthcare providers.

B. Your Other Healthcare Providers

We may also share PHI with other healthcare providers when they need it to provide Treatment
to you, to obtain Payment for the care they give to you, to perform certain Healthcare Operations,
such as reviewing the quality and skill of healthcare professionals, or to review their actions in
following the law.

C. Disclosure to Relatives, Close Friends, and Your Other Caregivers

We may share your PHI with your family member/relative, a close personal friend, or another person
who you identify if we
(1) First provide you with the chance to object to the disclosure and you do not object;
(2) Infer that you do not object to the disclosure; or
(3) Obtain your agreement to share your PHI with these individuals. If you are not present at the time
we share your PHI, or you are not able to agree or disagree to our sharing your PHI because you
are not capable or there is an emergency circumstance, we may use our professional judgment
to decide that sharing the PHI is in your best interest. We may also use or share your PHI to notify
(or assist in notifying) these individuals about your location and general condition.

D. Public Health Activities

We are required or are permitted by law to report PHI to certain government agencies and others. For
example, we may share your PHI for the following:

FIGURE 2.2 Example of a Notice of Privacy Practices (Continues on the following
pages)
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PHI and Release of
Information Document

A patient release of information
document is not needed when
PHI is shared for TPO under
HIPAA. However, state law may
require authorization to release
data, so many practices continue
to ask patients to sign releases.

G

] A
==

Healthcare Providers and
the Minimum Necessary
Standard

The minimum necessary standard
does not apply to any type of
disclosure—oral, written, phone,
fax, e-mail, or other— among
healthcare providers for
treatment purposes.

WITE,
T
Z( o

Posting and Amending
the NPP

The NPP should be posted on the
practice’s website.

When the NPP is updated or
changed, all patients who
received the previous version
must be notified.
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Patient Complaints

Patients who observe privacy
problems in their providers’
offices can complain either to the
practice or to the Office for Civil
Rights of the Department of HHS.
Complaints must be put in
writing, either on paper or
electronically, and sent to OCR
within 180 days.

Medical Notice of Privacy
Practices

www.hhs.gov/hipaa/for-
individuals/notice-privacy-
practices/index.html

® FINAL PAGES

(1) To report health information to public health authorities for the purpose of preventing or controlling
disease, injury, or disability;

(2) To report abuse and neglect to the state Department of Children and Family Services, the state
Department of Human Services, or other government authorities, including a social service or
protective services agency, that are legally permitted to receive the reports;

(3) To report information about products and services to the U.S. Food and Drug Administration;

(4) To alert a person who may have been exposed to a communicable disease or may otherwise be
at risk of developing or spreading a disease or condition;

(5) To report information to your employer as required under laws addressing work-related illnesses
and injuries or workplace medical surveillance; and

(6) To prevent or lessen a serious and imminent threat to a person for the public’s health or safety, or
to certain government agencies with special functions such as the State Department.

E. Health Oversight Activities

We may share your PHI with a health oversight agency that oversees the healthcare system and
ensures the rules of government health programs, such as Medicare or Medicaid, are being followed.
F. Judicial and Administrative Proceedings

We may share your PHI in the course of a judicial or administrative proceeding in response to a legal
order or other lawful process.

G. Law Enforcement Purposes

We may share your PHI with the police or other law enforcement officials as required or permitted by
law or in compliance with a court order or a subpoena.

H. Decedents

We may share PHI with a coroner or medical examiner as authorized by law.

I. Organ and Tissue Procurement

We may share your PHI with organizations that facilitate organ, eye, or tissue procurement, banking,
or transplantation.

J. Research

We may use or share your PHI in related research processes.

K. Workers’ Compensation

We may share your PHI as permitted by or required by state law relating to workers’ compensation or
other similar programs.

L. As Required by Law

We may use and share your PHI when required to do so by any other law not already referred to
above.

USES AND DISCLOSURES REQUIRING YOUR WRITTEN PERMISSION (AUTHORIZATION)

A. Use or Disclosure with Your Permission (Authorization)

For any purpose other than the ones described above, we may only use or share your PHI when you
grant us your written permission (authorization). For example, you will need to give us your permission
before we send your PHI to your life insurance company.

B. Marketing

We must also obtain your written permission (authorization) prior to using your PHI to send you any
marketing materials. However, we may communicate with you about products or services related to
your Treatment, case management, or care coordination, or alternative treatments, therapies,
healthcare providers, or care settings without your permission. For example, we may not sell your PHI
without your written authorization.

C. Uses and Disclosures of Your Highly Confidential Information

Federal and state law requires special privacy protections for certain highly confidential information
about you (“Highly Confidential Information”), including any portion of your PHI that is:

(1) Kept in psychotherapy notes;

(2) About mental health and developmental disabilities services;

(3) About alcohol and drug abuse prevention, treatment and referral;

(4) About HIV/AIDS testing, diagnosis or treatment;

(5) About sexually transmitted disease(s);

(6) About genetic testing;

FIGURE 2.2 (Continued)
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(7) About child abuse and neglect;
(8) About domestic abuse of an adult with a disability;
(9) About sexual assault; or
(10) In vitro Fertilization (IVF). Before we share your Highly Confidential Information for a purpose other
than those permitted by law, we must obtain your written permission. PHI and Medical Office Staff

YOUR RIGHTS REGARDING YOUR PROTECTED HEALTH INFORMATION Be careful not to discuss patients’

A. For Further Information; Complaints cases with anyone outside the
If you want more information about your privacy rights, are concerned that we have violated your office including family and
privacy rights, or disagree with a decision that we made about access to your PHI, you may contact N ’ ) .

our Compliance Officer. You may also file written complaints with the Office for Civil Rights (OCR) of friends. Avoid talkmg about
the U.S. Department of Health and Human Services. When you ask, the Compliance Officer will provide cases, too, in the practice’s

you with the correct address for the OCR. We will not take any action against you if you file a complaint

with us or with the OCR. reception areas where other

patients might hear. Close charts
You may ask us to send papers that contain your PHI to a different location than the address that you on desks when they are not

gave us, or in a special way. You will need to ask us in writing. We will try to grant your request if we being worked on. Position
feel it is reasonable. For example, you may ask us to send a copy of your medical records to a different computer screens so that onIy

address than your home address. X i .
the person working with a file
can view it.

B. Right to Receive Confidential Communications

C. Right to Revoke Your Written Permission (Authorization)

You may change your mind about your authorization or any written permission regarding your PHI by
giving or sending a written “revocation statement” to the Compliance Officer. The revocation will not
apply to the extent that we have already taken action where we relied on your permission.

D. Right to Inspect and Copy Your Health Information

You may request access to your medical record file, billing records, and other records used to make
decisions about your Treatment and payment for your Treatment. You can review these records and/or
ask for copies. Under limited circumstances, we may deny you access to a portion of your records.

If you want to access your records, you may obtain a record request form and return the completed
form to the registration desk. If you request copies, we will charge you the amount listed on the rate
sheet. We will also charge you for our postage costs, if you request that we mail the copies to you. For
a copy of records, material, or information that cannot routinely be copied on a standard photocopy
machine, such as x-ray films or pictures, we may charge for the reasonable cost of the copy.

E. Right to Amend Your Records Questions and Answers on @
You have the right to request that we amend PHI maintained in medical record files, billing records, HIPAA Privacy Policies

and other records used to make decisions about your Treatment and payment for your Treatment. If .

you want to amend your records, you may submit an amendment request form to the Compliance www.hhs.gov/ocr/privacy

Officer. We will comply with your request unless we believe that the information that would be amended
is correct and complete or that other circumstances apply. In the case of a requested amendment
concerning information about the Treatment of a mental iliness or developmental disability, you have
the right to appeal to a state court our decision not to amend your PHI.

F. Right to Receive an Accounting of Disclosures

You may ask for an accounting of certain disclosures of your PHI made by us on or after April 14, 2003.
These disclosures must have occurred before the time of your request, and we will not go back more
than six (6) years before the date of your request. If you request an accounting more than once during
a twelve (12) month period, we will charge you based on the rate sheet. Direct your request for an
accounting to the Compliance Officer.

G. Right to Request Restrictions

You have the right to ask us to restrict or limit the PHI we use or disclose about you for treatment,
payment, or healthcare operations. With one exception, we are not required to agree to your request.
If we do agree, we will comply unless the information is needed to provide emergency treatment. Your
request for restrictions must be made in writing and submitted to the Compliance Officer. We must
grant your request to a restriction on disclosure of your PHI to a health plan if you have paid for the
healthcare item in full out of pocket.

H. Right to Receive Paper Copy of this Notice

If you ask, you may obtain a paper copy of this Notice, even if you have agreed to receive the notice
electronically.

You may contact the compliance officer at:
Valley Associates, PC

ATTN: Compliance Officer

1400 West Center Street

Toledo, OH 43601-0123

555-321-0987
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Charging for Copying

Practices may charge patients a
fee for supplying copies of their
records but cannot hold records
“hostage” while awaiting
payment.

accounting of disclosure

documentation of the disclosure
of a patient’s PHI in that person’s

medical record in unauthorized
cases

authorization (1) document
signed by a patient to permit
release of medical information;
(2) health plan’s system of
approving payment of benefits
for appropriate services

Marketing

PHI can be used for marketing—
communications that influence
others to use or purchase a
product. In most cases, no
patient authorization is needed.
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acknowledgment that they have received it (see the chapter about patient encounters and
billing information). The notice explains how patients’ PHI may be used and describes
their rights.

Practices may choose to use a layered approach to giving patients the notice. On top
of the information packet is a short notice, like the one shown in Figure 2.2, that briefly
describes the uses and disclosures of PHI and the person’s rights. The longer notice is
placed beneath it.

PHI and Accounting for Disclosures Patients have the right to an accounting of
disclosure of their PHI other than for TPO. When a patient’s PHI is accidentally dis-
closed, the disclosure should be documented in the individual’s medical record because
the individual did not authorize it and it was not a permitted disclosure. An example
is faxing a discharge summary to the wrong physician’s office.

Also, under HITECH, patients can request an accounting of all disclosures—not just
those other than for TPO—for the past three years if their PHI is stored in an EHR.

Authorizations for Other Use and Disclosure

For use or disclosure other than for TPO, the covered entity must have the patient sign
an authorization to release the information. Information about substance (alcohol and
drug) abuse, sexually transmitted diseases (STDs) or human immunodeficiency virus
(HIV), and behavioral/mental health services may not be released without a specific
authorization from the patient. The authorization document must be in plain language
and include the following:

> A description of the information to be used or disclosed

» The name or other specific identification of the person(s) authorized to use or dis-
close the information

» The name of the person(s) or group of people to whom the covered entity may make
the use or disclosure

» A description of each purpose of the requested use or disclosure

» An expiration date

» The signature of the individual (or authorized representative) and the date

In addition, the rule states that a valid authorization must include:

> A statement of the individual’s right to revoke the authorization in writing

> A statement about whether the covered entity is able to base treatment, payment,
enrollment, or eligibility for benefits on the authorization

> A statement that information used or disclosed after the authorization may be dis-
closed again by the recipient and may no longer be protected by the rule

A sample authorization form is shown in Figure 2.3.

Uses or disclosures for which the covered entity has received specific authorization from
the patient do not have to follow the minimum necessary standard. Incidental use and
disclosure are also allowed. For example, the practice may use reception-area sign-in sheets.

Exceptions

There are a number of exceptions to the usual rules for release:

Emergencies

Court orders

Workers’ compensation cases

Statutory reports

Research

Self-pay (patient rather than insurance pays for the service) requests for restrictions

vV V.V VvV VvV Y

All these types of disclosures must be logged, and the release information must be
available to the patient who requests it.
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What specific
information
can be released

To whom

For what

purpose

For how

D sharing with other healthcare providers as needed/other (please describe):

8. This authorization will expire (insert date or event):

long

Patient Name:

Health Record Number:
Date of Birth:

1.l authorize the use or disclosure of the above named individual’s health information as described below.

2. The following individual(s) or organization(s) are authorized to make the disclosure:

3. The type of information to be used or disclosed is as follows (check the appropriate boxes and include other
information where indicated)

D problem list

D medication list

D list of allergies

D immunization records

D most recent history

D most recent discharge summary

l:l lab results (please describe the dates or types of lab tests you would like disclosed):

D x-ray and imaging reports (please describe the dates or types of x-rays or images you
would like disclosed):

D consultation reports from (please supply doctors’ names):
D entire record
D other (please describe):

4. | understand that the information in my health record may include information relating to sexually transmitted
disease, syndrome (AIDS), or human immunodeficiency virus (HIV). It may also include information about

behavioral or mental health services, and treatment for alcohol and drug abuse.

5. The information identified above may be used by or disclosed to the following individuals or organization(s):
Name:
Address:

Name:
Address:

6. This information for which I’'m authorizing disclosure will be used for the following purpose:

D my personal records

7.1 understand that | have a right to revoke this authorization at any time. | understand that if | revoke this
authorization, | must do so in writing and present my written revocation to the health information management
department. | understand that the revocation will not apply to information that has already been released in
response to this authorization. | understand that the revocation will not apply to my insurance company when the
law provides my insurer with the right to contest a claim under my policy.

If | fail to specify an expiration date or event, this authorization will expire six months

from the date on which it was signed.

9. I understand that once the above information is disclosed, it may be redisclosed by the recipient and the
information may not be protected by federal privacy laws or regulations.

10. I understand authorizing the use or disclosure of the information identified above is voluntary. | need not sign
this form to ensure healthcare treatment.

Signature of patient or legal representative: Date:

If signed by legal representative, relationship to patient

Signature of witness: Date:

Distribution of copies: Original to provider; copy to patient; copy to accompany use or disclosure

Note: This sample form was developed by the American Health Information Management Association for discussion
purposes. It should not be used without review by the issuing organization’s legal counsel to ensure compliance with
other federal and state laws and regulations.

FIGURE 2.3 Example of an Authorization to Use or Disclose Health Information
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PHI and Authorization to
Release

To legally release PHI for
purposes other than treatment,
payment, or healthcare operations,
a signed authorization document
is required.

PHI and Practice Policy

The release of protected health
information must follow the prac-
tice’s policies and procedures.
The practice’s privacy official
trains medical insurance special-
ists on how to verify the identity
and authority of a person
requesting PHI.

de-identified health
information medical data from
which individual identifiers have
been removed

FINAL PAGES

Emergencies Emergency guidance from HHS states that CEs may disclose PHI
without the patient’s consent for the following reasons:

» To treat the patient or another patient, which includes coordinating and managing
care and services by one or more healthcare providers and others, or for consultation
between providers and referrals

» To grant public health authorities (e.g., the Centers for Disease Control and
Prevention) access to PHI that is critical to carrying out its public health mission

» To provide information for the patient’s family members, relatives, friends, or other
persons identified by the patient as involved in the patient’s care

> As necessary to identify or locate a patient and notify his or her family, guardians,
or anyone else responsible for the patient’s care of the patient’s location, general
condition, or death

» To prevent or lessen a serious and imminent threat to the health and safety of a
person or the public

Release Under Court Order If the patient’s PHI is required as evidence by a court
of law, the provider may release it without the patient’s approval if a judicial order is
received. In the case of a lawsuit, a court sometimes decides that a physician or medical
practice staff member must provide testimony. The court issues a subpoena, an order of
the court directing a party to appear and testify. If the court requires the witness to
bring certain evidence, such as a patient medical record, it issues a subpoena duces tecum,
which directs the party to appear, testify, and bring specified documents or items.

Workers’ Compensation Cases State law may provide for release of records to
employers in workers’ compensation cases (see the chapter about workers’ compensation).
The law may also authorize release to the state workers’ compensation administration
board and to the insurance company that handles these claims for the state.

Statutory Reports Some specific types of information are required by state law to
be released to state health or social services departments. For example, physicians must
make statutory reports for patients’ births and deaths and for cases of abuse. Because
of the danger of harm to patients or others, communicable diseases, such as tubercu-
losis, hepatitis, and rabies, must usually be reported.

A special category of communicable disease control is applied to patients with diag-
noses of HIV infection and acquired immunodeficiency syndrome (AIDS). Every state
requires AIDS cases to be reported. Most states also require reporting of the HIV infec-
tion that causes the syndrome. However, state law varies concerning whether just the
fact of a case is to be reported or if the patient’s name must also be reported. The
practice guidelines reflect the state laws and must be strictly observed, as all these
regulations should be, to protect patients’ privacy and to comply with the regulations.

Research Data PHI may be made available to researchers approved by the practice.
For example, if a physician is conducting clinical research on a type of diabetes, the
practice may share information from appropriate records for analysis. When the
researcher issues reports or studies based on the information, specific patients’ names
may not be identified.

Self-Pay Requests for Restrictions Under HITECH, patients can restrict the
access of health plans to their medical records if they pay for the service in full out of
pocket at the time of the visit.

De-ldentified Health Information

There are no restrictions on the use or disclosure of de-identified health information that
neither identifies nor provides a reasonable basis to identify an individual. For example,
these identifiers must be removed: names, medical record numbers, health plan beneficiary
numbers, device identifiers (such as pacemakers), and biometric identifiers, such as fin-
gerprints and voiceprints.
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Psychotherapy Notes

Psychotherapy notes have special protection under HIPAA. According to the Depart-
ment of HHS,

Under the HIPAA Privacy Rule, psychotherapy notes are notes recorded by a mental
health professional documenting or analyzing the contents of a conversation and that are
separate from the rest of a patient’s medical record. Psychotherapy notes are treated differ-
ently because they contain particularly sensitive information and are not typically useful
for treatment, payment, or health care operations purposes. Therefore, the Privacy Rule
generally requires CEs to obtain patient authorization for any kind of disclosure except in
cases where disclosure is required by another law. (Available online at www.hhs.gov/ocr/
privacy/hipaa/understanding/special/mhguidance.html)

State Statutes

Some state statutes are more stringent than HIPAA specifications. Areas in which state
statutes may differ from HIPAA include the following:

Designated record set

Psychotherapy notes

Rights of inmates

Information compiled for civil, criminal, or administrative court cases

vV vvVvyy

Each practice’s privacy official reviews state laws and develops policies and proce-
dures for compliance with the HIPAA Privacy Rule. The tougher rules are implemented.

THINKING IT THROUGH 2.4
Based on the information in Figure 2.2:

1. Is permission needed to share a patient’s PHI with his or her life
insurance company?

2. Is written authorization from a patient needed to use or disclose health
information in an emergency?

3. What is the purpose of an “accounting of disclosures”?

2.5 HIPAA Security Rule

The HIPAA Security Rule requires covered entities to establish safeguards to protect PHI.
The security rule specifies how to secure such protected health information on computer
networks, the Internet (“cloud storage”), and storage disks such as CDs.

Encryption Is Required

Information security is needed when computers exchange data over the Internet. Security
measures rely on encryption, the process of encoding information in such a way that
only the person (or computer) with the key can decode it. Practice management pro-
grams (PMPs) encrypt data traveling between the office and the Internet so that the
information is secure.

Security Measures
A number of other security measures help enforce the HIPAA Security Rule. These include:

Secure Internet connections
Access control, passwords, and log files to keep intruders out
Backups to replace items after damage

>
>
>
» Security policies to handle violations that do occur
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PHI and Answering
Machines

If possible, ask patients during
their initial visit whether staff
members may leave messages on
answering machines or with
friends or family. If this is not
done, messages should follow the
minimum necessary standard; the
staff member should leave a
phone number and a request for
the patient to call back. For exam-
ple: “This is the doctor’s office
with a message for Mr. Warner.
Please call us at 203-123-4567.”

WIT,
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PHI and Reports

A

The Association for Healthcare
Documentation Integrity (AHDI)
(formerly the American Associa-
tion for Medical Transcription)
advises against using a patient’s
name in the body of a medical
report. Instead, place identifica-
tion information only in the demo-
graphic section, where it can be
easily deleted when the report
data are needed for research.

HIPAA Security Rule law
requiring covered entities to
establish safeguards to protect
health information

encryption method of
converting a message into
encoded text

BILLING TIP

Internet Security Symbol

On the Internet, when an item is
secure, a small padlock appears
in the status bar at the bottom of
the browser window.

Chapter 2 ELECTRONIC HEALTH RECORDS, HIPAA, AND HITECH 53

12/18/18 3:03 PM

ag§ aptara |


www.hhs.gov/ocr/privacy/hipaa/understanding/special/mhguidance.html)
www.hhs.gov/ocr/privacy/hipaa/understanding/special/mhguidance.html)

password confidential
authentication information

COMPLIANCE
GUIDELINE

Don’t Share!

Never share your log-in or
passwords. Sharing makes
you responsible if someone
else access and breaches
HIPAA information with your
identification.

G

E A
==

Texting

Physicians and other providers
can text patient data if a secure
messaging platform is used.

breach impermissible use or

disclosure of PHI that could pose

significant risk to the affected
person

® FINAL PAGES

Access Control, Passwords, and Log Files

Most practices use role-based access, meaning that only people who need information
can see it. Once access rights have been assigned, each user is given a key to the desig-
nated databases. Users must enter a user ID and a password (the key) to see files to
which they have been granted access rights.

For example, receptionists may view the names of patients coming to the office on
one day, but they should not see those patients’ medical records. However, the nurse or
physician needs to view the patient records. Receptionists are given individual computer
passwords that let them view the day’s schedule but that deny entry to patient records.
The physicians and nurses possess computer passwords that allow them to see all patient
records.

The PMP also creates activity logs of who has accessed—or tried to access—
information, and passwords prevent unauthorized users from gaining access to informa-
tion on a computer or network.

Internet Security

Information is exchanged over the Internet between the practice and those outside
of the office in a number of ways, especially by e-mail, the most important business
communication method. Additionally, practices may have their own websites and
patient portals for access to the physicians and for marketing purposes; take calls
from patients’ mobile phones; and send medical records to health plans via attach-
ments. HIPAA, HITECH, and many states have laws for data security that require
the use of antivirus software programs and encrypting confidential patient data that
are transmitted.

Backups

Backing up is the activity of copying files to another medium so that they will be pre-
served in case the originals are no longer available. A successful backup plan is critical
in recovering from either a minor or major security incident that jeopardizes critical
data. To be secure, backups must also be encrypted.

THINKING IT THROUGH 2.5

1. Imagine that you are employed as a medical insurance specialist for
Family Medical Center. Make up a password that you will use to keep
your files secure.

2. As an employee, how would you respond to another staff member who
asked to see your latest claim files in order to see how you handled a
particular situation?

Security Policy

Practices have security policies that inform employees about their responsibilities for
protecting electronically stored information. Many practices include this information in
handbooks distributed to all employees. These handbooks contain general information
about the organizations, their structures, and their policies as well as specific information
about employee responsibilities.

2.6 HITECH Breach Notification Rule

The HITECH Act requires covered entities to notify affected individuals following the
discovery of a breach of unsecured health information. A breach is an impermissible use
or disclosure under the Privacy Rule that compromises the security or privacy of PHI.
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Guidance on Securing PHI

The HITECH Act refers to unsecured PHI as unprotected health information that is not
secured through the use of technologies or methods that HHS has specified. These
methods involve either encrypting or destroying the data. If PHI has not been secured
through one or more of these methods and there is a breach, covered entities are required
to follow the provision’s breach notification procedures.

Although covered entities do not have to follow the guidance on acceptable methods,
if the encryption and destruction methods specified are used to secure data, covered
entities may be exempt from the breach notification requirements for breaches of that
data. In addition, the rule notes several exceptions to the definition of “breach,” includ-
ing certain good faith uses and disclosures among a company’s workforce members, as
long as the private information is not further acquired, accessed, used, or disclosed
without authorization.

Breach Notification Procedures

Following the discovery of a breach of unsecured PHI, a covered entity must notify
each individual whose unsecured PHI has been, or is reasonably believed to have
been, inappropriately accessed, acquired, or disclosed in the breach. Additionally,
following the discovery of a breach by a business associate, the business associate
must notify the covered entity of the breach and identify for the covered entity the
individuals whose unsecured PHI has been, or is reasonably believed to have been,
breached. If not going ahead with notification, the covered entity must document
the reason this was not done. The act requires the notifications to be made within
60 calendar days after discovery of the breach. An exception may be made to the
60-calendar-day deadline only in a situation in which a law enforcement official
determines that a notification would impede a criminal investigation or cause dam-
age to national security.
HITECH specifies the following:

Notice to patients of breaches “without reasonable delay” within 60 days

Notice to covered entities by BAs when BAs discover a breach

Notice to “prominent media outlets” on breaches involving more than 500 individuals
Notice to “next of kin” on breaches involving patients who are deceased

Notice to the secretary of HHS about breaches involving 500 or more individuals
without reasonable delay

» Annual notice to the secretary of HHS about breaches of “unsecured PHI” involving
less than 500 individuals that pose a significant financial risk or other harm to the
individual, such as reputation

vV v vVvVvyy

The document notifying an individual of a breach, called the breach notification, must
include the following points: (1) a brief description of what happened, including the
date of the breach and the date of the discovery of the breach, if known; (2) a descrip-
tion of the types of unsecured PHI that were involved in the breach (such as full name,
Social Security number, date of birth, home address, account number, or disability code);
(3) the steps individuals should take to protect themselves from potential harm resulting
from the breach; (4) a brief description of what the covered entity involved is doing to
investigate the breach, to mitigate losses, and to protect against any further breaches;
and (5) contact procedures for individuals to ask questions or learn additional informa-
tion, which include a toll-free telephone number, an e-mail address, website, or postal
address.

In addition, as part of the rule, the secretary of HHS must annually prepare and
submit to Congress a report regarding the breaches for which the secretary was notified
and all enforcement actions taken. This means that covered entities must maintain a log
of breaches involving fewer than 500 individuals, which they submit annually to HHS.
HHS must post the report on the HHS public website.
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Selecting Good Passwords

- Security experts suggest a
combination of letters, num-
bers, and symbols that are at
least 12 characters long, that
are not real words, and that are
not obvious (like a birth date).

« Do not use a user ID (logon,
sign-on) as a password. Even
if an ID has both numbers and
letters, it is not secret.

« Select a mixture of uppercase
and lowercase letters if the
system permits, and include
special characters, such as @,
$, or &, if possible.

« Change passwords periodi-
cally, but not too often. Forc-
ing frequent changes can
actually make security worse
because users are more likely
to write down passwords.

« Electronically stored pass-
words should be encrypted.

COMPLIANCE
GUIDELINE

Federal Versus State
Regulations

State insurance departments may
have additional, more stringent
breach notification regulations.

breach notification document
notifying an individual of a
breach

HHS Breach Notifications
Website

www.hhs.gov/hipaa/for-
professionals/breach-
notification/index.htmi
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www.hhs.gov/hipaa/for

HHS Health Data Privacy and
Security Resources
www.hhs.gov/ocr/privacy/

HIPAA Electronic Health Care
Transactions and Code Sets
(TCS) rule governing the
electronic exchange of health
information

CMS eHealth

www.cms.gov/eHealth
Website for health information
technology and electronic
standards programs

BILLING TIP

Healthcare Claims

The X12 837 is usually referred to
just as “Healthcare Claims,”
dropping the “or Equivalent
Encounter Information,” for short.

operating rules rules that
improve interoperability between
the data systems of different
entities

code set alphabetic and/or
numeric representations for data

® FINAL PAGES

THINKING IT THROUGH 2.6

1. Review the HITECH specifications regarding breaches and business
associates. If a business associate causes a breach, who is responsible
for notifying the individuals affected?

2.7 HIPAA Electronic Health Care

Transactions and Code Sets

The HIPAA Electronic Health Care Transactions and Code Sets (TCS) standards make
it possible for physicians and health plans to exchange electronic data using a standard
format and standard code sets.

Standard Transactions

The HIPAA transactions standards apply to the electronic data that are regularly sent
back and forth between providers, health plans, and employers. Each standard is labeled
with both a number and a name. Either the number (such as “the 837”) or the name
(such as the “HIPAA Claim”) may be used to refer to the particular electronic docu-
ment format.

Number Official Name

X12 837 Healthcare Claims or Equivalent Encounter Information/Coordination of Benefits—
coordination of benefits refers to an exchange of information between payers when
a patient has more than one health plan

X12 276/277 Healthcare Claim Status Inquiry/Response
X12 270/271 Eligibility for a Health Plan Inquiry/Response
X12 278 Referral Certification and Authorization

X12 835 Healthcare Payment and Remittance Advice
X12 820 Health Plan Premium Payments

X12 834 Health Plan Enrollment and Disenroliment

Medical insurance specialists use the first five transactions in performing their jobs.
Each of these is covered in later text chapters.

Operating Rules

The ACA requires the adoption of operating rules for each of the HIPAA standard
transactions. The operating rules improve interoperability between the data systems of
different entities, such as health plans and providers, and so increase their usefulness.
They define the rights and responsibilities of those who are conducting the transactions,
setting forth the security requirements, EDI transmission formats, response times, and
error resolution.

Standard Code Sets

Under HIPAA, a code set is any group of codes used for encoding data elements,
such as tables of terms, medical concepts, medical diagnosis codes, or medical pro-
cedure codes. Medical code sets used in the healthcare industry include coding
systems for diseases; treatments and procedures; and supplies or other items used
to perform these actions. These standards, listed in Table 2.3, are covered in later
text chapters.
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Table 23 HIPAA Standard Code Sets

Purpose

Codes for diseases, injuries, impairments, and
other health-related problems

Codes for procedures or other actions taken to
prevent, diagnose, treat, or manage diseases,
injuries, and impairments

Standard

Before October 1, 2015: International Classifica-

tion of Diseases, 9th Revision, Clinical Modifica-
tion (ICD-9-CM), Volumes 1 and 2

After October 1, 2015: International Classification
of Diseases, 10th Revision, Clinical Modification

Physicians’ Services: Current Procedural
Terminology (CPT)

Before October 1, 2015: Inpatient Hospital Services:

International Classification of Diseases, Sth Revi-
sion, Clinical Modlification, Volume 3: Procedures
After October 1, 2015: International Classification
of Diseases, Procedure Coding System

Codes for dental services Current Dental Terminology (CDT-4)

Codes for other medical services Healthcare Common Procedures Coding System

(HCPCS)

HIPAA National Identifiers
HIPAA National Identifiers are for:

Employers
Healthcare providers
Health plans
Patients

vV v Vvyy

Identifiers are numbers of predetermined length and structure, such as a person’s
Social Security number. They are important because the unique numbers can be used
in electronic transactions. These unique numbers can replace the many numbers that
are currently used. Two identifiers have been set up, and two—health plans and patients—
are to be established in the future.

Employer Identification Number (EIN)

The employer identifier is used when employers enroll or disenroll employees in a health
plan (X12 834) or make premium payments to plans on behalf of their employees
(X12 820). The Employer Identification Number (EIN; also called the tax identification
number) issued by the Internal Revenue Service is the HIPAA standard.

National Provider Identifier (NPI)

The National Provider Identifier (NPI) is the standard for the identification of providers
when filing claims and other transactions. The NPI has replaced other identifying num-
bers that had been used, such as the UPIN (Unique Physician Identification Number)
for Medicare and the numbers that have been assigned by each payer to the provider.
The older numbers are known as legacy numbers.

The NPI has nine numbers and a check digit, for a total of ten numbers. The federal
government assigns the numbers to individual providers, such as physicians and nurses,
and to provider organizations such as hospitals, pharmacies, and clinics. CMS maintains
NPIs as they are assigned in the National Plan and Provider Enumerator System
(NPPES), a database of all assigned numbers. Once assigned, the NPI will not change;
it remains with the provider regardless of job or location changes.

All healthcare providers who transmit health information electronically must obtain
NPIs, even if they use business associates to prepare the transactions. Most health plans,
including Medicare, Medicaid, and private payers, and all clearinghouses, must accept
and use NPIs in HIPAA transactions. This includes small health plans as well.

FINAL PAGES

HIPAA National Identifiers
identification systems for
employers, healthcare providers,
health plans, and patients

National Provider Identifier
(NPI) unique ten-digit identifier
assigned to each provider
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BILLING TIP
Physician and Group NPIs

If a physician is in a group prac-
tice, both the individual doctor
and the group have NPIs.

@ FINAL PAGES

THINKING IT THROUGH 2.7

1. Gloria Traylor, an employee of National Bank, called Marilyn Rennagel, a
medical insurance specialist who works for Dr. Judy Fisk. The bank is
considering hiring one of Dr. Fisk’s patients, Juan Ramirez, and Ms. Traylor
would like to know if he has any known medical problems. Marilyn, in a
hurry to complete the call and get back to work on this week’s claims,
quickly explains that she remembers that Mr. Ramirez was treated for
depression some years ago but that he has been fine since that time.
She adds that she thinks he would make an excellent employee.

A. In your opinion, did Marilyn handle this call correctly?

B. What problems might result from her answers?

COMPLIANCE

GUIDELINE

HPID BILLING TIP
OEID

A ten-digit “health plan identifier”

is assigned to covered entities
such as health plans.

Omnibus Rule set of regula-

An “other identity” identifier is assigned to entities that are not required to have NPIs but need to be
identified in the standard transactions, such as third-party administrators who work for health plans.

2.8 Omnibus Rule and Enforcement

The Omnibus Rule contains regulations that enhance patients’ privacy protections, pro-

ag] aptara |

tions enhancing patients’ privacy
protections and rights to informa-
tion and the government’s ability

vide individuals new rights to their health information, and strengthen the government’s
ability to enforce HIPAA in an increasingly digital period. All major parts of this rule
were included in the appropriate sections earlier in this chapter, and that content is up-

to enforce HIPAA

Office for Civil Rights (OCR)
government agency that
enforces the HIPAA Privacy Act

OCR Compliance and
Enforcement

www.hhs.gov/hipaa/for-
professionals/compliance-
enforcement/index.html

to-date. This brief section outlines the four final rules:

1. Strengthening previous HIPAA/HITECH rules, such as making BAs directly liable
for compliance with privacy and security law

2. Increasing the civil monetary penalties for violations

3. Restating the standard that determines when to report breaches with more objec-
tive measures

4. Prohibiting health plans from using or disclosing genetic information for determin-
ing insurance coverage

Enforcement and Penalties

Enforcing HIPAA is the job of a number of government agencies. Which agency per-
forms which task depends on the nature of the violation.

Office for Civil Rights

Civil violations (those that are based on civil law, such as trespassing, divorce cases, and
breech of contract proceedings) of the HIPAA privacy and security standards are enforced
by the Office for Civil Rights (OCR), an agency of HHS. OCR has the authority to receive
and investigate complaints as well as to issue subpoenas for evidence in cases it is inves-
tigating. It is charged with enforcing the privacy standards because privacy and security
of one’s health information are considered a civil right. It is important to note, though,
that individuals themselves do not have the right to sue a covered entity that may have
disclosed their PHI inappropriately; OCR must take action on individuals’ behalf.

Department of Justice

Criminal violations (those that involve crimes, such as kidnapping, robbery, and arson)
of HIPAA privacy standards are prosecuted by the federal government’s. Department

58 Part1 WORKING WITH MEDICAL INSURANCE AND BILLING

val08557_ch02_033-070.indd 58

12/18/18 3:03 PM



of Justice, which is America’s “law office” and central agency for enforcement of fed-
eral laws.

Office of E-Health Standards and Services

The other standards are enforced by the Office of E-Health Standards and Services
(OESS), part of CMS. In addition to its major task of administering the Medicare and
Medicaid programs, HHS has also authorized CMS to investigate complaints of non-
compliance and enforce these HIPAA standards:

» The Electronic Health Care Transaction and Code Set Rule (TCS)
» The National Employer Identifier Number (EIN) Rule
» The National Provider Identifier Rule

Office of Inspector General

The Office of Inspector General was directed by the original HIPAA law to combat
fraud and abuse in health insurance and healthcare delivery.

Most billing-related accusations under the False Claims Act are based on the guideline
that providers who knew or should have known that a claim for service was false can be
held liable. The intent to commit fraud does not have to be proved by the accuser in
order for the provider to be found guilty. Actions that might be viewed as errors or
occasional slips might also be seen as establishing a pattern of violations, which consti-
tute the knowledge meant by “providers knew or should have known.”

OIG has the authority to investigate suspected fraud cases and to audit the records
of physicians and payers. In an audit, which is a methodical examination, investigators
review selected medical records to see whether the documentation matches the billing.
The accounting records are often reviewed as well. When problems are found, the inves-
tigation proceeds and may result in charges of fraud or abuse against the practice.

Although OIG says that “under the law, physicians are not subject to civil, administra-
tive, or criminal penalties for innocent errors, or even negligence,” decisions about
whether there are clear patterns and inadequate internal procedures can be subjective
at times, making the line between honest mistakes and fraud very thin. Medical practice
staff members must avoid any actions that could be perceived as noncompliant.

Monetary Penalties

Many privacy complaints have been settled by voluntary compliance. But if the covered
entity does not act to resolve the matter in a way that is satisfactory, the enforcing agency
can impose civil money penalties (CMPs). Fines of up to $50,000 for “willful neglect” and
$1.5 million (per provision) for multiple violations of identical provisions may be imposed.

THINKING IT THROUGH 2.8

1. Mary Kelley, a patient of the Good Health Clinic, asked Kathleen
Culpepper, the medical insurance specialist, to help her out of at gh
financial spot. Mary’s medical insurance authorized her to receive
radiation treatments for her condition, one every thirty-five days.
Because she was out of town, she did not schedule her appointment for
the last treatment until today, which is one week beyond the approved
period. The insurance company will not reimburse Mary for this proce-
dure. She asks Kathleen to change the date on the record to last
Wednesday so that it will be covered, explaining that no one will be hurt
by this change and, anyway, she pays the insurance company plenty.

A. What type of action is Mary asking Kathleen to do?
B. How should Kathleen handle Mary’s request?

FINAL PAGES s aptara | .

Office of E-Health Standards
and Services (OESS) part of
CMS that helps to develop and
coordinate the implementation
of a comprehensive e-health
strategy

CMS HIPAA Enforcement

www.cms.gov/Regulations-and-
Guidance/Regulations-and-
Guidance.html

audit formal examination of a
physician’s or a payer’s records

COMPLIANCE
GUIDELINE

Ongoing Compliance
Education

As explained in Section 2.10,
many medical office staff mem-
bers receive ongoing training and
education in current rules so that
they can avoid even the appear-
ance of fraud.
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0IG Home Page
http://oig.hhs.gov

Health Care Fraud and Abuse

Control Program government
program to uncover and prose-
cute fraud and abuse in federal
healthcare programs

Office of the Inspector General
(OIG) government agency that
investigates and prosecutes
fraud

relator person who makes an
accusation of fraud or abuse

COMPLIANCE
GUIDELINE

The False Claims Act

The U.S. Department of Justice
(DOJ) recovered a record-
breaking $5.69 billion in False
Claims Act settlements in fiscal
year (FY) 2014.

Extending Laws to Private
Payers

HIPAA extended existing laws
governing fraud in the Medicare
and Medicaid programs to all
health plans.
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2.9 Fraud and Abuse Regulations

Almost everyone involved in the delivery of healthcare is trustworthy and is devoted to
patients’ welfare. However, some people are not. Healthcare fraud and abuse laws help
control cheating in the healthcare system. Is this really necessary? The evidence says that
it is. The National Health Care Anti-Fraud Association has projected that of the estimated
$2 trillion spent on healthcare every year, at least 3 percent—or $50 billion—is lost to fraud.

The Health Care Fraud and Abuse Control Program

HIPAA’s Title II required the Health Care Fraud and Abuse Control Program to uncover
and prosecute fraud and abuse. The HHS Office of the Inspector General (OIG) has the
task of detecting healthcare fraud and abuse and enforcing all laws relating to them.
OIG works with the U.S. Department of Justice (DOJ), which includes the Federal
Bureau of Investigation (FBI), under the direction of the U.S. attorney general to pros-
ecute those suspected of medical fraud and abuse.

False Claims Act, Fraud Enforcement and Recovery
Act, and State Laws

The federal False Claims Act (FCA) (31 USC § 3729), a related law, prohibits submit-
ting a fraudulent claim or making a false statement or representation in connection with
a claim. It also encourages reporting suspected fraud and abuse against the government
by protecting and rewarding people involved in qui tam, or whistle-blower, cases. The
person who makes the accusation of suspected fraud is called the relator. Under the law,
the relator is protected against employer retaliation. If the lawsuit results in a fine paid
to the federal government, the whistle-blower may be entitled to 15 to 25 percent of the
amount paid. People who blow the whistle are current or former employees of insurance
companies or medical practices, program beneficiaries, and independent contractors.

The federal Fraud Enforcement and Recovery Act (FERA) of 2009 strengthens the provi-
sions of the FCA. Also enforced by DOJ, FERA extends whistle-blower protection to
agents and contractors of an employer as well as to employees. It also makes it illegal to
knowingly keep an overpayment received from the government. (Handling such overpay-
ments correctly is covered in the chapter about payments, appeals, and secondary claims.)

The ACA further strengthened the tools that DOJ and HHS have to pursue fraud
investigations. The act provides additional funding so that providers can be subject to
fingerprinting, site visits, and criminal background checks before they are allowed to bill
the Medicare and Medicaid programs.

Nearly half of the states also have passed versions of the federal False Claims Act.
These laws allow private individuals to bring an action alone or by working with the
state attorney general against any person who knowingly causes the state to pay a false
claim. These laws generally provide for civil penalties and damages related to the cost
of any losses sustained because of the false claim.

Additional Laws
Additional laws relating to healthcare fraud and abuse control include:

» An antikickback statute that makes it illegal to knowingly offer incentives to induce
referrals for services that are paid by government healthcare programs. Many financial
actions are considered to be incentives, including illegal direct payments to other
physicians and routine waivers of coinsurance and deductibles.

> Self-referral prohibitions (called Stark rules) that make it illegal for physicians (or
members of their immediate families) to have financial relationships with clinics to
which they refer their patients, such as radiology service clinics and clinical laboratory
services. (Note, however, that there are many legal exceptions to this prohibition
under various business structures.)
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» The Sarbanes-Oxley Act of 2002 that requires publicly traded corporations to attest
that their financial management is sound. These provisions apply to for-profit health-
care companies. The act includes whistle-blower protection so that employees can
report wrongdoing without fear of retaliation.

Definition of Fraud and Abuse

Fraud is an intentional act of deception used to take advantage of another person. For fraud intentional deceptive act
example, misrepresenting professional credentials and forging another person’s signature to obtain a benefit by taking

on a check are fraudulent. Pretending to be a physician and treating patients without a  advantage of another person
valid medical license are also fraudulent. Fraudulent acts are intentional; the individual

expects an illegal or unauthorized benefit to result.

Claims fraud occurs when healthcare providers or others falsely report charges to
payers. A provider may bill for services that were not performed, overcharge for ser-
vices, or fail to provide complete services under a contract. A patient may exaggerate
an injury to get a settlement from an insurance company or may ask a medical insurance
specialist to change a date on a chart so that a service is covered by a health plan.

In federal law, abuse means an action that misuses money that the government has abuse action thatimproperly
allocated, such as Medicare funds. Abuse is illegal because taxpayers’ dollars are mis- uses another’s resources
spent. An example of abuse is an ambulance service that billed Medicare for transport-
ing a patient to the hospital when the patient did not need ambulance service. This
abuse—billing for services that were not medically necessary—resulted in improper pay-
ment for the ambulance company. Abuse is not necessarily intentional. It may be the
result of ignorance of a billing rule or of inaccurate coding.

Examples of Fraudulent or Abusive Billing Acts BILLING TIP

A number of billing practices are fraudulent or abusive. Investigators reviewing physi-  Fraud Versus Abuse

cians’ billing work look for patterns like these: To bill when the task was not

> Intentionally billing for services that were not performed or documented done is fraud; to bill when it was
Example A lab bills Medicare for two tests when only one was done. not necessary is abuse. Remem-
Example A physician asks a coder to report a physical examination that was just a  berthe rule: If a service was not
telephone conversation. documented, in the view of the

» Reporting services at a higher level than were carried out payer, it was not done and can-
Example After a visit for a flu shot, the provider bills the encounter as a comprehen- ~ not be billed. To bill for undocu-
sive physical examination plus a vaccination. mented services is fraudulent.

» Performing and billing for procedures that are not related to the patient’s condition
and therefore not medically necessary
Example After reading an article about Lyme disease, a patient is worried about hav-
ing worked in her garden over the summer, and she requests a Lyme disease diagnos-
tic test. Although no symptoms or signs have been reported, the physician orders and
bills for the Borrelia burgdorferi (Lyme disease) confirmatory immunoblot test. «

THINKING IT THROUGH 2.9

1. Discuss the difference between fraud and abuse. Which is likely to create
the most severe punishment?

2140 Compliance Plans Plans Mandated

Because of the risk of fraud and abuse liability, medical practices must be sure that all Under the ACA, practices are now
staff members follow billing rules. In addition to responsibility for their own actions, required to have compliance
physicians are liable for the professional actions of employees they supervise. This plans in place.

responsibility is a result of the law of respondeat superior, which states that an employer
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compliance plan a medical
practice’s written plan for com-
plying with regulations

Model Compliance Programs

https://oig.hhs.gov/
compliance/compliance-

guidance/index.asp
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is responsible for an employee’s actions. Physicians are held to this doctrine, so they
can be charged for the fraudulent behavior of any staff member.

A wise slogan is that “the best defense is a good offense.” For this reason, medical
practices write and implement compliance plans to uncover compliance problems and
correct them to avoid risking liability. A compliance plan is a process for finding, cor-
recting, and preventing illegal medical office practices. It is a written document prepared
by a compliance officer and committee that sets up the steps needed to (1) audit and
monitor compliance with government regulations, especially in the area of coding and
billing, (2) have policies and procedures that are consistent, (3) provide for ongoing
staff training and communication, and (4) respond to and correct errors.

The goals of the compliance plan are to:

> Prevent fraud and abuse through a formal process to identify, investigate, fix, and
prevent repeat violations relating to reimbursement for healthcare services

» Ensure compliance with applicable federal, state, and local laws, including employ-
ment and environmental laws as well as antifraud laws

» Help defend the practice if it is investigated or prosecuted for fraud by substantiating
the desire to behave compliantly and thus reduce any fines or criminal prosecution

Having a compliance plan demonstrates to outside investigators that the practice has
made honest, ongoing attempts to find and fix weak areas.

Compliance plans cover more that just coding and billing. They also cover all areas
of government regulation of medical practices, such as Equal Employment Opportunity
(EEO) regulations (for example, hiring and promotion policies) and Occupational Safety
and Health Administration (OSHA) regulations (for example, fire safety and handling
hazardous materials such as blood-borne pathogens).

Parts of a Compliance Plan
Generally, according to OIG, plans should contain seven elements:

Consistent written policies and procedures
Appointment of a compliance officer and committee
Training

Communication

Disciplinary systems

Auditing and monitoring

Responding to and correcting errors

NOUARWN-

Following OIG’s guidance can help in the defense against a false claims accusation.
Having a plan in place shows that efforts are made to understand the rules and correct
errors. This indicates to OIG that the problems may not add up to a pattern or practice
of abuse but may simply be errors.

Compliance Officer and Committee

To establish the plan and follow up on its provisions, most medical practices appoint a
compliance officer who is in charge of the ongoing work. The compliance officer may
be one of the practice’s physicians, the practice manager, or the billing manager. A
compliance committee is also usually established to oversee the program.

Code of Conduct

The practice’s compliance plan emphasizes the procedures that are to be followed to
meet existing documentation, coding, and medical necessity requirements. It also has a
code of conduct for the members of the practice, which covers:

> Procedures for ensuring compliance with laws relating to referral arrangements
» Provisions for discussing compliance during employees’ performance reviews and for
disciplinary action against employees, if needed
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» Mechanisms to encourage employees to report compliance concerns directly to the
compliance officer to reduce the risk of whistle-blower actions

Promoting ethical behavior in the practice’s daily operations can also reduce employee
dissatisfaction and turnover by showing employees that the practice has a strong com-
mitment to honest, ethical conduct.

Ongoing Training

Physician Training

Part of the compliance plan is a commitment to keep physicians trained in pertinent
coding and regulatory matters. Often, the medical insurance specialist or medical coder

is assigned the task of briefing physicians on changed codes or medical necessity regu-
lations. The following guidelines are helpful in conducting physician training classes:

Keep the presentation as brief and straightforward as possible.
In a multispecialty practice, issues should be discussed by specialty; all physicians do
not need to know changed rules on dermatology, for example.
Use actual examples, and stick to the facts when presenting material.
Explain the benefits of coding compliance to the physicians, and listen to their feed-
back to improve job performance.

» Set up a way to address additional changes during the year, such as an office news-
letter or compliance meetings.

Staff Training

An important part of the compliance plan is a commitment to train medical office staff
members who are involved with coding and billing. Ongoing training also requires hav-
ing the current annual updates, reading health plans’ bulletins and periodicals, and
researching changed regulations. Compliance officers often conduct refresher classes in
proper coding and billing techniques.

THINKING IT THROUGH 2.10

1. As a medical insurance specialist, why would ongoing training be impor-
tant to you?

FINAL PAGES  -ag aptara | .

COMPLIANCE
GUIDELINE

Medical Liability Insurance

Medical liability cases for fraud
often result in lawsuits. Physi-
cians purchase professional
liability insurance to cover such
legal expenses. Although they are
covered under the physician’s
policy, other medical profes-
sionals often purchase their

own liability insurance. Medical
coders and medical insurance
specialists who perform coding
tasks are advised to have profes-
sional liability insurance called
error and omission (E&O) insur-
ance, which protects against
financial loss due to intentional
or unintentional failure to
perform work correctly.

COMPLIANCE
GUIDELINE

Have It in Writing!

Do not code or bill services that
are not supported by documenta-
tion, even if instructed to do so
by a physician. Instead, report
this kind of situation to the
practice’s compliance officer.

Chapter 2 Summary

Learning Outcomes Key Concepts/Examples

24 Explain the importance of * Medical records are created based on a variety of different types of documentation

accurate documentation when

for patient encounters to provide the best possible care.

working with medical records. * Both EHRs and paper records are forms of medical documentation.

EHRs offer several advantages:

* Immediate access to health information

¢ Computerized physician order management
» Clinical decision support

* Automated alerts and reminders

¢ Electronic communication and connectivity
« Patient support

¢ Administration and report

¢ Error reduction
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Learning Outcomes Key Concepts/Examples

2.2 Compare the intent of
HIPAA, HITECH, and ACA laws.

® FINAL PAGES  -ag aptara | .

HIPAA is a law designed to:
¢ Protect people’s private health information

* Ensure health insurance coverage for workers and their families when they change or
lose their jobs

e Uncover fraud and abuse
* Create standards for electronic transmission of healthcare transactions
The HITECH Act:

¢ Contains additional provisions concerning the standards for electronic transmission
of healthcare data

¢ Guides the use of federal stimulus money to promote the adoption and meaningful
use of health information technology, mainly using EHRs

The ACA:
¢ Reduces the number of people without health insurance

* Fosters the formation and operation of ACOs

2.3 Describe the relationship
between covered entities and
business associates.

¢ Under HIPAA, a covered entity is a health plan, healthcare clearinghouse, or health-
care provider who transmits any health information in electronic form in connection
with an HIPAA transaction.

¢ A business associate, such as a law firm or billing service that performs work for a
covered entity, must agree to follow applicable HIPA A regulations to safeguard PHI.

* Electronic data interchange is used to facilitate transactions of information.

2.4 Explain the purpose of the
HIPAA Privacy Rule.

e It regulates the use and disclosure of patients’ PHI.
* Both use and disclosure of PHI are necessary and permitted for patients’ TPO.

* PHI may also be released in some court cases, workers’ compensation cases, statutory
reports, and research.

* Providers are responsible for protecting their patients’ PHI, following the minimum
necessary standard in releasing it, and creating procedures to follow in regard to PHI.

2.5 Briefly state the purpose of
the HIPAA Security Rule.

* The rule requires covered entities to establish administrative, physical, and techni-
cal safeguards to protect the confidentiality, integrity, and availability of health
information.

¢ Providers follow this rule through the use of encryption, access control, passwords,
log files, backups to replace items after damage, and by developing security policies
to handle violations when they do occur.

2.6 Explain the purpose of the

HITECH Breach Notification Rule.

e The rule requires covered entities to notify affected individuals following the discov-
ery of a breach of unsecured health information.

* Covered entities have specific breach notification procedures that they must follow in
the event of a breach.

« When a breach occurs, covered entities must send the corresponding individual a
breach notification, which must include five key points of information.

2.7 Explain how the HIPAA
Electronic Health Care Transac-
tions and Code Sets standards
influence the electronic
exchange of health information.

e TCS establishes standards for the exchange of financial and administrative data
among covered entities.

* The standards require the covered entities to use common electronic transaction meth-
ods and code sets.

¢ The four National Identifiers are for employers, healthcare providers, health plans,
and patients.
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Learning Outcomes Key Concepts/Examples

2.8 Describe the four final rules e The rule strengthens previous HIPAA/HITECH rules.

in the Omnibus Rule. « It increases the civil monetary penalties for violations.
e The rule restates the standard for reporting breaches.
e It prohibits health plans from using or disclosing genetic information for determining

insurance coverage.

2.9 Explain how to guard * Fraud and abuse regulations have been enacted to prevent fraud and abuse in health-
against potentially fraudulent care billing.
situations. e OIG has the task of detecting healthcare fraud and abuse and related law enforcement.

 The FCA prohibits submitting a fraudulent claim or making a false statement or
representation in connection with a claim.

* FERA strengthens the provisions of the FCA.

240 Assess the benefits of a Compliance plans include:
compliance plan. * Consistent written policies and procedures
¢ Appointment of a compliance officer and committee
e Training plans
¢ Communication guidelines
¢ Disciplinary systems
¢ Ongoing monitoring and auditing of claim preparation
¢ Response to and correction of errors

* A formal process that is a sign that the practice has made a good-faith effort to achieve

compliance
Review Questions
Match the key terms with their definitions.
1. LO 2.4 HIPAA Privacy A. Law under the Administrative Simplification provisions of HIPAA requiring cov-
Rule ered entities to establish administrative, physical, and technical safeguards to pro-

tect the confidentiality, integrity, and availability of health information
2. LO 2.6 breach

B. The systematic, logical, and consistent recording of a patient’s health status—history,

3. 102.4 minimum examinations, tests, results of treatments, and observations—in chronological order

necessary standard

LO 2.3 business

: C. A person or organization that performs a function or activity for a covered entity
associate . .
but is not part of its workforce
L0 2.3 clearinghouse D. The principle that individually identifiable health information should be disclosed
LO 2.4 Notice of only to the extent needed to support the purpose of the disclosure
Privacy Practices E. Under HIPAA, a health plan, healthcare clearinghouse, or healthcare provider who

LO 2.7 code set

in a patient’s medical record

transmits any health information in electronic form in connection with a HIPAA

transaction
8. LO 2.5 HIPAA Security

Rule F. Law under the Administrative Simplification provisions of HIPAA regulating the
use and disclosure of patients’ protected health information—individually identifi-

9. L0 2.3 covered entity able health information that is transmitted or maintained by electronic media

Enhance your learning at http://connect.mheducation.com!
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10.
1.
12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22,

LO 2.1 documentation G.
LO 2.2 CMS

H.
LO 2.8 Omnibus Rule

LO 210 compliance

plan

LO 2.9 OIG J
K.
L.
M.
N.

® FINAL PAGES

A HIPAA-mandated document that presents a covered entity’s principles and
procedures related to the protection of patients’ protected health information

A coding system used to encode elements of data

A company that offers providers, for a fee, the service of receiving electronic or
paper claims, checking and preparing them for processing, and transmitting them
in proper data format to the correct carriers

Impermissible use or disclosure of PHI that could pose significant risk to the
affected person

Agency that investigates and prosecutes fraud

Regulations that enhance privacy protections, rights to information, and the
government’s ability to enforce HIPAA

A practice’s written plan for complying with regulations

Agency that runs Medicare, Medicaid, clinical laboratories, and other government
health programs

Select the answer choice that best completes the statement or answers the question.

LO 2.2 Which of the following laws is designed to uncover fraud and abuse?

A. Fraud and Abuse Act
B. ARRA

C. HIPAA
D. HITECH Act

LO 2.4 A Notice of Privacy Practices is given to

A. a practice’s patients
B. a practice’s business associates

C. the health plans with which a practice contracts
D. all physicians who refer patients to the practice

LO 2.4 Patients’ PHI may be released without authorization to

A. local newspapers

C. social workers

B. employers in workers’ compensation cases D. family and friends

LO 2.4 Which government group has the authority to enforce the HIPAA Privacy Rule?

A. CIA
B. OIG

LO 2.4 Patients always have the right to
A. withdraw their authorization
to release information
B. alter the information in their
medical records

Cc. OCR
D. Medicaid

C. block release of information about their communicable
diseases to the state health department

D. restrict the release of all de-identified health information
associated with them

LO 2.4 The authorization to release information must specify

A. the number of pages to be released

C. the entity to whom the information is to be released

B. the Social Security number of the patient D. the name of the treating physician

LO 2.4 Health information that does not identify an individual is referred to as

A. protected health information
B. authorized health release

C. statutory data
D. de-identified health information

LO 2.6 Analyze the following scenarios to determine which would likely warrant a breach notification.

A. De-identified health information is
accessed by an outside provider.

B. A company’s workforce members use
information in good faith.
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C. The database of a large insurance company is accessed
by a hacker.

D. Information is released to the government
for statistical purposes.
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23. LO 2.5 The main purpose of the HIPAA Security Rule is to

A. regulate electronic transactions C. control the confidentiality and integrity of and
access to protected health information
B. protect research data D. protect medical facilities from criminal acts such as robbery

24. LO 210 A compliance plan contains
A. consistent written policies and procedures C. the practice’s main health plans
B. medical office staff names D. a list of all the practice’s patients

25. Define the following abbreviations:
. L02.80OCR

. LO 2.4 PHI

. L0O2.7TCS

. LO 2.4DRS

. LO2AEHR

Lo241cc
. LO2.7NPI

I ¢ m m U O W >

. LO2.4ANPP

LO 2.9 oIG

Applying Your Knowledge

Case 21 Working with HIPAA

In each of these cases of release of PHI, was the HIPAA Privacy Rule followed? Why or why not?

A. LO 2.4 A laboratory communicates a patient’s medical test results to a physician by phone.

B. LO 2.4 A physician mails a copy of a patient’s medical record to a specialist who intends to treat the patient.

C. LO 2.4 A hospital faxes a patient’s healthcare instructions to a nursing home to which the patient is to be
transferred.

D. LO 2.4 A doctor discusses a patient’s condition over the phone with an emergency room physician who is
providing the patient with emergency care.

Enhance your learning at http://connect.mheducation.com!
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E. LO 2.4 A doctor orally discusses a patient’s treatment regimen with a nurse who will be involved in the patient’s
care.

F. LO 2.4 A physician consults with another physician by e-mail about a patient’s condition.
G. LO 2.4 A hospital shares an organ donor’s medical information with another hospital treating the organ recipient.

H. LO 2.4 A medical insurance specialist answers questions from a health plan over the phone about a patient’s dates
of service on a submitted claim.

Case 2.2 Applying HIPAA

LO 2.4 Rosalyn Ramirez is a medical insurance specialist employed by Valley Associates, PC, a midsized multispe-
cialty practice with an excellent record of complying with HIPAA rules. Rosalyn answers the telephone and hears
this question:
“This is Jane Mazloum, I'm a patient of Dr. Olgivy. I just listened to a phone message from your office about com-
ing in for a checkup. My husband and I were talking about this. Since this is my first pregnancy and I am working, we
really don’t want anyone else to know about it yet. Has this information been given to anybody outside the clinic?” @
How do you recommend that she respond?
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Patient Name: __Angelo Diaz

Health Record Number: __ADIOO
Date of Birth: __10-12-1945

1.l authorize the use or disclosure of the above named individual’s health information as described below.

2. The following individual(s) or organization(s) are authorized to make the disclosure: Dr. L. Handlesman

3. The type of information to be used or disclosed is as follows (check the appropriate boxes and include other
information where indicated)

|:I problem list
D medication list
D list of allergies
D immunization records
most recent history
D most recent discharge summary
|:I lab results (please describe the dates or types of lab tests you would like disclosed):

x-ray and imaging reports (please describe the dates or types of x-rays or images you
would like disclosed):

|:| consultation reports from (please supply doctors’ names):
l:l entire record
M other (please describe): __Progress notes

4.1 understand that the information in my health record may include information relating to sexually transmitted
disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also include
information about behavioral or mental health services, and treatment for alcohol and drug abuse.

5. The information identified above may be used by or disclosed to the following individuals or organization(s):
Name: Blue Cross & Blue Shield

Address:

Name:
Address:

6. This information for which I'm authorizing disclosure will be used for the following purpose:
|:I my personal records
|:I sharing with other healthcare providers as needed/other (please describe):

7. lunderstand that | have a right to revoke this authorization at any time. | understand that if | revoke this
authorization, | must do so in writing and present my written revocation to the health information management
department. | understand that the revocation will not apply to information that has already been released in
response to this authorization. | understand that the revocation will not apply to my insurance company when the
law provides my insurer with the right to contest a claim under my policy.

8. This authorization will expire (insert date or event):

If | fail to specify an expiration date or event, this authorization will expire six months
from the date on which it was signed.

9. | understand that once the above information is disclosed, it may be redisclosed by the recipient and the
information may not be protected by federal privacy laws or regulations.

10. I understand authorizing the use or disclosure of the information identified above is voluntary. | need not sign
this form to ensure healthcare treatment.

Signature of patient or legal representative: ’4"“/@[“ 2&07 Date: 3-1-2029

If signed by legal representative, relationship to patient

Signature of witness: Date:
Distribution of copies: Original to provider; copy to patient; copy to accompany use or disclosure
Note: This sample form was developed by the American Health Information Management Association for discussion

purposes. It should not be used without review by the issuing organization’s legal counsel to ensure compliance with
other federal and state laws and regulations.
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Case 2.3 Handling Authorizations

LO 2.4 Angelo Diaz signed the authorization form on the preceding page. When his insurance company called for an
explanation of a reported procedure that Dr. Handlesman performed to treat a stomach ulcer, George Welofar, the
clinic’s registered nurse, released copies of his complete file. On reviewing Mr. Diaz’s history of treatment for alcohol
abuse, the insurance company refused to pay the claim, stating that Mr. Diaz’s alcoholism had caused the condition.
Mr. Diaz complained to the practice manager about the situation.

Should the information have been released?

Case 2.4 Working with Medical Records

The following chart note contains typical documentation abbreviations and shortened forms for words.

65-yo female; hx of right breast ca seen in SurgiCenter for bx of breast mass. Frozen section reported as
benign tumor. Bleeding followed the biopsy. Reopened the breast along site of previous incision with coagula-
tion of bleeders. Wound sutured. Pt adm. for observation of post-op bleeding. Discharged with no bleeding
recurrence.

Final Dx: Benign neoplasm, left breast.

Research the meaning of each abbreviation (see the Abbreviations list at the end of the text) and write their meanings:
A. LO 21 yo

B. LO 21 hx
C. LO21 ca
D

LO 2.1 bx
E. LO241 Pt
F. LO 241 adm.
G. LO 21 op @
H. LO 241 dx
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Step 6

Learning Outcomes

After studying this chapter, you should be abl

O

Check in
patients

<
&

Review coding 5

compliance

Review billing
compliance

s\e‘?

e to:

3.4 Explain the method used to classify patients as new or
established.

3.2 Discuss the five categories of information required of new
patients.

3.3 Explain how information for established patients is updated.

3.4 Verify patients’ eligibility for insurance benefits.

3.5 Discuss the importance of requesting referral or preauthorization
approval.

3.6 Determine primary insurance for patients who have more than
one health plan.

3.7 Summarize the use of encounter forms.

3.8 Identify the eight types of charges that may be collected from
patients at the time of service.

3.9 Explain the use of real-time adjudication tools in

calculating time-of-service payments.
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KEY TERMS

accept assignment

Acknowledgment of Receipt of Notice of
Privacy Practices

assignment of benefits

birthday rule

certification number

charge capture

chart number

coordination of benefits (COB)

credit card on file (CCOF)

direct provider

electronic eligibility verification

encounter form

established patient (EP)

financial policy

gender rule

guarantor

HIPAA Coordination of Benefits

HIPAA Eligibility for a Health Plan

HIPAA Referral Certification and Authorization

indirect provider

insured/subscriber

new patient (NP)

nonparticipating provider (nonPAR)

partial payment

participating provider (PAR)

patient information form

portal

primary insurance

prior authorization number

real-time adjudication (RTA)

referral number

referral waiver

referring physician

secondary insurance

self-pay patient

supplemental insurance

tertiary insurance

trace number
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BILLING TIP

Defining “Provider”

The provider is defined as either
a physician or a qualified health-
care professional, such as a
physician assistant.

new patient (NP) patient who
has not seen a provider within
the past three years

established patient (EP)
patient who has seen a provider
within the past three years

® FINAL PAGES

From a business standpoint, the key to the financial health of a physician practice is
billing and collecting fees for services. To maintain a regular cash flow—the movement
of monies into or out of a business—specific medical billing tasks must be completed on
a regular schedule. Processing encounters for billing purposes makes up the pre-claim
section of the revenue cycle. This chapter discusses the important aspects of these steps:

» Information about patients and their insurance coverage is gathered and verified.

» The encounter is documented by the provider, and the resulting diagnoses and pro-
cedures are posted.

» Time-of-service payments are collected.

Patient charges represent an increasing percentage of practice revenues. Patients must
leave the encounter with a clear understanding of their financial responsibilities and the
next steps in the revenue cycle: filing claims, insurance payments, and paying bills they
receive for balances they owe.

34 New Versus Established Patients

To gather accurate information for billing and medical care, practices ask patients to
supply information and then double-check key data. Patients who are new to the medical
practice complete many forms before their first encounters with their providers. A new
patient (NP) is someone who has not received any services from the provider (or another
provider of the same specialty/subspecialty) who is a member of the same practice within
the past three years. A returning patient is called an established patient (EP). This patient
has seen the provider (or another provider in the practice who has the same specialty)
within the past three years. Established patients, review and update the information that
is on file about them. Figure 3.1 illustrates how to decide which category fits the patient.

THINKING IT THROUGH 3.1

1. Why is it important to determine whether patients are new or established
in the practice?

3.2 Information for New Patients

When the patient is new to the practice, five types of information are important:

Preregistration and scheduling information

Medical history

Patient or guarantor and insurance data

Assignment of benefits

Acknowledgment of Receipt of Notice of Privacy Practices

s WN

Preregistration and Scheduling Information

The collection of information begins before the patient presents at the front desk for an
appointment. Most medical practices have a preregistration process to check that
patients’ healthcare requirements are appropriate for the medical practice and to sched-
ule appointments of the correct length.

Preregistration Basics
When new patients call for appointments, basic information is usually gathered:

» Full legal name as it appears on the patient’s insurance card
> Telephone number
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I.

A

Established
patient )

Established
patient )

FIGURE 3.1 Decision Tree for New Versus Established Patients

Address

Date of birth

Gender

Reason for call or nature of complaint, including information about previous treatment
If insured, the name of the health plan and whether a copay or coinsurance payment
at the time of service is required

» If referred, the name of the referring physician

vV vy vy vy

BILLING TIP
Referring Physician

A referring physician sends a patient to another physician for treatment. referring physician physician
who transfers care of a patient to
another physician

Scheduling Appointments

Front office employees handle appointments and scheduling in most practices and may
also handle prescription refill requests. Patient-appointment scheduling systems are often
used; some permit online scheduling. Scheduling systems can be used to automatically
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participating provider (PAR)
provider who agrees to provide
medical services to a payer’s
policyholders according to a
contract

nonparticipating provider
(nonPAR) provider who does
not join a particular health plan

BILLING TIP

Social Security Numbers
(SSNs)

Although claim completion does
not require SSNs, many practices
still use these numbers as
identifiers and request them on
their patient information forms.
Some patients may not provide
SSNs. When the Health Insurance
Portability and Accountability Act
(HIPAA) national patient identifier
rule is enacted, the numbering
system the law will create will
replace the use of SSNs in
healthcare.

patient information form form

that includes a patient’s personal,

employment, and insurance
company data

FINAL PAGES

send reminders to patients, to trace follow-up appointments, and to schedule recall
appointments according to the provider’s orders. Some offices use open-access schedul-
ing that allows patients to see providers without having made advance appointments;
follow-up visits are scheduled.

BILLING TIP
MCOs and Appointments

Many managed care organizations (MCOs) require participating physicians to see enrolled patients
within a short time of their calling for appointments. Some also require primary care physicians (PCPs)
to handle emergencies in the office, rather than sending patients to the emergency department.

Provider Participation

New patients, too, may need information before deciding to make appointments. Most
patients in preferred provider organizations (PPOs) and health maintenance organiza-
tions (HMOs) must use network physicians to avoid paying higher charges. For this
reason, patients check whether the provider is a participating provider, or PAR, in their
plan. When patients see nonparticipating, or nonPAR, providers, they must pay more—a
higher copayment, higher coinsurance, or both—so a patient may choose not to make
an appointment because of the additional expense.

Maedical History

New patients complete medical history forms. Some practices give printed forms to
patients when they come in. Others make the form available for completion ahead of
time by posting it online or mailing it to the patient. Practices may also enable the
patient to complete the medical history electronically in the reception area using por-
table check-in devices such as a tablet or wireless clipboard.

An example of a patient medical history form is shown in Figure 3.2. The form asks
for information about the patient’s personal medical history, the family’s medical history,
and the social history. Social history covers lifestyle factors such as smoking, exercise,
and alcohol use. Many specialists use less-detailed forms that cover the histories needed
for treatment.

The physician reviews this information with the patient during the visit. The patient’s
answers and the physician’s notes are documented in the medical record.

BILLING TIP
Know Plan Participation

Administrative staff members must know what plans the providers participate in. A summary of these
plans should be available during patient registration.

Patient or Guarantor and Insurance Data

A new patient arriving at the front desk for an appointment completes a patient
information form (see Figure 3.3). It is used to collect the following demographic infor-
mation about the patient:

First name, middle initial, and last name

Gender (F for female or M for male)

Race and ethnicity

Primary language

Marital status (S for single, M for married, D for divorced, W for widowed)
Birth date, using four digits for the year

Home address and telephone numbers (area code with seven-digit number)

vV vV vV vV vV VY
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PATIENT HEALTH SURVEY
NAME PLATE
NAME AGE M F DATE
ADDRESS PHONE
HISTORY OF PAST ILLNESS: Have you had SOCIAL HISTORY: (continued)
Childhood: Are you employed? Full Time Part Time
O Measles O Mumps [ Chicken Pox : -
[0 Congenital Abnormalities [ Rheumatic fever or heart disease Whatis your job?
Adult:
[ Asthma [ High Blood Pressure [J Cancer (Site. )
[J Diabetes [ Ulcer or Gastritis [ Thyroid Problems
[ Tuberculosis [ Kidney Problem [ Liver Problems Are you exposed to fumes, dusts or solvents?
[ Blood Problem {7 Venereal Disease O Heart Failure
0J Heart Attack D3 Abnormal Heart Rhythm How much time have you lost from work because of your health during
Have you had any serious iliness? No Yes the past?
Have you ever had a transfusion? No Yes . .
Have you ever been hospitalized or No Yes Six Months One Year Five Years
been under medical care for very long? Education: (Years)
If Yes, for what reason? Grade School College Postgraduate
Do you wear seatbelts? [J Always [ Sometimes [ Never
Most recent immunizations: FAMILY \f Deceased Cause of
Hepatitis B (date) Flu Vaccine (date) || HISTORY: Age Health | pge at Death| Death
Pneumovax (date) Tetanus, (date) | |Father
OPERATIONS:
Have you ever had any surgery? No Yes Mother
List: [J Appendectomy 3 Hysterectomy (If so, reason, ) || Brother/Sister
[ Ovaries Removed [ Joint Replacement
[ Gallbladder [ Bypass (If so, what )
[ Other
ALLERGIES:
Husband/Wife
Son/Daughter
MEDICATIONS:
INJURIES: -
Have you ever been seriously injured in a motor vehicle accident? No  Yes Has either parent, sister, brother, child or
Have you had any head concussions or injuries? No Yes grandparent ever had?
Have you ever been knocked unconscious? No Yes
Stroke No Yes |Heart Trouble No Yes
SOCIAL HISTORY: )
Circle One: Single Married Separated Tuberculosis No Yes |High Blood Pressure  No Yes
Divorced Widowed Significant Other
With whom do you live? Diabetes No Yes
Recreational Drug Usage? No Yes Has any blood relative ever had?
Do you have any problems with sexual function? No Yes
Foreign travel within last year Cancer No Yes |Bleeding Tendancy No Yes
Coffee______ Tea Cola's (per day) Type: Gout or other crippling arthritis
Alcoholic Beverages: Never < 1 per week .
9 1-5 per week Othgr Suicide No Yes No Yes
Tobacco: [ Never Smoked OQuit_____ yearsago ||mMental liiness No Yes |Hereditary Defects No Yes
#4188 (12001) {1 Years smoked [ Packs per day.

FIGURE 3.2 Medical History Form

E-mail address

Employer’s name, address, and telephone number

For a married patient, his or her employer’s name or the name and employer of
the spouse

A contact person for the patient in case of a medical emergency

If the patient is a minor (under the age of majority according to state law) or has a
medical power of attorney in place (such as a person who is handling the medical
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PATIENT HEALTH SURVEY
NAME PLATE
CIRCLE NO OR YES FOR THOSE THAT APPLY
SYSTEMIC REVIEW: Do you have any of the following? Neck:
General: Maximum weight Minimum weight SHNESS. ... No Yes
Recent weight change? ................................. No Yes Enlarged glands. . ..., No Yes
Have you been in good general health most of your life? ... .No  Yes U .
Have you recently had? M&Eltounr}a . N Y
[ Weakness [ Fever [ Chills [ Night Sweats BT:: doinulzlr?:é """""""""""""""""""" Ng Y::
_D Fainting 0 Problems Sleeping Frequent urination. .No Yes
Skin: Burning or painfu. ... .No Yes
SkinDisease ... Yes Night time urinating . . .No Yes
Jaundice............. Yes Kidney trouble ....................... .No Yes
Hives, eczema or rash Yes Problem stopping/starting flow of urine . . .No Yes
Head-Eyes-Ears-Nose-Throat (cont'd) Testicularmass...................... -No  Yves
Dry eyes or mouth o Yes Testicular pain . . . . .No Yes
Bleeding Gums - Frequent or . Yes Prostate problem. ... -No  Yes
Blurred VISION. . .. ...t Yes Sexual Dysfunction....................... ---No  Yes
Date of Last Eye Exam STD/AIDSRISK . .....oviiii i No Yes
SNeezing or ruNNY NOSE. . .. ... .ottt No Yes Gynecological:
Nosebleeds - Frequent. ................................. No Yes First day of last period
Chronic sinus trouble . ... No Yes Age periods started
Ear disease......... .No Yes How long do periods last? Days
Impaired hearing................... .No Yes Frequency of periods every Days
Dizziness or sensation of room spinning. ...No Yes Pain with periods. . ................coiieeieiiiiiai.s No Yes
Frequent or severe headaches. .. ........................ No Yes Number of pregnancies
i . Number of miscarriages
Respiratory:
ei\sltr:::a OrWheezing .............c.covieiaiiannns Yes Date of last cancer smear and resuits
Difficulty breathing. .. .............oooeee Yes BreastLump...............ocooooiiiii No Yes
Any trouble With 1UNGS .. -« +. oo Yes ADNOIMAl VagiNal UISCNAIGE. . .. .........oovueunn.... NO  Yes
Pleurisy or Pneumonia. . . Yes graei:ztritc::slz?eargiréé ***** - XZ:
Cough lood (BVer). .. ... Y -
ough up Blood (ever) es Skin change of Breast. . Yes
Cardiovascular: Nipple retraction. . . .. .. Yes
Chest pain, pressure, ortightness . ....................... No Yes L tor-M loskeletal
Shortness of breath with walking or lying down. ...No Yes  Locomotor-Musculoskeletal
Difficulty walking two blocks . ................ ...No Yes Stiffness or pain in joints (check all that apply)
Palpitations. . . ................. " 'No Yes [OFinger OHands CWrist CJElbows [JShoulders CJNeck [JBack
Swelling of hands, feet or ankles . .. .. ...No Yes CHip [OKnee [Toes [JFoot [OTemporomandibular Joint
Awakening in the nights smothering . . _..No Yes Weakpess of_muscle_s orjoints............ ...l No Yes
Heart murmur. . ... No VYes Any difficulty inwalking. ... No Yes
. . Any pain in calves or buttocks on walking
Gastrointestinal: relieved by rest. .................. No Yes
Vomiting blood orfood . ........... ... ... . ool No Yes N hiatri
Gallbladder di . ...No Ye euro-F sychiatric:
Czangae i:;p:::;ze Ng Yez OTransient blindness [JTremor [CINumbness in fingers [] Weakness
Hepatitis/Jaundice . o No Yes Have you ever had counselling for your mental health?... No  Yes
Painful bowel movements ""No  Yes Have you ever been advised to see a psychiatrist? ...... No Yes
Bleeding with bowel movements ... ""No  Yes Do you ever have, or have had, fainting spells? .. ..No Yes
Black Stools . . ...\ _No Yes Convul;lons ............................... s ies
Hemorrhoids or piles. ......... ..No Yes Paralysis .. e Yes
Recent change in bowel habits. _..No Yes Problem with coordination es
Frequent diarrhea ... ....... ""No Yes Domesticviolence. . ..............oiiiiiiiiii . No Yes
Heartburn or indigestion No Yes Depression Symptoms (difficulty sleeping, loss of appetite
Cramping or pain in the abdomen ... ""No Yes loss of interest in activities, feelings of hopelessness).... No  Yes
Does food stick inthroat. . ............................... No Yes Hematologic:
Endocrine: Are you slow to heal aftercuts? . ...................... No Yes
Ev——— ANEMIa ... .. Yes
H RETPY. . . ettt No Y - g
Aﬁ;":;?\;z;;;aﬁ;( or glove size ° Yz: Philebitis or Blood Clots in veins teas Yes
Any change in hair growth - o Yes Have you had difficulty with bleeding excessively
Have you become colder than before - after tooth extraction or surgery? ................... No Yes
OF SKiN DECOME Ve, .« .+ oo ooeeeee e No Yes Have you had abnormal bruising or bleeding?........... No Yes
Source of information, if other than patient:
Signature of person acquiring this information:
Provider Date Signature of Patient

FIGURE 3.2 (continued)

decisions of another person), the responsible person’s name, gender, marital status,
birth date, address, e-mail address, telephone number, and employer information are
collected. If a minor, the child’s status if a full-time or part-time student is recorded.
In most cases, the responsible person is a parent, guardian, adult child, or other person
acting with legal authority to make healthcare decisions on behalf of the patient.

» The name of the patient’s health plan
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VALLEY ASSOCIATES, PC
1400 West Center Street
Toledo, OH 43601-0213

555-967-0303

THIS SECTION REFERS TO PATIENT ONLY

PATIENT INFORMATION FORM

Reason for visit:

OTHER INFORMATION

Allergy to medication (list):

Name: Sex: Marital Status: Birth Date:
Os Om ObD Ow
Address: E-mail Address:
City: State: Zip: Employer: Phone:
Home Phone: Employer’s Address:
Work Phone: City: State: Zip:
Spouse’s Name: Spouse’s Employer:
Emergency Contact: Relationship: Phone #:
Race: Ethnicity: Preferred Language:
0O White O Native Hawaiian O Hispanic or Latino O English
OAsian O Other Pacific Islander O Not Hispanic or Latino O Spanish
O Black or African American O Undefined O Undefined O Other
O American Indian or O Refused to report/ O Refused to report/ O Refused to report/
Alaskan Native unreported unreported unreported
O More than one
FILL IN IF PATIENT IS A MINOR
Parent/Guardian’s Name: Sex: Marital Status: Birth Date:
Os Om OD Ow
Phone: E-mail Address:
Address: Employer: Phone:
City: State: Zip: Employer’s Address:
Student Status: City: State: Zip:
INSURANCE INFORMATION
Primary Insurance Company: Secondary Insurance Company:
Subscriber’'s Name: Birth Date: Subscriber’s Name: Birth Date:
Plan: Plan:
Policy #: Group #: Policy #: Group #:
Copayment/Deductible:

Name of referring physician:

it occurred:

If auto accident, list date and state in which

| authorize treatment and agree to pay all fees and charges for the person named above. | agree to pay all charges shown by
statements, promptly upon their presentation, unless credit arrangements are agreed upon in writing.

| authorize payment directly to VALLEY ASSOCIATES, PC of insurance benefits otherwise payable to me. | hereby authorize
the release of any medical information necessary in order to process a claim for payment in my behalf.

Insurance (as above)

(Patient’s Signature/Parent or Guardian’s Signature)

Cash/Check/Credit/Debit Card

| plan to make payment of my medical expenses as follows (check one or more):

Medicare

Medicaid

(Date)

__ Workers’ Comp.

FIGURE 3.3 Patient Information (Registration) Form
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insured/subscriber
policyholder of a health plan

guarantor person who is
financially responsible for the bill

BILLING TIP

Matching the Patient’s
Name

Payers want the name of the
patient on a claim to be exactly
as it is shown on the insurance
card. Do not use nicknames, skip
middle initials, or make any other
changes. Compare the patient
information form carefully with
the insurance card, and resolve
any discrepancies before the
encounter.

assignment of benefits
authorization allowing benefits to
be paid directly to a provider

BILLING TIP

Smart Cards

Smart cards are being introduced
by health plans. These have
embedded data and a required
PIN for access. The goal is to
reduce the likelihood of identity
theft, fraud, and abuse.

® FINAL PAGES s aptara | .

» The health plan’s policyholder’s name (the policyholder may be a spouse, guardian,
or other relation), birth date, plan type, policy number or group number, telephone
number, and employer

» If the patient is covered by another health plan, the name and policyholder informa-
tion for that plan

BILLING TIP
Subscriber, Insured, or Guarantor?

Other terms for policyholder are insured or subscriber. This person is the holder of the insurance
policy that covers the patient and is not necessarily also a patient of the practice. The guarantor is
the person who is financially responsible for the bill.

Insurance Cards

For an insured new patient, the front and the back of the insurance card are scanned
or photocopied. All data from the card that the patient has written on the patient infor-
mation form are double-checked for accuracy.

Most insurance cards have the following information (see Figure 3.4):

Group identification number

Date on which the member’s coverage became effective

Member name

Member identification number

The health plan’s name, type of coverage, copayment/coinsurance requirements, and
frequency limits or annual maximums for services; sometimes the annual deductible
Optional items, such as prescription drugs that are covered, with the payment requirements

vV v Vv Vvyy

v

Photo Identification

Many practices also require the patient to present a photo ID card, such as a driver’s
license, which the practice scans or copies for the chart.

Assignment of Benefits

Physicians usually submit claims for patients and receive payments directly from the
payers. This saves patients paperwork; it also benefits providers because payments are
faster. The policyholder must authorize this procedure by signing and dating an assign-
ment of benefits statement. This may be a separate form, as in Figure 3.5, or an entry
on the patient information form, as in Figure 3.3. The assignment of benefits statement
is filed in both the patient medical and billing records.

Acknowledgment of Receipt of Notice of Privacy
Practices

Under the HIPAA Privacy Rule (see the chapter about EHRs, HIPAA, and HITECH),
providers do not need specific authorization in order to release patients’ protected health
information (PHI) for treatment, payment, and healthcare operations (TPO) purposes.
These uses are defined as:

1. Treatment: This purpose primarily consists of discussion of the patient’s case with
other providers. For example, the physician may document the role of each member
of the healthcare team in providing care. Each team member then records actions
and observations so that the ordering physician knows how the patient is responding
to treatment.

2. Payment: Practices usually submit claims on behalf of patients; this involves send-
ing demographic and diagnostic information.

3. Healthcare operations: This purpose includes activities such as staff training and
quality improvement.
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O Group AA BB Effective
1 Number 085569000  Plan 060 Plan 560 Date 10/01/2018

Paul R. Patient

Nomber 1234567890

@ PLUS $10
PHARMACY----$5.00 GEN/ $10.00 BRD

1. Group identification number
The 9-digit number used to identify the member’s employer.

Plan codes

The numbers used to identify the codes assigned to each plan;
used for claims submissions when medical services are rendered
out-of-state.

Effective date
The date on which the member’s coverage became effective.

2. Member name
The full name of the cardholder.

Identification number
The 10-digit number used to identify each plan member.

3. Health plan
The name of the health plan and the type of coverage; usually lists any
copayment amounts, frequency limits, or annual maximums for home
and office visits; may also list the member’s annual deductible amount.

Riders

The type(s) of riders that are included in the member’s benefits
(DME, Visions).

Pharmacy

The type of prescription drug coverage; lists copayment amounts.

FIGURE 3.4 An Example of an Insurance Card

Providers must have patients’ authorization to use or disclose information that is not
for TPO purposes. For example, a patient who wishes a provider to disclose PHI to a
life insurance company must complete an authorization form (see Figure 2.3 in the
chapter about EHRs, HIPAA, and HITECH) to do so.

BILLING TIP
Release Document

State law may be more stringent than HIPAA and demand an authorization to release TPO informa-
tion. Many practices routinely have patients sign release of information statements.

Under HIPAA, providers must inform each patient about their privacy practices one
time. The most common method is to give the patient a copy of the medical office’s

FINAL PAGES  -ag aptara | .

COMPLIANCE
GUIDELINE

State Law on Assignment
of Benefits

Many states have laws mandat-
ing that the payer must pay the
provider of services (rather than
the patient) if a valid assignment
of benefits is on file and the
payer has been notified of the
assignment of benefits.
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Who is Requesting PHI?

Although the HIPAA Privacy Rule
permits sharing PHI for TPO pur-
poses without authorization, it
also requires verification of the
identity of the person who is
asking for the information. The
person’s authority to access PHI
must also be verified. If the
requestor’s right to the informa-
tion is not certain, the best prac-
tice is to have the patient
authorize the release of PHI.

Acknowledgment of Receipt of
Notice of Privacy Practices

form accompanying a covered
entity’s Notice of Privacy Practices
for the patient’s signature, indicat-
ing that the NPP has been read

direct provider clinician who
treats a patient face-to-face

indirect provider clinician who
does not interact face-to-face
with the patient

® FINAL PAGES  -ag aptara | .

Assignment of Benefits

| hereby assign to Valley Associates, PC, any insurance or other third-
party benefits available for healthcare services provided to me. |
understand that Valley Associates has the right to refuse or accept
assignment of such benefits. If these benefits are not assigned to Valley
Associates, | agree to forward to Valley Associates all health insurance
and other third-party payments that | receive for services rendered to
me immediately upon receipt.

Signature of Patient/Legal Guardian:

Date:

. —— @ O O OO O @O @O O 0@ ]

FIGURE 3.5 Assignment of Benefits Form

Acknowledgment of Receipt of Notice of Privacy Practices

| understand that the providers of Valley Associates, PC, may share my
health information for treatment, billing and healthcare operations. |
have been given a copy of the organization’s notice of privacy practices
that describes how my health information is used and shared. | under-
stand that Valley Associates has the right to change this notice at

any time. | may obtain a current copy by contacting the practice’s office
or by visiting the website at yourvalleyassociates.com.

My signature below constitutes my acknowledgment that | have been
provided with a copy of the notice of privacy practices.

Signature of Patient or Legal Representative Date

If signed by legal representative,
relationship to patient:

= E— NSNS

FIGURE 3.6 Acknowledgment of Receipt of Notice of Privacy Practices

privacy practices to read and then to have the patient sign a separate form called an
Acknowledgment of Receipt of Notice of Privacy Practices (see Figure 3.6). This form
states that the patient has read the privacy practices and understands how the provider
intends to protect the patient’s rights to privacy under HIPAA.

The provider must make a good-faith effort to have patients sign this document. The
provider must also document—in the medical record—whether the patient signed the
form. The format for the acknowledgment is up to the practice. Only a direct provider,
one who directly treats the patient, is required to have patients sign an acknowledgment.
An indirect provider, such as a pathologist, must have a privacy notice but does not have
to secure additional acknowledgments.

If a patient who has not received a privacy notice or signed an acknowledgment calls
for a prescription refill, the recommended procedure is to mail the patient a copy of the
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privacy notice, along with an acknowledgment of receipt form, and to document the
mailing to show a good-faith effort that meets the office’s HIPAA obligation in the event
that the patient does not return the signed form.

THINKING IT THROUGH 3.2

1. Why is it important to verify a patient’s insurance coverage before an
office visit?

3.3 Information for Established Patients

When established patients present for appointments, the front desk staff member asks
whether any pertinent personal or insurance information has changed. This update pro-
cess is important because different employment, marital status, dependent status, or
plans may affect patients’ coverage. Patients may also phone in changes, such as new
addresses or employers.

To double-check that information is current, most practices periodically ask estab-
lished patients to review and sign off on their patient information forms when they come
in. This review should be done at least once a year. A good time is an established
patient’s first appointment in a new year. The file is also checked to be sure that the
patient has been given a current Notice of Privacy Practices.

If the insurance of an established patient has changed, both sides of the new card
are copied, and all data are checked. Many practices routinely scan or copy the card at
each visit as a safeguard.

Entering Patient Information in the Practice
Management Program

A practice management program (PMP) is set up with databases about the practice’s
income and expense accounting. The provider database has information about physicians
and other health professionals who work in the practice, such as their medical license
numbers, tax identification numbers, and office hours. A database of common diagnosis
and procedure codes is also built in the PMP. After these databases are set up, the
medical insurance specialist can enter patients’ demographic and visit information to
begin the process of billing.

The database of patients in the practice management program must be continually
kept up-to-date. For each new patient, a new file and a new chart number are set up.
The chart number is a unique number that identifies the patient. It links all the informa-
tion that is stored in other databases—providers, insurance plans, diagnoses, procedures,
and claims—to the case of the particular patient.

Usually, a new case or record for an established patient is set up in the program when
the patient’s chief complaint for an encounter is different than the previous chief com-
plaint. For example, a patient might have had an initial appointment for a comprehensive
physical examination. Subsequently, this patient sees the provider because of stomach
pain. Each visit is set up as a separate case in the PMP.

Communications with Patients

Service to patients—the customers of medical practices—is as important as, if not more
important than, billing information. Satisfied customers are essential to the financial
health of every business, including medical practices. Medical practice staff members
must be dedicated to retaining patients by providing excellent service.

FINAL PAGES
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Keeping Acknowledgments
on File

Providers must retain signed
acknowledgments as well as doc-
umentation about unsuccessful
attempts to obtain them for six
years.

PHI and Minors

A covered entity may choose to
provide or deny a parent access
to a minor’s PHI if doing so is
consistent with state or other
applicable law and provided that
the decision is made by a
licensed healthcare professional.
These options apply whether or
not the parent is the minor’s per-
sonal representative.

chart number unique number
that identifies a patient
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The following are examples of good communication:

» Established and new patients who call or arrive for appointments are always given
friendly greetings and are referred to by name.

> Patients’ questions about forms they are completing and about insurance matters are
answered with courtesy.

» When possible, patients in the reception area are told the approximate waiting time
until they will see the provider.

» Fees for providers’ procedures and services are explained to patients.

» The medical practice’s guidelines about patients’ responsibilities, such as when pay-
ments are due from patients and the need to have referrals from primary care physi-
cians, are prominently posted in the office (see Figure 3.11, where financial policies
are explained).

» Patients are called a day or two before their appointments to remind them of appoint-
ment times.

Like all businesses, even the best-managed medical practices have to deal with prob-
lems and complaints. Patients sometimes become upset over scheduling or bills or have
problems understanding lab reports or instructions. Medical insurance specialists often
handle patients’ questions about benefits and charges. They must become good problem
solvers, willing to listen to and empathize with the patient while sorting out emotions
from facts to get accurate information. Phrases such as these reduce patients’ anger and
frustration:

“I’m glad you brought this to our attention. I will look into it further.”
“I can appreciate how you would feel this way.”

“It sounds like we have caused some inconvenience, and I apologize.”

“I understand that you are angry. Let me try to understand your concerns so we can

Observing HIPAA Privacy address the situation. @

and Security Requirements “Thank you for taking the time to tell us about this. Because you have, we can resolve

issues like the one you raised.”
Front office staff members follow

HIPAA requirements in dealing Medical insurance specialists need to use the available resources and to investigate
with patients. They use reason- solutions to problems. Following through on promised information is also critical. A
able safequards, such as speak- medical insurance specialist who says to a patient “I will call you by the end of next
ing softly and never leaving week with that information” must do exactly that. Even if the problem is not solved, the
Pandnelaldictationtaeyicasiinan patient needs an update on the situation within the stated time frame.

tended, to prevent others from
hearing PHI. Computer monitors,
medical records, and other docu-

ments are not visible to patients THINKING IT THROUGH 3.3
who are checking in or to others 1. Review these multiple versions of the same name:
in the waiting room. Ralph Smith

Ralph P. Smith

Ralph Plane Smith

R. Plane Smith

R. P. Smith

If “Ralph Plane Smith” appears on the insurance card and his mother
writes “Ralph Smith” on the patient information form, which version
should be used for the medical practice’s records? Why?

2. Refer to the following patient information form. According to the
information supplied by the patient, who is the policyholder? What is
the patient’s relationship to the policyholder?
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PATIENT INFORMATION FORM

THIS SECTION REFERS TO PATIENT ONLY

Name: Sex: Marital status: Birth date:
Mary Anne C. Kopelman F OosxMODOW 08/24/1992
Address: E-mail address:

45 Mason Street makopelman@gmail.com

City: State: Zip: Employer:

Hopewell OH 43800

Home phone: Employer’s address:

555-427-6019

Work phone: City: State: Zip:

Spouse’s name: Spouse’s employer:

Arnold B. Kopelman U.S. Army, Fort Tyrone

Emergency contact: Relationship: Phone #:
Arnold B. Kopelman husband 555-439-0018

INSURANCE INFORMATION

Primary insurance company: Secondary insurance company:

TriCare

Policyholder’'s name: Birth date: Policyholder’s name: Birth date:
Arnold B. Kopelman 04/10/1995

Plan: Plan:

TriCare

Policy #: Group #: Policy #: Group #:

230-56-9874 USA9947

3.4 \erifying Patient Eligibility
for Insurance Benefits

To be paid for services, medical practices need to establish financial responsibility.
Medical insurance specialists are vital employees in this process. For insured patients,
they follow three steps to establish financial responsibility:

1. Verify the patient’s eligibility for insurance benefits
2. Determine preauthorization and referral requirements
3. Determine the primary payer if more than one insurance plan is in effect

BILLING TIP
Plan Information

Be aware of the copayments, preauthorization and referral requirements, and noncovered services
for plans in which the practice participates.

The first step is to verify patients’ eligibility for benefits. Medical insurance specialists
abstract information about the patient’s payer or plan from the patient’s information
form (PIF) and the insurance card. They then contact the payer to verify three points:

1. Patients’ general eligibility for benefits

2. The amount of the copayment or coinsurance required at the time of service

3. Whether the planned encounter is for a covered service that is medically necessary
under the payer’s rules

FINAL PAGES  -ag aptara | .
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portal website that serves as
an entry point to other websites

® FINAL PAGES

These items are checked before an encounter except in a medical emergency when
care is provided immediately and insurance is checked after the encounter.

BILLING TIP
Payers’ Rules for Medical Necessity

Medicare requires patients to be notified if their insurance is not going to cover a visit, as detailed in
the Medicare chapter. Other payers have similar rules.

Factors Affecting General Eligibility

General eligibility for benefits depends on a number of factors. If premiums are required,
patients must have paid them on time. For government-sponsored plans for which
income is the criterion, such as Medicaid, eligibility can change monthly. For patients
with employer-sponsored health plans, employment status can be the deciding factor:

» Coverage may end on the last day of the month in which the employee’s active full-
time service ends, such as for disability, layoff, or termination.

» The employee may no longer qualify as a member of the group. For example, some
companies do not provide benefits for part-time employees. If a full-time employee
changes to part-time employment, the coverage ends.

» An eligible dependent’s coverage may end on the last day of the month in which the
dependent status ends, such as reaching the age limit stated in the policy.

BILLING TIP
Getting Online Information About Patients

A portal is a website that is an entry point to other websites. Many insurers have portals to be used
to check patient eligibility for coverage, get information on copayments and deductibles, process
claims, and submit preauthorization requests.

If the plan is an HMO that requires a PCP, a general or family practice must
verify that (1) the provider is a plan participant, (2) the patient is listed on the plan’s
enrollment master list, and (3) the patient is assigned to the PCP as of the date of
service.

The medical insurance specialist checks online with the payer to confirm whether
the patient is currently covered. Based on the patient’s plan, eligibility for these specific
benefits may also need checking:

Office visits

Lab coverage

Diagnostic X-rays

Maternity coverage

Pap smear coverage

Coverage of psychiatric visits
Physical or occupational therapy
Durable medical equipment (DME)
Foot care

vV V VvV vV vV VvV Vv VvY

BILLING TIP
Check the Lab Requirements

Because many MCOs specify which laboratory must be used, patients should be notified that they
are responsible for telling the practice about their plans’ lab requirements so that if specimens are
sent to the wrong lab, the practice is not responsible for the costs.
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Checking Out-of-Network Benefits

If patients have insurance coverage but the practice does not participate in their plans,
the medical insurance specialist checks the out-of-network benefit. When the patient has
out-of-network benefits, the payer’s rules concerning copayments or coinsurance and
coverage are followed. If a patient does not have out-of-network benefits, as is common
when the health plan is an HMO, the patient is responsible for the entire bill.

Verifying the Amount of the Copayment
or Coinsurance

The amount of the copayment or coinsurance, if required at the time of service, must
be checked. It is sometimes the case that the insurance card is out of date and a differ-
ent amount needs to be collected.

Determining Whether the Planned Encounter
Is for a Covered Service

The medical insurance specialist also must attempt to determine whether the planned
encounter is for a covered service. If the service will not be covered, that patient can
be informed and made aware of financial responsibility in advance.

The resources for covered services include knowledge of the major plans held by the
practice’s patients, information from the provider representative and payer websites, and
the electronic benefit inquiries described in the next section. Medical insurance specialists
are familiar with what the plans cover in general. For example, most plans cover regular
office visits, but they may not cover preventive services or some therapeutic services.
Unusual or unfamiliar services must be researched, and the payer must be queried.

Electronic Benefit Inquiries and Responses

If the practice sends the HIPAA standard transaction, the payer must, under HIPAA
rules, return the answering electronic eligibility verification. When an eligibility benefits
transaction is sent, the computer program assigns a unique trace number to the inquiry.
Often, eligibility transactions are sent the day before patients arrive for appointments.
If the PMP has this feature, the eligibility transaction can be sent automatically.

The health plan responds to an eligibility inquiry with this information:

Trace number as a double check on the inquiry

Benefit information, such as whether the insurance coverage is active

Covered period—the period of dates that the coverage is active

Benefit units, such as how many physical therapy visits

Coverage level—that is, who is covered, such as spouse and family or individual

vV vy vy VvYy

The following information may also be transmitted:

The copay amount

Premium amount and status

The yearly deductible amount and payment status

The out-of-pocket expenses

The health plan’s information on the first and last names of the insured or patient,
dates of birth, and identification numbers

» Primary care provider

vV vy vy VvYy

Procedures When the Patient Is Not Covered

If an insured patient’s policy does not cover a planned service, this situation is discussed
with the patient. Patients should be informed that the payer does not pay for the service
and that they are responsible for the charges.

FINAL PAGES s aptara | .

X12 270/271 Eligibility for a
Health Plan Inquiry/
Response

The HIPAA Eligibility for a Health
Plan transaction is also called the
X12 270/271. The number 270
refers to the inquiry that is sent,
and 271 to the answer returned
by the payer.

HIPAA Eligibility for a Health
Plan HIPAA X12 270/271 trans-
action in which a provider asks
for and receives an answer about
a patient’s eligibility for benefits

electronic eligibility verification
required payer response to the
HIPAA standard transaction

trace number number
assigned to a HIPAA 270
electronic transaction

BILLING TIP

Double-Checking Patients’
Information

Review the payer’s spelling of the
insured’s and the patient’s first
and last names as well as the
dates of birth and identification
numbers. Correct any mistakes in
the record, so that when a
healthcare claim is later transmit-
ted for the encounter, it will be
accepted for processing.
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BILLING TIP

Processing the Patient
Financial Agreement

Patients should be given copies
of their financial agreements. A
signed original is filed in the
patient’s record.

prior authorization number
identifying code assigned when
preauthorization is required

certification number identify-
ing code assigned when
preauthorization is required

® FINAL PAGES s aptara | .

Service to be performed:
Estimated charge:

Date of planned service:
Reason for exclusion:

I, a patient of understand the service
described above is excluded from my health insurance. | am responsible
for payment in full of the charges for this service.

|

FIGURE 3.7 Sample Financial Agreement for Patient Payment of Noncovered Services

Some payers require the physician to use specific forms to tell the patient about
uncovered services. These financial agreement forms, which patients must sign, prove that
patients have been told about their obligation to pay the bill before the services are given.
For example, the Medicare program provides a form, called an advance beneficiary notice
(ABN), that must be used to show patients the charges. The signed form, as explained in
the Medicare chapter, allows the practice to collect payment for a provided service or
supply directly from the patient if Medicare refuses reimbursement. Figure 3.7 is an
example of a form used to tell patients in advance of the probable cost of procedures
that are not going to be covered by their plan and to secure their agreement to pay.

THINKING IT THROUGH 3.4

1. What is the advantage of using electronic transactions for verifying
a patient’s eligibility for benefits?

3.5 Determining Preauthorization

and Referral Requirements
Preauthorization

A managed care payer often requires preauthorization before the patient sees a special-
ist, is admitted to the hospital, or has a particular procedure. The medical insurance
specialist may request preauthorization over the phone, by e-mail or fax, or by an elec-
tronic transaction. If the payer approves the service, it issues a prior authorization number
that must be entered in the practice management program so it will be stored and appear
later on the healthcare claim for the encounter. (This number may also be called a
certification number.)
To help secure preauthorization, best practice is to:

> Be as specific as possible about the planned procedure when exchanging information
with a payer

» Collect and have available all the diagnosis information related to the procedure,
including any pertinent history

» Query the provider and then request preauthorization for all procedures that may
potentially be used to treat the patient
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Referral Form

Label with Patient’s Personal &
Insurance Information

Physician referred to

Referred for:

0O Consult only
O Follow-up
OLab

O X-ray

O Procedure
O Other

Reason for visit

Appointment requested: Please contact patient; phone:
Primary care physician

Name

Signature

Phone

FIGURE 3.8 Referral

Referrals

Often, a physician needs to send a patient to another physician for evaluation and/or
treatment. For example, an internist might send a patient to a cardiologist to evaluate
heart function. If a patient’s plan requires it, the patient is given a referral number and
a referral document, which is a written request for the medical service. The patient is
usually responsible for bringing these items to the encounter with the specialist.

A paper referral document (see Figure 3.8) describes the services the patient is cer-
tified to receive. (This approval may instead be communicated electronically using the
HIPAA referral transaction.) The specialist’s office handling a referred patient must:

» Check that the patient has a referral number

> Verify patient enrollment in the plan

» Understand restrictions to services, such as regulations that require the patient to
visit a specialist in a specific period of time after receiving the referral or that limit
the number of times the patient can receive services from the specialist

Two other situations arise with referrals (but always verify the payer’s rules):

1. A managed care patient may “self-refer”—come for specialty care without a referral
number when one is required. The medical insurance specialist then asks the
patient to sign a form acknowledging responsibility for the services. A sample form
is shown in Figure 3.9a.

2. A patient who is required to have a referral document does not bring one. The
medical insurance specialist then asks the patient to sign a document such as that
shown in Figure 3.9b. This referral waiver ensures that the patient will pay for
services received if in fact a referral is not documented in the time specified.

FINAL PAGES  -ag aptara | .

HIPAA Referral Certification
and Authorization

If an electronic transaction is
used for referrals and preauthori-
zations, it must be the HIPAA
Referral Certification and
Authorization transaction, also
called the X12 278.

HIPAA Referral Certification and
Authorization HIPAA X12 278
transaction in which a provider
asks a health plan for approval of
a service and gets a response

referral number authorization
number given to the referred
physician

referral waiver document

a patient signs to guarantee
payment when a referral authori-
zation is pending
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Member Self-Referral Acknowledgment

I, understand that | am seeking the care
of this specialty physician or healthcare provider,

without a referral from my primary care physician. | understand that
the terms of my Plan coverage require that | obtain that referral, and
that if | fail to do so, my Plan will not cover any part of the charges,
costs, or expenses related to this specialist’s services to me.

Signed,

(member’s name) (date)

Specialty physician or other healthcare provider:

Please keep a copy of this form in your patient’s file

Referral Waiver

| did not bring a referral for the medical services | will receive today.
If my primary care physician does not provide a referral within two
days, | understand that | am responsible for paying for the services |
am requesting.

Signature:

Date:

val08557_ch03_071-104.indd 88

(b)

FIGURE 3.9 (a) Self-referral Document, (b) Referral Waiver

BILLING TIP
Billing Supplemental Plans

. —— @O OO @ @ @ @O O - @ ]

Supplemental insurance held with the same payer can be billed on a single claim. Claims for supple-
mental insurance held with other than the primary payer are sent after the primary payer’s payment

is posted, just as secondary claims are.

THINKING IT THROUGH 3.5

1. What is the difference between a referral and a preauthorization

requirement?
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3.6 Determining the Primary Insurance

The medical insurance specialist also examines the patient information form and
insurance card to see whether other coverage is in effect. A patient may have more
than one health plan. The specialist then decides which is the primary insurance—the
plan that pays first when more than one plan is in effect—and which is the secondary
insurance—an additional policy that provides benefits. Tertiary insurance, a third
payer, is possible. Some patients have supplemental insurance, a “fill-the-gap” insur-
ance plan that covers parts of expenses, such as coinsurance, that they must otherwise
pay under the primary plan.

As a practical matter for billing, determining the primary insurance is important
because this payer is sent the first claim for the encounter. A second claim is sent to
the secondary payer after the payment is received for the primary claim.

Deciding which payer is primary is also important because insurance policies contain
a provision called coordination of benefits (COB). The coordination of benefits guidelines
ensures that when a patient has more than one policy, maximum appropriate benefits
are paid, but without duplication. Under the law, to protect the insurance companies, if
the patient has signed an assignment of benefits statement, the provider is responsible
for reporting any additional insurance coverage to the primary payer.

Coordination of benefits in government-sponsored programs follows specific guide-
lines. Primary and secondary coverage under Medicare, Medicaid, and other programs
is discussed in the chapters on these topics. Note that COB information can also be
exchanged between provider and health plan or between a health plan and another payer,
such as auto insurance.

Guidelines for Determining the Primary Insurance

How do patients come to have more than one plan in effect? Possible answers are
that a patient may have coverage under more than one group plan, such as an
employer-sponsored insurance and a policy from union membership. A person may
have primary insurance coverage from an employer but also be covered as a depen-
dent under a spouse’s insurance, making the spouse’s plan the person’s additional
insurance.

General guidelines for determining the primary insurance are shown in Table 3.1.

Guidelines for Children with More than
One Insurance Plan

A child’s parents may each have primary insurance. If both parents cover a dependent
on their plans, the child’s primary insurance is usually determined by the birthday rule.
This rule states that the parent whose day of birth is earlier in the calendar year is
primary. For example, Rachel Foster’s mother and father both work and have employer-
sponsored insurance policies. Her father, George Foster, was born on October 7, 1983,
and her mother, Myrna, was born on May 15, 1984. Because the mother’s date of birth
is earlier in the calendar year (although the father is older), her plan is Rachel’s primary
insurance. The father’s plan is secondary for Rachel. Note that if a dependent child’s
primary insurance does not provide for the complete reimbursement of a bill, the balance
may usually be submitted to the other parent’s plan for consideration.

Another, much less common, way to determine a child’s primary coverage is called
the gender rule. When this rule applies, if the child is covered by two health plans, the
father’s plan is primary. In some states, insurance regulations require a plan that uses
the gender rule to be primary to a plan that follows the birthday rule.

The insurance policy also covers which parent’s plan is primary for dependent
children of separated or divorced parents. If the parents have joint custody, the birth-
day rule usually applies. If the parents do not have joint custody of the child, unless

FINAL PAGES

primary insurance health plan
that pays benefits first

secondary insurance second
payer on a claim

tertiary insurance third payer

on a claim

supplemental insurance

health plan that covers services
not normally covered by

a primary plan

coordination of benefits (COB)
explains how an insurance policy
will pay if more than one policy
applies

birthday rule guideline stating
that the parent whose day of
birth is earlier in the calendar
year is primary

gender rule guideline that
states when a child is covered by
two health plans, the father’s
planis primary

Chapter 3 PATIENT ENCOUNTERS AND BILLING INFORMATION 89

12/18/18 3:04 PM

ag§ aptara |



HIPAA Coordination of
Benefits

The HIPAA Coordination of
Benefits transaction is used to
send the necessary data to pay-
ers. This transaction is also called
the X12 837—the same transac-
tion used to send healthcare
claims electronically—because it
goes along with the claim.

HIPAA Coordination of Benefits
HIPAA X12 837 transaction sent
to a secondary or tertiary payer
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Tab|e 3’| Determining Primary Coverage

If the patient has only one policy, it is primary.

If the patient has coverage under two group plans, the plan that has been in effect for the
patient for the longest period of time is primary. However, if an active employee has a plan with
the present employer and is still covered by a former employer’s plan as a retiree or a laid-off
employee, the current employer’s plan is primary.

If the patient has coverage under both a group and an individual plan, the group plan is primary.

If the patient is also covered as a dependent under another insurance policy, the patient’s plan
iS primary.

If an employed patient has coverage under the employer’s plan and additional coverage under
a government-sponsored plan, the employer’s plan is primary. For example, if a patient is
enrolled in a PPO through employment and is also on Medicare, the PPO is primary.

« If a retired patient is covered by a spouse’s employer’s plan and the spouse is still employed,
the spouse’s plan is primary, even if the retired person has Medicare.

If the patient is a dependent child covered by both parents’ plans and the parents are not sepa-
rated or divorced (or if the parents have joint custody of the child), the primary plan is deter-
mined by the birthday rule, which will be defined in a subsequent section.

+ If two or more plans cover dependent children of separated or divorced parents who do not
have joint custody of their children, the children’s primary plan is determined in this order:

—The plan of the custodial parent
—The plan of the spouse of the custodial parent if remarried
—The plan of the parent without custody

Dependent coverage can be determined by a court decision, which overrules these guidelines.

otherwise directed by a court order, usually the primary benefits are determined in
this order:

» The plan of the custodial parent
» The plan of the spouse of the custodial parent, if the parent has remarried
> The plan of the parent without custody

Entering Insurance Information in the Practice
Management Program

The practice management program contains a database of the payers from whom the
medical practice usually receives payments. The database contains each payer’s name
and the contact’s name; the plan type, such as HMO, PPO, Medicare, Medicaid, or
other; and telephone and fax numbers. Like the patient database, the payer database
must be updated to reflect changes, such as new participation agreements or a new payer
representative’s contact information.

The medical insurance specialist selects the payer that is the patient’s primary insur-
ance coverage from the insurance database. If the particular payer has not already been
entered, the PMP is updated with the payer’s information. Secondary coverage is also
selected for the patient as applicable. Other related facts, such as policy numbers, effective
dates, and referral numbers, are entered for each patient.

Communications with Payers

Communications with payers’ representatives—whether to check on eligibility,
receive referral certification, or resolve billing disputes—are frequent and are vitally
important to the medical practice. Getting answers quickly means faster payment
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for services. Medical insurance specialists follow these guidelines for effective
communication:

» Learn the name, telephone number/extension, and e-mail address of the appropriate
representative at each payer. If possible, invite the representative to visit the office
and meet the staff.

» Use a professional, courteous telephone manner or writing style to help build good
relationships.

» Keep current with changing reimbursement policies and utilization guidelines by
regularly reviewing information from payers. Usually, the medical practice receives
Internet or printed bulletins or newsletters that contain up-to-date information from
health plans and government-sponsored programs.

All communications with payer representatives should be documented in the patient’s
financial record. The representative’s name, the date of the communication, and the
outcome should be described. This information is sometimes needed later to explain or
defend a charge on a patient’s insurance claim.

THINKING IT THROUGH 3.6

1. When a patient has secondary insurance, the claim for that payer is sent
after the claim to the primary payer is paid. Why is that the case? What
information do you think the secondary payer requires?

3.7 \Working with Encounter Forms

After the registration process is complete, patients are shown to rooms for their appoint-
ments with providers. Typically, a clinical medical assistant documents the patient’s vital
signs. Then the provider conducts and documents the examination. After the visit, the
medical insurance specialist uses the documented diagnoses and procedures to update
the practice management program and to total charges for the visit.

Encounter Forms

During or just after a visit, an encounter form—either electronic or paper—is completed
by a provider to summarize billing information for a patient’s visit. This may be done
using a device such as a laptop computer, tablet PC, or PDA (personal digital assistant),
or by checking off items on a paper form. Physicians should sign and date the completed
encounter forms for their patients.

Encounter forms record the services provided to a patient, as shown in the completed
office encounter form in Figure 3.10. These forms (also called superbills, charge slips, or
routing slips) list the medical practice’s most frequently performed procedures with their
procedure codes. It also often has blanks where the diagnosis and its code(s) are filled
in. (Some forms include a list of the diagnoses that are most frequently made by the
practice’s physicians.)

Other information is often included on the form:

» A checklist of managed care plans under contract and their utilization guidelines

» The patient’s prior balance due, if any

» Check boxes to indicate the timing and need for a follow-up appointment to be
scheduled for the patient during checkout

Paper Preprinted or Computer-Generated
Encounter Forms

The paper encounter form may be designed by the practice manager and/or physicians
based on analysis of the practice’s medical services. It is then printed, usually with
carbonless copies available for distribution according to the practice’s policy. For

FINAL PAGES

COMPLIANCE
GUIDELINE

Payer Communications

Payer communications are docu-
mented in the financial record
rather than the medical (clinical)
record.

encounter form list of the diag-
noses, procedures, and charges

for a patient’s visit

BILLING TIP

Encounter Forms for
Hospital Visits

Specially designed encounter
forms (sometimes called hospital
charge tickets) are used when
the provider sees patients in the
hospital. These forms list the
patient’s identification and date
of service, but they may show dif-
ferent diagnoses and procedure
codes for the care typically pro-
vided in the hospital setting.
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VALLEY ASSOCIATES, PC
Christopher M. Connolly, MD - Internal Medicine
555-967-0303
NPI 8877365552
PATIENT NAME APPT. DATE/TIME
Deysenrothe, Mae J. 10/4/2029 9:30 am
PATIENT NO. DX
DDOO1 1. Z0O0.00 Exam, Adult
2.
3.
4.
DESCRIPTION |\/ | CPT | FEE | DESCRIPTION |\/ | CPT | FEE
OFFICE VISITS PROCEDURES
New Patient Diagnostic Anoscopy 46600
LI Problem Focused 99201 ECG Complete v [93000 70
LIl Expanded 99202 1&D, Abscess 10060
LIl Detailed 99203 Pap Smear 88150
LIV Comp./Mod. 99204 Removal of Cerumen 69210
LV Comp./High 99205 Removal 1 Lesion 17000
Established Patient Removal 2-14 Lesions 17003
LI Minimum 99211 Removal 15+ Lesions 17004
LIl Problem Focused 99212 Rhythm ECG w/Report 93040
LIl Expanded 99213 Rhythm ECG w/Tracing 93041
LIV Detailed 99214 Sigmoidoscopy, diag. 45330
LV Comp./High 99215
LABORATORY
PREVENTIVE VISIT Bacteria Culture 87081
New Patient Fungal Culture 87101
Age 12-17 99384 Glucose Finger Stick 82948
Age 18-39 99385 Lipid Panel 80061
Age 40-64 V199386 | 180 | Specimen Handling 99000
Age 65+ 99387 Stool/Occult Blood 82270
Established Patient Tine Test 85008
Age 12-17 99394 Tuberculin PPD 86580
Age 18-39 99395 Urinalysis V| 81000 17
Age 40-64 99396 Venipuncture 36415
Age 65+ 99397
INJECTION/IMMUN.
CONSULTATION: OFFICE/OP Immun. Admin. v (90471 25
Requested By: Ea. Addl. 90472
LI Problem Focused 99241 Hepatitis A Immun 90632
LIl Expanded 99242 Hepatitis B Immun 90746
LIIl Detailed 99243 Influenza Immun v |90661 | 68
LIV Comp./Mod. 99244 Pneumovax 90732
LV Comp./High 99245
TOTAL FEES 360

FIGURE 3.10 Completed Encounter Form

example, the top copy may be filed in the medical record; the second copy may be filed
in the financial record; and the third copy may be given to the patient.

Alternatively, the form may be printed for each patient’s appointment using the prac-
tice management program. A customized encounter form lists the date of the appoint-
ment, the patient’s name, and the identification number assigned by the medical practice.
It can also be designed to show the patient’s previous balance, the day’s fees, payments
made, and the amount due.
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BILLING TIP

Numbering Paper Encounter Forms

Encounter forms should be prenumbered to make sure that all the day’s appointments agree with the
day’s encounter forms. This provides a check that all visits have been entered in the practice man-

agement program for accurate charge capture. charge capture procedures
that ensure billable services

are recorded and reported for

Communications with Providers payment

At times, medical insurance specialists find incorrect or conflicting data on encounter
forms. It may be necessary to check the documentation and, if it is still problematic, to
communicate with the physician to clear up the discrepancies. In such cases, it is impor-
tant to remember that medical practices are extremely busy places. Providers often have
crowded schedules, especially if they see many patients, and have little time to go over
billing and coding issues. Questions must be kept to those that are essential.

Also, encounter forms (and practice management programs) list procedure codes and,
often, diagnosis codes that change periodically. Medical insurance specialists must be
sure that these databases are updated when new codes are issued and old codes are
modified or dropped (see the chapters about diagnostic and procedural coding). They
also bring key changes in codes or payers’ coverage to the providers’ attention. Usually
the practice manager arranges a time to discuss such matters with the physicians.

THINKING IT THROUGH 3.7
Review the completed encounter form shown in Figure 3.10.
1. What is the age range of the patient?
2. Is this a new or an established patient?
3. What procedures were performed during the encounter?
4

. What laboratory tests were ordered? @

3.8 Understanding Time-of-Service
(TOS) Payments

Routine Collections at the Time of Service

Up-front collection—money collected before the patient leaves the office—is an important
part of cash flow. Practices routinely collect the following charges at the time of service:

Previous balances

Copayments

Coinsurance

Noncovered or overlimit fees

Charges of nonparticipating providers

Charges for self-pay patients

Deductibles for patients with consumer-driven health plans (CDHPs)
Charges for supplies and copies of medical records

BILLING TIP
Collecting TOS payments

ONOURWN

- Many offices tell patients who are scheduling visits what copays they will owe at the time of service.
- Keep change to make it easier for cash patients to make TOS payments.

« Ask for payment. “We verified your insurance coverage, and there is a copay that is your responsi-
bility. Would you like to pay by cash, check, or credit or debit card?”
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COMPLIANCE TIP

Never refuse to provide medical
record copies because a patient
has a balance due; this is unethi-
cal and, in many states, illegal.

/.

Billing for Medical
Record Copies

Under HIPAA, it is permissible to
bill patients a reasonable charge
for supplying copies of their med-
ical records. Costs include labor,
supplies, postage, and time to
prepare record summaries. Prac-
tices must check state laws, how-
ever, to see if there is a per-page
charge limit.

accept assignment participat-
ing physician’s agreement to
accept allowed charge as full
payment

self-pay patient patient with no
insurance

® FINAL PAGES  -ag aptara | .

Previous Balances

Practices routinely check their patient financial records and, if a balance is due, collect
it at the time of service.

Copayments

Copayments are always collected at the time of service. In some practices, they are col-
lected before the encounter; in others, right after the encounter.

The copayment amount depends on the type of service and on whether the provider
is in the patient’s network. Copays for out-of-network providers are usually higher than
for in-network providers. Specific copay amounts may be required for office visits to
PCPs versus specialists and for lab work, radiology services such as X-rays, and surgery.

When a patient receives more than one covered service in a single day, the health
plan may permit multiple copayments. For example, copays both for an annual physical
exam and for lab tests may be due from the patient. Review the terms of the policy to
determine whether multiple copays should be collected on the same day of service.

Coinsurance

As healthcare costs have risen, employers have to pay more for their employees’ medical
benefit plans. As a result, employers are becoming less generous to employees, demand-
ing that employees pay a larger share of those costs. Annual health insurance premiums
are higher, deductibles are higher, and in a major trend—a shift from copayments
to coinsurance—many employers have dropped the small, fixed-amount copayment
requirements and replaced them with a coinsurance payment that is often due at the
time of service.

BILLING TIP
Copayment Reminder

Many practice management programs have a copayment reminder feature that shows the
copayment that is due.

Charges for Noncovered/Overlimit Services

Insurance policies require patients to pay for noncovered (excluded) services, and payers
do not control what the providers charge for noncovered services. Likewise, if the plan
has a limit on the usage of certain covered services, patients are responsible for paying
for visits beyond the allowed number. For example, if five physical therapy encounters
are permitted annually, the patient must pay for any additional visits. Practices usually
collect these charges from patients at the time of service.

Charges of Nonparticipating Providers

As noted earlier in this chapter, when patients have encounters with a provider who
participates in the plan under which they have coverage—such as a Medicare-participating
provider—that provider has agreed to accept assignment for the patients—that is, to accept
the allowed charge as full payment. Nonparticipating physicians usually do not accept
assignment and require full payment from patients at the time of service. They also do
not file claims on patients’ behalf. An exception is Medicare, which requires all providers
to file claims for patients as a courtesy.

Charges for Services to Self-Pay Patients

Patients who do not have insurance coverage are called self-pay patients. Because many
Americans do not have insurance, self-pay patients present for office visits daily. Medical
insurance specialists follow the practice’s procedures for informing patients of their
responsibility for paying their bills. Practices may require self-pay patients to pay their
bills in full at the time of service.
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Deductibles for Patients with CDHPs

Patients who have CDHPs must meet large deductibles before the health plan makes a
payment. Practices are responsible for determining and collecting those deductibles at
the time of service.

Billing for Supplies and Other Services

Many practices bill for supplies and for other services, such as making copies of medical
records, at the time of service.

Other TOS Collection Considerations

In the typical revenue cycle, after the routine up-front collections are handled, a claim COMPLIANCE
for insured patients is created and sent. The practice then waits to receive insurance pay- GUIDELINE
ments, post the amount of payment to the patient’s account in the PMP, and bill the
patient for the balance. This process is followed because until the claim is adjudicated by
the payer, the patient’s actual amount due is not known. The adjudication process often  Some payers (especially govern-
results in a change to the amount due initially calculated. Of course, how much of an  ment programs) do not permit
annual deductible the patient has paid affects that amount. Differences in participation  providers to collect any charges
contracts with various payers also may reduce the physician’s fee for a particular service  except copayments from patients
(this topic is covered in the chapter about visit charges and compliant billing). until insurance claims are adjudi-
However, following this process creates a problem for the practice in that it delays  cated. Be sure to comply with the
receipt of funds, reducing cash flow. For this reason, many practices are changing their  payer’s rules.
billing process to increase TOS collections.
For example, a practice may decide to collect patients’ unmet deductibles or to adopt
the policy of estimating the amount the patient will owe and collecting a partial payment partial payment payment made
during the checkout process. For example, if the patient is expected to owe $600 and  during checkout based on an
practice policy is to collect 50 percent, the patient is asked to pay $300 today and to estimate
expect to be billed $300 after the claim is processed.

THINKING IT THROUGH 3.8

1. Why is collecting balances from patients at the time of service an
important part of revenue cycle management?

Collecting Charges

3.9 Calculating TOS Payments

What patients owe at the time of service for the medical procedures and services they
received depends on the practice’s financial policy and on the provisions of their
health plans.

Financial Policy and Health Plan Provisions

Patients should always be informed of their financial obligations according to the credit
and collections policy of the practice. This financial policy on payment for services is financial policy practice’s rules
usually either displayed on the wall of the reception area or included in a new patient governing payment from patients
information packet. A sample of a financial policy is shown in Figure 3.11.

The policy should explain what is required of the patient and when payment is due.
For example, the policy may state the following:

> For unassigned claims: Payment for the physician’s services is expected at the end of
your appointment unless you have made other arrangements with our practice manager.

> For assigned claims: After your insurance claim is processed by your insurance com-
pany, you will be billed for any amount you owe. You are responsible for any part of
the charges that are denied or not paid by the carrier. All patient accounts are due
within thirty days of the date of the invoice.

> Copayments: Copayments must be paid before you leave the office.
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We sincerely wish to provide the best possible medical care. This involves
mutual understanding between the patients, doctors, and staff. We
encourage, you, our patient, to discuss any questions you may have
regarding this payment policy.

Payment is expected at the time of your visit for services not covered by
your insurance plan. We accept cash, check, AMEX, Visa, MasterCard, and
Discover.

Credit will be extended as necessary.

Credit Policy
Requirements for maintaining your account in good standing are
as follows:

1. All charges are due and payable within 30 days of the first billing.

2. For services not covered by your health plan, payment at the time of
service is necessary.

3. If other circumstances warrant an extended payment plan, our credit
counselor will assist you in these special circumstances at your request.

We welcome early discussion of financial problems. A credit counselor
will assist you.

An itemized statement of all medical services will be mailed to you every
30 days. We will prepare and file your claim forms to the health plan.
If further information is needed, we will provide an additional report.

Insurance

Unless we have a contract directly with your health plan, we cannot
accept the responsibility of negotiating claims. You, the patient, are
responsible for payment of medical care regardless of the status of

the medical claim. In situations where a claim is pending or when
treatment will be over an extended period of time, we will recommend
that a payment plan be initiated. Your health plan is a contract between
you and your insurance company. We cannot guarantee the payment of
your claim. If your insurance company pays only a portion of the bill or
denies the claim, any contact or explanation should be made to you,
the policyholder. Reduction or rejection of your claim by your insurance
company does not relieve the financial obligation you have incurred.

Insufficient Funds Payment Policy

We may charge an insufficient funds processing fee for all returned
checks and bankcard charge backs. If your payment is dishonored, we
may electronically debit your account for the payment, plus an insufficient
funds processing fee up to the amount allowed by law. If your bank account
is not debited, the returned check amount (plus fee) must be replaced by
cash, cashier’s check, or money order.

FIGURE 3.11 Example of a Financial Policy

However, a health plan may have a contract with the practice that prohibits physicians
from obtaining anything except a copayment until after adjudication. Medicare has such
a rule; the provider is not permitted to collect the deductible or any other payment until
receiving data on how the claim is going to be paid. In this case, the health plan protects
patients from having to overpay the deductible amount, which could occur if multiple
providers collected the deductible within a short period of visits.
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Estimating What the Patient Will Owe

Many times, patients want to know what their bills will be. For practices that collect
patient accounts at the time of service and for high-deductible insurance plans, the
physician practice also wants to know what a patient owes.

To estimate these charges, the medical insurance specialist verifies:

» The patient’s deductible amount and whether it has been paid in full, the covered
benefits, and coinsurance or other patient financial obligations
» The payer’s allowed charges for the planned or provided services

Based on these facts, the specialist calculates the probable bill for the patient.

Other tools can be used to estimate charges. Some payers have a swipe-card reader (like
a credit card processing device) that can be installed in the reception area and used by
patients to learn what the insurer will pay and what the patient owes. Most practice man-
agement programs have a feature that permits estimating the patient’s bill, as shown below:

Policy 1: Aetna Choice (EMC) ES§1$6656% s $16.00
olicy 1: Aetna Choice d ; .

Policy 2: Medicare Nationwide $0.00 AdJUStmemS: LD
Policy 3- $0.00 Subtotal: $116.00
Guarantor: Williams, Vereen -$15.00 Payment: -$15.00
Adjustment: $0.00 Balance: $101.00
Policy Copay: 15.00 OA:

Annual Deductible: 0.00YTD:  $0.00 | Account Total: $101.00

Real-Time Adjudication

The ideal tool for calculating charges due at the time of service is the transaction called

real-time adjudication (RTA). Offered to practices by many health plans, RTA allows the real-time adjudication (RTA)

practice to view, at the time of service, what the health plan will pay for the visit and process used to generate the

what the patient will owe. The process is to (1) create the claim while the patient is amountowed by a patient @
being checked out, (2) transmit the claim electronically to the payer, and (3) receive an

immediate (“real-time”) response from the payer. This response

» Informs the practice if there are any errors in the claim, so these can be fixed and
the claim immediately resent for adjudication
States whether the patient has met the plan’s deductible

» Provides the patient’s financial responsibility
Supplies an explanation of benefits for this patient, so that any questions the patient
has about denial of coverage or payment history can be immediately answered.

Note that RTA does not generate a “real-time” payment—that follows usually within
twenty-four hours. This brief waiting period is also a great improvement over the time
it normally takes payers to send payments.

BILLING TIP
RTA Versus Estimates

The RTA process generates an actual amount due from the patient, not an estimate of that amount.

Credit Card on File Policy

Many practices have instituted a policy of collecting and retaining patients’ credit card

information. Known as a credit card on file (CCOF) policy, it protects the practice in  credit card on file (CCOF)

the event of delays in payment or failures to pay. Patients complete the practice’s form policy of collecting and retaining
(see Figure 3.12) by providing their credit card information and signature to authorize patients’ credit card information
payment for outstanding balances. The practice must keep this information private, in

compliance with HIPAA regulations, and may stipulate other conditions, such as billing

fees and additional charges.
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BILLING TIP

Use of Credit and Debit
Cards

Accepting credit or debit cards
requires paying a fee to the
credit card carrier. It is generally
considered worth the cost
because payments are made
immediately and are more
convenient for the patient.
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CREDIT CARD ON FILE POLICY

At Valley Associates, PC, we require keeping your credit or debit card on file as a
convenient method of payment for the portion of services that your insurance doesn’t
cover, but for which you are liable. Without this authorization, a billing fee of [$X] will be
added to your account for any balances that we must attempt to collect of through mailing
monthly statement. Furthermore, an “outstanding balance” change of 1.5 percent of the
total bill will change for each month that the bill remains unpaid.

Your credit card information is kept confidential and secure and payments to your card
are processed only after the claim has been filed and processed by your insurer, and the

insurance portion of the claim has paid and posted to the account.

| authorize Valley Associates, PC to change the portion of my bill that is my financial
responsibility to the following credit or debit card:

[ Amex [visa [OMastercard [ Discover

Credit Card Number

Expiration Date / /

Cardholder Name

Signature

Billing Address

City State Zip

| (we), the undersigned, authorize and request Valley Associates, PC to change my credit
card, indicated above, for balances due for services rendered that my insurance
company identifies as my financial responsibility.

This authorization relates to all payments not covered by my insurance company for
services provided to me by Valley Associates, PC.

This authorization will remain in effect until | (we) cancel this authorization. To cancel, |
(we) must give a 60 day notification to [practice name] in writing and the account must
be in good standing.

Patient name (Print):

Patient signature:

Date: / /

FIGURE 3.12 Credit Card on File Policy

Financial Arrangements for Large Bills

If patients have large bills that they must pay over time, a financial arrangement for a
series of payments may be made (see Figure 3.13). The payments may begin with a
prepayment followed by monthly amounts. Such arrangements usually require the
approval of the practice manager. They may also be governed by state laws. Payment
plans are covered in greater depth in the chapter about patient billing and collections.

THINKING IT THROUGH 3.9

1. Read the financial policy shown in Figure 311. If a patient presents for
noncovered services, when is payment expected? Does the provider
accept assignment for plans in which it is nonPAR?
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Patient Name and Account Number

Total of All Payments Due

FEE $

PARTIAL PAYMENT $

UNPAID BALANCE $

AMOUNT FINANCED $ (amount of credit we have provided to you)
FINANCE CHARGE $ (dollar amount the interest on credit will cost)
ANNUAL PERCENTAGE RATE $ (cost of your credit as a yearly rate)
TOTAL OF PAYMENTS DUE $ (amount paid after all payments are made)
Rights and Duties

| (we) have reviewed the above fees. | agree to make payments in monthly
installments of $ , due on the day of each month payable to ,
until the total amount is paid in full. The first payment is due on . I may

request an itemization of the amount financed.

Delinquent Accounts

| (we) understand that | am financially responsible for all fees as stated. My account

will be overdue if my scheduled payment is more than 7 days late. There will be a

late payment charge of $ or % of the payment, whichever is less. |
understand that | will be legally responsible for all costs involved with the collection

of this account including all court costs, reasonable attorney fees, and all other expenses
incurred with collection if | default on this agreement.

Prepayment Penalty
There is no penalty if the total amount due is paid before the last scheduled payment. @

| (we) agree to the terms of the above financial contract.

Signature of Patient, Parent or Legal Representative Date
Witness Date
Authorizing Signature Date

FIGURE 3.13 Financial Arrangement for Services Form

Learning Outcomes Key Concepts/Examples

3.4 Explain the method used to e Practices gather accurate information from patients to perform billing and medi-
classify patients as new or cal care.

established. e New patients are those who have not received any services from the provider within
the past three years.

» Established patients have seen the provider within the past three years.

« Established patients review and update the information that is on file about them.
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Learning Outcomes

3.2 Discuss the five categories
of information required of new
patients.

3.3 Explain how information for
established patients is updated.

3.4 Verify patients’ eligibility for
insurance benefits.

3.5 Discuss the importance of
requesting referral or preauthori-
zation approval.

3.6 Determine primary insur-
ance for patients who have more
than one health plan.

3.7 Summarize the use of
encounter forms.

3.8 Identify the eight types of
charges that may be collected
from patients at the time of
service.

FINAL PAGES

Key Concepts/Examples

Five types of information collected:

.

Basic personal preregistration and scheduling information

The patient’s detailed medical history

Insurance data for the patient or guarantor

A signed and dated assignment of benefits statement by the policyholder

A signed Acknowledgment of Receipt of Notice of Privacy Practices authorizing the
practice to release the patient’s PHI for TPO purposes

Patient information forms are reviewed at least once per year by established patients.
Patients are often asked to double-check their information at their encounters.

The PMP is updated to reflect any changes as needed, and the provider strives for
good communication with the patient to provide the best possible service.

verify patients’ eligibility, the provider:

Checks the patient’s information form and medical insurance card (except in medical
emergency situations)

Contacts the payer to verify the patient’s general eligibility for benefits and the amount
of copayment or coinsurance that is due at the encounter, and to determine whether
the planned encounter is for a covered service that is considered medically necessary
by the payer

Preauthorization is requested before a patient is given certain types of medical care.

In cases of referrals, the provider often needs to issue a referral number and a refer-
ral document in order for the patient to see a specialist under the terms of the med-
ical insurance.

Providers must handle these situations correctly to ensure that the services are cov-
ered if possible.

Patient information forms and insurance cards are examined to determine whether
more than one health insurance policy is in effect.

If so, the provider determines which policy is the primary insurance based on coor-
dination of benefits rules.

This information is then entered into the PMP and all necessary communications
with the payers are performed.

Encounter forms are lists of a medical practice’s most commonly performed services
and procedures and often its frequent diagnoses.

The provider checks off the services and procedures a patient received, and the
encounter form is then used for billing.

Practices routinely collect up-front money from patients at the time of their office
visit as an important source of cash flow.

Eight different types of charges may be collected from patients at the time of service:

S N C N A o

Previous balances

Copayments

Coinsurance

Noncovered or overlimit fees
Charges of nonparticipating providers
Charges for self-pay patients
Deductibles for patients with CDHPs

Charges for supplies and copies of medical records
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Learning Outcomes Key Concepts/Examples

3.9 Explain the use of real-time
adjudication tools in calculating
time-of-service payments.

® FINAL PAGES  -ag aptara | EQ

Real-time adjudication tools:

* Allow the practice to view, at the time of service, what the health plan will pay for
the visit and what the patient will owe

¢ Provide valuable information and checks so that the practice and patients are aware
of the expected costs and coverage

* Inform or remind patients of the financial policy and give estimates of the bills they
will owe

Review Questions

Match the key terms with their definitions.

1. LO 3.2 direct provider

2. LO 3.2 assignment of
benefits

3. LO 3.1 new patient

s

LO 3.6 secondary
insurance

LO 3.7 encounter form
LO 3.1 established patient
LO 3.2 insured/subscriber

®» N o u

LO 3.6 coordination of
benefits

9. LO 3.3 primary insurance

10. LO 3.2 patient information
form

1. LO 3.9 credit card on file
(CCOF)

12. LO 3.5 referral waiver
13. LO 3.4 trace number

14. LO 3.8 partial payment

A. Form used to summarize the treatments and services patients receive during
visits

B. Policyholder

C. Authorization by a policyholder that allows a payer to pay benefits directly
to a provider

D. The insurance plan that pays benefits after payment by the primary payer
when a patient is covered by more than one medical insurance plan

E. The provider who treats the patient

F. A clause in an insurance policy that explains how the policy will pay if
more than one insurance policy applies to the claim

G. A patient who has received professional services from a provider or another
provider in the same practice with the same specialty in the past three years

H. Form completed by patients that summarizes their demographic and insur-
ance information

I. A patient who has not received professional services from a provider, or
another provider in the same practice with the same specialty, in the past
three years

J. The insurance plan that pays benefits first when a patient is covered by two
medical insurance plans

K. The document a patient signs to guarantee payment when a referral authori-
zation is pending

L. A policy of collecting and retaining patients’ credit card information
M. The number assigned to a HIPAA 270 electronic transaction

N. A payment made during checkout based on an estimate

@\ comect
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Select the answer choice that best completes the statement or answers the question.

15. LO 3.2 A patient’s group insurance number written on the patient information or update form must match
A. the patient’s Social Security number
B. the number on the patient’s insurance card
C. the practice’s identification number for the patient
D. the diagnosis codes

16. LO 3.4 If a health plan member receives medical services from a provider who does not participate in the plan,
the cost to the member is
A. lower C. the same
B. higher D. negotiable

17. LO 3.2 What information does a patient information form gather?
A. the patient’s personal information, employment data, and insurance information
B. the patient’s history of present illness, past medical history, and examination results
C. the patient’s chief complaint
D. the patient’s insurance plan deductible and/or copayment requirements

18. LO 3.6 If a husband has an insurance policy but is also eligible for benefits as a dependent under his wife’s

insurance policy, the wife’s policy is considered for him.
A. primary C. secondary
B. participating D. coordinated

19. LO 3.5 A certification number for a procedure is the result of which transaction and process?
A. claim status C. coordination of benefits
B. healthcare payment D. referral and authorization
and remittance advice

20. LO 3.9 A practice’s rules for payment for medical services are found in its

A. coordination of benefits C. financial policy
B. documentation D. compliance plan
21. LO 3.7 The encounter form is a source of information for the medical insurance specialist. @
A. billing C. third-party payment
B. treatment plan D. credit card

22. LO 3.9 Under Medicare, what must a provider receive before it is permitted to collect a deductible or any other

payment?
A. the patient’s coinsurance C. authority to accept assignment
B. the patient’s copayment D. data on how the claim is going to be paid

23. LO 3.8 Which charges are usually collected at the time of service?
A. copayments, lab fees, and therapy charges
B. copayments, noncovered or overlimit fees, charges of nonparticipating providers, and charges for self-pay patients
C. deductibles and lab fees
D. coinsurance

24. LO 3.6 The tertiary insurance pays

A. after the first and C. after receipt of the claim
second payers
B. after the first payer D. before all other payers

Enhance your learning at http://connect.mheducation.com!
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Answer the following questions or provide the information required.
25. Define the following abbreviations:

A. LO 3.2 nonPAR
B. L0 3.6 COB

C. L03.2 PAR

D. L0341 NP

E. LO31 EP

Case 31 Abstracting Insurance Information

LO 3.1 Carol Viragras saw Dr. Alex Roderer, a gynecologist with the Alper Group, a multispecialty practice of 235 phy-
sicians, on October 24, 2027. On December 3, 2029, she made an appointment to see Dr. Judy Fisk, a gastroenterolo-
gist also with the Alper Group. Did the medical insurance specialist handling Dr. Fisk’s patients classify Carol as a
new or an established patient?

Case 3.2 Documenting Communications

LO 3.3 Harry Cornprost, a patient of Dr. Connelley, calls on October 25, 2029, to cancel his appointment for October
31 because he will be out of town. The appointment is rescheduled for December 4. How would you document this
call?

Case 3.3 Coordinating Benefits

Based on the information provided, determine the primary insurance in each case.

A. LO 3.6 George Rangley enrolled in the ACR plan in 2018 and in the New York Health plan in 2016.
George’s primary plan:

B. LO 3.6 Mary is the child of Gloria and Craig Bivilaque, who are divorced. Mary is a dependent under both Craig’s
and Gloria’s plans. Gloria has custody of Mary.

Mary’s primary plan:

Enhance your learning at http://connect.mheducation.com!
« Practice Exercises - Worksheets

« Activities - SmartBook

Chapter 3 PATIENT ENCOUNTERS AND BILLING INFORMATION 103

vaL08557_ch03_071-104.indd 103 @ 12/18/18 3:04 PM



: t
® FINAL PAGES -« aptara | EOA

C. LO 3.6 Karen Kaplan’s date of birth is 10/11/1985; her husband Carl was born on 12/8/1986. Their child Ralph
was born on 4/15/2015. Ralph is a dependent under both Karen’s and Carl’s plans.

Ralph’s primary plan:
D. LO 3.6 Belle Estaphan has medical insurance from Internet Services, from which she retired last year. She is on
Medicare but is also covered under her husband Bernard’s plan from Orion International, where he works.

Belle’s primary plan:

E. LO 3.6 Jim Larenges is covered under his spouse’s plan and has medical insurance through his employer.

Jim’s primary plan:

Case 3.4 Calculating Insurance Math

A. LO 3.8, 3.9 A patient’s insurance policy states:
Annual deductible: $300.00
Coinsurance: 70-30
This year the patient has made payments totaling $533 to all providers. Today the patient has an office visit (fee: $80).
The patient presents a credit card for payment of today’s bill. What is the amount that the patient should pay?

B. LO 3.8, 3.9 A patient is a member of a health plan with a 15 percent discount from the provider’s usual fees and
a $10 copay. The day’s charges are $480. What are the amounts that the HMO and the patient each pay?

C. LO 3.8, 3.9 A patient is a member of a health plan that has a 20 percent discount from the provider and a 15 percent
copay. If the day’s charges are $210, what are the amounts that the HMO and the patient each pay?
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of Diseaszes (I

n the Ditevna

ion of the Linited Mo

was [irst developed more than a hundred veass ago,
from death

ality da
ion was publis

1CD-10 to categorize me

nded version of s tenth revi

certificates since 199

hed prior

we date for the hea eview, A commities

10 the mine

5 3 E ftics prepared thi
or ICD-10-CM. | is used to

1 Dffices,

er-

Ithcare protessionals f VETIOUE
ich is called the ICD-10's € Mo

wient i

o

physic nd surveys
s | NCHS). Codes in [CD-10-CM »ciobe 0
Iy than does the World Health O
are intended to provide a more complete picture

and clussify morbidity data fi

conducted by the Mational Center for H

scribe conditio -

1 by
patients” conditions,

15

|lnesses more pr

use the code:

tion's 1C])-

Code Makeup
In ICTHI0CM, & code is a three to sevenc

The svsu

symp- )l e T ser

isese or condi

toms. A caleg three ¢l either e

four- or five-character codes. Yalid codes themsel SiX. or
seven cf For
example, the code for the first visit fora o fand d ced I re af the right tibial

ne requires seven characters:

Category 582 Fracture of lower leg, including ankie

Fracture of upper end of libia

wy 58211 Fracture of fibial spine

Code S8 Displaced fracture of right tibial spine

Code SBLINA Displaced
closed fracture

are of tiblal spine, initial encounter for

= ding

This varmble structure enables coders to &
ed in the patient med
wnly fourth or fifth characters, 3

51 S ik that 15

cter code is more spe han

information
o assignment in the ICD-10-CM code set, sixth and seventh che
of but must be o For e . Centers for Medicare and Medicaid Services
| be rejected when the most §

TACTErS Are

(CMS) rules state that o Medicare claim ifle code

e is not used
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CLAIM

B. What type of term 5 shown in parentheses?

2,
B. Atrophia
C. Branchi
3. Are see cro BACes in

Wiy ar why not?

The Tabular List received its name from the |z

e aaf medns

guage of statistics: the wor
stically. The disepses and injuries in the Tabuler List are
o etinlogy, hody system, or purpose. See Table 4.1 for

record, or st syst
ed into chapters
rzation of the T:

and the

h part covers.

placehalder character

ICD-10CM uses
i ame codes when a fifth

ated 8

but the digit space to the left of thal char is emp
2, the subcategory T46.1 Poiscning by, adverse t of and underdosit
annel blockers, uses the sixed digit 1o describe whether the poisoning

ed by assaull, was und
s no fifth

ntentional ). was intent

mal seli-harm, was

derdosing. Because there

termined, or was related to an adverse ¢
i fifth space.

digit assigned. an x is used o hold the
T46.1X2A Poisonir
encoumnter

intention

by calc -chiannel blocke I sel-harm, initial

the problem, the subsequent

o speeify

s0mMe categarics,

m o previous disease or
). The seventh-character extension req
practer mast always be in position
s long, the

rement is contained in

the start of the codes it covers. The seventh b
seven of the alphanumeric code, so if the code is not at least six chs
pl

ceholder che “1" must be used to Gl that empty .

le. category S64. In

For exs ry of perves al wrist and hand level, leads off with

this note:

564,

cale

The sppropriate seventh characler is to be added to each code fro

A
D for

roun initial e mnter

baequant encounter




Ref
Kome entries use cmssreterences. If the crossreference see appears after o main term,
ook up the term that
n term where the coder first look

Cross

ces

e in the index. The see reference

the coder o, flows the word

5 that

he ma

not correct; an

ther

cgaTy
d the

must be used, In Figure 4.1, for example, to code the subterm snow une

v must be found,

ts the coder to add L, rela

another type of crossreference, poi
’ the

For example, in Figure 4.1, the

¢ indicates t coder should review the additior

s note al Blingd directs

dress as well

specific for the condition
ation. T

Hemwrrhage, hemorrhagic, eye NEC H5T8 ced

Another abbre

n, NOS, or net otherwise specified, means o
or gbbreviation indicates that the code to be located in the Tab
ibed in the med

ern

be used when 8 condition is not completely
example le fer aning the di

eritis, bacillary NOS A9 s |

Multiple Codes, Connecti Words,

and Combination Codes

require two codes, one for the etic and a second for the
e's Ly sig
en two codes, the seco

Bome conditions may
manifestation, the dise
d

nifestatl

mproms, econdary processes, This require-
d in brackets, a

ment is indic: i ar after a term:

Preumonia in chenmatic fover 100 [117]

This entry

r the

requires two Lthe etiology [rheumatic lever. 100) and ene fo

). The use of brackets in the Alphabetic Index aro
innat be the first-listed code in coding this
ed after the codes for etinl

codes
Ti

iudicate the need |

av also it fitior imviving

nnecting words, such as &

r two codes or for a sin . For

example

Cramp(s), muscle, R2.

due to immersion

When the Alphabetic Index indi
List entry & used to determine whet

cates Lthe possible need for two codes, the Tabular
in fact they
the etiology and the

are needed, In some cases, a

nilestation is ble instems]  con

comhbination code descrbing b 1L

o codes. For exampl

Influenza due to identified novel influenza A virus with gastrointestinal manifests
10933

Combination codes that cl with an associated

two diagnoscs or a dizgnosis

ciompls

i may also exi

Chapter 4 [:ACH C CODIMG: ICD-10-CM 11
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ms

pear mere than ones in the Alphabetic Index. Oficn, the term in common

well as the pocepted medical termino or example, there is @an e

with o crossreference o

for flu,

Eponyms

An eponym | propounce isao dure ) named for
such as the physician who discovere i
is usually listed bol wer that name and under the
Morvan's d ars as & subterm
main term, The Alphabetic i

Epony;

mp!

tered child syndrome or

lention: Turnove
n term or subterm is too long to fit on one line, as is often the
nessential m ar, lumover (or carryover) lines are used. Turnover

te the right than are subterms. It is important to
ha wmover line from a subterm line. For example, under the

Iways indented Iy
carefully to d

stingy

gur
gh to require a tumaover line,

tion under "See” is
ossible to confise

the inferm

and the subterm i
ithout close attention, it




This process must be [ollowed when assigning all cod

hyphen in Alphabetic Index is a clear reminder of this rule. The hyphe

ode. For e
5 10 the Tabula

that the coder wil
for oftitis media
reviews these eniries:

need Lo drill down Lo select the right ¢
Hiwi, 4-.

ndex ent

Hi

¥ Oititis m

He6.91 Otitis medi

d, right ear

H66.92 Otitis media, unspecified, left ear
Hisb 93 Otit

5 medi;

cra

Based on umentation, one of these must be
b H66H.9 55 not sulfic

lected for compli

s It important to use current ICD cod

erms in the Tabu

o5 all the me

L also lists common terms thatl are not fow

nized by the condition, not by the body

v, fronnatle (the condition )
1o find

m wrist Jraci
nd then, below it,

re is located by looking under f
t (the location), rather than und

T

Main Terms, Subterms, and Nonessential

Modi
The assignm 15 by looking up the u that
describes the patient's condition based on the diagnostic statement. Figure 4.1 iflus-
t of the Alphe Index. E:
and is followed by its default code, the o
th
44 §s located in the Alphabeti
H34.0X-.

Lhe

edical ter

trates the form dface Lype

&
=

%

ient presents with blindness," the muin

aple, if Lhe diagnostic stalement i
i the de

term i
shown i
Be

in the selection of corre

{see Figure 4.

ain term, any subterms with their codes Subterms are esser

ot codes, They may show the efiology of the disease—ils ca

be
dness in Figure 4.1 inc!
Y O Type—s
Any nonessential modifiers

r ofgin—or descr particular type or body site

i
cating a different etiolo;

: main term

subterms ar
on the same line. Nonessen i
tial to the sclection of the correct

€ noL essen-

supp
They help

¥ ter
to the correct term, but they

do not have to appear in the physician’s diggnostic statement for the coder o correctly

In

¥ the main ler

and ol ¢

es may mod

ol presents with blindness aeg

may #pped

main term

nor

It code




tistics and CMS relea:
The majer new, valid, and revised codes are posted on
such as the & or Health and CME websites.

New codes t be used as of the date they nto effect, and invalid (deleted) codes

ional Center for Healt

onal Center stic

must not be osed, The US. Government Printing Office (GPO) publishes tf

GH
=i

THINKING IT TH
1. Each time an update is refeased, ICD-10-CM has many new catsgories,

In part for diseases that have been discovered since the previous resision.
What are exampies of diseases that have been diagnosed in the Iast

two decades?

. kne

the disease descriptions in the
descriptions are listed in more than

Injuries ilphatetically ane 1

o abular List is made up of

odes.

The Table of Drugs and Chemicals

provides in table format an index of and chemicals that are listed in the

Tabular List.

5 The Index to External Causes provides nidex

ter of the Tabular List.

1's diagnostic
or which a

The process of us
statement, which conta
patient is receiving ¥
main reason for the patient encounter, It may also prov
comditions or symploms that h

For each en meludes the

fditional

ve been realed or that are n

ed to the patient's
current illness,
In cach part of 1CD-102CM, conventions, whic!

le visual guidance for un

echniques that pro-

d the rules

erstanding information, help coders undern

and select the right code, The primary rule

5 that both the Alphabetic Index and the

abular List are used 1 sl locmtes the deseription
and code ln the Alphabetlc Index and then s the ed code selection by turn

ing o the Tabular List and study 15 entrics

108 Part2
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CLAIM CC

0
2]
-
2

ns that have hoth an underdy-

ing etiology and manifestations is indicated in the Tabular List by some phrases that
shout the need for additional oo T'he phrases point to situations
exumple, o statement that o con nis

e than one code is required. Fo

T may require diditional cola,

natl code of o nole
shown in the Alpha-

be followed by the instruction use

158 be th

ig. The order of the codes

hetic Index: the ctinlogy comes first followed

w the manifestation code,

e Instruction oo
festation code that

w disease (or similar wording) appears below a r
listed code. These © i

only, never fo
FOT Persomality and behavioral disorders doe to known physiological comlition

wdi

L&

st Lhe underlving physiolog

The “use additional code™ note also appears when ICD-I0-CM requices assignment of
codes for health factors such as tobacco use
ruciure based on the concept of laterality. In 1CD-

stem should capture the side of the body
it part condition, The feurth. h, or sixth cha
ch as right arm, left wrist, both cyes. (In
the body, such as lefl-handedness.) When the
u conditon is
( that is, hath),

Tected

2 of the

document

erdl but ther
the lefl and right sides ane as

no appropriate o

1ed

two codes

KING IT THROUGH 4,
Pravide the following information about codes found In the Tabular List.

2

1. What condition is excluded from category BSB, Toxopla

; Jaq.0?

ollows the

2, What Is the meaning he phras

3. What Is the meaning of the note that follows category SBO, Superficial

Injury of knee and lower leg?

4, What types of diabetes are included in category EN, Type 2 diabetes

mellitus?

view the instruc

1 amyof the

Assigning HIPAA-ma
incorporated in the Alphal fTabular List as well a5 a sef
called TCD-10-CM  Offfcial Guidelines for Coding and Reporting. Known as the

ted d codes follows both the conventions that are

te set of ri

ic Index/




Retlers, although currently the s

d chargcter is usually (but nol always) a nun
valid code has to have ot least three ch that,
peed following the third character:

peri

L03.042 Acute lymphangitis of left toc

Each character beyond the category level provides greater specficily to the code's
meaning

Inclusion No
Inclusion notes are hesded by the we
appearing ak em. For example, [n 1CD- 1C
category D49 is annotated to include afl

t

i the content of the calep

Ty
on necplasms,

i

not otherwis

ew growths, or lumors,

ion Not

Exclus
Exclusion motes arc b
1ble to the preceding
1 two condith

ed by the we s and indicate conditions that are not

classif

o types of exclusion notes are . Excludes 1

ed and a con
neluded he
ple occurs in F

oL exist logether, such as an aoqui
eludes 2 r

ndi

ient could the same time. An exan

under th

note states that he

entry LO3DI. This exc

petic Whitlow e
nik inclu

inctuation

A colen (1) indicates an incomplete term, One or more o
is required to mike a oo
d, the d

to be assigned a code fr

entries following the colon

term. Unlike terms in parentheses or brackets, when the

on is

statement m ter the colon

s note alter

m the paricular catege

the information lor ¢horiore

| disomders is as ol

H32 Chorioretinal disorders in discases ¢

sified elsewhere

For the ¢
losis™ must apy

ote 10 apply to chomre
in the d

nostic s

"
sential. suppler
dystonia, is follow

ntheses { ) are used aroung

escriptions that do not affeel the code—that is. nones

Entary terms

For example. the subcategory G24.1, Genetic torsion
“ldmpathic (torn 1 MOS8

Brac
the sa

Ve

or explanations. They

tegory E52 is deser

bed us “Niacin

1¢ MCUNNE o
[pell

deficienc

and NOS are used in
abetic Index

List with the same 15 in the

anings

Chapter 4




{ the disease to show i

festation. For example. the L03 category has six subcategories:
L03 Cell

LOZ0 Cellulitis and

litss and acute

LO31 Cellulitis and ac nphangitis of other parts of limb

L032 Cellulits and acule lympha fce and neck

L0033 Cellulitis and acute lymphangitis of

LO3E Cellu

L03.9 Cellu

#on, has either thres
ample, Figure 4.2 sh
Hlegory.

churacters. For e
of the LO3

MNote that the Tirse

racler in a code is always & letier. The complete alphat
lor the letter U, is used, The second and thi

. exgept

ers may be either numbers or

char

L030  CelulSs and acule lymphanglis of finger and toe

L0301 Celulitis of finger

Felon

Whilo

Exclodes 1 i

LOZ.01 Cellulitis of right finger
Lo3.on Cellulitis of left finger
Loz.010 Cellulitis of unspedfied linger

L03.02  Acute lymphangitis of linger

Hang with Is o fingar

LOZ.021 Acute lymphangitis of right tinger

LO3.022 Acute lymphangitis of left finger

L03.029 Acuta lymphangitis of unspecified finger
L0303 Celuiitis of toe

L0203 Collulitis of right toe

Lo3.032 Cellulitis of left toe

LO3.039 Cellulitls of unspecified toe

L03.04  Acute lymphangitis of toe

Hangrall with kmphangitls of 1oe

L03.041 Acuta lymphangitis of right too
Lo3.042 Acute lymphangitis of left toe
L03.049 Acute lymphangitis of unspecified e

FAGURE 4.2 Fommal of Tabular List Sub
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| 1C00-CM Chapter Structure

Chapter Code Range Title

IE

13 MOO-MAS
F = abincemel dinical & statory fincings, not
= B othier ¢
20 Tiet] g r
¥ 020 It Ingy el status gnd At
Subcategory 86 of radial nerve

sixth digit but requires the sew

OELELET

xal (such
beategon

miportant

venth digit to be ¢

or se

reminders 1o assign the approprate characters

gories, and codes.

1. A category 15 1 ic code tha vers @ simgle disease
ulitls and acute

or relaed con

ymphangitis

Chapter 4




sequelas  condito

120 Partl

for patient ence sudden
ere problems. Acut
listed. Ma

conditions=those that contin

erally, relatively
ific code that is desig-

cond s
patien

OVEL ug

eg injectin d ¢ el

¢ condiliol

unter covers both an acute and s Some

conditio

es for both manilestatic

1 not have sep
If both the scute and the ¢

e code applies,

illmes have codes. the ac

ecified NI

Acute kid
Chronic kid

specitied N1

Sequelae are conditions that remain after a patient’s scute illness or injury has ended

Often called residual effects or late effects,
ater. The d

after the disease iz over,

nd others occur g

D o
Late . rexample, nausea as a lat f ation sickness)

Due toa g
watle (If not a o
miple,

5

ofumion of

infuryy; incl g scarring or

malunicn of fracture, lefl humerus)




List addtianal codes

Chapter 4
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CLAIM

Esw
by

ons of ICO-10-CM, as
1he atient g

qnment 4
jead o cading

ot the

fy disgr

1oRes, Are acce

FIGURE 4.3 ¢

clio




res,” these rules are deve
= up of CMS
lion (AHA), the A
AHIMA), and the NCHS
The 3] [eln
outpatient {physician oflice

visers and partic

rican Health Information Management Associ

has sections fo

peneral rules, inpatient (hospital) coding

Sectien 1, Co,
reviews the Al

g

nd broad coding rules

and then

the twenty-on

s in each

chupters.
Section 11, &

Aeciton of Pr

¢, and Section [11, Repor

moses, explain the guideli lishing the di r dingnoses fi

cases.

sses for all outpatient encount

rom this section cun be summarized

the first-|

£
B

1 Code the primary diagnosis fi d diagnosis, followed by
cl st mditions
2. Code w th

3. Code to th

Co

> Primary Di
isting Conditior
1CD-I0CM code for the prime

Patient is an ¢

ad signs af pye

L five days, she ha {i s, inc

and back pain. Has had a litile hematuria, by

incontir

1ence

¢ managed because Lhey affect
nter Coexisting conditions

a separate illness that

it during the

ed to the primary diagnosis, or they

fmgnoses and treats during the encoonter

, 1 forty-five-year-ald male, presents for complete physical

i

tion. [ ains

ing the examination, patient compl

Ticulty is removed m the left ear canal

ncounter for examination

insurance purposes

1.22 Impacted cerumen, left

It is important to note that patients
coded. So

eference (o

ave diseases or conditions that do not

affect the encounter b
tions o pre

ectly mvalves b
selecting codes. Also, o

not coded,




124 FPartl

CLAIN

0-CM clussify the various types of mental discrders, includ-

Codes in Chaptler 5 of 1CD-1

ing conditions of dr

depend Alzheimer's disease, schizophrenic dis

in the

uge the terminology fou

orders, and me rists
s ( DSM) es. but the codir

o Statis

00M

apter 6 c

DErvous syster.

mamy int
ns The not
aceuriely

and

o circulatory diseass

10 of ICDHOCM classify respiratory illnesses such as influenz

wnary discase (COPD}

and asthma. Preumonia,
Many

on code, such

poeumonia includ
21, pm i

due o 5i

no;

Cades in Chapt

listed acc
b the intestines, liver,

ard|

Lhr and related organs,

s, inflammations, and oth

Codes in ICD-10-CM’'s Chapter 12 elassify skin in

diseases.

Codes in Chapter 13 of 1CD-10-CM classify conditions of the bones and joints—arthrop-

hal cal frac-

5], rhewmalis

hies (back disord 1
: provided for both slee an

ders), deorse
es. In this huge

ies (joine di

er, codes

er dise

tures, and ot

cted. codes

s the bone, joint, or muscle that is

v, The sile repn
1g multiple sies, suc

1 ds ostecarthritls,

cover conditions

genitourl

of ICD-IS

s, such as ink

[GUY} syst
the prostate, and probl




Codes in Chapter | of 1CD-1RCM's
Most catego

sular List classify eommuni nfectious and

s describe a condition and 1

he type of orm

causes il

sded from Ch,

sMs are o

mis (tumorsp are growths

that arise from normal tissee, Note that this cates nosis state-

nt with the word mass, which is

v does not include o

n term, The Alphabetic Index also

1ains a Ne

tomical ko

neoplasm, as fiollow:

One of these o

e Lypes of malig
growing, Ufe-threatening, and made

2nosis melasta-

one site {a nominvasive typel; this

Benign—slow-growing, not lifed!
Une

ormal or near-normal cells

=

in behavi fable when the cells w

vined

ed behavior—no documentation of the o

ature of the neoplasm

MNeopl

Unspecif

As le. the followin

of the colon:

1 exi

itries are shown in the Table for

neoplasm

MALGNANT

UNCERTAIN
Primary Secondary Cancer In sty BENIGN BEHAVIOR

s also show
ain the letter M follow
d stu

cian

the regular Alphabetic Index
M e
L P

ries,
M cod
ts use M codes Lo report on

They are not u

eodes, knowr

slash, and a [

the preva-

ence of various types of [outpa

tient) co

ng. Howeve

for a

ports help in selecting

corree

nd blood-irming

ne mechanism

deficiencies,

Codes in Chapter 4 of 1CD-10CM classily
this chapter Is dlabete:

¢ 2, the |

 variety of conddtions. The most co

mellitus, which is a progressive disease of either ©

it discase,

Chapter4 O

UNSPECIFIED




Category LO3 Cellulitis and acute lvmphangitis {three characters)

Subcategory LU0 Cellulitis and acute lymphangitis of finger and toe (four

5}

ary L0301 Cellulitis of finger Aructers)

Code L0301 Cellu

is of right Anger (six characiers)

Code LU3012 Cellulitis of left finger (six characters)

Code L03.019 Cellulitis of unspecified finger {six characters)

However, note
des because it indicates that the affected

six-character cc

ate documentation should provide this level of detail.

ed, the

n of the condition that is not 1
mentoned,

and st

If the
hooses “oth

imeniation mentions & Lype

cod

|5 asslgned. IT

Versus “umspeci
il whic i

ts both

Provide the diagnosis or the following cases, and explain coding

guideline that you applied to the case

office for

m, the physician identifies a palpable;
it breast. The phy
m to gather informa-

1. A thiny-six-year-old female patient presents to the physiciae
her yearly checkup, During the exa
solitary lump in the upper ocuter quadrant of the
cian considers this significant and extends the ex
tion for diagnosing this problem.

2, A forty
headaches for the past twent
phy
possible brain tumar,

ive-year-old male pat

four hours. Based on the examination, tf

clan orders a magnetic resonance imaging (MRI) to Investigate a

3. An eighty-six-year-old female pa geal ulcer

ts for treatment of a painful episode.

nt who has a chronic lary

4, ght-year-ola female patient has muscle weakness due 1o polio-
in childhood
B. A sixty-four-year-old male patient's dagnosis = degenerative

osteoarthritis,
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Mlowed by subterms that list
wied is the code for the specific

causes. Two

ired. First

el (suc

fect of rickets).
er used with a code for the

es5), followed by the code for the cause (suck
code for the acute illness that led to the sequel:
ate effect itsell

TW-LP visits over time muy

he

5. During this process,

physician de

possible Ses May af io

vear in the | entation as

detern

work is p inconclusive di v not used

essing,

It Enose
listed codes reported for reimbursement of

ice fie

noses, the speci
that
tive statement by the |

18 and sy

¢ indicati 1 be cvaluated by

ht loss, A 5 =ni that ot be con-

firmed during an
The Tollowing

as pain.

nple of how symyg

an e

d signs are coded

Example

M c-pged male presents with abdominal pain and weight loss.
y return home fro ation due to acute illness. He has not been eating well
ue upperabdominal puir vomiting. He denies changes
blood in stoal. P
RI10.13 Epigastric pain

Rb3.4 Abnormal wei

He had 1 1 v

because of a v He denies naw

in bowel habil

wsical exami
Primary Dic

onfirmed rule out,”

s preceded by

L

ient tice )

kely," are not coded in th

Instead, the reported symploms are cod
in the inpatient set
coding, the frstdisted diagnosis is referred to as the pri
as the condition established after study to be chi
sty ee from the facility. IF o defiitive co

Mate that ng, however, the ront. |

gnosis and is defined
=fly responsible for the admission, “After

it's dis dition has

: condition that
ablished

charge, the
ent most

not been estublished, then, ot d
matches the planned course of

sceording o the d ason for the procedure.

ailable and is different from the phy

b
=]
=
E
=
&
=]
2
e

is coded
ional biop:
own nature,

the s 5, the

uilable. For example, §
lesions or a lump of u

est level of o

evaluate mammographic bre
esults sho

s, Lhe di

onal char

t ACtErs
e possible is relerred
lic

code has six characters




Stap 1
Faviow complete
medical documentation

!

Step 2
Abstiset the medical condltions
fram the wail documeniation

Stop 4
Locate the main tem
In the Alphabetic incex.

|

Step S
Venfy the code In
the TabulerList

gnosis or di vses, This informa-

medical record,

ere in the patient’

CC: Chest and ep
Abdomen soft, [y

» inside. Occasional reflux.

ganomegaly.
D Peptic uleer.

The diag

5. Forcxample, in
i describes what

D Complete paralysis,
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Use Z Codes to Show Medical Necessity G0 TO fC-i!ﬁC- :‘“JN“' BOOK }

ich 85 family histary or A patient

#WAS

aus condRion help demons

des? Why or why no

nosis codes ha

six steps, as shown in

The correct procedure for assigning accurat
Fizure 4.4,

Documentation

nt's chief compls
atient presants for the

15 with Lhe p

visit. This is documented in the patient’s medical record. The physician then
the p
tion, proble
sihle fi

ent and evaluates the condi

or complaint, documenting the

or other reason that the documentation shows as being ch
ided. This primary diagne

sion will also mention any

w0 be o

should be

hat is not related to

A patient's exami
ce: I

ness, no meds,

rhea X five days with st

Di: Ulcerative colitis.

s for five

The notes mean that the patient has had sy

ter the abbreviation ('

% and hus taken no

1 af I'he diagnosis, listed

miedication. The chief complaint is not
b n D s i
ne that another patie
Xeray report and notes such

ol itis.

evia

u history of heavy smoking and

CC: Hoarseness, mea during exertion.

Dx: Emphysema and laryngitis

alth problem. firse; It s the primary

zondition that is being treated,

1ysleian listed emphysema. the maj

wsis, Laryngitis is a oo

Chapter 4 L[
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CLAIM

mjury. Codes are

the secident, circumstance, or event thul caused the
Chapter 20 of the Tabular List.

External cause codes are often used in colle
cap e, and activity, As many

wied. Nole,

ing public health omn. They
s needed to

that these coles are nol

ernal cause

cause, intent, pl:

ey
icluded ino@ code from another

should be 1

describe these &

the external cause and intent are alre

need
chapter.

Chapter 21 contains 7 codes i

a disenpse or injury ncing health statu:

5. There are two ch

ez of @

r ill) patients who receive services of than treat
al childbirth. This use is

Reporting visits with
ments, such as annu
coded by a Z code

anizations, and no

s the service, such ¢

vination with abnormal findings

Z00.01 Encounter for geneml sdult med

nat currently affecting the patient's health
nd Tamily history, For example, o person
ingd a Z

the need for a

Reporting encou
statu:

needs 1o be noted. such as pers

is at higher risk for the d

codes to exy

iily history of bresst d
ne an additional code for

or procedure, is is shown here:

yplasm ¢

F80.3 Family histor, malignant

ary code for an encoamter or as an additio
hed in the sume way 2 the elic Index 1o
s code and the Tabular List to verify it. The terms that in
b other medical terms. They usually h
1 & disease or its complications. ¥

be usexd as cither a pri

A Z code c

code. It is rese

her codes,

paoint to the terr

nol the same

wever,

son for an encounter other t

Terminology Associated with Z Cades

Term Example
Cantacipxposar 7 ritact with ar sected] expostne 1o bibem joss

| Encourtsr for intal préscriplion of contracecives
Counseing 5 i 1 proCrERIME genat

oninocu




Codes i Ch

nfunt. the neonate, up to twenty-eizht days

{ ICD-10-CM classily conditions of the fetus or
fter hirth

ter 16

e newborn

ed only

to conditions of the infs he mother.

Codes in ICD10-CM Chapter 1
Us

cing factors during

ies, mallbrmatic

15, and diseases
d disorders. congenital conditions are i

exist at birth,

ke acquire editary or

dug 1o influe: estation

rof TCD-10-CM
nilive ¢

Codes in this

fel

nth chapt signs. symptom

ed conditions which

£nosis

be made. In phys

. these codes are o

ictice {outpatient) codl
“probable,” or ™ ected” cond

ays used insead of coding “rule ow,”
ons

jurics), burns, poisonin

m Chapts

rious

codes fr 20 are used to

s¢ of the njury or poisoning

hemicals in the Alphabetic Index lists [c
polscning 0
i . which ar

r accid
vdverse effect

assault
umintentional, harmful

@

15 L0 1 Proper ¢ which
Al
ol 1 medic n than is presc

Most categorles in Chapter 19 need the sever
of these three

efers 1o the g less

sides of care.

A for an initial encounter

[} for a subscquent encounter

S for sequs

tinal

For examp!
wall

e, ICD-10CM code S31.623A, Laceration with oreign body of abdom
t lower quadrant with penctration into periteneal cavity, initial encounter, shows

uries

res. External co
lems

cause codes for
The en:
The place of oceurren
The

The

er (A = initial,

cause codes are located by first using the third section of the Alphabetic

to External Causes. This ine s organized by main terms desc

Chapter 4 DIAGHK

latter U i

L ised

a

chapaar in the current ICD0-CM.




« ICD:0CM has 190 ma
and the Alphabetic

parts that are used

itinnsl &
Index to Ext

flowed 1o select the ¢

= It contains in all disenses elnssified in
the Tabular List

* Main tern lowed by reloted sublerms or suppo supplementary
terms,

Several comventions apply 1o using the Alphabetie Index comrectly, Including

* Turnover lines are indented further to the right than are subty

¥ 5 provide inform
« The abbreyia nosis dives not match any
10 indicate the code 10 use

other availabl

when o condi

= Multiple codes

main Ler

sted code.

u code mean that it cannot be €

ding 1o

% the codes, whi shaed It twents plers, dce

ted in nom il order

bady system, or purpe

erie listings a singhy

aphunu

c format provide

© chiraciers

usted a5 “x" in some o

uracier exlension requirement.

xelusion ao

ive wording

= Brackers are psed wround synonyms, aliern. I expl anE s,

d 105is does not ma

s the code to use

= The abbreviation NEC is the code to be used when th

d the abbrev

uble: cod

wdition i nol c

il are nol used as primiary

by an instroction to

5 four
1 Section IV

wis Tirst Tollowe

evel of speci




ICD-10-CM. KD-8-CM

ad .
It is useful to note that ¢ ist: The twe major sections of the [CD- "'5'
M and the TCD-I0CM code sets are the Alphabetic Index and the Tabulur lst, and
the same steps covered eadier in this chapter apply 1o ICD-9CM,
ICD-10-CM to ICD-9-CM
Conversion Tool

EVIDENCE MAPPINGS (GEMs)
:alled upon to research an [CD-%:
an sudit fi 2
! compensation (WC) claims m
lated by HIPAA law and th e use of 1CD-10-CM is not

ations, coders

ced,

old claim has resurd.

es i

cported. Worke
pse WO is not e

sel bec

required.

The
equivalence mappi
Both files of equ
search, Particularly usefu

Professional Coders (AAP

1

Is for general
these sitnations. ~quivalence mapp i

al gavernment has prepared GEMs, an acronym that s
5. Altho 1y be helpful

il codes and o conversion too

impertect. GEMs

1y be located via an Inter
i on the Americ

ASSI tion of

lator tool loca

ICD9-CM codes tha
t with E. A number of

start

with those in [CD-10-CM ¢
duffe

problems

e the same m both systems bul hay which

code
system is used will help the coder avoid 1hes

ent m . Being clear o

Tt

& databe

oons;

require ICOA0-CM. Medical cod
A, Urinary tract infeciion sed to know [C0-9-CM

B. COPD
€. CVA with right he

iplegla

D. Bectrocution, inltial episode

* Codes are made up of betwy

= Addends to codes are
into effect

Chapter 4
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CLAIM

KING

1. Why is it important n the Tabular List

. and then

» use the Alphabetic Index and the
to find the correct code? Work through

5 coding proce

comment on your result.

A. Double-und
comp!
B. Find the term in the Alphabetic Index, and Ii

2 the main term and underline the subterm: Patlent
ins of abdominal cramps.

its code,

C. Werify L in the Tabular List, readit

code you have determined to be comect.

x cod all instructions. List the

D. Did the result of your research in the Tabular List match the main

term’s code in the Alphabetic Index? Why?

2. Place a doubla rine below the main terms and & single underline

below any sul and ther

mine the carre

A. cerebral ather

erosis

1 8tatus asthmaticus

B. spasmodic asthma w
C,

ital night blindn:

D. recurrent inguinal hernla with obstruction

paisaning
G. malnutrition foll
in tes

gastrointestingl surgery

for hypersensitivity

I. frequency of urination

rhing sleep

and Similari 2n ICD-8

and ICD-10-CM

Difterenc

pter struc

¢, chapter order, &

important
to note.

ICD-1HCM con
two su
1
places these ¢
tomica

ins twent 9.CM's seventeen chaplers @
1CD9-CM has o single chap
m and Sense Organs whereas 1CD-10-CM

onditions in three separate chapters. ICD-I0-CM groups injuries by ana-
te rather than injury category. Postoperative compl ons in [CD-101CM are
system chaplers. Disorders of the immune mechanism
il and bloedforming organs. wheregs the immu
s are found in the 1CD-9-CM chapter for endocrine, nuiritional, and met-

plemental classifications, V' code:

ders of the Nervous Syst

ses and Dison

I in procedurespecili ¥
are included with diseases of the blo
nity disord

abolic diseuses,

The order of chapters differs. Furthermore, 1CD-10MCM codes are alphanumeric and
ICD9-CM codes ha
codes for a closed Tracture of an unspecil

ve, sk, or seven di . whereas

e Lhem more specil

theee to five characte
part of the neck of




I't
Dx: Heart palpitation

ain term is paralysi

enlary term is

ipplementary term

[ two ways: by looking up the main term

s, or by looking up P

TR

the Main 1 the Alphabet

sis s located in the Alphabetic Index.
2 the correct term:

term for the patient's primary o
nes should be ohserved in choo

Use any supplementary terms in the diagnostic ncate the main

term,

Read and
Review the subte
Read and
MNate

fodlow un e

v notes below the n

t specilic match to the

llow any

a twocode (efic

Step 5: Verify
The
obser

Code in the Tabular List
ode for the main term is then loca 1 the T List. Th
ved to verify the selection of the correct code:

clines

notes, checking back 1o see whether any apply to the co

OF @i

on, or chapler.

- and follow i nents,

¢ ny instructions. | codes (such as “code

wlso™ or “code [irst underly

List muliiple codes in th mect order

Step 6:

Check Compliance th Any Applicable
Official Guidelines and List Codes in Appropriate

Order
The final siep s Lo review ICD-I0CM Ofical Gui s for Coding and Rep g
check for Jers shoukl be sure not 1o include suspec inditi

sted code

ient seftings) and to report the primary dis as the firstd

1CD-1CM, as the mplies, is the tenth version of the dispnostic code set.
revious version is called ICDS-CM. The adv that ICD-I0CM provides
:d conditions and much

e future. It is a larger code set. having about
Ay 14,000, 1t also offers a hi
I
nd  manifest

her Tevel of

T coddes versus 1CD9-CM's approx
1 L There are slso
il

i extens niled dets

ty and additi

U combine etology

i symplomns

lons. polsoning and ext
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imactive. She denies prey

M25.502, M990
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A

e pow

m

-

e

mistake

A

orrect [CD- ‘M codes for the foF

LO 4.7 Brewer's

arct

L0 &.7 Parinapd’s ¢

LO 4.7 scasonal o zic rhinitis due o |

LO 4.7 cardiac arry

LO 4.7 sum

LO 4.7 schuccous cyst
L0 4.7 adenofibrosis of left breast

LoAa7 p

LO 4.7

4 media

due to € fever

124 vaccination

pReumoni o Streptococeus, Group B

emic vasculitis

cases 10 determing » ct order. If o coding

e, state the

Lo 47

atient od | 2 ar psoriasis

e seborrheic d

Chapter 4 LDHAGHK




Multiple-Choice Questions

L Lk st completes the stul

Nl of answers the question.

wex of the ¢ e fonn he second

15. LO42 € (esC

or part of

€. Neoplasm Tubl
D. A

wethe Tng

r Health Statistics are cal

"M updates released by the Natic
©. cpoiyints

wre used to mport

18 LOAS Aln) is an objective indi
A. sign
B. sequela

20. LOAA [CDMCM pses
A. par
B. ke

N Loaa

ided by &

that may be pi

understunding
n 1ICD-I0-CM

elp coders 1o

23,

24 LOA3 T
A CC
B. NDS
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2, LD 44 excludes 2

3. LO 4.3 subre

4, L0 A3 main term
6. LO 47 chief complaint

6 LOA4AZ

eponym

9. LOAS scule

. L0 44 ICD-10-CM
12. LD 4.8 GEM:s

13. LOAE 7 ¢

4. LO 4.2 conwention

ICD-10-CM

Z coes

external ¢

I'he federal g

1y system and

e and signs.
g, e

1 sectiong exist w help

wlitiar

nabetic Index.

beslor List

h any applicable Ol G e and list codes in

CAUSE 1

i

% for much more

s major advantag 5e-and

¥ more: categories

ed conditians
new: codes in the fu

exibility

ernment has prepared GEMs 1o help o

w from 1CD-2-CM

to [CD-10-CM.

A

dition with severe symp

ons that remain aft acute illness or injury has been treated and

ved,

Word that identi i

tion in the Alphabetic Index
Word o phrase that desc traiin term in the Alphabetic Tndex.

A nume or phr 1ed fr

or based on a person’s name.

An acronym for refer sted JCD-10-CM ICD-%CM codes

slunding

nfleence health

Chapter4 O




Category Il ¢
used on their i

nd Cutegory HI

nplementation da

THIR
1. Wimich orgar

zation owns and maintains the CPT code set?

or
CPT is
index. Tl

apement

EeTY

Radiclogy

and Laboratory Codes &
Medscine Codes #H281-99607
lahle izes the types of cod organization, and guidelines of these sis

sections of C; ry 1 codes. These codes are followed in CPT by the Category [T and

Category 1l code sections.
CPT Category | Code Sections
Definition of Codes Stucture Key Guidelines

Plysicians’ services that ar
performed 4o determine the bes e

Proe e

lech

Evauation,




00730 Anes

sia for procedures wall

ipper posterior abdomn

12552 Removal of indwelling tunneled pleural catheter with cuff
oo ndible; partisl, less than 4 views
30400 for adrenal InsufTiciency

96360 initial, 31 minutes to 1 hour

ons, such as Surger

codes from
practitioner might us

For exam

he used by a
odes from th

s Lhe incision and

Category 11 codes are
reducing tobs

measures for a medical goal such as

I: they

» use, Th codes are optic re nol

1 by insurance carriers,

Ihey help in the development of hest
These codes have alpha

ces for ca
the fifth ¢

e and impmve documentation.
hetic characters

32TIF Low risk of recurrence. prostate cancer (PRCA)

4000F Tobacco use cessal

ntervention, counseling

Category codes arc tempe

dures. These codes also have ul

ary codes for emerging fe

habetic characters for the filth digit:

0463T Removal of chest woll respiratory sensor electrode or ekectrode

r Category | codes if th

service it identities proves effective and is widely performed

Update
CPT is a proprie
Inste:
the AMA, which puhli

Dhuring the yea

associations send

to the public.
electronic format, from

medical specialty societies, and state
for revision 1o the AMA. T
the AMA's Edit ich includes pl as well as represen
Al 's Health ¢ Prans (AHIP), CMS, the American Healih Informy

nt Association [AHIMA
Cross BlueShield, The pas

of the printe:

input is

nel

ence hook

ayear and have a slx-manth
k for upds CPT

I'ne annual changes for Category | codes are announced
October | and effect It
the following v
range from a

veedures and se

The code

ks can be p

listing 1o

enhanced edition. The AMA also reporis the new

Category lll Code Sunsets

T guidel

2gary

Defining Provider in CPT

means it




an®

Mandated Code Set
CPTis the mandated code sat for
physiclan procedur d

mder HIPAA Bedronic

e

Haaith Care Trans
Codz Sets,

ons and

\\_ll'&.&

o

= =
=i a-
-
Mandated Use of Current
Codes

Codes must be curent as of e

tate of service.
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Accurate
reimburse;
Proced

mple, this type
risk of

ack by taking a class of drugs called bera
In the practice, usually the physicians, m
ists ass 3 ul insurar i e pro

procedure cod edure

use them to report physicians” services to payers. rer provides a fundament:

procedure codes so nedical insurance specialists

understandin

can work effectively with 1. Knowledge of procedural coding—and of how o stay

up-todate—is the baseline for compliant billing

: procedure codes for physicians' ar
from the Cuwrrent Procedural Terminofogy code set,

maintained by the American Medicul Association

tory

MA first produced CFL in 196, s wide use beg
Care Finu Administration (now the Centers for Medic

Iranee progra
55 the country

commanly

ruclices but
n the

pertorm. There is also a need lor codes for items (hat are used in med
wre not listed In CPT. such as supplies and equlp:
Healtheare € : O

nt. These codes are found
Healtheare {

mmen Proced:

dure Cro the
first part (c . {Level
1. Most people, though, re. v and the Level

Il codes as

Category | codes
Category 11 codes
Ca ry I codes

CPT Category | codes—which ave Tive dighs (with oo declmals b,

Each code has a descriptor, which i

Most BUmMErous—F

99204 Office or other outpatient visit tor the evalu

a new patient

on and management of




Revenue Cycle

IME]

on and manag ement co

fragmented biling




FIGURE 5.2 Codes from the Procedure Subgroup from the Musculoskeletal System Subsection of the Surgery Sectior

Comect Coding Procedurs

Newvor salect a code hased an

o by The Trdese siry Becavse thi majn e

the selection

tion guid

{ the section or the rules for its

Iy s

Some notes

sweler to corree codes in the s

subsections, The

and followed |
4

ines list the subsections

pply onlv to

in which these netes occur, und the notes themselves begin these subsections

{see Figure 5.1}

completely
ion and Management

Most sections” guidelines give codes for unlisted procedures—those nol
described by any L in the Ew:

fon. For exam;

1 the se

1, this

nlisted code is provided:

Q94949 Unfisted evalustion and management servic

served  Chapter §




Elastase

Ebow oo

See H

anage 23930, 23035

FIGURE 5.1 Example of Index Entries

rence See is nstruction. It tells the coder 1o refer o the term
llows it to find the

tions. For example, th

ainly for synony

Humerus; Radius; Ulna™ po
Elbow (see Figure 5

Figure 5.1). Also, under
to those main terms i the ¢

To save L some connecting words are left out must be assumed by the re

For example

Harvesting

er supplies the we

wossible code, the main text is read to verify the

selection of the code

plors under

Each of the six s

ntext lists procedure codes and des

- These headi

up procedures or se

subszction heading
or D
analomical s
Count (CBC). Following these &
re

ives, such as Therapeutic

e 5

ons or Psvchoanalysis; body systems, such as Diges

such as Abdome iminations, such as Complete Bloc

wre additional subl

adings that group proce-

Figure iMustrases the following sor

the subsection

syslems

he body s lowed by o procedu
Surgery Section <The Se
Musculoskeletal System <7
Endoscopy ¢ Suhy

: section. subsectlon, and code number £

waking it easicr 1o locate 4 eode,




THINKING IT THR

Wauld you expect to locate codes for the following services or proceduras in

CPT? What range or serie

5 would you in

dure Range or Series?

1. Routine obstetnc care Including anfepartum care, cesarean delivery, and

postpartum care o
2, hocardiography &‘ 'I:‘.’:i_
3. Radiologic examinatlon, nasal bones, complete
4. Home visit for evaluation and management of an established patlent
B. Drug test for amphetamir bl Updates.
6. Anesthesia for cardiac catheteriz e

Inc

The assignme

{ of a correct procedure code beg

sician's st
, OF treatment &
formed. Then the index entry is located; it provides a pointer to the correct -
code range in the main text. Using the CPT index makes the p
! more elficient. The index

the sections of codes in the CPT.

ins by reviewing the pl

ent’s medical reco

to determine the service, proced

exs of selecting pro-

fure cod ative lerms that

tains the de

listed in

The main ter
terms:

ns in the index are printed in bol

¢ type, There are

types of mamn

codes. Keep codes an encols

1. The

e of the procedure or service, such as echocardi

v, extraction. and forms and proctica m

programs up-te-da

omical sile,

iwh as stomach, wrist, and s

eondition, such as abscess, wound, and pe

term, such as Naoble F

tpartum care

4. A synonym stedt aper-

wl Fow

i
5. The abbreviation t

re than one

ure=Biopsy, kidney—and ¢
m may be followed by subterms that
s help i the selection process

ther describe the entry, These

A range of codes is shown when more than one code applies to an entry. Two codes,
cither sequential or not, are separated by a comma

Cervix
Biopsy ... ..
More

Spime

I' Scan

Lumbar . . P s

served  Chapter §
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ament
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Find the following cor
you used to find the code.

s in the index of CPT. Undetline the key term
A, Intracapsular lens removal
B. Direct Cor
C. ¥ray of d

bs test

yolEnum

D. Unlisted procedure, maxillofacial prosth

E. DTaP immunization, individuals younger than 7 years
2. |dentify the symbal used to Indicate a new procedure code, and list five

new codes that appear in CPT.

ure that Is us
33228, and describe the

3. |dentify the symbol used to indicat OCEC done In

addiion to a primary procedure, Locate
e that i5 Invalve
4. |dentify the symbol that indicates
anged, and
that appear in CPT.

OOe
with this add-on code.

b
fve examples of codes with new or revised descriptors

@ code’s descriptor

L

Identify the symbols that enclose new or revised text other than

code's descriptor, and or revisad

appear in CPT.

ve examples of codes wi

e

e

zing code,
nt cooe:

Identify the symbol next to a code that indlcat
list one example frem CPT's evaluation and manager
99201-99499).

o
saction (o

=

ed cod

Identify the symbol next to rese
from CPT.

be attached to most five

codes [see

e 3 rate special ¢
with procedures th

A modifier tells priv
ers that th
midifier
attached
For exnmple, the modifier
Dxher Qualificd | th Care
a procedure or service after doing
ught be:

Repeat Procedure or Service by Same T

essional, is used when the reporn

the first one. A situation requi
show the extra procedur:

fcian performed a chest Xeray before placing a chest tube and
r the chest twbe was plac pel ned a il chest Xeray o s v its position,
71046 26 Radiclogic exsmination, chest: two views: repeat

procedure or service by same physician or other qualified health care professions

I'he modifiers are listed i ppendix A of CPT. However, not all modifi

for use with every section’s codes:

lifzers the modifier Unusual

only 1w cer

Anesthesia secton, as lis

. is used only with codes thar ar
scripeor implics.

AND HOPCS 147

srved  Chapter $§ PROCE




Vaccine Coding Prerelease

e in the main text indicates an addon code. Add-on

at are commonly carried out addition W &

v are never used as

£ 15003 is used in addition to the

Symbol for Telemedicir

In CPT, th

mhaol * next to a code indicates telemedici Services

1 and

- video tele system.

MUsE ex 5

igient information with

d/or requirements of the service

Symbol for Food and Drug Administration (FDA)
Approval Pending

Also used 15 the symbol ¥ Ligt

ning bolt), Th
d ani

symbol is used with vaccine codes that
iFDA} and
5 cannol be used until approved, at which point this

have been submitted to the Foc
be approved fi
symbal

Drrug Administrati e expectad to

use soon. The cod

ed

Symbol for Resequenced Codes

untered situations

ene

quence of co.

handle all new items th lzs need t be reg

into related procedures for ol
Beginnmg with CPT 2010,

been accommodated, Previously,

mare procedures we

iluble, the entire list numbers and maoved Lo

in CPT where

would be renumbered using

t would be in nume

or, This approach of

caused large groups of code numbers to have to be renumbered—creating con

wms and databases.
& ruther than re

and requirir ts of updating of medic

ical order in favor of group
deseriy
vious key g
related codes.

Ihe codes that are resequenced are listed tw

them according to the relationships among the code
5. This permits out-ofsequence code numbers to be inserted under the pre-

terms without havi nber and move the er

roce

numeric posi
sequence and referring the

heir originad

w0 the eode range containing the resequenced code

and descrip

46200-4

20 Code is out of num

sequUEnc

Second, the code and its descriptor appear in the group of codes tow it is relaged,
a shown here:

# 46120 Excision of single cx

or 14,




Er

ries, the pro b is the cemmon

descriptor. This samn s after the
{ Note that
tors after

semicolon=f
the commaon deseriptor bhe;

Als

ero-ialefo-veri
t capital letter, but the unigue de:

the seco

L ird, and
denting visuully reinforces the relationship between
on descriptor.

at after the first listi

the semic

Partial laryngectomy {hemilaryngectomyl, horizontal

Interoverteal

anterovent

antero-latero-verticy

the relationships ameng the entries withoul repe

Arthroscopy, Surg . 298 34-29838

20838 Arthroscopy,

. exlensive

Some

and descriptors an owed by indented ser or pee entries in parentheses,

which refer the coder to other codes, For example:
B2 Y Bile acids; total

H21240 cholvlglycine

( For bile pigments, uring, see RIOO0-81005,)

isometimes with the

Culiure, bacterial; blood, aercbic, with solat

acrobic cu

50400 nal pelvis, with
o nephrosiomy,

Bb592 Syphilis test, non-tre VDEL, RPE,
ART) «

A A trisngle Indicates that the cede’s descriplor
riptor is revised

1s changed. It too, appears only in

4 hoe each other) enclose new or revised text

served  Chapter §
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CLAIM

ed for new services or procedures that have not vel b

in CPT. When an unlisted code is reported 1o o

R T

payer, documentation of the prece
port or & letter from the physi

felin geest the use of special reports for or new procedures,

it payers Lo
: information

tally unlisted proced codes, These o

the medical appropri

ness of the

stion of the nature, extent, and need for the

should be in the report. such as o des
mptoms or lindings.

procedure plus additional notes on the sy

Unlisted Procedure Codes

Uniisted p il Fepo
ly. Che

uld be used. It n

i

sic listing
25, examples
Addirion
nd deleled in the o

ary of the

the codes in the

s Cuse exu
ent section
PT Add-
commaonly done in ad
rv o CFF Codey Ex
g muliiple procedu

lor

CPT Coddes £x

ition to the primary pr
Muodifier 51 Cuo
attached be

AT

e (Co

s felenes

1on

Tallowing




tion

e Medical Document

Step 1. Review Complet

The first step is to review the documentation of the patient’s visit and decide

and where the service took

another healtheare

Step 3. ldentify the Main Term for Each Procedure

The next step is to identity the main term for each proc . Main terms may be based

on the:

Procedure or service (such as rep

biopsy, e

extractlon)

all, prostale. or bladder)

wed | su nerve paralysis)

Step 4. Locate the Main
edures in th L
identifies the appropriate hesding wnd procedure code(s) in
nce or a See afso to point o another index

dex at the back of CPT

Mext, locale the pro
o code or i code rung
CPT. S¢
entry,

» cross-relen

entrigs have

When & code range is listed, read the code de: 5 for all codes within the range

c code.

nel in the index in o

It

reviews the 1

he main term cannot be lo

in term selection with the phy

better or more common term can be used. <

Main Te

codes in the CPT section that

Step 5. Verify the Code in the CP

view the possible

The next step is to b index
nt o Ch
code. within the code descriptor, or after the code descriptor. Items th
billed separately because they are covered under another, hre
elimir

ck section der the

enirigs po elines d any notes directly

ul cannot be
der code are

hest (o

The codes o be reported [ ach day's ces are ranked in ceder of hi;

rsemenl. The actual in wh

rate of reil hey were performed on a

served  Chapter §
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f{conciuded)

O Fespirm
CASED
Puncture aspiration of a cyst in the e

CASEE
A neurological surgeon and an orthopedic surgeon worked as cosurgeons,

codes has six steps, ss shown in

CPT Assistant

The American Medical
Step 1
Review complete
meclies documentatidn

!

Stop
Abstractthe medicy procecdres
from the visit documentation.

fian's manthly publicat

Assistont is e authoria

fuide e the comect use of CPT

Stepd.
Locate the man terms:
In the CPT Inches

|

Step 5.
\eerity the code in
tha CPT main text

150 Part2 CL




Professional Compaonent
h} also cannot be modified with Modifier 26

Codes th

a circle with a b

begin with
Procedures.

What Do Modifiers Mea
The use

but not in a way that ci

e

a modifier means that a procedure was diff

d the d

ion or required a different cod

used mainly when:

A procedure has two parts—a technical component (TC) per by

such diclogist, and a professional component (PC) that the physic
usually the interpretation and reporti [ the results
A service ar pr lure has been performed more than once, re than one phy-
one locati I ehinl ¥
quiprners and supplis
been done | ming

r multiple procedure

culties occurred during the procedure

el
and the two<ligit fe o the CPT cx
T E i exar i n o hospital would report Modifier 22
essionul Component, as follows:
Mary pe

22 mweruse

y of the fi
» performed the service did not own the equip:
Hysi ] will documented

essional component only for a

so the fee i split between the

d Lhe equipment own

Two or more modifiers may be used with on

tion possible. The use of two or more modificrs
Muodifiers,

5 shown by reporting 99, Mult
fiers, with the most essential modifier listed first.

Prove. : 1 1 3 . Mleul surgery after a car a
rgical prod

feam sur urosurgeen, The first

T236 99, 66, 51, 12

THINKING IT TH IGH 5.4

1. In CPT, what is the meaning of the symbaol in front of code 935037

2. Based on Appendix A of CPT, what modifiers would you assign in gach

of the following cases? Why? G0 TO CODING WORKBOOK ’
CASE A
Patlent has recurr

fort
from the patient’s previous surgery,
CASEB

Surgeon operating on an ingro

toenall administers a regional nenve block.

Chapter 5




CPT Modifiers: Description and Common Use in Main Text Sections

EM Surgery gy Madicing




Preventive Medicine Sery

Non-Face-to-Face Ser

1 Servi.

Special

Newborn Care Services

Drelivery/Birnthing Reom Attendance and Res on Services
Inpatient MNeonatal Int ve Care Services and Pedi : and Neonatal Critical Care
Services

at and Care Plan Services

Care Managemient Services

chiatric Collaborative Care Management Services

Tramsitionsl
Adly

ced Car

ning

General Be Health Integration Care Management

Other EfM Services

nt?

erent code 1 estah-

Many =ub ns of E/M codes
ient (NP)

ider of the exact same sp

nges for new patients

s not received any professional senvices from the
alty/subspe:
nt (EP)

decision tree

lished patienis. A new p

New and Established
Patients

in the same

der {or from another pre

An establis

the past three year
itions { see Figure 3.1
¢ distinction is important be
practice staff. who should there

o' uide-
Ines on new and established

s under those
icnt status as NP or EP).

wri by the pr
The term s in the definitions of new
w that is used ft patient who h
pplies Lo o patient of a
s the physician (or another of the sme

. the patient 15

m established

by grou| & il
T examiple, 8 hand surgeon

who moves Lo

wer with a The s

it then sce!

n the new practice, the
new to the practice but established to the provid

atient s estahli

A Consultation or a Referral?

of E/M codes on co

s, review the difference

To understund the subsectio it

bt nsultation and a re

rral in eoding terminology. A consultation occurs when

. examines the patient. The

an, al the request of the y
I reports o written opinion to  physician abe

a second p

seennd physician usually focises on a par

the f nsult”) ¢ perform

atment | although
s care. Con

SETVI

rge of the pat
e from 99241 K«

nay recommend ongp or take ol
msult

the consulting physicien
re use of the EfM o

ents that are placed in
e reports should be reviewed

requests and reports must

medical

and wAIp plans,

Consults: Three Rs

Coders remember he three Rs of cons

ifs: requestopinlon, rendes

sarvice, report back

clan, elther the wtal

On the other

care or a specilic portion of care ist

Lo ang

and, when the patent s

sfer that prov The patient become

new patient of that doctor for the referred condi and muay not return &

served  Chapter §
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CLAIM

and Subc s feonclhided)

He CE
Proker c
Came marnige

He 1

De oo

Meonatal o i}
fars 1 g CArE P

Feychiztric colebo
T

Subcategory

W x v
WL ply fulsior
Slandby =

Anbcoagslant manegement
Medcal e P,

[ ent

Code Range

go3H-593g7

LT R T




Str

Ao

ture

t codes in the E/M section are or
1, or a patient's home, A
detniled in

the hospit

prolonged) are

fol

of service. The subsecs

s,

Off

or Other Outpatient Services

Hospital Observation Services

Hospital Inpatient Services
Consultations

ervices

1¢

Boarding H

Assisted Li

Services

Case Management Servie

Care Plan Oversight Services

lab - EfM Categories and Subcategories

Catagery Subcategery

rces

Discherge 2
Other
" i .
Establisnes palient
iliary, rest o, hor reight ser
CPT anly © 2015 Ame 1 ior

wee of service, such as the office,

or Home Care Plan (

Chapter 5




15 listed first

Proce

99204

>d for Modifi

> CiTCums 1 with the procedure or service may reguire the use of modi-

sis may affect this mination.

Index Entry Code

1. Excision of mucous , Firiger

medial meniscectomy of th joint:

2
3.
a. a sublingual salivary gland abscess:
5

. Cystoscopy with fragmentation of ureteral calculus:

ed to determine the best cours

ment codes) cover physicians' ser
for patient care, The E/M
of physigians, Often

n uses to gather and ana atinn @ pa 50 5 ad to

ices that are per

sted first in e they ore used so ofien by

er the complex

ch as surgical procedures and

CPT sections that follow the EM codes. such as the Surger
Although CPT was first published in 1966, 1

: Evaluatic

not intmduced until 1992
the i nges of ser

require diftzrent | ntormation
For example, on the low end of a range o
O the opposite end
these dit
patient, fi
value (f
the use «
must perform and document spe

I'he E/M coding method came from

nt with u mild cass
, , The E/M
from for an off

patient with a
cre are five codes 1o chos
il another five for office visits with established
t)is assigned by a
me—one that is ted

ients. A fir

yer to eich code ina m

nt encounter.

cific clinical facts about the pat

Assigning E/M Levels

heir ¢ | 5 : ¥ then med-




T extent

1. i examination of the affected body ar

2, Expanded problem A limited examination of the affected body area or sys-
tem and other rela arcas

. An extend amination of the affected body ares or system an

a. Oy wive: A general multisystem examination or a complete examination

o single organ system

isions that the n makes involwes

slexity of the med

oses of bealment options were considered; how much inf

results or previous re ered in analvzing the 5 problem;

much risk there is plica-

us the illnes

significant cos

cision-making process that the physician documents is categorized as one of

wses aplions, & minimal amount of d angd mini-

mum risk
2, Low con

- Limited diagr Il amenent of dat
Multiple dlagnoses optlons, a moderate @

aplions,

exlensive amount lata, and

high risk

ot
all three of tf
| a third 15 be

The descriptor for each EfM code explains the standards for its
1 most other service new patients and for initi
w

visits

are al @ hy
ed in CPT

nts musl be

oCumented

key componi

This is

that level, the standard is nat m

o new

A detailed history
A detailed examination
Medical decision making of low complexity

Three Key Components

ed patients For scquent care visits, two of three

mel, Fr

nenis

igement of an
Jnen

the evaluation and

99213 Of
establishe

¢ or other outpatient visit o
requires at least two of these three key o

ilient, which

An expanded problem-focused history
An expunded problem-focused examination
Medical decision making of low complexi

d  Chapter 5




Military History

The patient’s milit
d b documanted as

158 Partl

CLAIM

history

System Review (Review of Systems [ROS]} The

toms (fever, weight loss, elc.)

m
&

y
intestin

inary {GU)

Hematologic/lymphatic

pmunologic

Past History The past |
tains
italizations. It also cov

immunization status, and diet.

story of the nt's experiences with illnesses,

ahout other major ilinesses

juries.

tments o

| injuries. operations
s currenl medications the patient is taking, allergies,

Family History (FH) The family history reviews the medical events in the paticnt's
ludes the health satus « | s

piel complaint or the

use of des ihers

of parents

Soclal Histery (SH) The [ e social histe

nt, and other €
e sometimes referred to as PFSH for

family
from lesser 1o

Dretermining the

nt's ehicf complaint and obtaining

presant illness plus a proble tem review ol the

histary of
lar hody

system that is involved

3. Determining the chief complaint; obtaini ed history of the
present illness: reviewing both the problem- i additional sys
tems; and taking pertinent PFSH

4. e Dietermining the chief complaint

t illnes

the pre: a complete

w of systems

sacial history

extremity.
The organ systems that m

, o,

outh, -and

throat; cular; respi

genitourt musculos

skin;

neurclogic. psychiatric; and he il




Step .
Dister ine Iha eatagany and subcatedan
ofsenvice based on the place of service
fnd the pintient's statua

!

Step 2
Dedenming he extent of the histaey
hatis documented,

Step 4.
Determing the complaxity of madical
decision making that Is documented

!

Step 5.
Anaiyze.the requirements
1o e 1he sarice el

Swep?.

thet the documentaticn

Step 8.
Assign the code.

gnment Flo

FIGURE 5.4 Evalistion =

mplom occurs)
prom, such as “occurs afi

liming {me of day the pain ar sy
Context (any situatlon refated 1o the paln or sy
Maodifying factors (any factors that alter the pain or symptom)

Assodated signs also happen when the pain or symptom

eating”)

ooeurs)

rved  Chapter §
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s until G

o

cring physi pletion of & cow

use of the regular office visit E/M service codes

e of treatment. Referraks require

Medicare Does Not Pay Consult Codes

rauculent use of comnull code:

& does nat pay for them, providers

n the same thing,

1 ins

wre different, T
ts that can be for the two types of ser
ysician (PCP) or othe:
lized care. If the sendi

ice are different. Under
1g the patient Lo
£ provider requests a consuliation,
1an regarding the patient’s care. The
i provider with the

er is sen

areferral, the

Ay care provi

another physician for spec

this s asking for the

of another physi

E/M Code Selection
correct E/M

Tar select th

The fis al servi

and prever

e ar type of service in the

the subcate

ne services—is used

F the

established

the main text «

patient. is tt

Hospital Services

Inpatient Servi

Initial Care, New or Established Patient

g

nis: (1) the

CONSIC

compal istory the physic

nination that was document nd {3) the mes
(The exception Lo this g

ation of care when in some situations the amount of

deline is selectis cude for c

ime the phy

y key component, )

ation the physician received by questioning the putient about the

und other si

ry 15 the Inform

compla s of symploms, about or selected body systems

sonal

rtinent past ory, family background, and other p ACHOTS.

s Tl lows:

is documented in the patient ical reco

s a description of its

History of Present lliness (HPI) The history of the illness
ni from the first = m that the patient

= o the
y be documented:

developm

perier

present

. These points about the illness or condition

Location (body ar
Q

e

af the paln or symptom)
lity {type of pain or symplom, such as sud
aptom )

ty (degree of pain or sy




System/Body Area

Level of Exam

When a patient is eval

The admitting physician uses the inttial hospital cam service
can report these services; other p

v @ phyvsician only once for a patient admission

outpatien
home, for a twenty-fourt eriod or longer.

orted using

General MulthSystem Examination fromeluded)
Elements of Examination

Palpation of lyr 16 111 two of mare oroas

It ond station

I one o more of the following six 4ca:

s, Hightar
= Teest cranla . L
+ Examire don 1 T hiological refex 1., Babinsk
« Exernire tion &g ¢ raticr ¢
= Decgription of patent's Judgment and r
Bilef assessment of mental staius, Incuding
Content and Dacumentation Requirements
Perform General Mulll-System Examination
Perform and Document
One ta five Eements (cenilied by @ bull
At least six mer 1t o bullel
Al least two elamerts ipsabfied by o bullst from sach of six arsas'systems o at Iwast 12 clems

by 4 bullel Intwe o more arsas/systems.

At least two clamerts iwenbiied by o t from each of nine ameas/systems,

3N TP A patient

hesdthe: F nufsing

slity, such as

arl then admitled 1o

99223).
codes, Only ane pre
iclans involved in the patient’s care, such s & sugeon
other codes from appropriatc sections,

ion care [99218-992
consaltations (99251

er

l ¢

). initial hosp

5} should be rep.

Chapter 5




L General Mulfi-System Examination

System/Body Area Elements of Examination

Gereal appeen oty habitus: defor

pedion of conjuncthvae anc

ered
plum, ond trbing

f accessory muscles,

agmatc

¢ mimetry, nap

seetrninlesir |
Gl
h ALon (il ¢ TR It B Imekeiny
. disehyprge)
%2 Part2 CLAM CODING CFT on 2018 Arn 1 righ




Two of Three Key Components

lect code 39213

The Time Factar

% decision muking,
ated sutures would not w;

plysician documented comprehensive

treating a minor problem such &

E/M level.

o p

ment, and p

Counseling Counseling is & discu
results, instruct k]

e in the d ptor, but

sections are reported,

The «
support the
st

cumentation must contain the record of the physic
cted E/M code. The histary, exami
wumented so that the medical

n dnd medical decis
necessi

@ Vit

st

icntly

the service could be deterr wn independent aud

s assigned. The need for any modifiers, based on the

wiances, is reviewed.

Claims

Revised Guidelines

CMS and the AMA have published
I es: the 1905 D

f Services und the 1997
gither the 1995 or the 19

ent o

be documentec
the Documentation Guide
th in Table 5.5 for each

mmonly used

5 similar

r medical specialty.

Which Guidelines?

toLld be clear
vl FEparing

served  Chapter §




CPT Codes.
e
Histor
Prot o
Expande
e

160 Part2

Evaluatlon and Managemen! Cade Selection Tool: Office Visits
NEW PATIENTS ESTABLISHED PATIENTS

9201 99202 99203 99204 98205 2821 9212 29213 989214 98215
NP NP NP NP NP EP EP B Er EP
Level 1 Laval 2 Lovel 2 Level 4 Level 5 Level 1 Level2 Lowel 3 Lowel 4 Lavel 5

Table 5.4 shows the type of decision tool that many me.

1l coders use 1o assign the
correct EfM code for office visits with new and established patients.

Nature of Presenting Problem Many descriptors me

(1) how severe the

tion two additional compo-

ed 1o as th

and {2} how m

patient, These fact whi

pponents, help in selectin
level. For example. the following wording appears in CPT ufter the 99214 code (off
visit for the ov; an and ment of an e

Hished pa

Usually

presentis n(s) is (arc) o

oderate to high seve

Iw

five minutes are spent face-te-face with th




The 1938 Women's

Cancer Rights Act
heatih pla
wover:

168 Partl

o integrul part of ¢ dure~bul that in some situation
it is nol. M a ng with other procedures but fo

a separate purpose, it may be reported separately. For exampi

42870 Excision or destruction lingual tonsil, sny method (separate procedure)

. It & usually a part of & routine tonsil
when a tonsillectomy s performed, When

Lingual tonsil excision is a separate pro
lectomy and so cannot be reported separatel

it is done independently, however, this code can be reported.

Structure

m and then divided

zed by body syst

wuped next, under heac

by body site. Procedu ollowet

dures, For ex

DIGESTIVE SYSTEM
Lips
Exci

EUER

on

Biapsy of lip

re ame the L
wes, and the Maternity Care and Delivery

oSt partum ca

aroscopyf Hyste

Modifiers

A number of modifiers monly used to indicate Special circumstances involved

with surgical procedures.

Usecl with rare, unusual, or variahle s Ty SErvices;

e
requires documentatio
26 Profesi

cedure has both

't the professional coo ts when a pro-
lechnecal components,

ire is Tequ hy a payer or is a government,

T the proce

at the 1

¢ PUTPOSE

ce-hased preventive services

Used when th

than un anesthesiologist)
a is bundied in the

& surgeon (ruf
ftapical anesth

{loca

al bilateral procedures were pertformed

incision or on

tion, either through the e body

ier to the
erally. For

it bunion correction. Atach the bilateral mod
ire was done bils

¢ for the first procedure to indic at the proce

example, lo report a puncture aspiration of one cyst in each breast

190060 50 Puncture aspiration of cyst of breast

The trend in annual updates is to replace bilateral codes with unilateral codes to

which modifier 50 is fined as bilateral

ched if needed. However, a fow codes are

procedures. For exu

oc) without

32853 Lung transplant, double (bi

ral sequential or en &
diopulmenary by pass)

e procedures: Used to

¢ a second procedure or multiple

me op

. The sdditional procedures are the same type and done
Attach th

during

Lo the sccond

to the same body sysie




s the Sur

A Ty sechion
wed by physicians. This is the largest proc
H2T te G990,

many hundreds of surgical procedures

ire code section with codes runging from

Surgical Packe

in CPT, s
tion itself:

As delined

oper

E
on the day before and iy of 5 v (i ing history

valion

g\ I d ph;
Local infiliration, metacarpal/metatarsal/digital block or topical
Immed includ ictati

Evaluating th

Typi

e patient in the post
sul postop L

A complete proced

nd postop-

tive care, all covered under

Exampl

! Sta
gus { bunions)
EX0ste

ce  Global Period
iplete healing. « Some payers
giohal period. Ve

or this procedure is ten duys. Saw patient in o

ny. The global pe

today for reutine follow-up; co tropaing the

fy the peryer's

Code 1292 50

ectonmy, when perf

proximal phalinx base, when perfc

In the Surgery section. the grouping ed work under a single proces
is called a surgical package or global surgery mule. Government and private payers a
fiee 10 a s

sign
es ull the serviees provided us The
is referred 1o as the ginbal perind. After

services |
t. For most pavers. o
ays and one day k
ods: zero days, ten duys
Two types of services ar

t are provided can be reported separately
e ire WO pos

Ible global preoperative

perinds.

ally, there are three possible perative

1d 1y duys.

rt included in surgic

| package codes. These seryi

hilled separately and nre rein dition to the sur) I package fee:
resliing to ot
Complications or recurrences thot arise after therapeutic surgical procedures., procedur i e |
r the condition b tic ical wmed. R L Jical pe

only to care
For

nostic proceduns
d 1o
surgery o evalu

its: anoscopy

Is per = patient fter the

Py

rately, not with ¢ 024 for a postoperative follow.

bal service.

proce

4 Chapter §
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CASEC

Office visit by estabiished patient for regular
long-term effie: f Coumadin; nurse spends five
confirms that the p ell, and, after speakl
on the medicatior es that no change In the dos

scheduled blood test 10 monitor
inutes, reviews the U
g with the pf
15 necessary.

ent comes to the

3. If a physi 5 a palie 1 the hospital and the pz

office for a follo

or & new or

if ENCOUN

yw-up visil, s the follow-

tablished patient?

ne s
a patient complaint. These codes,
ent, O
SErvi

Preventive Medicine Services Proventive me

ces are used to report

routine minations in the ahsence

99397 : divided accordin age of the pati n-

md

seling is coded T
such us lab tests that

m

reported using the
OTALOTY Section

anesthe

e codes i the Anesthesia s 0]

@ SErvices pe

nal ane:

eneral wml reg

Tude

K B

Or super by o physician.

:ration of local anesthesia. Each anesthesia code includes the complete

anest hesiol ogist

cting with seven-yerrokl patlent In good health, deter-

ia for tonsillectomy. Sur

anesthe

e position; ministered gen

anesthesia via endotracheal tbe. Routine monitorng during procedure. Following suc

cessful remeval
recovery room in stactory condition.
1P

specified

[HH

(A discussion of modif fillews.)

care and pain management reg
in additicn to the main anesthe:

rican Society
ogist &lso records

2d wecordir
it value to e
L with the patient

the ampunt ¢ re and adds this Lo the

disease, also add w

base value, Di 5. such us b patient with severe system

ue of the anesthesiologist’s services, «

Structure

The Anesthesla section’s subsectlons are organized by body site. Under each subsection,

celdures, For example, under the heading Neck, codes for

the codes are arran

zrved  Chapter 5




164 Partl

CLAIM

Emergency Department Services An emergency del
is available to patients twenty-four he

ITS 4

whether the pat ablished is not apy Time is not

1 99288

2t is Mew Or e

he E/M service code. The code

selecting s

Modifier 25

an annual physical examination,

1illmess or clinical sign of a condition may be found th

. the preve

1. 1n which category—problem focused, expanded problem focused
detailad, o comprehensive—would you place these statements concem-

ing patient history? Why?

or -up of p

1 greenish drainage over

ft-sided pain in the forehead and ma ary areas and

mptoms are worse around dust, St 5

age inta
Is no history of diabe:

o cough, Re

W

hma. She has thymoid problems for which she takes Synthie

el
CASE B
Patient p

tracted four days ago while garden

1ts with a mild case of polsen vy on face and both hands con

has n r been bothered by poison

ivy befare.

ich code f for each

2. Using tt

suld yo

te for establ;
S: Patient returns for removal of stitches | placed about seven days
ago. Reports normal itching around the wound area, but no pain or
swelling _
O: Wound at lateral aspect of the left eye looks well healed. Deci-
sion made to remove the 5-0 nylon sutures, which was done with-
out difficulty.
A: Laceration, healed.

P: Patient advised to use vitamin E for scar prophylaxis

CASE B
Inii

| office evaluation by oncologist of o sixty-five-year-old female wi
den unexplaned wenty-pound weight | Comprehensive history and
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A CODING

MNew procedures are common in th
twenty unlisted code arcas, such

gastrointestinal pr

ried, a special reg

cedure and descr

e e 1ed that defines the

nature, extent, and need for the pro o8 the time, effort, and cquipment

neces

ary to provide il

Contrast Material

For some radiological procedures, the physician decides whether it is best to perform

erial, a substance

the procedure with or without contrast

Iministe

: palient's

study. For exs

wtrast materials given in the pat
teries, Contrast materi v or illy are cod

¢ oral and /o

AENOStc iology, ¢ c ultrazound, and nuclear medicine subsections of the
structured by type of procedure followed by body sites and th

r example:

seclion are

Lyiggnostic ultrasound

chest lincludes medmstinumd,

umentation

Modifier 26

ology peocedur e modifier 26 is

tic; quantizative A-scan onl

red somewhat differently. The |

perform to set up @ patient’s

wily used in the Radlology section: 28, 5

80, 90, and 99, Table

description

-]

porting Radiology Cod

d and billed

practices usually do not have

ic settings. Medic

refer pu . Lhe radial

L5 1o these specialisls. In many
o ponents. Cod
mumber{type of views.

fessional cor

ndcal and

THINKING IT T

1. Wiy are special (eports frequently used when Tiling radiology claims?




PN payment

often pay reduced percentages of the subseque

ed, highest-leved code—the

1 multiple ures are e
cedure with the highest rimbursement valu
sted with the modifier 51 (indicating multiple proca

procedures are

When warmanied, to avoid reduc payment Tor mulliple proced
5% is used w indicate disti rocedures rather than multiple procedure:
don torms procedures on two different body sites or o

ision and drainage

us the excision of a lesion on the chest as well as the inc

ems, su
(1 & D) of an abscess on the leg.

Lesion Excision

Tt i 5.8
1. Rank the following codes in order from highest to lowest reimbursement
leviel, and explain your rationale.
44950 51
44550 59
44950 53
2. Review CPT code 441BC and determine whether it i correct to report 3

diagnostic laparoscopy (CPT code 49320} with a surgical laparoscopy,

ical services performed

port radiol
res have two parts:

1. irist, the equipment, and processing, including
ection services such as local anesthesia. placement of nee
2, | examination and th

x5 of gui as noted i Surgery section
wles ure identified as separale p
procedure and s
done independently. Also, some codes are
ufter the > exam-

For ex [hese

red

codes are usually part of o larges

more
as 5o !

fure w
ional vessels that are s

s, such as t d

ination. These codes are used with the primary codes, not alone,

F i Comp

served  Chapter § PROCEDURAL

GO TO CODING W

RNBOOK }

m




170 PFant 2

i: Used when o pliys i r during @ surgical prog

. Fach physi wis the services using the same code, but the assistant

ppends the o

er 10 the code.

aean: Used when an assitant surgeon assists another durd

4
gical procedure.

E s alifled mstdent s
ere residents usually

the reporied p
9l Kt [

ble ). Used in teaching
2ry but none was available during

v

ssist ¥

eon performed the assistant’s wark.

cedure, s @ s
i are done by some-

Used when |abaratory procedus

e other than the report
91 Reg { sedl when Bboratory

aboratory

ceduses are repeated.
s being per-

when

L that whe

T ArEnspe wists of o
nalytical chamber,

v or in part ©

wractive anidle

rendere

Used when a r

teraction bevween o physician o

nal and a paticnt is that

would be sullicient Lo meet the key

med 1o 4 de

5 of 1

ymponents ad/or

o-face inte

red via a f ction

Services: Used when

service when

service or procedure that is either

abilitative purposes.

Reporting Surgical Codes

i pervments, by payers. Bundling s o
two or more relaed procedure codes. Bundled payvments.
ments to multiple providers involved in

e “hund e ! IKEVIRET) v

ape codes o)
u single payment f
#s episode paym.

also known

nts, are single pay

n cpisode

care with accountabllity shared among providers. Payments are based on the expected
costs for the episode of care rather than for individual services provided. The episode
time.

may take p
Bundled pa;
the physician’s work, As an exam
procedure fior § thrography. If this code is hilled, pay

e in mulliple setin

<L value for
CPT 27370 eodes an inj

will not nlso pay fi

ent combinations are base

these codes on the T service:

20610

THA00 Fluor:
qualified health ca

re professionsl time

003

idance and

BCOIC localization of needle or catheter tip for

spine or spinous diagnostic or L

@
=1
2
a
a
@
=
o
a
=

ady included in the payment rate

ysiclans must report the bundled code rather th
atcly, Reporting amything that is included in the bundie
code Is conslderad unbundling, or fragmented billing. Dolng so causes denle
may result in an audit

When such services are billed, pi
each of the other codes se

me day for the

When payers relmburse mult res performed on th

> first listed surgical

same paticnt, tb ay the full seadure, but b




L loe o 1 the same

exumple, Lo«

Session, correcton

ol two procedunes, a bunionecto
al a hammertoe on the fouw

18291 (

rection, hallux valgus (bunionectomy), with se

muoidectomy,

srmed; with rese

when per base. when per-
formed, any method
28285 51 Correction, han

ertoe (eg. int

ngectomy)
1

1 to Lhe proced

ed when a procedure is |

extensive than described

e. 1L & not used 1o identily o red
is listed, and the

modifier is an

discounted fee, Instead, usually, t mal f

of the rd

il

e is di

the pat
shock durin

or example, surgery

use i

eri

fon.

Lhe surg erforms only th

peralive or post will reduce

the physiclan pr

as done the s

U

ned during the s

1 when the phy n performs a

ocedure (1) as p

to be done Iater, (2} that is

mare exten th ) for
59 Distinct renl encounter k
ne patient on the same day. A rent patient encounter, sn unrelated procedure,

The

vl monrouti

a different hody site or system, or

s he

maodifie

sed 1o des requiremm
¢ procedure is performed with other proc
te code to show thi
ical packnge.
: Used when

it is a distinct i

surgical procedur
5 the modi
t part of the proce:

L special
nrms a dist

dictates a

ure A parate

on reparts different su procedure codes, the mod-

is not used.

63 Prace

fod: Used when the patient develops a cor
o] that requ

during the
fure by the same physicia

dd: Used when a second. unrelated

hysician

the postoperative periogd

Chapter 5




es

is made up of five char
numbers. such us 17631, The HCPCS Ta
rs a related group of items. Fo

cters heginning with & letter fo

sular List of codes
wmple. the E sect
ent ordered by physi

s More

tions, cach of which cow
durable medical equipment (DME), reusable medical equi

at home, such as walkers and wheelchairs, Durable me

for patients’ us

quipment

Generally
|5 appropr

HCPCS Level 11

s can be
s for Medicare,

es on bills for
with CPT codes,
2 and pay
revision of

5 Te, ion, deletsomn, &

dent of the adjudication process. Table 5.6 details these

sections and provides examples of entries,

DME MACs
CMS has lour Dusesbie M
Medicare d

Permanent Ver
The CMS HCOPCS b
from CM3
cides are neede

of representatives
role is to identify services for which

W

v codes may later be given permanent status i they are

widely used

The CMS HCPCS W
ahle for use by all g

that are

can be made

e
kle input to the

all pamel members ag

ik, .
ome codes ¢
codes). All payers des to bill
sdes. Many of these codes

(as in 1CD-10-CM
services that do not have perma-

nent 1

ven permanent national status in the

updaling process.

Attachments for Claims with Miscellaneous Codes

use should be

Claims with miscellamne
Infrequent because

Before using a miscellanecus code on a cl form. the medical
st should k with the paver to determine whether there is a sp
should instesd be wsed. For Medicare claims senl 1o one of the DME MAUS, the
icing, Data A, e

ince specialist should check with the
ciors under contract ta CMS, The
assistance in determining which

billing purpases.

Mandated Code Set

HEPCS 15 the

Care Transactians and Code Sets

PDAC Tolkree Helpline

The helpline is operational
between 8.30 A.M.
and 4 p.M. (C5T)

AND HCPCS 177



Lewed [l Codes Phased Out

national codes, so the Level NIl

The Calegy

es, and procedy 11 code

must be reporied ry [ unlisted o

Categorles I and Il Code Updates

Categaries || ; des are released bwice o year, on January 1and kit 1

The codes in this section are not like CPT Category | codes, which require that the
edure be performed by many healthcare p sionals in o al practice
ns and that FDA approval, as app

e, has already been received.

For these re b ¢ o for emerging tec

. and proci

gy, L
the CPT book. When a temporary service or
1c

have heen p > section

requirements, it is listed ns a Cates
t the main text

procedure does me

e seetion
pary 11 co
Note that the standand CPT medifiers can be used with Category I codes but not
Il codes for which specific Category |l maodifiers can be nsed

wed by an alphabed chara

es are

1. What source is used to verify that CPT Categories Il and Il codes are
current?

es 0ol included in CPT are
ces to bill for

The naticnal codes for products, supplies, and those se
in the HCPCS Level 11 eode set. HOPCS ¢
in Medicare, Me
he medical necessity of these items for reir

s plans. Pay-
hursement

itemms provided to poatien
d to understand
they CPT codes.

The Healtheare Common Procedure Coding System, referred (o as HOPCS, was set up
to give healthcane providers & ¢

ers Ne

fic products, supplics

s that patients recen + mexical services

e ity i

ing and enable the collection of statist I pmcedures, products

% In the eady 19805, the vse of HOPL

entation of the Health Insur

impl
1996, HCPCS has become mandatory fo

HCPCS s technically
CPT (Current Py
the HUCPCS Lavel
: Centers for Me
the HCPCS code sel,




ke i se

nd provides psychounalysis,
these sery

99231 tforwird or low

90845

Immuni

an710

sles

subcutancous usc

descriplors

1 and
b have thelr
roexample, to

Tinjecti
r the substance that
own codes in the Allergy

1 require two codes, one for the inec

one

cled (the excepton is allergy shots, w
nd Clinical [mm seetic
tration of an

report the int s adr

96374 Therapeutic,
or drug): intravenous pus

ylactic or on (specily substance
single or initinl substance/drug

ided by the physician

29070 Supplics and mate

ials (except spec
or ather ed L

he: 55 nd above those

over

visit or other services rendered

i izat|

sarne medic
misuse of the EM cod

use E/M 9921 along

To repan & patler
with a code

separal

QUG
ese codes, 93000, 93005, or 9301, is used to report only
the technical component of a routine ECG? Defend y

our declsion.

tegory 11 ; al tracking codes to help c

ref o services. seling, that

redduces the

known to conlril

of administrative time needed

her these dats from documentation.

The use of these codes s optio i does not

are not reguired wrect cod
¢ four

arranged according to the fi

digits

Category 1l codes

Composite Codes
Patient Manag

G0 TO CODING WORKBOOK }
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List of Walved Tests and PPM

Reporting Patl

Some mexdi

lfice labs @
and Health Ad
(the Clinical Luboratory
Progr 1

inistr nd the tests that can be performed are n nted by CLIA

t of 1988), The CLIA certific

ovemenl Amer

one of two levels of

nalysis and ur
and p

I the 1 b
the specimen. reporting this service only (e using code 36415 f
nple), e lab for p 5inE

in-office lab, the physician may either take

etice does o

\enipunciure to

efer the patient

n a blood

perormed, can both be reponed?

2. 15t correct to report a comprehen

dedicine sect

1 contalns the codes for the many types of evaluation, therapeutic,

es that physicians perform, (Codes for the Evaluation and M

and diagnostic proc

ment sectbon described earlier In the chapter, 99201 1w 99499, fall numerically ut the

end of this section, but they appear first in CPT because they are the most Mrequently

used codes. ) Medicine codes n r supervised
by a pha n of o

family practice phy

ALY Proc s provided by

any

s, sueh as immunizations and injections, The servic
ists, are alse covered in the

cialists, such os allergists, cardiologists, and g
tion. §

to suppont disgnesis and treatment. such as rehahilitation, occupational thera
muiLrition therapy.

i
Addon codes and separate procedure codes are inchided

1y other section,

i from the Medicing section may be used with codes fro

the Medicine section. Their

use follows the guidelines described for previous sections

Structure and Modifi

hsections ha
r example,

The subscctions are arganized by ¢ notes contain-

pe of service. M:

ve subcatlegories

. Some services,

icine section:
. 90, 91, and %9, Table 3.2 |

38,

madifier,

ion of each

sporting Medicine Codes

ne ol the services in the Medicine section sre considessd Eva and Manage-

es, even though they not listed In the EfM sectlon. For the:
51 muxdifier, Multiple Pro




The codes in the Pathology ¢ wided by physicar

i Laboratory section cover services p
3 e procedure ine

SUpE

A compl

or by technicians under

Omnlering the test

handling the sample
Performing the ac

Analyzing and

test

il

eport

Certain lests are customarily © 1 topether to det disenses or malfunc-
¢ organs. These ed tests are grouped under laboratory panels for ¢

onvenience. When & panel code is reported, all the fisted tests must have bee

o puriicy

arting
n per-

formed (otherwise, just the individual tests ar

requires these tests:

e billed). For example. the electrolyie panel

B0t Electrofyvte pane

This panel must include the following:
4
Chloride (82433}
Polassium (84132)

Sodium (#4295)

hon dioxide (bicarbonate) (E2374)

Panels are bundled cc
it be add

also be hilled

ad, no individual test withn
> that panel 1

ides, so when a

el code is repe

nally b

fed. Other tests that were performed out:

Laboratory Work
Medicare does nat permit

Reports

d laboratory services. There are codes

iwelve unlisted cude areas, such as:

B6486 Skin test; unlisted ant

5 the nature, extent,

y unlisted code must be submitted with & special report thal de
for the procedure and deseri

cs the time, effort, and equipment necessary to

Structure and Modifi

Prow

2TS

dures and servie

are listed in the index un

T the following types of main terms:

Name of the
Procedure. suc
Abbrey

sis, HIV, skin t

tation, such as TLC screen
“tests, such as Complete Bieod Count

wilogy and lrbomiory code
difier,

description of each

«rved  Chapter §




rovider for U

wim when Lhe ermor

and all other services

Following the wer, any reasonable and neces
pardless of whether they are or are not relat
CMS created three new HCPCS Level Il 1 r
d hospital outpatient facilities 1o use to report ermneo

Append one of the following HCPCS Level Il modifiers to the CPT procedure codes

to the s

SUTRErY:
PA Su
PB Surgie

PC Wrong

or ather

! or other
ST,
HCPCS Billing Pro
There dures 1o be

for putients with private lnsurance. Some procedures require both o CPT code und o
HCPCS code, such as reparting bath the administration of an injection and the materi

re specific pro owed for Med il patients and

that was injected.

s who have Medic

When med; ecialists are processing «
aid or Me consult HCPCS code b
able under HCPCS Level 1L Symbols direct the
es of the HOPCS code books. For example, here

seTvices reimby

5-

or coder o Medicare billing rules

that are reprinted in the appen

the symbols from one publication:
+ Mot Covered by or Valid for Medicure
s Apply

ecial Coverage Instruc

arrier Discretion

When the symbol for Special Coverage Instru SONTCES

d online.

ions Apply appears, Medicare n

1 be checke

Wh 5 instead of
the o
BlueC

P

ices 1o use HCPCS ¢
ple

commercial payvers want paricipating

ns from the

rrespond
BlueShicld

nd HCPC:

nonthly publication that outlines

e to billi

r for services,

procedures, &

Assign the comect modifiers for the following situations.

1. Right hand, fourth diglt

(3]

L Left foot. gres

oe

w

. Ambulance service furnished directly by a sernice provider

C

sing HCPCS Le

| II, assign the appropri

Ami

ce service, hasic life support,

o &

Breast pump, manual, any type

Injection, zidowvudi 0 mng

al, or s

Wit maunts, Including preparations of vaginal, cer 1 5P

oy oo

. Hospital bed, total electric, with any type side rails, with mattress

HCPCS Anesthesia
Modifiers

enample, ~AA & Lsed
a the

N s

2518 5
nstead of ow

Rtk &n

rvices are rapartad.

whin

Keep HCPCS Updates

Retaln HCPCS upd

3 from

TO CODING WORKBOOK



Brand and Trade Names

nepresented

he appearance of

by codes

e

G0 TO CODING WORNBODK

z COM MR proced ding
Il cocle wdifie

it ar i

ks for new and revised codes used

of each page. The following example sh
in one HCPCS code book:
New and Revised Text Characters

ws the syn

. New
'y Revised
SRl Dreleted

The coder should fully review the deserlpten of quantites assoclated with HCPCS
endes. Drug descriptions should be carcfully checked to note the method of administration

ution method and dose that

and the dos cled code must m

nedical record o ¢ form

{1 Intravenous i
T Int 1
- Intraar
» Subcutancous injection

clion

mito the nostril

such zs mi

i in approprigte quantiti

e, the listing for Pred

s (mg) or mil-

e 1s
17510 Prednisone, oral, per 5 mg

Il a pal

al's dosage is 10 ma, the code 1o report is:

510 X2

been adminmste

The HOPCS code is followed by the gu
12 mg. the unit indicator is 3.

Mt units of other items arc also reported by the HCOPCS code ©llowed by the
units, Five s

palient

cal stoc

Add9s X5

CPT, HCPCS |

on ahow

services, supplies, & =s. For
itified by & HCPCS code is used equ
ment. HOCPCS Level 11 modifiers

modifier is used |

two letiers o one |

it hand, thumb

HS%  Family/couple without client present

[ both Level 11 modifiers and CPT modifiers on cla
arc among the most prevalent

Payers muy reguire the

Med
invasive procedure to tre

other

sare and Medicax! programs administered by CMS do not cover a surgical

ta medical condiion when the pra caeously performs:

1. The correct procedure but on the wrang body part

ntab ents that

v s never o pay the

ed a never event because they are preve

© and 1 Itheare




i: For state Me vices (aleohol and

ment)

: For state Medicaid agencies when there ure not permanent national codes:

e usexd for private insurers but not for Medicare

HCPCS Upd
HCPCS Level I is & public code set. Inforn
on the CMS HCPCS weh: Many publishers

(es

tion about the codes and updates is located
wtomuse HOPCS reference

HCPCS Level 11 permanent ional codes are released on January 1 of each year
are reviewed continuously thro Any supplier or manufacturer can
nsk CMS t . Requests 1

the reason for the proposed changes,

hout the

dese
3 of the cur-
. Revisi

ke chi

itted in writing

e

ive reguests by Janis
|
dered for the next annual

reml year & next

el after the deadline are consi

1ges to be considered Tor t a1l

ec

Te ary mational codes e

Once establiskh

are wsually e L

plemented within ninet) ¥ 1o provide ex

practices anc supplicrs about them via bulleting and news|

T'he HCPCS we
HCPCS codes by type of service or produc
for which th

HCPCS Website

. amd

avel 11 codes. The newly established

tive dates f

o posted to allow tor quic

requests and decisions.

HCPCS Coding Procedur
To ook up codes in HOPCS Level 11 follow the same cod;
sign [ICDH10:CM and CPT codes. When usin ses 1k
te diagnosis and then verifies the code selection
I he CPT. the Index—arra Iphabeti-
d of the text=is used to find th

st 1

der

e Index to locate the approg

ar List, Just as for coc

usir

AR v is then

verified in the code sections that are arranged numerically

Researching HCPCS Codes

look up the o supply or iter e
index. The index is arranged aly ally with the n bold prim owed

by the HCPCS Level 11 code, Verify the code selection in the appropriate Tabular List

code hook.

n the HCPCS code b
It presents drogs in alphobetical order. followed by the dosage, the way the d

and the HCPCS cod

by the Table of D ok

Kanamyein sulfate. up to 500 mg IM. IV J1840

Kanamyein sulfate, to 75 mg IM, IV 11850

Also to be checked are symbols next 1o some codes. Publishers nse various symbols m

HCPCS code books, but their meaning ed in the legend on the bottom

5 Hlwiys ex)

served  Chapter § WOCED




Aie Sl HCPRCS Level )l Detadled Code Ranges and Examples
Section Code Range Example

/professiong

g shuse Troatment.canvices

EmpomEy

Inhetk proz n joires o

socket, SACH e

When temporary codes become

2 reference indicates the change

© Walid only on Med
wpeclive pay

e claims and used specifi
tem

y for the hospital outpa-

POAC product classification istof
individual items and their code
categories

icles exist foe |
ugs. services, suppll
program but not reimbursable under Med

Used when no perr
: For private |
Medicai

surers 1o Id used

178 Part2 CLAIM CODING CPT on 2018 A




1. LO S0

bysician’s skill, time, and expertise used in perl

wry codes for @

2. L0 8.4 professional component

dure code that groups ¢

3. LOSE sepamic pre

o

4. LOBA C
E.

5.

8. F. CPT codes that

7. G. In CPT. u sngie code that ther
H. A pr

I A secondary

d in CF

9. L0 512 HCPCS

indica le

54 m

Ived with

4o A taodigh number Endicating that mstances were inv

& a reduced serv

K. A service in which a pls fin about @ patient’s

advises a re

cosdat: and

M. Code used th status

Select the amw nent or apswers the

that best compleies the

14. LO B2 Id
un akphabet;

1 CPT

il e of T code:

rect sir

P

an alphabetical characier

of the

15,

ks u patient g s 1o abtain an in

symploms ur

e resulis ure de

. cou : @xaminution

lor drugs und medice! equipment are what type ol HCPCS codes?
T

0.V codes

egorized as
plexity

56 The three key factors in

of prese

Lo
A
B. history, cx
C.
D.

hister;
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184 Partl

CLAIM

o sebecting Evaluation and Maenagement co

Key components

T

extent of the k

y docum

* The extenl of the examination documenied
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reported with one of these CPT codes: 11055, 11056, 11057, and 1719,
and with HCPCS code GO127 (timming of dystrophic nalks).
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PHI and the Minimum
Necessary Standard

Brotectod heallh information

UM necessary information b
answar the payer's guestions

BILLING 183




ed instead of 59 wi
red toas X|EPSU | m

md that must be i =n the si applies. The group
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oint in the process has twi i

A0
eodes have
ple. et
charges and mak anges 1o the ¢ roich i needed

able; 50 the auditor knows whi

Iy mors

ons of rejected or red

Auditing Tools to Verify E/M Code Selection

ned in the previous chapter, the key components for selecting E/M code
the extent of the history documented, the extent of ion docu
the complexity of the me m
the CMSfAMA D
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and pro
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probiems are found, the
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ne and to note medic

1enl examin
cion to document the review of systems (ROS)

d in med

m:

s must be compliz the work dome.

THINKIMN

L]

1. Medical necessity must be shown for emes
physicians' patients. If a four-yy rache
and a temperature of 103, to ould the diagnasis codes be
urgent reason far an emergency department visit with
i hil atrician?
2. The foll @ diagnosis and procedure codes were rejected for payment.

What is the probable reason for the payers decision In each case?
A, D3I50XN0

B. Z413, 62050

C. BOD.E3, 69145

D. Z00.00, BOOS0, 80053

and compliance
fishes a system for

The responsible person et
repulnr co

ce checks Lo ensure




1. The fi c practice

and geograp

st indices from a Medicare F anwversion factor for
this particular year is $347315
‘Sampie RVUS —— -
| | Work | Practice | Malpractice
CPT/HCPCS | Dy RVU Expense RVU | Expense RVU
2350 tvesselfslul | 2555 | 3051 | 407
it 5 3 ]

Practice | Malpractice

| Expense GPC| Expense GPCI
205 Toa

Caloulate the expected payments for
A, Office visit, new patient, detalled history/axamin

decision making, in Manhattan, NY

low-complexity

Corona Francisco, CA

¢ artery graft in Sar

n

Repair of heant vessel fistida in Columbus, OH ______

=]

Caoronary artery cormection in Galveston, TX

i addition to setfiing various

o

ay providers:
1. Alle 5
2. Contructed fee sched
3. Capitation

mwed char

red Charg

v pavers set an allowed charge tor cach procedure or service, This amount is the

nost the payer will pay wny provider for that CPT code. Whether a provider actu
> allowed b epends on three things:

Bllowed Charge: Other
agree to accept  Terms

& sratns it

Q Or o
ing (PAR)

ex, In return, they are e

I more pati

or nonpartici;

harges that ure lowe ual

their claims

or incertive: s quicker payments

wer’t hi These rules govern whether the provider can bil

chargs, alawed ar

part of the rge. that the payer does hol cover

o e Charge

When a payer hias an allowed charge method, it never pays more than the allowed
o
ovider's usual fe

her, « ced charg il

ovider's usual fee

ik

oap

1burses § ower amount, The g

wer, the payer

s cha

ment is always the lower of the prov ar the allowed charge
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204 Paril

CLAIM

, CMS updates each part of the RBRVS—the relat
. CMS publi
roand It is av

vilues, the GPCIL, and

bedule (M

he vesr's Medic are Physici
de on the CMS website.
or the formula for calculating a Medicare

yment. These steps ane

2. Usc the Med

Ct CXPETSE,
d malpn

lure.

3. Use the Medi d the three geogr ices (ulso
for work, ]
a, tiply each RVU by its GPCI to

culate the adjusted value,
5. Add the three adjusied totals, and multiply the

sutn by the conversion [aetor to
determine the |

ayment

¢ VLI x Work G

(W + PE+ M)x CF

Example:

Waork RVL
i GPC

6.39 % 0.998 =

6.37

& RVU =587
045




Rela
Another 1
RVS, ca

ntoaf

/e Value Scale (RVS)
nally created in Cali
1A gro
For example, if the base unit is 1 and these numbers a

h procedure

p ol related proced

ited visual [i n (L66; nter rate visual field

extended visual field o At i 33=the two procedures ar
the unit to whi The thi cedure is more o 8 medical
vilue that i called the relative value unit, Vil

o calculate the of each service, the relative
factor, which is a dollar amount that is assigned 1o
is iner d or decreased each vear so that it re i ;
adiustments (COLA) index 1 i 1 ; III

Exam,

ple

33527

ct 2%
stended visual Feld

amination is 1.33

is 83527 » 133 = 54690, «

i visual feld examing

o eventually came under federal scrutiny and

of being o price-lix

g b created by
with study, the relative value scale is

widers for providers. Despite the prob
a useful

nes and publishers are nol restricted

nlike providers. soltware o

fee inform

alue for cach procedure, Pay
selting their fees.

esource-Bs tive Value Scale (RBRVS)

went system used by Medicare, h builds on the BVU systenw is colled

e (RBRY The RBRVS cstablishes refative value u

ces providers’ consensus on fees—the historical charges—with a rela-
on reso 5—wl ach service really costs to provide, scaiefo

The pay
resource-hased relative value s
or services. It ¢

m RVL: The relative value is based on three cost elements—the

SLL

he prectice cost (overhead), and the cost of malpractice i
f af ¥

ance, Amn vay of stating this is that every $1.00 of ge is made u

¢ cents for m -
such as Lo
licated encoun-

i} nirelled diabetes in-a patient.
s the RV Us for procedures in column 1.}

g

§
EXpenses, o
a simple

cents for the cinn's work, «

insurance. For example, the relative value fo
15 much lowe h

2, i factor: A peopraphic adjustment factor called the
tiee cost index (GPCI) is a number that is used 1o tiply ea
vitlue element so that i bettes tive costs. Fo
the cost of the g 1 saluries in an
¢ rental prices and local taxes
b me The fact
neduce or inc. L ive values. For example, the GPCL lowers relative values
ina rural 3 where all costs of living are fower, A GPCI from a major city, where
everytl :0sts more, raises the relative values. In some states, 2 single GPC1 applies;
ifferent GPCls are listed for large citics and for other arcas,
3. v for: fae

ount used w
te for a given

ultiply the relative vafues o produce the full Medlcar
e, Medicare uses it to make adjustments according to chang
in the cost of living index. CMS recommends annuzl ch

s 1o the conversion

factor, but Congress enacts them
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more. Ni
10 perce

rling pic $391 while only
re. {The sixth and seventh columns contain Medicare
e velue scale | RBRVS] sec

charged less it

a1, which
tion. That

we discussed in the follow!
inn. also describes res

How Physician F

[ fees for commonly

Set and Manage

aphic area, there is a normal ronge

In every gec riormed pro-

They analyze

Setting Fees

dures, Different practices set their fees at some point along this ra

rates charged by ol

r providers in the @

it programs
st Uy 1o sel f

lor deve

CHITIET
are in line with patients’ expectations to be competitive in o

racting patients

» truck of whether the practice’s fees a

ly set, reports from the prac-

wis Indicate the most freg

thes

m are studied, T

1 prog

formed services (say, Lhe top twenty procedures) and the
P
be set ton low—helow payers” v

= pay. I the provi

list is compared (o the WS th

in full, the fees

are reduced by payers, the fes may be set too hi
afe regulady too high or too

low, the usual fee structure con b

Medical insurance specia

15 update the practice’ es when new eodes ane

released. When new or alierec

CPT codes are among those the practice reports, the Ees
Y ;

the definifion

. For exampl
to-he altered to tie

ted to them must be opd:
anges, & surgean’s fees n

¢ packag to be included. Providers may re

national dats

L OF

new procedure may nee
WL MO ¥

nascs

to establish the needed new fes.

1, Fifly percent of surveyed provid than what amsunt for

CPT 290447

2. 14,000 prov

harges for CPT 29000,
how many repor E

in 56

itce-hased fee

Paymei

Fayers that use a

pe-based fee structure also an 5 using one ol the nut

I¢ of UCR (usual, customary, and reasonable) fee:

4 payer may
Fumoy L arca at the midpoint of cach range.

ol These UCR fees, for the most part, accursely rellec preve
may not be avallab!

Lacking better information

ronew of e proced

ow a fee Tor such pre

202 Part2 CLAIM




axp At the close of

returned to the provider

In, Tabsle B3

Ihe practice r
atients” visit

Payments—monics the

Adjastments—chang
pa

in the PMP} the g

are posted, and the program celenlates the cha

entered, and the 2

it

Payment Methods: (

f: I payment is o
red in

and hilling information} p
If the practice accepts
Dula Securily ndards {

DSS set requirements to safeguard pay

codes, und othei persons

which cates

o
s aecount balance

er the patient's enc
ient's case information and diagnosis. Th

cal insurance spe

e

if the plan's

witive or ne;

ounter, the ical in

is brought up4c-d

de with a check. the
the PMP, a

d a rece:

aid with a
uth

ed a receipl ar liti
be needed i th

eredit and debit o
PCL DSS).

data

nis” payments

m place to enable credit and debil car

that result from

and patients

eck fees. lo correct a

o
2
=

SUFANCE 5pe

-k, or Card

fodlevwes:

If payment is made by h.a receipt is issned.

ount of the payment and the check
s offered.

or debi

card, the card {5 passed

2r is received [rom the

orizalion n

ned by the ying the - Th
credit card sales

! Timit

m o the copy

MOuNE i over i speeifi

Nt encounters

Ly be usexd
Cand Industry
er HIPAA, PCL

, it must follow Payr

e rules

numbers, expi
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CLAIM

plan member 1

payment for
rite or cap rate, is detern

the managed

s for the con-

tracted services
he! Ihe

he plan’s mem
gender group of
[ the prima

iz

¥ care
cmbers

ics or fiftics who are not
5 I

5 contact
m

e provider lsts the ser nd procedures that the

Fr

e

re provider might include

the following services:

Preventive care: welkchild care, adult physics

and hearing exams
med telephone calls

umunizutions,

¢ function tests

aval,

[ dressings, suture
s or cerumen fros

ear

These services are covered in the per-

selects the PCP This cap rate. usually a pr

I set an aver

n averag
le is added, and the totul is d
Noneovered services can be t

o pa

e | nce Lhal

often requi the patient in adwv

I to state the fee f patient will be responsible
{5 7| Examplz of & Capitation Schedule
Member Profile Monthly Capltation Rate




cnt owes more for & service from a nom

ovidler. The calou 5 explained next

a henefit
vwed cha

ent of the provider's usual

fi h proced

and there

. The patient is respon-

sible for 23 percent of the lowed charge. Balance billing is not permitted
for plan participants.

Provide
Provider A and
581500, The pol

ider B is

A i% u participating provic ind P
Provider B both perfi
cy’s allowed charze

i it in the plan.
ibdominal hysterectomies (CPT

1o
or this procedure is 52880100,

1 (PAR)

§3,100.00

.00
of $2,880.00)

of its allowed cl

Patient pays f the allowed ¢

Prov writes off the difference between

the usual charge and the ullowed charge:

o B fronPAR)

Pr

Usual charge

Policy pays [its sllowed ¢

Patient

of the allowed charge +

(2) the difference berween the usual § 120,00
charge and the

llowed charge:

00+ $120.00)

Patient pays S840.00 (3

1 prowiders,
decile w

of the charges. if any, that its patients ¢

and the per re the payer covers. Participating providers can ty Il patients

ges for procedures and &

thelr usual s that wre not covered by the pl

NG IT T}

1. A Medigare-parficipating surgeon in Galeston, TX, reports a nommal charge
of $6,282.00 to repak a heart vesse| fistila, Using the Medicare Fee
Schedule RVUs and GPCls shown in Figure 6.4, calculate the iollowing:

A, The allowed charge

B. The provider's expected write-off

Chapter &




Contractual Adjustment

Example

e o ement {E/M)

wed ©

I'he payer’s all 8
service (CPT 99204) is §1

purticiputing provider can bill the patie o the difference between u
and a lower allowed © pends on the
et with the payer. Paye: T
. Instead,

terms of the

1y prohibit particip @ widers
st write off the difference

ed from the patient's hill as an

P

from balance billing the

adjustmient end never collected.

For exa are-participating providers may not reccive an amount higher
the Medicare allowed charge from the Medi
0 percent of this
Paticnts are respo

chedule: Medi-

pati
sible for the other 20 percent,

Physician Fe

€ is responsible for paying
met their annual deductibles),

owed charge (aft

Exan

A Medicare PAR provi
doscopy (CPT 45 is 584, The pr
rmust write off the difference between the two amounis. The p
for 20 percent of the allowed charge, not

ple

der has a usual charge of $200 f

b, amel the

diagnostic flexible sig

e = Medicare allowed char;

is respon:

the provider’s usual ¢

ge:

3200.00
5 B4.00
§ 67.20

5 16.80

The totsl the provider can collect is S84, The provider
nt o off the 5116 dilference bet

the patient'’s @

allowed charge. «

plan ¢

balance bill ps

- who does not pa
] e allowed charge, the patient

tion, il the
pay the difference. Howe

oV

s

have different rules lor nonpartici)

ders. as explained

Example

There is an allowed ch
100 percent of the

Payer poli
benetit
vider A is a part

1 fee. Pro-

hill. Both Provider
581

A
)). The policy's allowed charge for this procedure is 32,8
fer A (PAR)

vider's usual

d Provider B perform

cy puys ils allow

Provider writes ¢ ¢ between

the usual

ider B (i

Provider's usual charge 83

000,00

Policy payvs its sllowed charge 52 R80.00

$ 120,00

00000 — $2,880.00) «




man-

edures, and th

ImYAnCEs
2, LO 6.3 dowrn

wllowed by o p

3. LO 690 capitation rate

€. A change Lo "5 account

4, LO 6.8 usual fre

D. The amou ciputing provider must deduct from a

5. LO 69 allowed ch

uctual agreement 1o accept a paver's allowe,

because o

prospective audit
¥ E. wrovider

enl ammount

7. LO 61 adjustment fled plan member

8. F. widit conducted bef
a9 G
10.

rect codes

le (MPFS) a4

13. L0 6.4 X modifiers K.

n a service and a patient’s cor

sirhsets of

Chapter &
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CLAIN

ictures for provi

* Churge based structure: omary, and reis
{ many pru
ales (RVSs) ace

AKiN involved in each

tsual,
iders huve charged similar serv

on the fees 1

tive difficulty of proced

unt for the rel res by

aches ve values are

pes th

h chamge-based 1 ed fec aructures are affocted by the geographic ansi

in which tk

The fo
Plysicis

wiing steps are used 1o
n Fee Schedule {MPFS)

Deteriine o
2 U MEPE
malpractice—for the procedu

i wuits | RY Usj—w

. practice gxpense, und

Use the Medicare geographic practice cost index (GPCT) ¥t 1o find the. three

geogruphic practice cost indices.
4. Ml e RVLI by GPC1
5. Add the three adjusted tolaks, and multiply the sum by the anmual conversion fuc
1o determi payment.

4 vilue

e the adju

Most payers use one of three provic allowed racted fee

yment metk

schedules, or capita
. W

en a mazimum allowed chs
e 1he di

rge is set by a payer for each

nce It

It rece e 1 the payer if the provider's

% in fh

UM the provider particips
provider does not participat
the patient is resg

* Und
puyer or the patient pays; no addi

patient’s plan, 1

rules on balunce billing determine whether

ble for the amount.

the allowed charge for e vice i4 all that

al cherges cun be o

T a contracted fee schedu

participating providers are limited 1o the allowed charge

+ Some part of that

wint is paid by the payer und some part by the patien

o the s of the p

spec
the balance dise resulting fno

= Under re plan sets a capitation mate that pay:

1 petiod

Services 10 enr




of

= Dingne
can un

ectly linked on hea

s and procedunss mist be 1
1e-the medical nec

1M S0 payers

Bes.

tion and de

=G able regulatic

ctcliims comply with all s

requireme:

Codes should be a) e and d

st with each payer's

riles

Column 1 and ¢
1. Mutually exclusive edits

Muodifier indi

* Coding

= Ermn

tegics 1o cnsure complivnt billing ure toc
*  Carefully define bundled oo i ki

*  Benchima

% the practice’s E/M codes w

up-to-date th

+ Becle lomeineome

* Muintain compliant job reference gids and documentation templates,

+ Audit the billing cyele

Topes of audi

+ Payer audits are vouting ts thit e

2 with codin;

reduce the p
2l or downeode

used 1o unalyze

ctive [nternul sudity are

feedback from puayers,
better

il mddrgss mis with additiconal e

ining

dits

s
based on the

sctice using audit tools

m on il

Munagement Services
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Valley Associates, PC

1400 West Center Strest

Toledo, OH 43601-0
555-321-0987

Williams
Rd

o, OH 441444567

Procedurs Modify Dx1 Dx2 Dx3 Dxd Units Charge

R53 1 1
k5 1

Provide

Thaee Thiks Vi S 1014060

FIGURE 6.5

pts

If the patient makes a payment st the ti . the amount is entered into
the PMP, which generates a walkout receipt. The walkout receipt sut
and ch h as well

If the provider has not
eceipl is the document the ractices generally
aims in one of two ways;

arizes the servi
(sec Fi 6.5),

tient’s clainm

s for that ¢

the walkout r
handle un

signed

the end of the

rvice

is collected from the pati at the time of
encounter). The patient then uses the walkouw r pt Lo report the charges and

‘sj“"fc’ payments Lo the insurs o ) insurance company repays the patient (or
insured} sccording Lo the terms of the plan.

ce collects payment from the patient ut the time of serviee and then
" of the nt, The insurance compa en

1 The p

The prac

an om bel

to the

d check w n of benefits
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chapter 7
Healthcare Claim Preparation and Transmission

chapter 8
Private Payers/ACA Plans

chapter 9

Medicare

chapter 10
Medicaid

chapter 11
TRICARE and CHAMPYA

chapter 12

Warkers' Compensation and Disability/
Automotive Insurance




A. LOGE-6.9 Tnsura an: Mountville Health |

1 pratient has m ol nsurance

5

Payer Reim T Patient U

g

ice Plan: Mountville Health Plan i $125 toward an annual de ible of $500;

nsurance

'wyer Reimbursement: Patient Charge:

€. LOG.6-68.9 Insumace Plan: R fale Medical Plan A mo
NonTPAR

& 0r coinsurance; copymenl o

D. LO6.6-6 SUTINCE

Services

E. y; annual deductible has been
ment Patient Charge,
Lo 6.4 named FPREVU u22 rd the global period for o
CPT
T

s Physician Fee ¢

ct the PFS Relutive Value F

1l section
aund by
d e scroll

The file can by
ote that vou may

for the user terms and th

es titled PPRRY

the first of the two [

1, and a GLOB DAYS

CPT codes will be lited on th

296 Part2 CLAM CODING




a i codes appropriately Tmked? 1 not, wh ) the error
LINKED?
SBL5LXA, 513
WIS OIXA, YU2 838
B, < female patient i

breast. The physic
i E/M service.

i% the o

12, 993%

GPCls s
for each of

e unkts actof of

expected ch

A LO 6.6, L0 6T CPT 04 in Gialveston, TX

B. LO 6.6, L0 6.7 CPT 3350 n Manhattan, NY

€. LD 6.8, L0 8.7 CPT 992 mbus, O/H

Mountville Health Plan Madicara

Service cPT Usual Charge Allowed Charge Aliowed Charge

il 1 65
i it Wist P h gazt o c .

i £ £120 S11a
ipetient Vist, New 19 $168

patien Est 939 L
T EsL, Wor § 1 a4
eient Wist, L 99214 {

Chapter 6
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Seles

Answe

st completes the

4. LOE.2 The NG Worl

A. planned pr

jan deser

pating possitie €. the FRIs investipations

attorneys
cost indices

8, the neutral by
18. LO&.9 Medicure typically pavs for what pere

A S0

B,
1. LO6.S Ifa smount is

wrilten of

ng provider's us 15 8350, and halance Hil
U5 written of !
C. ¥
D.§

2, ating provider's usual fee is $400, the balance bill 5 10l
2z,

& the e €. their Me:

B. workers' cony o the pe ly perform
3. LOBA An ¢ n contiining EfM ¢

A the Ek codes ar

correet E/M code

Answer the WA uistions.
24, LOG.B What is the il ot Schedule!
25. Define the following abhre

A LOE2 COI

B. LO 8.7 GPCI

C. LD 6.8 MPFS

Do L0 6.7 UCR

E. LOB.7 RVS

F. L0 6.7 RBRVS

G. L0852 MULE

Erl u alivg ot hebpecomect mbeduc
tice € i
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EiiE
e
HEALTH INSURANCE CLAIM FORM

~— canmier

FATIENT ARD I

FHTSICIAN Off SUPPLIER IFCIMATION

HUCE et

FIGURE 7.1 CMS-1500 (0242) Cle

=

ltem MNumber 1 15
government programs are lswed [Medicare, Medicald, TRICARE, CHAMPVA, Group

Health Plan, FECA, Black Lung, and Other). If the patient has group contract insurance

Chapter 7 HEALTHCARE CLAIM PRER,

covernge, Five specilic




Payer Instructions
May Vary

with gach pay
orit uired on

Patient Versus nsured

dentificat
B considered to be the “insured.”
The patient i5 reported as the

sured in the
natin the patient fields.

220 Pant3

S5010A1 Ve
HIPAA, EDI
for 837P cla
ata. The NUCT monitor updn

n and the CMS-1500

ons must comply with the S0T0AL version. This

1 format

es enough room for ICD-IMCM codes and sdditional required
CMS51500 to move it

closer 1o the data on an electronic claim,

In this text, the g NUCC guidelines a
claims. When the NUCC inst ons. have rem
1ere, However, if the NUCC notes that & particular it

followed for eorrect completi

or modified

noted

complete the item

uim—typically. by exception—
Later
s Medi

ers in the

€.

ticular p

ow the standands of

THINKIF
1. What advantages can you identify for transmitting ele
there any pote disadvantages as well?

tronic claims? Are

WL
C pub-
2 Revised

lication IS0 Heal
Form-available on the NUCC website

Above the boxes, al the right, the carrier block s used for
lizm Numb INs) I through 13 refer ot
¢ coverage. This information is entered in the pr
on form and the patient insurane
and the patient’s
rpes. This informaet

name and add
patient’s insuran
pr m based on the patwent mlorm
Numbers (INs) 14 through 33 conta
n, ncluding the di
encounter form and other docu

ltem

Information about the provider

115 entered

el ch

oses, procedures,
tation.

CMS5-1500. At the left is'a
dine address for the p

n the upper right portion of th
mbal: this block allows fi
If the paver's address requires just three lines. leave a blank

ne in the third position:

ABC Insurgnce Comp

SAT W

w Lane

Franklin 1L #0605

Do ot use punetuation (1
N Main Street 101 mstead o
Enter the ninedigit Z1F code without the hyphen

2nt Information

tient. the

e CMS-1500 identily the
caserelated date and asslgnment of

fems in the f

Insured, and
benefits/releass information




on physician cla
procedures the practice uscs to prepare and

ims is important
I the num
fift

5L Lask,

Claim processing s a
ample, o forty-physic

€ hpec
claims can be huge. Fi
sand patients typically proc

practice wit

to create, send, and track this volume of claims efliciently and elfect

prompe payment

¥ [0 ensuse

saction for chims from physici nd other med-
H37 Health Care Claim: Professional (837P). This
P clalm™ or the "HIPAA clo

electronle. tansaction s usual
clectronic HIPAA cl:
informution on the electronic

m is

few exceptions is

the

n filling o per ciaim to introdoce the
Of course, the CME-1500 is not usually [
it :¢lly from othe

Instead, claims

ifice fc such

created when the m

paticnt information i encounter

mzurance specialist uses a prac nagement program (PMP) that caplures and

organizes dat

ates the process

s of claim information. The PMP
vorrect ¢l i u anage the
© the HIPAA B37

mation. Some of the data items relate to the

pter then explains te e items th

ition to the CM: infis

iled m

bility of onic ¢ 5 to provide more de ion than a paper claim

. Other items are needed to go w

rinus types of n to help the receiver

e claim elect the ir
The third sect ringhouses and transmission methods
As explained previously, most practices use clesringhouses to take the PMP data and
send payers correct 5. The methe
some of the pract
allention to secy

s and careful

maticn (PHIK

s claim procedures. but

ents'

v and protection

Background

el black printed form
HIPAA requires ele:

wer plysicien practices,

the way things work on the

ton, Payers may not
anges or-additions to the content of the HIPAA §
on or delay pavment of

require providers to make of
Further, they cannot refuse to accept the standard transs
HIPAA transaction, clain uded

clai

Claim Content
The Mational Uniform Claim Committee (NUCC), led by the American Medical Asso-
125 the contend of both HIPAA $37F and CMS-1500 claims. The current
illed the CMS-1500 (02/12), Is the paper 0 2l i this chap-
i the NUCC w

il Cove

ter, The official gui

Chapter 7

HIPAA ¥12 B37 Health ©

Knowledge of Claim Data
Medical Insurance
come fam

Marnariz: is ot required. bul
good thinking and organizaticnal
shills are

Staying Up-to-Date with the
CMS5-1500




Revenue Cycle

reason code)

senvice line in

tonal d




This information i i :ther the patient’s dlness or
ment, aulo

This IN ident

mejuire

BG to indicste that the following
In agreement with the NUBC (the organi
which will be covered in the last ¢

are g

P

codes are two-digit numeric or al
Of Uigue cire
T'he following condition codes are valid for the CME-1500-and B37P clain

AA
AB
AL

5 is checked in IN 10b

Eability insuranc

o

an employee ©
FECA (cover

y is related to employ

. Choosing £
patient's
on is the of an automobile
it of any other type of

. enter an X in the correct bax to in

{current or previous }
ob or workpluce. A
Chlter ao

or ©
r Auto Accidem, Any
insurance oo that would be primary,
imary insurance information must then be shown in IN 1L

be other appl

AT

nation about the patient’s condition or the claim. When
tin this field Use the twodieit qualifier
de, and then the cod

5 additional i

condition code, enle;

Ty PELYErS L6 prow

t conlition ¢

il claim form,
nd sterilization
“ondition

laims and can be reported
sed to Teport &

d for use

i profes:

umeric codes ¢

stance aboul & ¢

i

rmed

Abartion Perf 1o Rape
Ahortion Performed due o Incest

ity, or Abnor-

rious Fetal Genetic Defect, Def

Abortion Performed due to
mali

| Condition Ca
rancy lself Under Code Sets

Ahortion Performed due toa l

Arising [l

, or .
Abortion performed due to Physical Health of Mother that is not Life Endan "y C.org
gering

Abortion Pe
Abortion Pe
Elective A
Sterilization

:d due to Emotionul/Psychological Health of the Mother

Ic Reasons

med due 10 Seciul or Econe

s on the insured’s healt

as it app

T

enlry wld also be completed

ompensatlon). Dy

in the

BPACE a5 A separaior within the policy or group number

Chapter 7 HEAL
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Part 3

ditional group health coverage ¢

niddle init f the enrolles
L from that shown in IN 2 I the insured uses & last naw
t name and hefore the first name. Titkes {e.g.,
PhDd, MD. Esq} should not be included with the
A hyphen can be

and
Use

enter i

WIMEET

umber of

er the policy or gro
space as

other Insurance plan. Do not use a
the policy or group number,

phien or

a separator withi

R WJCT UEE

Thus field is reserved for NUCC use. The NUCC will provide instroctions for any use
“Other s Date of Birth, Sex”

il. The previcus use a

ERIEETT

Enter the oth:

of the plan or

nsure: cs the name

"5 insurance plan or program name. This box identi
am of the ndicated in IN &

er insured




Y ETATE

Tiem Number 5 55 used to rep the number and sire

city. state, wnd ZIP code. The first line is for the streel address, the second line for the i
and state, and the third line for the ZIF code. Use the two-digit state abbreviation, and use
the nine-digit ZIP code if it is available. Do not use punctuation (i.e., commas, periods) or
other symhals in the address (e.g, 123 N Main Street 101 instead of 123 N, Main Street,
anedigit ZIP code. Enter the nine-digt ZIP code withow the

i contacty payer for specilic reporting instructions,
t s different from the insured’s information.

101). Repart a five- «
hyphen. I repor
Report the patic
&
Nate thi the patient’s add

nt's information on

not report the patient’s lelephone number, per the NUCC
efers to the paticnt’s permanent residence. A tempo-

Shen

Tary ress or sch ad nol be used.

In IN 6,

Chonsing S ient

fified partn ned by tl
he minor dependent as defined hy the

is the means
that the paticnt i

that the y

atient is someone other than self.

patient 15 a
yer requires on the

ward, or endent as defined by the insug
a unique Member [dent
:cguse the patient is reported us the insured,

plan: I thy
ation Number that the

im, repoart

D

ompleted, then

ess: the sec

field shoukd be comples
nd state; the third line,

the city

nds) or other symbols in the
123 N Main Street 101 instead of 123 N Main Street, #1011 Repord a
line<ligit ZIP code. Enter @it ZIP code without the hyphen. I report:
g 4 forcign address. contact paver for specifs nstructions. [do not report
the insured’s telephone number, per the NUCC,

This field s reserved for NUCC NUCC

of it, The previous use as "Patient Status™ has b

Chapter 7 HEAL

223



222 Partl

2. The Other box i

phen

ate

imsurance incud

r, Group Health Plan is sel

HMOs, comine i
workers” compensation. This information disects the ¢laim te the correct progriu
may cstablish the primary payer. If a patient be identified hy a uni
ion Number. that patient & the jrsured and is reparted in
patent felds.

ciul insuranc

Item Mumber 13 records the insurance identification number that a

ance card of the person who holds the policy, with e paver b wl
submitied, who may er may noet be the patent. If the patent has a unlgue Member
Ident ion Number assigned by the payer, enter that number.

ek ey

ient’s

e is the name of the person who received the tre
]
ent's intormation if it is d

wenl or supplies,
#t change the spefling, even if
tterent from the

insurane:

exactly as it

card is incorrect, Only report

c pa

% ‘should appear for most payers is

last mame, . Use commas to separate the last name, first

e i middle i

If the patient uses a last name suflix (e.g., Jr. 5c), enter fler
before the first na _ er. Capt, Dr) and professional suffixe:
MD. Esq) should not be included with the nam 1sed for
mames. Do not use periods within the name.

i can be

The patient’s birth date

Mg persons wi

ERTET

name of the person who helds the insurance poli > insuredh
fependent, the insured may he a spouss, parent, or other persomn. If
the insured uses a last name suffin (e.g. Jr. 8r) enter it after the last name and belore
the first name. Use comn
Sister, Capl, Dr

atient is ¢

a5t name, first o and middle initial.
PhD, MD. Es

wphenated names. Do not use

sl

the name. A hyp
periods within the 7




[

17a: This field allows for ¢
scters in the Other 1D# f

entry of twe characters In the qualifier fleld and seventeen
d. The non-NPLID number (Other 1D nomber| of the
ng. ordering, or supervising provider Is the unlque dentifier of the profess
fier indicating what the number represents is reported in the qualifier f
ate right of 172 The Other |D number of the referr i

i

The qu

the i

ar suf
ing provider is r the shade

The NUCC def

B State License Number
1G Prov TIPIN Number
G2 Provide inl Number

ion Number (This qual

ammne

LU Locs Provider
17b: The NPI &
the NPl number of the referring, ordering, or supervisi

s used for Supe

er refers to the HIPAA National Provider Identifier number. Enter
provider in IN 17h.

use af a related hospitalization, enter the
that hospitalization in IN 18 For patien

listed in the From box, and the

ts still
is left

: dlates

ion date

hospitalized, the adm:
blank

privite

the appro; ng the k should be used.) TN 19 may be used
to report Supple  PKW foll
type code. & Lransmis chmenl control.

Temw

crnental Claim Information, using the gu d by @ report-

iom-type code, and an

red by an indepen-
dent provider.

Enter an X

ported, Complete this item when the

nis b lor labe wy services instead of the ater an X in Yes

the reponted se
purchased price under charges, A Yes response indicates that an entity other than

s checked, enter t

was performed by an outside laboratory

Chapter 7 HEAL
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CLA

Enter an “Other W o Lreatment
gl or elghtdigit for
lated condition. A pre

Enter the

1 number |s asking whether the previously had
i il I > hlank if unknown

egiancy is not a i

to Identify whic

plicuble gual date Is being reported.

4541
14 Laiest

Tr

tor Consultation

453 Acute Manifestation ¢
439 Ac
455 Last Xeruy
471 Prescr

0% Report Start (A

a Chronie Ce

enl

puon

e Care Date)

041 Report End (Rel Care Date}

444 First V

[ the vertical. dotted line.

e 1o work inhis or her current « lion,

nb s emp
figit or eight-digit
to work, “Dates patient unable to wo rrent oc
th k: An entry n this field may i

for the from-to

&5 that the patient is
to the time
e employmer

upation” re

The name entered is the referring provider, ordering provider

who referred. ordered. or supervised the e claim.
the name {First N . Middle Init
profe: erred or ord i

Ir

els) or supplyiies ) on
Last Name) fllowed by the credentials of the

who ics} on the

he service{s) or suppl

providers are involved, enter cne provider usin e follovang

1. Referrng Provider
2. Ordering Provide

3.. Supervising Provider

Do not use perieds or commas, A hyphen can be used for hyphenated names.

The qualifier indicates the mle of the provider being reported. Enler the applic

tualifier to identity which provider is being reported,

DN Referring Provider
DK Ordering Provider
D0 Supervising Provider

nier e qualifier to the left of the ve
Enter th lifier fo the left of il




1usband's insur-

A sieby-one-year-old retired fe r
ith benefits

ance policy. Her husband is stiil working and receives |
through his employer

lam?

1. What infon

on belong

2. Wit mformation belongs in N 47

3. What imformation belongs in N Th7

elec-
need to be reported;
rowiil

Medical insu
tronic or |
Balli

nce specialists worki

er ferstand the

der,

£ provider, g

The hilllng provider is o provider h services, usually a physician practice. A
payto provider, in contrast, is the person or organization that reccives payr [
The billin,

rivvider and the

- are very often

lling service is authorized by the billing provider 1o
& the puy -
t has provided the

o provid

ments on its beh

and proce

ndering provider is & physic

portant ta d

S01041 Version: Billing
Provider Address

The Billg peovides's

pay-to provider in physician practic

cribe

thiare provid

o process the claim.

T

L date for 1 L date of the present {llness. Injury, or

use (he da

cof the last menstrual period (LMP)

| dute of

1 the first date of onset of illness, the ac

mjury. or the LMP {or pregnancy.

nter the applicable g

lifier to i

Cinset of Current Symptoms or 1l
484 Lust Menstr

al Period

dotted

Enter the qualifier to the right of the vertic

a7

Chapter 7




Signature on File

226 Pan3

relpase 15 et
certain that the releas

CLA

T the insured and

if barth (MM | DD YYYY
ed. Only one hox can be marked. If pender is unknown, §

nter the eighi-digit

BEX

{gender) of the ins

b OTHER CLAI

[ e

© The NUCC des-

. aumnb

s IM is ofien used w eportac r assigned by the pay

ble claim identifiers.

JRANEE F LA HAME GR Pe0ee HARE

n IN 1a. Mote that

1 the

ame of the insured

Enter the insurance plan or pre

n number of o

uf

some payers fequire an id

namz in this

WIS T HER HEALTH BENEFIT PLAN?

Y

1 by additional insurance. 1f the answer is Yes, [Ns 9,

Saend ad

al insurar

e

select No. If ne

15 used. enter
il (MM DEYYYY ),
Fany medical

agnature on File,” "SOFE" or kgal sgoature,

i sixdigit format (MM/DDYYY ) or eigh
n authorizs

the date sig
This entry mi

s that there is a ion an file for the release

or other informaticn necessary to process and/or adjudicate the claim. I there is no

‘Mo Si

ature on file, leave blank or enter

ture, The insured’s or -authorized
ent of

gnature on File,” "SOF,” or the legal sig
s Lhat there is a 4,

on Tile aulhe
the ¢

1z

inlicates

pay

ovider of the s listed . I there Is

1elles directly w the

ave blank ture on File.”

no signature on {ile,




pproprizte code set in eff
the entry of up to fo
shown without a
six of
acters in the Madifier arca.

Unlisted Procedure Code

with tha clalm.

The

gnosis pointer refers to the

number from [N
s and treatment, In IN 24E, enter the di
(point} A-L as shown in IN 21 to relate the date of ser
performed to the nosis, When multiple diagnoses are related to one
service, the relerer

betwee:

arim

e letter lor the primary i sis shoubd

applicable diagnosis reference legters s

an A, ora B ora C.or a D or multiple letters as explained
codes in 24E.

It [

ltem Number
A charge [

no charge, such as a

24F hsts the total

SEI'V:

i for esch service line in IN 24D
ported. clalm

pitated visit & value of zero may be us

&

line must be

orts an encounter with

Chapter 7 HEAL
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232 Part 3

Al 7] Selected Place of Service Codes

Code Definition

ederal or state

ned by
ules. Gene
e medic
s Check with the paver to
. I required, enter Y
or “N" for no in the bottom unshaded portion of the field

ltemy Mumber 24C is EMG, for emergency indi
Ay, or HIPAA ¢l

lations or pi ally, an eme:

of severe, lifed

determine v

i from the -.',Mﬁ. 1

i gen #limin




information—that is. the pr
e patient
with o
rvice lines in

dition

I'he six ction 14, which contains INs 24A through 24),
ided hormzontally holil bath the NPT and a proprietary identif
mission of supplemental nation w support the bl
HOPCS codes for products sucl , durable

ay regquire supplemental infor

nd 1o permit the
ed service, For example, when
medical equipment, or sup-

tion using these indicators and codes:

ry Bus

s Communications Council (HIBCC) or
e Tem N

mber (GTIN}, formerly Universal P

sduct

Codes (UPCs)
Anesthesia duration:

ours andfor minutes and start ; end times

[his il

ared in the upper shaded section of 1Ns 24C through 244,

Dule{s) of service mdicote the actual month, day, and year the s =3
Grouping
¢ of seTvice.
En

to a charge for a series of iden

s al services without lsting each

moamd b date(s) of service: I there 15 only

that date under From, and leave To blank or reenter the Fre
services, the | of service, procedure code, res, mrud imdivi
each line must be nileal for thar service line. suping s allowed enly

on consecutive days, The number of spomd o the num of units in

IN 240G,

s ust ©

In 248,
item used or servic

er the

& c e ol service code list for each
d. A place of service (POS) code describes the bocation
The POS code is also ed the fa

fmom the plo

where Lhe service was provided
Table shows typleal codes for physician prac

n Appendis A,

e

ms. A complete

Chapter 7

Correct Use of Section 24
The top portions of the six ser

vice lines are shak

ol It e

Dates of Service

reponted on separate dalms,

Place of Service

Payers may authorize diffe




Compliant Claims Reguire
Diagnosis Codes

Primary Ddagnosls Codes

An mdemal cause code cannot

ICD Indicator

Ched to

230 Pant3

i

CLAIMS

e NUCC
Guldellne for this IN rema
place for fusur

s laho
pleted. When billin -l
cluim. Enter 00 for cents
cimal point when n

perf

rvie atory services. When Yes i

st be o
should be submilted on & separa
mumber. Do not ose dollar . COMMAS, OF &
™ owed. Leave the o

e purchased lab services,

f the amount is a whole
ing amaounts.

tive dollar pmounts ghi-hand fiek! blank.

The SO0 i
9 or 1CD-10

are

ibe the patient's conditi
is listed 1i Additional
lated Lo

ered in priority

fer, The code for the primary

codes for seo 1 be listed only when tl

d, Up to twelve codes can be entered. In 24E
{see 24E). Do not include

the services bel
through Loto the

chi 15 code, be

Medicaid ssigned by the
destination nitted elaim or encounter, List
the original reference number
Instructions from the applicable
[e.g. code b, When resubmitting a
left in the lefi-hand side of the Tield

r resubmifted cl stocurrent

s [leld

public or private payer re
Nim, enter the apy

igned

7 - Replacement of prior c

B- Vi

ancel of prior élai

wil intended for claim submissions

This Ttem Number is

rvice(s). Enter any of the following: pr
igned by the payer for the current service or the Clinical Laboratc
:nis {CLIA) number or the
enter hyphens or spe

Improvement
wmber. Da not

T

aces within the number,




te (MM | DD YYYY), or nuneric dute (eg.. Janu

er 33 is different 1

L ZIP

If the information in lem Nu

1 [tem Number 32, enter the o

uddress, ¢ity, state, und fine of the location where the services were

for purchased «
name, gddress, nine-digit Z1P code, and NP1
assigned identifying non-NPI number of the service facifity in IN 32b with its quali
Do not use puncivation (ie., commas, perinds) ¢
N Main Street 11 instead
wwn name and stale code: do

the suppli

other symhbals in the
123 N, Main Street, #101). Enter a space between
nclude a ¢ it ZIP code. Enter
a hyphen.,

ne-d

the ninedigit ZIP code withe

dentifies the he
always be completed. Enter the provi
umber, NP1, non-NPI number, and app
15, petiods) or other symbols in the addr
IN. Main Street, #1001}, Enter a space between town
include a a. Report o nine-digit ZIP cod
hyphen., The NUCC recommends that a sireet
NP1 should be placed in TN 33
in IN 33b. If the billing prov
Item Mumber 24J. If the
b . The referri

oprinle g

10 use punclie
N Muin Sireet 0] instead
me and state code; do not
it ZIP code without u

- Enter the nine-d
al location be used. The
ng non-NPI number and its qualifier

kircss or ph
. Enter the identify

ider is & group, then ng provider NPL goes in

then ltem Number

h

The other | number of the rendering provider may be com
Provider Taxononyy Code (HPTC) as well as o le

i

feted with & Healthes
acy numiher. (17 twe
should be sepamted by three blank spaces.) A taxor
ands for a physician” cialty. The type o

e

numbers are reported,
onty code is @ il number
pecialty may t the physi-

n. For example. nucl

1 Lerd

medicing is
cerified ir

An internist who is g
rade

50

HIE n

Summary of Clai formation

ithon that the NE

and i this text

bl summarizes the |
the CM5- 1300 claim bath

Chapter 7

Administrative Code Sets

The taxo pamy codes are oee of
ther nonmedical ar nanclinical
adminis! e code sefs
fained by the NUCC These code
buziness related

dimii
reguired by
> 10 1o

Athougn the use of
trative code Se is m
HIFAL, If you choo:
ane, It must be on

All Administrative Code Sets for
HIPAA Transactions

o




Address for Service Facility

236 Pan3

CLA

Security
e hox (SN ar EIN ).

Enter the paticnt
used pr

ount number used by the practice’s accounting system, This infor-

o help lify a patent's paymenis and Lo

a5t ments

rking with re ince sdvices.

O 1

apital X in the correct bos, "Yes” ns that the provider
ment. Only one box can be marked.

5 10 accept

liem MNumber 28 lists the total of all ch
Enter the amount right justified in the left

han
ounts. Negative dal
i the rig
If the claim is to be submitted on pape

ar amounis are nof ¢

nd area I the amo

there are more &

and put the wial charge on the last cluim form page.

00, Enter the 3

SYIMENT Was T oL

Just 1l ares of the ield. Do not use commas when reporting d

AMOUNTS ollar amounts are nol allowed, Dollar signs should not be ent

Enter 01 the righthand a if the amount is a whole num!

This IN is reserved for NUCC use.

e previc

us entry. “Halance Due,”™ has been climinated.

clitioner or sy ture of the practitio

File,” or

Enter the legal signature of the

supplier representative, mnature i1

Enter either the six-ligi




tem Number 241 works together with IN 24 These boxes are used (o enter an 1D
wider—the ndividual who is providing the se : TE:
ber is an NPL it goes in IN 24) in the unshaded area next to the 241 label NPL
the number is a non-NPI {other 11} number), the qualifier identifving the type of num-
umber in 241, The Rendering P
d or supervised the care. In the case
enter that provider's information

mber for the renderir

company {faboratory or other Twility) who rendere
where a substitute provider [ewm fepent) was used,
hem. Report the Identif
i recorded in ftems 3

on Number in lems 241 and 24) only when it is differ
and 33h,

Notes:

Even though the N sumed that there will alwiys

be pr s need b be r el

on elaim forr

m can be entered in the shaded areas of TN 24, including the
description of unspecified codes, NDCs for drugs, Device ldentifiers, contract
and looth numbers and areas of the oral cavity,

The following qualifiers are used when reporlir £se servic

ZZ  Narmtive description of unspecified code

N4 National Drug Codes (NDC)

or Device ldentifier of the Unigue Device Identifier (LDI1)
CTR Contract
IP Universal ! Tooth Designation System

IO ANSIJADA/ISD Specification Mo, 3950-1984 Dentisiry Designation System for

Tooth and Areas of the Oral Cavity

tlion not listed above, follow payer instruc
formation being reported. When reporting a
2r, enter two blank spaces before entering the

If required to
ns for the use

i

service that does not have a qua
nfarmation
nd then

[y enter supplemental iformation, beg
the infermation. Do nol enter & space between the qualifier end the numberjcode/informa-
tion. Do not enter hyphens or spaces within the number/code. More than one supplemen-
ted. Enter the

tal item can be repor

ts.in the
01 for the cents if the

ke

always enter the d

cunt. & declmal peint, and cents, Use nount 1s a whole number,

D ot use commas or enter dollar signs,

Chapter 7 HEAL
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Madicare fée-tor-sory
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imary fiel

aing B

hliling nd mene



r 0o
mple, 32.00). If the services

The numbers shou mmas. Enle

in the cents ares i

. Or

Billing for Capitated Visits

I the claim is

nber of days or units must be mulliplied by
mine the entry in IN 24F is done automati

1 repart an
encourer under a menoged
are organzatan (MCO)

Mract,
iy b used.

of

The item rnfrs refers to the number of days corresponding to the dates entered
ts-as defined in CPT or HOPCS, Enter the number of days or units, This

ommonly used for mult . imits of supplics, anesth

minutes, ar ox volum
entered. Enter n
ing a fraction of a unit, v
mnutes. Linits

If only one serv

The Item Number for EPSDT Family Plan refers to certain services that may be covered

unider In the bote
the o pha referral € service ted to early and per
disgnosis, 1 treatment When there is a requirement o

Family Planning
allows for the entry of

Y™ for yes In th

1shaded

racter in the unsk

When there is ne
the k.
nsed in SO10AL:

requirement to- report that this is o Fam-
i blan

re

7 =

ew Service Requested
WU Not Used
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il
CMS Rem Number

Crosswalk of the CM5 1500 (02/12) 1o the HIPAA B37P (continued)

B37 Data Bement

Group

=en— wce U NOT LSE
esered for MUGE Lis HOT LIS
T nce P e o Proc Crher Payer Origani; i

atients Congtion Related To: I infermmation
Emy Tar arrar -| s ¥ ol
Ao Aecion P 1586 T
Fluce ! i i
Hher Acrider R ' !

of's Polcy Group o FE T Broup "
wmh

it of Bt Subscrf ate of Br

Oiher Gete

Cutsice Lab irchaned Seride Cha

Chapter 7 HZAL

§ Charges

Rejection of Claims Missing
Required Elements
« HIPAR,

i to transmit

Correct Code Sets

Billing Provider Name and
Telephone Number

provider con

b lephal mber

quired data el sma

Mo 241




280 Part 3

CLAIMS

The
Most of the informat

claim, |

> of PMPs
PMF vem
cerlifica

mutdated transactions

misible for (1) ke

and (3} training of

1 from HIPAA testing vendors thar their s

wn reporied oo the CMS-1500 is also used on the HIPAA 837P
7.3 shows a compa

tware products up 1o date, {2 ) receiving

n e HIPAA-
¢ personnel in the use of new leatures.

e

Crosswalk of the CM5 1500 [0212) to the HIPAA B37P

CMS htem Number

B37 Data Element

subscriber Primary (camifie

E oods
1 ber | S
2t yer Firsk b




Ite

iE Diagnosis Pointer: Using he letiers @ figugh L) lsted 1o the left of the diagnosis codes in IN 21, enter 1
Bach service lis! 1
$ Charges: For ea wice Isted in (N 240 il yie endl decin

2G5 Days or Units: The number o

- EPSOT/Family Plan: Medi T Refer 1o s ic payEr
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Place of Service: & ploce of servcoe [ e hes the locator

EMG:

I8
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1 date 2
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Resarvad for NUCC Usa: B
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billing provicer?
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CMS-1500 Clalm Completion

Contant

Medicare, Medicaid, TRICARE, CHAMPVA, Group Health Plan, FECA, Black Lung, Other:

Insured's |D Number: The insurance isentifcetion number teat ‘
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Resenad for NUCE Uss:
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Reserved for NUCC Use: L
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Insurance Plan Name or Program Mame:
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Claim Codes [Designated by NUGE): Fepe
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Insured's Date of Birth, Sex: The: nsured’s date of Lnn
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Insurance Plan Name or Program Name: Of 1 1

Is Theme Ancther Health Banafit Plan? If the patiom = con

Patient's or Authorized Persan’s Signature: tient’s or 4
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Insured’s or Authorized Parson's Signature: £

3 Ml guthoy Paymeni of medical benelks, if the
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Name of Referring Provider or Other Source:
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CLA

provids




These situational data elements are required if another payer is known to potentially be

nvolved in pay

Other Subseriber Birth Dage
Other Subscriber Gender
Other Subscriber Address

wr U

ile

eI le], M |

i information may be reported in certain cireum

Patient-specif

Patlent Dresth Date {(reguired when the patlent ls known o be deceased and the

er knows the dite which the patient died)

uired for a p tient when mandate

ncy Indicator Code (Y [ves] o

Table 75 Relationship Codes
Code  Dafinition
v o
Granc i il it
5 Grndsen o
Nephew or i
g Adopted child
15 Wie
il (
20 Ermh
Lnk 1
Handicampe fopi fant
3 Spunsoied tepe
e 13

i
1 Injuresd

[ where il s ancial responsiblity
0 Life pariner
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The HIPAA B
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individu 1 individual o
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it for electronic transmission rach

or sections, or levels, of the claim:

and patient {the subscriber or anot

3, Payer

he top, so that when the

o be sent are tho

of them. If the subscriber and the patient arc the
I, But ir the
different people, information about both is wansmitted.

mt data are nol nead subseriber und the patient are

There are pes of data el Hs:
1.
2, ahle (RIA)
lic situa 2 exam
must be entered.
- tract (MRUC): The:
art of a contract between a provider and a payer or when they
ied hy s islation or regolations
a. v (N nls are nol required (or subm

m or encounter,

inor who lives at home with
ant

four-year-old

ver father, who has custody. What type of data

er?

this patient's

Table 7.6 summarizes the required claim elements.

Provider Informe
Like the CMS-1500. the HIPAA 837P claim requlres duta on these types of providers,

as applicahle:

MNPl number and pos
are repaned,

each provider. y non-MNP| numbers with the qu

Table

shown in

Subscri Information
The HIPAA E37P uses the term s
{ he CM:E

the insuts
0 clal

ce pollcyholder or guarantor,
ient

I'he subscrib

mek

g the sam

¢ be the pe
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y _' Crosswalk of the CMS 1500 (0212) to the HIPAA 837P fconcluded)

CMS Hem Mumber 837 Data Element

4 § Charge 18 e Chan Aot
G ar unit
24t EPSOT an
D Crudlifier
4] tendzing Provider (e
# 10 Nurmibes 4

supply the various ile

ferent terms are used with the HIPY

must be rel
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ing for s, medical insurance specialists and billers learn the particular

ess claims
Claim Organiz

The HIPAA Z37P clair
patient’s first name, middle

y data clements. Examples of data elements are &
12, Althoug

e er nitlal, and lasi

5 those

are essentially the same




A line item control oumber is o unigue number sssignéd o each service line by the
1

lar service rather than for the entire

Accident Claims

ts from the insuran

rol number, used fo track pay

. Like the elaim o
rier but for a partic

I the reported Sendces 4

im.

st of an accldent, the ¢

tries for the d

1 of the &
o ac

isted CPT codes or HCPCS codes for
cles

edure codes™

When "nonspecifi
i f eription of the work or 1

15t provid

ts

A claim attachment 55 addition

im Attachm

al sent o support
nd discharge notes,
tachments is u

claim. Examples incluc
A HIPAA tn
development. W) I
are submitted by providers according to the standard
th ple dders to suhmit ¢
srmat they specify. The vsual options a

m

ed Lo accept all attachments

Until then, h

ciaim attachment ¥
Available on reg r Bt & I
By mi 10 |1
By emi
By

1. Aretiree Is covered by his wite | warking
and receives health benefits through her employer, which has a PPO plan

nce policy, His wife |

hat code describe

B. What claim filing indicator code

€. What claim filing indicator code Is likely
is TRICARE? PHI refated 1o another patlent
ked over

2. What type of code would show whether a claim is the origina

repla or being cancelled?
3.V

numb

ceme

virol number? O

at is the purpo

aim Cr

ar deleted

step comes bedi faim trans the claim. Most PMPs

Specialty Claim Service Line
Information

wide 2 way for the medical insumnce spec
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e complex, itis ¢
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100 SIS

accepied for adjudi
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CLAIM
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First Name

Referdng/PCP Providers
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: elements as the CMS-1500 at the service line Je
such as a pri th
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wigation number

A wonal of four disgnosis codes
one ¢

2 AL least

sis code must be b Codes two, three,

nef four
ng the patient’s treatment,

nked, In declining level of lmpor
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y also be




1 ' [+ HIPAA Claim Data Elements
PROVIDER, SUBSCRIBER, PATIENT, PAYER

Billing Provider

Chaim Filng Indizator Code

cer Informat
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Coordination of Benefits

Thi B37 claim transaction is alse
2 1o send dal

garding coardingtion af benefits
1o athes pavers on the claim,

nation payer healih pla
TECE 1 HIPA A T

Mammography Claims

Podiatric, Physlcal Therapy,
and Occupational Therapy
Claims

last-seern dabe must be

nen (1) & clalm

an independznt physical

ar eecupati
themapist's serices ara phy

wolving routl
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Information

information about th

¢ paver o whom the claim is going to
ion payer. A payer responsibility sequence number code idents
ndary (8}, or tertiary (T)
1ce plun is respon
Medicaid [see the Medi

senl, called the destin

whethe: insurance carrier is: the primary (P},

s code 15 used when more than ane insu

T eode is used for the jer of last resort, such

I chapter

for an exp payer of last resort™).

Claim Informati

m information section reports information related to the particu
it the paticnt’s visit is the result of an ent, a description of the : c
luded. Data elements ab as the bill

The cla

example,

st the rendering provider—if not the

f the patient for
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Ihe maximum
metis that
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come from payers, so it is important for tracking purposes
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practice claims indicales whether

aim frequency code, also called the claim submission reason code, for

m s one of the ollowing:

Definition
1 i

te of

im sent for the patient on the

Used if an ori
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niite a suby

et

rrections to t

Towever,
submitted
8] to

7 (replace @
ancel of prior claim {frequency co

claim}. In this situ
g

cancel en submil & ect
When a

Nurmber) is reported.

laim is replaced, the eriginal claim number (Claim Original Reference

The HIPAA §37P permits up to twehe ¢

anosis ciokdes 1o be reported, The order of entry
t Lp

i= not repulated. Eac) sis code must be direclly related o the pabient’s treqd

to four of thesz codes can be linked to each procedure code that is reported.

A claim nole 1 be used when a stalement needs 15 Lo satisly o

cal teatment that are not

state requirement or o provide detalls about tent’s m.

in the claim

elsewhe




on include

rimation
3. Puyer information

4. Claim information

a1 relotionship code

* Claim eontrol number

Claim submission reason code

Ling item control number

Clean ms are those cla hat are a by pavers.

esaary nformation

Clean

ansmission app

thy without using & cleark

iders use cle: ouses to send und receive daty

2. Fhe ority of p
ED1

ves using an Iterne-hased

mling DDE 10

ich employess key the st

5 which fim
d data elements,

S pay
e into wh

1 accepled by o health plan for adudication

2. 107 B. Unbyue number 4 by the sender i
€. Software used 1o check chims
B.

6. L0 7.4 POS code F.

7. 1o m scrubber G

8. LO7.4
H

9. LO7S

74 1. Entity that is sénds

Taxomomy Code (HP

4 The ins r for the claim

. L0722 curn K. Paper cf

12, LO 74 CMS srtion of the CMS-1500
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i, and a lew other mo

COMMEne

1er payers.
sent the claims. a summary report provides a review of what wus

iver will send back an electronic response showin, the transmis-

sent. Later, the n
sicen was received.

% offer online di eniry o providers, DDE inwo
1 dats clements. Althou,

e into which emplovees key the
wet the HIPAA st
d EDL Ins

ds regarding content, they do not ha

formanted for

1, they are londed directly into the he

1. Based on Figure 7.2, what are the key functions of a

clearinghouse?

Hea

The HIPAA-mandated electrome transaction for claims 15 the HIPAA X12 &

ancl Cure imor Equi Encounter Information

“HIPAA cl

cluim” ar

* The dectronic transaction is usually called the

and s based on the CMS-

0, whicli is a paper chair form

The informution on the electronic transaction and the paper form is the same

n Jorm {ltem Numbers

it informa section af the « Lists demoy ie Information about the

clalm patient’s b

- Asks forin ¢ card, &

verifieation

paid.

bend and is 4 member

is

P clearinghouse 10 transmit cl which

identified as a sep.
-« An

refe

my use ni service or

hilling provider.
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the 00 elaim form {hem Numbers 14-

e infarmation

information about the proy the patient’s tion
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+ Reg d on
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ditions
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FIGURE 7.2

In the direct transmission approach, providers and payers exchange transactions directly
without wsing a clearing To do this requires special technology. The provider must

y all the HIPAA data elemer

Clearingho

The majority of provid :t EDI
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les, or ©

e
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A prac
combin
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“Dropping to Paper™ or others.
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¢ or the identif
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sifg payer name and

slete other payver information. This
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a
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ata 1
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ople’
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such as dute:
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programs or claim (s

SiC Prog

required by the claim format.
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IT THROUGH 7.7
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proce
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¥12 276/277 Health Care ProCess
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Response
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It ha: an

gulry and a
e X122
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1 of elect

iety of ways. By f
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o Clearinghouse use, and direct-data en
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250 Part3 CLAIMS

e ussignment indicater or benefits assignment ind
wider identifier {when present) for renderi

names, such as Mr.. Ms., or Dr.
ar insurance carrier, do not use special ¢

spedal character in a ZIP code field.
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providers based on a discount from their
discounted fee-forser
Under a PP, the pat

olfer ei a low ded

emium. Insured menhy AY i copay
for innetwork pr

referral or preauthorization,
the plan

ee-an outobnetwork doctor without g

1 by PPOs to use

alth Mainte
An HMO is licensed by the sta
guldellnes and the nare
care physicians and must

f HMO,

For its lower costs, the HMO has the me

providers, Its o

west cholce of

W

o
the HMO s o
see non-HMO
ees or beleng Lo & group that has a contra

hysicians usuelly of
o HME,
2t with the MO,

ions ware ariginally design

patients. In u olovedtpon

Health mainie

im and v First-

vices for an annu isit copayments. This arrangement is called

ruge” because no deductible is required and patients do not make

dollar cove

deduoet-

m

out-nf-p now
ibles to

copayments with ce

o

t payments. Because of expenses, however, HMO
ily coverage, and employersponsored HMOs
mie benelits, HMOs ha
anagement .

ning to replace
: (raditiomally emphasized

beg

irance for

reventive and wellness ser

The medel is based on how th
n In

An HMO 15 organized around
¢l

&

however, rolless

terms of th

agregment con

must see HMO |

stafl HMO, the o

and ot

Inu > prem
in wurn pays the physicians’ salaries. For

eri owned by the HMO.

ical

enue

paticnes

A growp (network) HMO contracts with
HMO members receive miedical services in HMO-owned fac
v for that HMO. In others, members visit the providers’ e

can also treal nonmember pat
The practices under contract areé paid a per member per month { PMPM)
1 to them for primary care services. Prictices m
horatory tests, The other p
thet 1 episode-
r a particular weatment, For
@55 surgery or hip replacement

1ore. than one physician group. In some plans,

iders who

es from prov

ities, and the pro-

ents,

rate for each subscriber assig
5 to handle certain services, such as
work under & subeap Sy nl ja PMPM 1
of-care (EOC) option, which is a Tl §

example, EOC fee is established fin
per patient includes pre

other provid

Wer

services)«

i i

¢ for wll services |

COTBNATY

postoperative treatment as

Wperitive an

lications arise, addiional fee Ny paid.

Chapter &
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Private Payers

s
age ronge for neonate] ditfer, as do prea;

for corect ¥

Vision Exoms
R

Hesring Bvams
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In- Versus Out-of- Netwark

twaiks of ph
narraw networks

1y lir
tology of lung cancars,

THINK

1. If 5 GHP has a ninety-day waiting period, on what day does health cov-
arage become effective?

In terms of enroliment in a health plan, what is the status of an Infant
born to & subscriber In the plan?

3. A patlent pays for a cosmetlc

ure that Is

terms of the

plan. Does

s payment col

oward the

to verdfy a patlent's ellgibility for benefits? Car
k of events, such as job-status chang

you

. that might affect coverage?

Preferred provider o
lowed by health

wre the most pof

type of private plan,
wnizations (HMOs), especislly the point

opi

on of some type @
employees. See Table 8.1

earlier in this text. Figur

am

ng

g with emplovers 3
plan types that we:

features of & popular PPO plan.

a review of pr

fe payer

wuced
presents typica

| Types of Private Payer Plans

Plan Type Participating Provider Payment Method
Hriafa

e Proyviter OrsaniEton

aRsLMErs
ealth insurance ane
dina PRO
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| Act andlor Prompl Peyment
RIS (sei-fanoed) plans, undes the [

2at
A commaon way that empl
struecture called a Section 125 cafeterla plan (the w
may choose from a w

©rs organize employee

X pay
has to pay Lixe
nerally

on. [Wh

ays ineome tax on i

v polleyholder

pava premivms any other wa
o deduct the cost only

" his or her ingor

Al money

nd

ore than 7.5 percent

The group health ple
and disenrolling members. Rules cover employm
led, & ploye

n specifies the rules for

nid-off or ¢ inated e

dependen
Many pl
hired emploves or

5 hiive @ waiting period, an amount of time thal must pass before a newly
eligible to enr Ihe i i the

dependent E

date of hire and the date the insurance
v days

The pla

ecomes effective. and can be up

ividuzl who
|
when a person hecomes &

e differ eligibility rules on 2 late enraollee, an i

enrolls in a plan at a time other than the earliest possible ene

enrollment

ent date ora speci

For ex:

mple, spe

cial enmollment may occur

anual g

equire
s a benefit for employees, cu

plained in prer
employers onee paid the total premium
average of B0 percent o the cost.

alth plans also hive a

they pay
Many
ices under the plan that the patient must pay o

feductibie that is due per time period, None

tofpocket do nol count 1
ductible. Some plans require an individual deductible that must be met [t
er or a covercd dependent—who has an encoune

Others family deductible that
members of the insured's family.

Tiered networks reimburse more providers who I of high
guality and cost effectiveness by the plan. The aim of tiered networks is Lo ste
patients toward the best providers (under the plan's performance me
Tiered networks are o i
plun’s drug formula
nonf

The Consolidated Omnibus Budget Reconciliation
19867 i a law that gives an employes who is leaving

t be met by the combined paym

consid

rmulary drugs,

Act (COBRA) (1985 amend

job the right to continue health

1l his

el 1

o
participants usually pay more than do active employees because
wee but a COBRA
pays the entire premium. Employers are reguired to inlocm empl
b that they are cligible for individual health pl

e

der the employer's plan

er own expense. COBRA

usually

1 for live em

pays parl of the premi

plans set lifetime or annual dollar limits

buse or chemical dependency)




ment works us

ion and, If there is . out of pocket. CDHP

Hlows

I'he group he: me com-
bination) des
I'he patient
The total ded
e
according to the poaficy. The fundin

wding option (HRA. HSA, FSA, or s
te help aut-olipocket med
& the money in the account 1o pay for qu
ible must be met before the HDHP pays any benefits.
portion of the b
be used to pay the uncovered

<5

ed medical services.

the «

option can

portion.

Following is an example of payments under & CDHP with an HSA fund of $1,000
i & deductible of $1,000, The HDHP has an 80-20 coinsurance. The plan pays the
= a5 billed.

visit cha

Office visits Tor the patient:

charge 150 8150 paid from HSA (leav)
fund of S850)

First vis g 4 balanee in the

imthe

Second visit charge 450 S450 paid fr

m HEA (leavinga balu
fund of $400)

the H3A

Third visit charge SHI0 $400 paid fro
fund)

he HDHP (the balance of $200

S160 paid by
om the change

$40 coinsurance to he paid by the patient (the
x 20
ed COHP in whic

zIps reduce
1 the HDTIE

tes what each

balance of

Fuor
tan runs both th
and speed

e best situation is an int
he fundin
ample, if an H8A is run by the

smme

medical practices
HDHP and
nl. Fore

tions, This |

"

nent is due from the patient’s
s deductib

of the plan and the patient is respons
H5A,

been met, the |

t amount s withdrown snd p ier. I the patient

1 pays its ol

CDHP Enrollment

irollees in o et e
nerwark and negotiated rat

Another popular payment method is a credit or a debi
The patient use it to pay for health-
The camls muy be preloaded with the member's covera

Educating patients about their financial responsik
extending credit wisely, and
accounts under CDHPs,

= expen

L data:

AV CNCounters,

proving collections are all key Lo avoiding uncollectible

ider consumer-driven health plans desira Do you

the rational

payers use 1o support such plans

Chapter &
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the benefit period can roll over to the nex

ried's HRA

he most popular ype of account is the health savings account (HSA) that also is
designed to pay for qualified medical expenses of individuals whe have HDHPs and are
under dge sixty

The Medicare Prescription Drug,

v
provement. and Modernization Act of 2003

added & secti
An HSA is
Lnco
to go wit

on to the Internal Revenue Service (IRS) tax code to permit HS5As,
d by an vidual: Employers that wish 1o
5 10 set up HSAs offer a gualified high-deductible health p
it, Both employee and n can contribute to the HSA, The IRS
mt | be Fhe IRS also sels the
ket spending under HSA-compat h-deductible health

crea

sAVINES peoo

ed e

ch year.

m out-of-poc

The HSA money can be held in an accoun
This helder is referred to as

it by an employer, o bank, or a health plan.
wr the: accout, The Eovernment
i of the contribution that & tax sheltered, just as it does

decides the limii on the am
for TRAs.

HS5As do nol have Lo be used up at the end
coll over from year wo
retites. HSAs
ufler age

I & year. Inste the ount

ear und be taken along by an employee who changes jobs or

A earn tax-free interest and can be used for nonn cal purpo:

- Mlexible savings (spending) accounts {FSAs)

npanies ol augment

her heal

i insurance coverage. Employees have the oplion of putting
sglaries in the FSA: they can then use the fund to pay for

tain med ndent care expenses. The permitted expenses mclude cost-

sharing (dedu payments, coinsurance ),
. ance plan (such as routine
and muny overthecounter medical supplies), and ¢
ute to ¢ach employee's account,

under the n eye

d care. Employers may c

be used in cne of twa the employee has to
o claim with the plan after pa u bill. xample, the employee may submit &
Benefits (EOB} from
2 bill In the ot

from & drugstore for ¢

that shows that th
gives the emp

the compan

employes 15 responsible [or kesp

the "use it or lose iU" rule ut the
vear’s expenses to avoid either
L Current Treasury Department régulations
A rules so that pam of the funds can be corried over

ollars went back 1o the employ
end of the year. Emplovess had to try to predict the
overfundmg
permit g

into the next vear,

r underfunding the acc

plovers 1o change

Consumer-Driven Health Plans
ice providers” cash flow be
ctibles that

Billing Unde
CDHPs red
by high ded nil be ler claims are |
employer-sponsored plan members are CDHPs, physicia
ment up fo the amount of the deductitle will come from the patient's funding

15¢ visit copayments are being replaced

lected until




Consumer-driven (¢

CDHPs empower consumers to munuge their use of healthcure services und products.
Experts in the health, industry belicve that peaple who pay med expenses them-
s ure spent. COHP: eliminate 15k
n the savings

selves will be ibout how their d

e care

copayment coverage and responsibllity for m
. The use of CDHPs is
ers; about enedhisd of lurge compa

nging the dol

accounts to individy wlarity with employ-

e High-De
first part of @ CDHP is & high-deductible health plan (HDHP), usually a PPO. "
annual deductible for 20195 $1,350 for an ind

Many of  [HDHP) health plar

fents: disahility,
tible,

the pla eventive care services, as wel

dental care,

amd longten

ng Optior ! ot
Ome of three types of COHP tundi
deductible health plans

health reimbursement acc

A health reimburse
funded by an
that have hi

eimbursement plan set |
to emplovees with health pla
to the HRA 1o be

¢ subanil ©

./ Comparisons of COHP Funding Options

Health Reimbursement Account Health Savings Account

Chapler 8 P




memk
Termination of Patients

HMOs and POSs regulate o
primary iy s d

0 ter
pattient, The PCP

for permi
and must then send'a
letter

the pa

sign and r
de pmargen
patient has & new PCP.

medical home
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vidual} practice sssociation {IPA) Lype of HMO is an
ans with separately owned practi

An independent {or

formed by phy

association

er 1 provide

who gontract 1og
care for HMO members. An HMO pays neg e £
The IPA in turn pays its physic:

may join more than one IPA and usoally

medical services to the [PA.

member: d rate or o fee. Provid

either a

¢ ponmember patients

Point

A POS
prit

Members may choo

y nelwork. The f v network is HMO-ike, and the second,
ten o PPO network. Like HMOs, POS p
for o 5. Monthly
the benefit of some coverage for visils o non-necw:

network is charge an annual

remit

premium, deductible, and coinsu € piymen They
1L of costs for covered benefits after deductibles are

§5,000 to §10,004,

POS: Two Meanings

POS for claims means place of service; POS relating to heal

edical Home Model

A growing number of payers

ve developed pluns that seek to improve patient care

by rewarding primary
medical home model (or
intended to replace
communications am

iuns lor coordinating patients’ treatments. Called
prntered medical b plans, these ar

[/

z the patient's physi s, The primary
a pal

responsible
and managing care.

Payvment maods
is based on a fe
member per nth payment, Generally, me
th

lists and for pr

Is vary. As one example, a state pr m 1o ma : gare for children

that is supplemented by a per
home model plans are #isk adiuse

a ph
i

ce contract with

e

is, the primary care physician is d more for sicker or older patients than for

healihy ones.

1 Why s it Important for medical insu
mine the type of plan a8 patent has

e specialisis 1o be able to deter-




Th

the nation with & single electronic

W

1

g

Lol

BlueCross BlueShield o

cor

parns of the CDHP

Th

improve h
Some were inplemented immediately; ot
rerl and future years, Cong
and the legali

for

@ program links partic independent BUBS

M proce:

plans through

and reimbursement system. Tt

ks as follows:

A subseril who requires medical care while traveling outside the service area
the subsc

pres

iber 1D card toa BC RS particiy

ing provi

The provider verifies the subscriber’s membership and benefil coverage by calling

the BlueCard eligibility: number, Only the r

copay ment be collected;

the provider canne other fees.

ask the patient 1o pay

er providing treatment. the provider submits the claim to the local BCBS plan
in his or her ser a, wh s referme the host plan. host pla vartic
The t plan the claim vin modem to the patient's home plan (the e
elfect when the patient is al home), which processes the ¢ BlsaShield plar

|&
The host plan pays the provider according te

to the host

plan sends the remittance advice. For exsmple,

the p

m the Delaware pl

reqjuires treaiment while traveling

the patient. file the ¢laim. and ¢

BlucCard Worldwide is available for BlueCard members who are traveling abroad

ndes glso offer o CDHP called Flexible Blue. This plan
¢ PPO) with gither an HSA, an HRA. or a FSA. Also
are online decision-support resources.

nhines #@ comprehens;

specialists work, what do you think are the most important items af fnfar-

n that should be available about a plan?

tha PPO pian benefits shown in Figure 8.2 How would you sum-
marize the rules for in-network ve
Medical care? Is preauthorization

out-of-network preventive care?
ded for In-network hospital care?

¢ Patient Protection and Affordeble Care Act (ACA) conteins numerous ok
althe

nges o ‘# 'a

provisions

@ in the Uni Stites. Inchuded in the 2010 set were mar i,

5. e be

plemented or removed in cur-
15 on the funding for
s tederal

and Supreme Court deci

General ACA Information and
Plans

of the ntinue

paticnts v ate health insurance are:

AT 185
or-a new condition, o practice known as .
A payer = mst individuals i

n. or employer size,
a dependent an their

yer can m neer drop o beneficiary from a plan because of a preexist

criminate ¢

viding coverage based e

Tain

imlts on beneflis.

anded rights to appeal denials or cancellation

Chapter 8




replaced with & unigue TD) 1k
alphabetic 1 Identifies the pl
Effective date of coverage

codes
other BCBS pluns

ctible amounts

abaul pres
Cl submission address
Contact phone numbers

BCES plan has an individual and family deductibk and a coinsurance
ividual annual deductibles ma e fi s little as $100 to as muct
¢ twice the amount of the mdiv
an pays a percentage of the
sl w90 percent, unti wal mukimum eutofpockel amount has been
reached, After that. the pl reent of approved charges until the end of the
ben At the beginning of the new bene
and 100 percent reimbursement does nol occur until the out-of-pockel maximum lor the
ges by nonparticipating provid-
t amount. Il the cha

ocket amount resets,

al 100 perc pes exceed the a

met.

BCES Participation
icigating p 7 In BCBS ) called member physioans,
BCRBS plans also offer many types of 1 wre programs, including the: llowing:

HMG: A p

t must choo
n Away From H

an who & in the BCBRS network

i ] who are emporaril
home HMO serv at least ninety o

FOS: Members

the
- highe
¢ o primary

receive

Depending on the f
care provider,
PR Physic

eging 1o accepl re

and other healthcare providers on contracts with

d fees in exchange tor membership i the network.

a provider direclory and recelve referrals
ve the B5), on their Bl
. for higher fees, a nonnetwork

10 cards,
A patient

provide

m that

BlpeCard prog

b 1 wwide pr
recelve treatment when eutside 1

es il easy
e and for a provid

patients o

2 Jocal service w 110

celve

ent when treating patients enre n plans outside the provider's sorvice




oss BlueShielc
Founded in the 19305 to provide low-c
BlueShield Association (BCBS) is u national
Jovee prog lion people and ¢
. and BlueSk .
g=, The "Blues - a full ans, including CDHPs, 1o

medical insurance, the BlueCross

nization of ir

nient companies and

nber of non.

pmfit companies

outpatient covers

nilividuals, sm

others, In & ance, the ©

ees and
8 [

estanding

BCBS off: |
sub entification c w
a person is covered, Most BCRS ¢

Bee

letermine the

he used

ards list the following i
Pl

Iy
sultcase Is the logo for Tro

name
n (A PPO in a suitease is the b lor BCBS PPO mer
itonal, POS, or HMO members)

sers; the emply

Subscriber name

Chapterd |
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BlueS
Il number of

I markel for con
r self-funded

tate the nal
health plans, inchudi

plans pional pavers are often affilisled wit nalio; n or with the
BlueCross BlueShield Association. Private payers supply complete lnsurance services,
such as

employers and with individuals to provide insurance benefits

hospital, and pharmacy networks

mies thal beve insurance produces in related

n. and life insurance. Mar

ndle behavioral health, dental. vi

d Medicaid programs and

tors for Medic

s fedeml governm

dle preseriplic ent divisions,

Major |
It llowing is a list of maj
Association (BCBS),

it is an as

rs. Mote that the BlueCross B
for-profit and nenprefit members, is not o
than thirty payers. lts national scope, however,

that know nsurance

Anthem is one s largest health insurers, It is also t

BlueCr

{see the follo

wiher large health urer that

UniredHealih G

¢ o UnitedHealth Group
runs plans under ds UnitedHe

© sub: other

hca

ary and ow major regional

theare, den
benefits,

r with strong enrolin

inge of produc fuding
group lik wioral health, disubility, and longterm ¢
CTGNA Hen v, CIGMNA is i latge hed
Mortheast and the West,

Katser Pemia
ice that

rmacy,

The largest nonprofit HMO, Kaiser Permanente is a p Eroup

s both healthcare services 15

i insurance in pne pa

s, and health plans i western, midwestern, and southeast-

tioms in the So

pencies accredit and tzations

In Table 8.3

ssioners also

Chutsi

private payers: The maj liting
Industry groups such as the Natlonal Assoclatlon of

Insurance Con

milor payers

Pay for Performance
i 2Hars 1 improve.
C 1AL Incentives &

altheare. One example ks pay-for-performance (P4F)
bonuses for exceiience ns

perlormance mes




with a list of CPT codes)
Lient

Under a capitution plan, t
neluded in the ¢

EXBct cove

» rate should vid

pp 2
(MMR) vaccine, two [ees i
e admin

TEIVEs A [

e involved: one for g

neasles, mumps, and rubel

ing
stration of the immunization) and a second for the

jection {called t
the vaccine itsel

d

Under a capitated primary care contract, the covered
rvices provisions state whether both the fee for i
cost of injectable materials are included in the cap rate or j

administration.

and the
t the immunization

jecting vace

medical &

‘Withdrawing from a Contract

Mot participatios
tients' mana,

The physi include the following:

& il
offer to plan members.

The contract should stipulate the services that the

t states whether

Wil

. o - Thie conl 5 T
members who wish o use

members. For examr

S OF S0ME percentipe or & spe
5 often require primary care
the plan. If treating

tov
accepl al least a certain number of patients who are enrolled in
this number of patients means that the pls

roviders must decs

n's enrollees wil

the p: le whether the |

enough befon

greeing Lo purticipate,
rrafs; This part of the contrac aes whether providers must refer

ients only
which the referral

tov ather paricip fers. It also covers the conditions un,

rules do not apply, such as in an emergency.

ion- 17 the provider is respe
s is the

nsible for securing preauthorzation for the
case in most HMOs, this is stated.
Providers typically must agree to allow a

V assi

Lo certain rec ality nssurance

LK) ivitics. Utilization review r to the pay
medical necessity—whether the review is con ed before or alter
: provided,

covered,

a

rs: The plan's method of idens

ng enrolled patients
like the one st

mlly, this is with an ilenif
ample. the g
ayment, the name of the policy| ", group, th

shoukl be specified. Lls
In Figure §.4. In this ¢
office visit ¢o

Wi

wpe of contract,
5 dependents are lsted,

lent's Identification number
3 in the contract. This tells how long

s A cldim turnamund time is
it will take

n i be paid [or services.

Indicates whether any Incentives. bonuses, or withholds

Chapter 8 < FRIVATE FAYERS
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participats
o assist, A practice

ftomey typica

ceredits

pzution'’s business history,

ion in the plan is & g
' f hedules, so there

y less than the phys:

and even ning

h procedure. Some plans pay very low fees,
its who hive this pl ake participation profitable. The
ecks the fees (he plan pays for the CPT codes thal the pr

decide ne he so would bring

an may not

ice's

or these sery much,

the eval

n

ore patients.
(4] aspects of the plan, such as its mec
ered. Some ns do
with the plans' healtheare protocols wi

necessily guidelines, also consid-

pL e

y3ic in plans because, in their view,

1 limit their pro

ional medica

treating patient

The main parts of participation contracts are th

following:

itions
delines

The introductory section i important becaose it lsts the s
parties and defines the terms wsed In the contrael Ofien the contract menuons that
ovider's manual is pant of the agreement and is to be referred to for speci
waling physicians’
members,

the

1 miy us2 parti
ting physicians to pl

points. The section states the ways the
some plans wish to provide lists of parti
widers

names
Oither p
advertiseny

This section also speci

or lelevision

ans, however, want to use the |

5 i newspaper

IS,

Because MOOs offer multiple products—HM O, PPD, POS, COHP
opLions—
stake the type of plan o
ton 1o oflice visits
teral health, physh
diagnostic laboratory services may be covercd

Lhess produc

contract muy be for one

d the medical services to be provided o fis ¢

ntive medical services, which are usual, obsietrician

gvnecologlst, bel d oecupational therapy, emergency and urgent

No Copay for Preventive Care

WaNVINg Copays for preveniwe serdces s & leading trand In both C




1. Warking as a medical insurance specialist, what types of questions and
Issues might you anticipate from newly Insured patients who have
bought online plans from an HIX?

. must evaluate health p
rily on the financial arra

Participation

Providers, like employ
which plans to participate
o man

mefils that

nizations are the predominant healtheare

are offered. Bees

v oof plans in

delivery systems, most i contracts with a nur

pation posted in-an orthopedic

for the notice of p

their area, Sece Figure

speci

In or 0 make
a list of the most ©
billing in this

VIt 85 ploasant as [

3, PPO, Pre
Wtion PRO

Ane
vices

Physic
Pruder
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Insurs

icE ¢

pinies must spend they collect from

custom widing health care, limit s and profits. I this is

[ screening lests, must be cc
network provide As opposed o "new”
re “grandfather

5 are used.
th plans

—the;

he ACA 5 to re
ble individual health plans (IHP}. The ACA requ

ch state 1o offer IHPs ple who do
lhe stales se to run theis own health

residents

by
public government-run o

tline

arkety

Ce N

nce. About hal

have employer-based 1ns.
Imsurance exchanges (HIX). (
i Uy Tun exchange. Ce

The ACA created n t arc often referred t

oh is named

igns for health plans th

metal { Bronie, Silver, Gol

ter a different 1ype

LR

2h of th an leve overs a different
d thus the p
the more costs it covers, For example, & platinum plan covers 90
medical expenses while a bronze plan cove
traphic able for individuals who have ¢

mze plin,

se metal pi 5 ¢

rerage amount of insurance expenscs,
il

'

The more expensive the metal | and deductible amounts ),

cenl ¢

only 60 percent. A fifth plan call
1m

s i

prob-

lems in affording a bro

premiuins

ly a payer cha
plans; bronze plans have the lowest premium:
However, one paver’s silver plan could be chea

In the marketplace, usua Ee s prOgres: ng the
s and p: have the highest premiums.
per than another company™s bronze

that enrolled mdividuals must

ckel

not required to er plans from all four metal

ate in a public HIX must of

tiers. But payers that choose to par t lesst one silver

plan and st Jeast ¢

All metal p sc essential health henefits (EHB):

nd newborn care

ces & substanc

Mental health sery use disorder servives—these services include coun-

seling as well as be health treatment for alcohel abuse and drug abuse

Drug cover:
Rehabilitative and hobilitative servi

sriplion med

fory tests and services

the manag
ing both oral core and visi

expenses th




0 the patient

alst vary aco

amounts for of ice services. and preventive
services. Wi

ed on the same date ¢

Tice visits,
0 Ser

again depending on

Another va
Medic
the second

ary plan. Usually it is not, w v plin does not cover the servi

or il the m

prima

tible for the prin

2o ded
er’s rules about copayment caleulations
quire the patient’s copayment to be subtracted from the amount due to the

The
Copy 5, roinsurance apply.” (The w
that they should be taken loto account when the payer culeulates the
1o the pr

A $5 copay-

ment s due

ovider's usuul ©

Payer allowed fee ($100 =

Patient copay sublracted

Payer pays

Provider © 5@t

Note that
chirge. Tnstead, the plan has a lower allowed fee for the service, so ofier

mple;

. though, do not deduct the patlent’s copayment from the usual

the provider

A$s

cent of the provi

Provider's usual charge S100.00

Payer allowed fee (3100 x 7

Patient copay co

Payer g

Provider colleces a total of

be clear to the medical insurance

Both approaches are acceplable. The rules mu

speclulist for correct caleulatons of the expected payment from the payer,
Avoiding Silent PPOs
Silent PPOs—y lled ne Lesharing agre allow o ma; care o iza-

tion o its PPO provider network list to another entity, such as 4 smalkr PPO,

s0 the ¢ roentity can take adv counts negoti the original
PPO. This can cause a practlce 2t for a service toa patlen
whi is not enrolled in a plan in which it participates. In most ca the cian

is led to belleve that the discount Is legitimate. Most experts recommend trylng o
at the MCO cannet lease

gotiate a phrase in parti

n’s discounted services—ora

emeni—i

pa

sol the

e

efits o anot

Chapter 8

Collect Copays

tic onirac
uld be stated i the
financial p

ghver.

Consider Secondary
Coverage

ary plan

ore colect

State Prohibition of Slent
PPOs

(California,
fana, Minnesota,
&, Okia homa, and
prohibit silent PPOs




Increasing Covered Services

Prompt-Payment Discounts

Payers may offer prompt pay-
i

contracted fees, Acceptance af

When the MPFS |s the Base

s sched

ing

fces generally bil m thelr normal fee schedules rather than billing the contracted
i they ame known. Wriling

1l fees

AT the diflerences between nomn

nd pey-
v {RA) s
by

participation conuaet is done when the remitunce

s per :k how much revenue it lose

1 for future o

’s Fee Schedule for CPT 99211

nel Fee for Partic

ting Providers (PARS) for CPT #92

Loss of Revenne per Visit for CPT 99211 7

Service Perlorme

= 500 Visits Annually

Annual Lost Revenue for This CPT Code

A regord of lost revenue per

ch commonly bilked CPT ¢ade can be kept, To nego

tiate higher

a practice may compare the d

OUNES DVET 3 Ve

erence in payer

mumonly billed procedures

otiating contract

renewal and reviewing fee schedules

Payment for New Procedures
Payment policy for a new procedure may be announced by a payer, i the praci ce perol

ather PAR plans 1

It shauld nevith = will

Do

ted for pay

uest their allowed charge and any cther regulal

payment.

i
5. Olen, a physic
R

bill enly for 4 rendered serv not for @ service that & not delivere

ows. Tn nonparti ing sifuat
g procedures. Follow the pract

s

e in w
ey for billin

nashows or can

Avoid Price Fixing

Otfice ol Inspe

practlces,

s CuEsing ¢ with othar

Collecting Copaym

ns

ired copay

=il s) vary according to payer. Some plans require

when an eviluation and man. ) service is provided,




quidelines cover fees, bil
nsibilifies, and by
ribed
he contract shoul

The compensation and bill
deadlines, patients’

quirements, claim filing
billing rules, The rules for

collecting patients’ payments ar 4 i the v

ate henefits when

another plan 4s primary. tte how k in time a plan

nitted o go for of overpaymenis or

arreet payn

THINKING IT TF

1." Inwhat section of a par
located?

phrases

A

place of business, within

B. "Members” means enrcllees or enmolied dependents covered by a
Plan benefit agresment

C. Physi
billed chal

an agrees to acce,

=25, whichever is

D. Physician agrees to a
charge and other recors
agreement.

ton of any data free of
embers that relate 1ot

E. Plan agrees to provide current identification cards for members.

F. Plan shall deduct any copayments and deductible amounts regulre
by the Plan beneflt agreement from the allowed pa t due to the
Physician under this ag nent

G. Plan inten

. by entering inta this

are o Plan members by

ds to provide su

1 care i a c

ns (fler:

TS
of the Medicare
(11

state the basis for the
NOUNLS O @ percent

FSETVIEe dr

Chapler 8 P
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Back

FIGURE 8.4 Exampie of an Insurance Card for a P

risk for the c

r is assuming financial
ave a stoploss provision.

Protectl fust foss: IF the provi

1, the contmet st

care, as happens under capit
ise limits the prov

Stop-loss

Under plans in which providers must refer patients only lo
providers. the providers’ complisnce is evaluated by the plan, incentives or
bonuses may be tied to how w vider observes the refe . For this rew
lute the fist

d abligation of the

List Al NPIs
t shoul
y thee NP #

Il undar




THINK

1. Read the following referral policy for a payers HMO plan and answae
the qu 5 that follow.

Referral Policy

e nts rrals:

he way the members PCPar a member to be cou-

ary, appropriate specalty care and follow-up treatment

rral with b w her PCP ta und:

el cliscuss

sarvices are baing recommandad and why,

tanciner

member doss

ponsioie for pay

out-ol-netwark bane

s require T authorl

ation by the pla
y

special r ipating referral from the PCPR. When properly authorized,

the asare fuly oo

xcept for applicable o

rral provid:

will not hisve to pay the charges for covered bensfits el

sa @ fime i ces ara provided

A. In plans with cut- Mwork benefits, under what the

ooes this HMO plan re

refefrals from the plan

B. at two approvals are needed for nonemergency hospital adm
and oulpatient surgery?

=twork

C. Ifthe plan does not have out-of efits:

M 5 It poss
participating providers?

for a plan member to be covered for sendces from non

{2) What must the plan member do to secure coverage?
(3) What charg

25 apply?

Summ

ummary grid described in Fig

services are not covered?
Whal are
What s the ps

adjudication?

in's hilling rules—the bund

fent ansible for paying a the ume of the encounter and after

Chapter &




AxiBary node dissed

FGURE 8.7 Example of Letter from Utiliz:

of planned procedures. W
tor a treatment plan, t
the patient and p

witder
t should agree to pay for them before the tr

not covered, the pat eatment begins.

Out-of-Network Services

Many pi

Wark SErvioes ove

require preauthorizaton for out-of 0L ey are
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PRECERTIFICATION FORM

Insurancs carmer

Cenffication f
Pz

n andior [ Jsurgery andiar| ]

tient name

Street address
City
Telephone _Cate af binh

stateZIP

Subscri

Employer _

Memb

Groug no.

Admiting physician

Provider no.

Huspitabfaciity
Panned admissionprocedure date
Diagnoss/symptoms
Treatment/procedure

Estimated length of stay

Complicating factors

Second opnion required [ ]Yes [ [ 1Obtained

Corroborating phys

Insiranc:

FIGURE 8.6 Precerification m for Hospital Admission or Surgery

. 50 the patient is

Some elective surgical procedures are o
i I'he following are com-

others are done ¢

2 to-the he

L su

1 herni

weetomy

Carpul s

Drestruction of cutaneous vascular profiferntive lesinns

arthroscopy

Otoplasty

e of trealmer hemother and radiation

n

ers use the services of a utilization

patient with can uny private pa
ganization (UROY. The paver hires the URO to evaluate the medical necessity

Chapter 8
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The Term Precertification

1 Tor preauttodzation
oth terms: have the same mes

usually applied b hospital

surgical procedures
ust he approved within & specific

ght he

period, su
procedure t
ically necessa
is perform
nsuTance ca

irly-eig
1 be scheduled
It usual i

lective surgery
y nol be med
ring a specified peried before

head of time. but wh

miy ot
preauthorization d
uthorization

nl is usually shown on the
send a completed pre-

e ser
patient’s
ath
Figure 8.6 |

wizition form or See

HEALTHC hoice
F T

Buck

FIGURE 8.5 Exan
Precedification B

Insurance Card Showing




and meet the payer's presuthorization and/or
preauthorizations are examples of the pro

Additionally, check
ments. Referrals anc

ferral reguire-
ctual

5 cont

wice of

req sent Lo give the | rvices performed. Tn most cases. payers requl

data that support clinical necessity il a required preauthorization wes not obtained
according to plan guidelines.

Unbundling
Unbune
p

payers spell out 8

 for private p

ients this before their encoun-

sders that do not participate in patie P
or services they will receive

d inform them of their re hility to pay

at have out-ol wvork ber et either o

If the patient does
deposit or full payment at the time of
schedule is used to calculate the amount

However, whal fee sc
mical benefits under a | 7
this option. In this situation, the plan |

el & repricer, @ servic
ses out-of-network ¢

ny practices

t this cose. the provider's re

[ the patient has out-ofnetwork
wur people
role

overed by group hes

deter

Olen pk

ung the -
s and discounts and

ny that sets up fee sci

Another issue that
directly for out-of-network

Step 3. ts
Be sure that the correct copayment has been collected from the p
sor v the plan summary the

anmed

ent's plan lists an offi

t copay

and that encounter, collect the copay and post it o the patient’s account

4. iew Coding Compliance

Verify that the di ure codes are
that th

the services

sis and par

TNT AS

enled, show

eodes are y linked and d

5> 5. Check Billing Compli

ry grid, verify that all cha

5. and charg

sihility, sccording to the practice™s financial policy, for

Chapter &




270i2T1 Eligibility for
Benefits Transaction

The HIPAA 270271 El
1Plantr
mguiny from the provider and the
IRspansa yar) & the
alectmnic format L=ad o verlfy
bengdits.

i fhe
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Step 1. Pr
' general puic
patients: Collkec

Step 2. Establ
for \

The initial information for o new patient's plan & wken from the patient's information
form { PIF)., Changes in insurance cov for ¢ lished patients arc noted on

update 1o the PIF,

pics of ins r to douhle-check that the

Ance Camn

services. Be sure to sccurately enter the

mumber as it appears on the ci

Lab Requirements

2l the:

= stating t

the spacimen fs sent to

il requ
for the costs,

£ 15 not res;

& winnyg lab, |

The payer ID and logo on the insurance card id
PPOs and is not

ntify the payer. If the car
select the correct one

, contact the payer t

i 17 the provide
i PCP, the insurane

1 [IFAmry re physic and the plan reg
card often lists the correct provider's

Depending on the type of

SCTVICEs may
o be specifically verified

b cove note that 1

must be used for tests)

nizations specify which laboratory

ing the number of visits covered and the coins

upational therapy

at { DME

equiy

A pat
which ¢l
not proy
it is &

. Do not assur

1 the insur

1e

r memhers of that health plan. Locate the act
verify eligibility and check benefits,

Mext, determine the
Under coordin

=

ary plan for the patient by following the guidelines in

ed an assi

ion of benefits provisions, if the patient has s

is responsible for reporting any additional insur

benefits statcment, the pro




dure reimburseme fully reim.

wmed on the @ime

ies for multiple pre
=dures per

erification procedures y\“ 'f‘\
Document 1 requirements, such as special reports unlisted procedure codes or i 5

the num- of U and the route of administration for immunization: & =
hiitn e ge: . anel the 2 of adminis for immunizations = ~
Appedl procedures
dated with each p s name .
rmmation. 278 Referral
and Authorization

The HIPAR 278 Referra and
= the electro

Consult Versus Referral

matL
a preavithar:
e

od to abtain apgrowe
tions and referals,

HMans offen have f ¥: e o fon pocurs

nt end reparts an opinton to

v However, a

4. This usa

1. Read the followling preauthorzation pelicy from a typical PPO plan

and answer the questions that follow

ting information prioe to Inpat

edures and ¢ The

o network providers or salf-referrals 1o ol

ble 1o self-rafer for covered b

ar fo preauthorize thos
Al
B.

C. Ungder wh

preau

arel revenue cyele are followed w0 complete correct
fo |
e steps of the cyele for private payers. cove

. Study these steps. (Chapters 13 and 14 cover
1d RAL

=S,

Huclication

ient billing and collections.)
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wch plan's b

lion contract and employe

al respons

watient fir
ferral and pre

wndormation. and par:

The major ¢
The global f

PAYER NAME

PLAN NAME

PLAN TYPE (PPO, HMO, FFS. C
PAYER WEBSITE

PARTICIPATION CONTRACT ACTIVE
1 Bhesie Coe

YES MO

CT Scans
MRA Scans

PATIENT FINANCIAL
Copayments

Arice

Amen

re-ar Afer SarviceT,

Before or At T
Before or After Ser

Electro
Paper Clal

FAGURES®.® Plan




1. Audh the prvate-paver peimary claim shown In Figure 810, What problems

e you find In the preparation of the clalm? List the [tem number and the

problem or guestion 4 wwoulkd 5
Itern No. Problem/Question
A
B.
L
D.
E.
F.
G.

eful attention must be paid to patient ¢li-

¢ has a capitated contract, ¢
ferral requirements. encounter reports. claim

. ond billing procedures,

t Eligibility

Under most capitated

ts with primary care phy

ans, providers rece
it PCPs for that mer
Tent

shig OF mesfer, contains patlents’ names,

s them

patients whe
plan sends with the payment should list the cu

minthly payments that c
The monthly enrollment lst that the
neibers, This list, also called 3

dentification numbers, dates of birth, type

a#tion 1o the PCF.

T PrOgram,

A
a
o

An HMO may require & PCP 1o refer o patient 1o an io-network provider or 1o get

n to refer a patient to an out-ofnetwi provider, Patients

orization from the

who seifrefer (o nonparticipating pr s iy be Bilincebilled for those services,

Baoth PCPs an lists may he required to keep |

fies.

as of Al :

Encounter Re

3im Write-Ofis

e

POIes;
s dio require

“office vis 0 be checked off. However, some
m with CPT coc
ges for service under capitated plans are written off

cer's form may

the use of a regular ¢ 5

The PMP is sct up so that
as an adjustment to the patient’s ac nl The hill
ment based on a claim for a capitated-plan patieat. If the
written off, the PMP would double-count the revenue for these patient encounters—once
ol the month when the capitated payr | for a patient,
atient who has had an encounter during
Lhat = the
pe

il those items.

al the beginnin Nl was enlerse

and

e included

tlar charges for
Only the monthly

W has incur

the month. T

are written nt remalns on the p

account—unless the pa

Chapter 8
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sblems, many |

To avoid major pr

C i gues 5
ct is signed to discuss
record documentation requirements.

mzm
4

| cammies

it

- PHIYSICI AN DR SLIPPLAES IMFOEMATH

ARHOVED CRAE CU3E 1147 PO 1800 f00 12

FIGURE 8.1 Claim for Thinking It Through 8.9
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FIGURE £.9 CMS-1500 (02:12) Comp 1 Tor Private Payer, Selo Prac

Communications with Payers

Good communi

and the medical insurance staft is essential for

effective contract nent. As o e gues

requests for inforn

oblems are the re

Chapter 8 R
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Deductibles, especially in CDHPs
Payment noncivered services
Balance due [rom previous encounters

yments to the patient’s sccounl dde a receipt for payment.

Apply collected p

Payer Instructions May Vary

ddress any particular payer, Best pri for paper claim:

ific information reguied o

ims o atients; nony
s well, Priv
or the CMS-1500 paper ¢
elines are descr 1 Table 7.2 and shown in Fi
ording to the plan’s guidelines for timely [iling
date of service on the cliim, not the sent or received

nims are completed usir

WS- 500
£9 ms st be submitted
iling deadline is based on the

il complet

Audits

namizsion are st weay 10 che

smal ¢

the claim’s

aff rthan the claim preparer cha

g are some claim prep:

1 may st

rtified

cedures. For example,
de—either for pe
2 ussociated service.
d check with the g

ap

pediatric cu pedi-

be reported with
ropaiate NPls ar

atrie cardiology—wouk
Teferntif] eri: Supply the
other e
C

cantracl a

sion identi
fi
i
used

cte rip-

NS requine a com;

I 5 for 5 22

ntation when these modifiers are

of the services including supporting docuw

alsa Tollowed. Contact the payer

The plan's
tative 1o clarily

ats or other points.
and 14.)

i alts
red in Chaplers

il

processing RAs/EOBs,




ment fist

ce identific

ioms of insurance-reluted lerms!

22 L0 8.6 Whut document is rese
ERISA

HIPAA Ser

rider

Wt from the patient » eodlect than does & copayment.

5 payment arrives Gaster than

t of u capitated plun.

lowing items

srticipation

e that lead to completion of correct prive

25 loes L

L the seven steps of the

LO 8.7, 8.8 Bascd om the on form for Betty

awing notes,

Encounter Drat

12:B, Rangeley, MN 355,

mpany. 238 Industry Way, Rangel

e th FPO. Her insurance cand

rroup number is s

OveTag gh Argon Electric in the Horizor

She also

Betty is on Medi
shows her member number as 6

;Ao evilg
Dr. Fe

ure (ICT

Dr. Hark R. Ferrim, 1 Horizon-particip

imed vis

Te SUrgery

e Bauy for lens e
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Match the key

fur ele osp

1. LOBY mol al-based services and

A, Payer preauthoriza pilient surgeries

enrollment

B. n, usually u PPO, that requires amoant to be paid bef
2. Losy i part of a CDHP
3. LOBA i health |
4 LOB3 o 1 under i ated employer

heulth p
5. LOBA E. nent of el nbers of a
fior 4 monthly period

6 LOBT

F. Document that modifies an insurs

7. LO8E G, Surgical slire that can be scheduled in advance
grid H. BCBS phun

8. LOB.A host plan "

8. LOB.E stoploss
prod i

0. LO8T SUTEETY

1. LOB.5 metal pluns K.

12. L0832 A venit

13. LOBS m. Term

safement of answers the gue

the United States is

L

B. open enroliment period

16. LO8A Which heulth insumn

A, ERISA und HIPAA . PPO and HMO
B. COBRA and HIPAA . FEHB and ERISA
17 LO8A Selffunded health plans are
& PHI
B. PPO
plans

19. LO8.T En gncy surgery usually

equincs

fied time after the procedurs

L mluedu
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4.

definitic

2. 'The contra seclion lists th
of the plan & he llee
The thind sect ing provid
I'he fourth section
The fifth section lists msation and billing guidelin
niles, filing dead cial re ties. and
ation conteacts, most pling requite copayments 1o be sublracted from
at are hilled 1o the pi
Il for elective surgery requires 50 commonly cd
1] wifon) (rom the plan
Providers. mist within the specified timeline
the
Plan spmmary grids 118 key information about sach contracted plan and provid
shorteul re e for the billing and reimbursement process.
Grids include information about collocling payments at the time of sérvice and com-
pleting claims
hese seven steps of the revenue cyele ure followed to prepare correct cluims:
The g 1o the pr trution pricess [0 e health plan
phic and insurance information is
ion regquirements.
a5 of the dute of
he ence 3 as dedise ATEes for

‘s finan-

ted secording 1o

Claims are completed. checked. und trang dance with the paver's billing

ielines.

0 aCCon

ed acts, medi insurin

Unifer capi

speciali iy putient

always upto-date;

the plan because enrollment dats are

Encounter information, whether it co

comple

ar just diagnostic codin

the necessity fe

curately refl ¢ provider

Chapter &
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r seryices not er

organize this informa

or the ¢ ¥ st the CPT codes
st the CPT codes that can be bilked. The plan's

thod for the additional services to

wecial encou vitated plan

the cap rate and

1. "Refer to the description of services covered under a PCP's cap rates
Under this agreemen

for a flu shot? A Pap

would the provider be permitted to bill
test? A PSA test?

12 patient

234 Pant 3

CLA

Group health plans:

sic plan coverage and optional riders;
deduct

= Must

pired

tions {PPOs) pay pro s under a discounted fe

* Preferred provider o

service structire

tions (HMO
itated rate,

* In health maintenane point-af (POS) plans

payment miay

ety plam ba

5

fing options for out-of packet ex

It reimbursement accoum (HRAY is st up by an emplayer 10 give taxadvantaged

o emplovess” expenses

unts (HSAS) and FS.Ag) bosh
employees and empl
* HSA funds can be rolled over and tu
e un IRA: F8As do not

spending) ace:

r8 on a tax-advantaged

into

by the individual to another

il over.

A small anmber of large insurance companies dominate the national tmarket

* Anthem

= UnitedHe;

= Acina

* CIGNA Health C

ion [BCBS):
of independent cor

BlueCross BlueShield Asse
+ BCBS i

insure neardy |
« BOUBS offers the BlueCard prog

e nutional o
) million people

called mrember pic

il

m and the Flexible Blue plan




B. Based on t

i Abont the

Not Hispar
Lating

Choice

RPII3XA9

Y

O {2029

PATIENT NAME

DESCRIPTION

VALLE

Cral

ES, PC

Tt

I

FEE

OFFICE VISTS
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Dage

Mot Hispanic
ar Latino
English
5
Anthem BCBS
PPO

$3517R

300 Part3 CLAIMS

PATIENT NAME

| OFFICE VISITS

Now Pationt
L

o Facuses

U Expanded

CHARTNO.
2"
3
L a,
DESCRIPTION E | DESCRIPTION
FPROCEDURES

L Camp High

Patient

CONSULTATION: OFFICE/OP

| Baquasted By




e ychedule for three ¢

Code Description
298
29876
29877
298E0
29881

I
I
§
b
b

LO 8.4-8.7 A pai
The plin his an 802

met. What will the pl

menise

ible

]

that has not &

L0 8.4-8.7 A United

Dt from the first section, the patient n fof v

entensd in The

must enter lnformation wihe sccond sect

con
2. wivwmbhe. comjvalerins 1o

hed the demonsirt

plete the claim. I u are instructed o
th -

and tried the steps w

nulation in Connes
at Wp:ffeonnect mbedy

use the

5

YOU UTE gaining cip
from the back of the book
sex through
1 sissignment
Information, which

should used for Cases &4A und 8 4B,

Billing Provider Information
Name

Address

161 234567

14

vider Information
David Rose:

12885

Accepts

at the time ol the office visit
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Jan W

Blueiur
ined by Dr. ¥

A. LOB.A Whi

B. LOB.A |sthe ¢

nd dis

FPO require

submits the chaim, Jun Wommelsdorf or Dr. Suns

t Clinic o

CBs
Ie Wan S

i plhysician

plan in O

1. LOB.6, 8.7 What is the physician's usual

2. LOB.G, B
3. L08.s, B

298 Part3 LCLA

7 Whae wl

7 What

he physician be
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PRECERTIFICATION FORM

Insurance carrier

4 fiwr cne Plun A g r's exam?
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Patient name

Street address

City/State/ZP
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Employer _

Member na. Group no.

Admiting physician
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Planned admis procedure date

Diagno:

Treatment/procedure
Estimated kength of stay

Complicating tactors

5
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Carrabarating nhysic
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ICE CArT|er fepr
Approval| | Yes| | No If yes, cedification no.

If no, reasan(s) for denlal
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FEMALE PATIENT AGE GROUFP IN NETWORK OUT OF NETWORK
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Medical Necessity Denials
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review the resson for the recommendation. If an X
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judge the medical necessity for the

T medical professional

ment, the claims exa

evilu

niner would pro

d

the ient's condition

pxtra procedure.

b service line on o claim, the paye
slon whether to (1) pay it (2) d

mukes a payment determinatio
it. or(3) pay [tata reduced level, I the service

he paid. If it is not reimbursable, the item on
r determines thal the service

feci-

t wo high

nosis, 4 lows vel code is assigned. When the level of service

m

miner has
ant billin
eorreet linkage between the diagnosis and pro

o result when a

uced,

ice was pr

s or policies require o to fail less

& more intense services are cavered.

ayment

ayment is due, the payer sends il o the pro
adviee (RA) or un electr
ecisions to the proy

er along with a remittance
advice (ERA), a transaction that expla
er. In most cases, if the el

€ remi

s

has been sent

tronically, this transaction is also elec
The HIPAA X12 835 Health Care Pay
s the HIPAA-ma
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benefits (EOB). EOBs ar ic
transmission v
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e mailed, but electronic
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wuted electronic

2 document & ben
"
easing. When the gener
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Medicare Claims
CAMG MUSE Process
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P
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linked for medi-

lan? The payer's medical
m to e

i oth
are that provid
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| review prog

professional medical staff h
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cost-effectiv
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ist would attend a h i
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inical documentation
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c service wok pl
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conditions shown [n the medical record
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ul necessity of

As an example, the ollowing
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e
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1. Initial pro.
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3. Manuair
4
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Det
Payment

‘s front-end claims processing system checks h claim's data clements. Paper

Ar

claims and

rattachments are date stamped and entered into the

ta-entry personnel or by the use of a scanning system.

2r's computer

i process-

system, either

in it findd lems such as the following:

ace ol service code

ent’s name. plan identification nomber. or 15 Wromng.

g or is not valid for the date of s

ol sex for a

5 code is m

cedure code.

reg specilic

rted pende

e mislakes

und o rebill the sery

Automated Rev
After adentif
ment |

3 problems. payers’ computer systems apply edits that e
e claim is subject to the (

ample, a Medi

nt hilling

: the chap! 5/ eony

tomated review checks for the

it cha

L ient eligible for the services that o

2, n been sent within the payer's time |
v hetween W and 180 days from the

3.

. Ditferent payers may
1 with the rules of each
e payer's

(PMPs) create a tamper peoof record of the fling date of
4y filing

- Practice management progr
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1ka of an

of saivice—itc
usually be corrected by asking
I the clafm
ake the changes
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Clalm (837)

Filz acknowledgment

Request for additonal information (277)

Claim status request {276]

atus response (277)

n paymentfadvice (835)

miation Flow

us Request,

Claim & espanse Inf

FIGURE 13.2 Ge

Claim Status Categary Codes
and Claim Status Codes

Fal Selected Clalm Status Codes

Far mo o Irfmation; see Femitance
Wore detaikedd informat It
i e 1 arjoc andis awating | =

seque

This & &l feg

Balar o the suhscriber,
12 One or mare origna
15 e o more orlginally ssbmitied procedune codes hive been rodiiied
18 Al ncounler has 11 ity
30 Subseriber ; e ismatcher
sitsCribEr end policyhtlder name mismate
LY. Supscriber end policy nember, HCL ML T 1ol foung,
S tscriber and subscribe ]
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Prompt-Pay Laws for States
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HIPAA Health
A medical insursnce specialist examines t
follow-up. Most practices follow up on that are aged less than thirty diys in
we HIPAA X12 276/277 Health Care Claim Status Inquiry/Response
cion to obtain information on the current statu
x HIPAA 276,

Inquiry/Res

't and selects o for

ing m

claims that seven
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of u

before making

4 clalm has been fir
ate that a request for more in

F codes ind
R codes indi
£ vodes indicate that an error has oceurred in L
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5 need

usually these ¢l

to he resent

These codes are ctiiled in claim status codes, us shown in Table 13.1.
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Tor have claims processed as

ckly as pessible, medical insurance specialists must be
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miliar with the s’ claim-processing procedures,

The timetahles. f
The latter is us
mary payer.
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data, Some
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vment by the pri-
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om the date of
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corrected claims that
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0
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Requests for information should as quickly as possible, and rhe
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ditte of service os o procedure or a preventive
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il the claim
he problem

A payer
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the particip led ter pointing this
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contract.

Avtomated Claim Status Requests

programs can be sed up o autematically brack bow many days ©

e of days

3 enample, If 8 partculer payer

UP AMNE




Just as providers have (o file

ims withi
also have to pro

a cerlain number

of days after the date
1ims within the claim fu
ies 4 time period
¢ prompt-pay laws th

round fime,
f thirty to sixty days fi

chaim turnareund time

t obligale state-licensed ca
p and nonpart
, fines. and lawyers' fees. Claims under Empl
74 (ERISA ) (5

ting providers within a certai

i or incur interest pe
nt Ineome Security Act of

Ffunded) plans must follow fe

The PMP is used 1o generafe o
ed on cack
A tymical report shown in Figure 13,1 lists
earlier, between thirty and sixty davs carlier,

e aging report 1f
¢ been in pros

8 lists the ¢l

transm av and shows how s with the paver.

that were sent fewer than thirty
:paitg v unpald £la
i 50 0n b

e In due
Valley Assaciates, P.C.
Primary Insurance Aging
Az of Novembar 20, 2029
Date of Current Past Past Past Past Tetal
Service Precedure o- 3 -8B0 B1-%90 81 -120 121 —= Balance
Aeina Choica (AETO0) (555)777-1001]
AARH SEN = e
Cluim 55

g Dl S236028 Fonicy: ABC
3060

22390y BDCTOO)

[

[ 00

Jennifer Porcalli
Tt 0

Llate: JF202

Smith

Hillimg Date: F 0028
Sa012

Clim Te

[GETIT

Tatals:

Fegan Aging Talals 515200
Percant of Aging Total

160

FIGURE 13.1 Ex

mple of an Insurance Aging Report
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WITEp G IT 5H 13.1
& t\ 1. A payer's util; alines for preventive care and medical services
; o = banefits are shown here.
— SERVICE UTILIZATION

trof e ransaction
for paymant fxplanation

caditic

It a proviger files claims for each of the following cases, what Is the payer'’s
likety response? [Research the CPT codes inthe current CPT before
answering.} Explain your answers. Anexample k provided.

PATIENT AGE CPT CODE DOS PAYER RESPONSE?

is owed for

ices closely track their accounts rece:
s rendered—using o« PMP The AR isn
AR ) and from patients ( patient AR ). For
processing by | ce specialists monitor t

payers (insur

his reason, after claims have b

T atatus

wers, medical ins

im Status

Cl:

Monitoring claims during adjudication requ of information. The first is the

hie clatm, and the second 15 how

r isallowed o take

in process.

8 1 of time the
long the elaim has b

LIPAaME
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t
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Remittance Advice Remark

Patient Balance Billing
A group code PR with an assocal

B

for the

lossary section is the fourth grea (see section 4 in Figure 13.3) of an RA. It lists the

ies shown on the transaction with their meanings.

IStment o

Adjustments

m ar aservice line di

An adjusiment on the RA hat the payeris
than billed, The adjustment may be that the item is:
Denied
Zero pay (if accepled as billed bul no payment s due)

allowe

i {most likely paid according to th amount)

e & penalty is subtracted from the pa

ment

) RA remark code.
of service (POS) codes

codes

Claim adjustment group codes {group codes, abbrevizied CAGC) ar

nt that can b the patient

ble and o

PR=Favient R

fr- Appears next o un

applies to dedu e copay-

CO={anre Appears when a coni t between the paver and the
provider resulted in an adjustment. This gre applies 1o allowed
amounts. CO nts are not billable o 5 unde: 2 contract,
e to corre i
nother

the payer thinks the patient 1= nol respon-
o contrict between the payver and the provider that
for medi

sible for the charge but there
zht he

view deni:

0 provide

mi adjostment reason codes | n codes, abbreviated CARC
ples of these codes and their meanings

Payers use
details about adjustments. Ex;
Table 13.2.

vided in

Payers may also use remittance advice remark codes (remark codes, RARC) for moere expla
mation. Centers for Medicare and Medicaid ices { CMS) maintain remark codes that

or

can be used by all . (Note that privale payers usually main rown remit-
tunce advice codes, w can be located on their websites.) Codes that start with M are
from a Medicare code set that was in place before HIPAA but that is still used, including

1 with N are new.

Medicare Outpatient Adjudication (MOA) remark codes. Codes that be

ws selected remark codes.

Table 13.3 sh




PT RESP Total amount that the be y owes the provider for
the cl

CLAIM TOTALS Total smoumt for each of these columns: BILLED.
ALLOWED, DEDUCT, COINS, AMT, and PROV PD

NET Amounl

he services for the claim

ris paid fi

ims on the RA
w EFT

The thicd part [ see section Figure 3 shows the wotals for all the
At the end, the CHECK AMT feld containg the
that ¢ er receives.

nount of the che

Claim Adjustment Reason Codes

FIGURE 13.3 Sections of the RA
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Medicare Allowed Amount

NKING IT THROUGH 13.2

o sixty days?

1. InFigure 131, are

any of the accour

ton process, Whether sent elec-

he transaction |s the same,

t of RAs

An RA coversa g poof claims, net ju

are not consecutive or logic

ment ¢
heti
EOR
mation [

rically by the patient account number
name, or numerically by internal control number, A correspond

{usually the patient), on

in Figure | s payer name and
e, address, and i Provider ldentifier (NPLy,
the check or electronic funds tran T} tra on number. There is a pl

W section (see sectio

e ol issue;
e for

in board” information made up of notes o the provider.

. these item

Codumrr He Mean
FERF PROV Peror

SERY DATE Date(s

Pos

NOS

PROC 1 Common
Coding System (HCPCS ) pr

MODS the procedure code

BILLED nt provider hilled for the servi

ALLOWED Amount payer allows

DEDUCT Any deductible the beneliciary must pay to the provider

COTNS Any cotnsurance the beneficiary must pay o the provid

GRP/RC Group and repson adjustiment codes

AMT Armount of adjustments due to group and reason cod

PROV PD) Total mount provie for the service




Hed on the same date of service as o procedure wlways unpaid and shoukl

b
be appealed
6. Decide whether any items on the RA need clarifying with the payer,

and follow up as

NG IT THRC 5H 13.4

1. Why is it important to double-check the data on the remittance advica?

1ew healthceare funds trans

A reassociation trace sumber (TR™) (0 appear on hath the EFT

wise. the payer
for deposit.

and its ERA, s the d e casy o match electronically. €

sends a check 1o the practice, and the check |s taken 1o the practice’s by

Posting and Ap

ayment and adjustim icludes:

Date of

EFT number
payment amount,
i o, including type of payment. Codes

h patient's ace

il o be ied r

. adjustments, deductibles,

d other entries.

re used for

Some PMPs
amatically po

only

can exami

not paid as expected.

Reconciling Paym

I'he process of recon
leally, The wotal amount billed
Lignt responsibility
this report for an assigned claim:

mtion means making sare that the totals on the BA check out math-

tus the adjustments (such as for allowed amounis

ount paid. For exa

should

POS PROCMODS BILLED ALLOWED DEDUCT COINS GRPRC-AMT PROVPD

" 99213 B5.00 57.87 000 157 C0-422743 46.30

RECONCILIATION

Amount Billed FEA.00
{Coinsurance) -1 157
(GRP/RC Amount) 27.13
.I'..L\'ncnr *-‘lh i)

nce

n this case. the allowed
INS) 10 be collected
ider (PROV PIY) of $dn

unt (ALLOWED) of §7
fent of 51 T pays Lo the
'he ditference betwesn the billed amount { BILLED) of
of 85787 is $27.13. This amount is written of f unless it
s rules

Chapter 13

Matching RAs and EFTs

ransmit RAs and
¥ The RA must be

Mary payers

atched w
EFT by the practice

Mandatory EFT Acceptance

reconcillation comparison of




Paper Check Processing

practice shouk
thraugh the s

ME  Partd AN

I THROU

1. Review the RA from Medicare for as

igned

ms that contain these dai

fgcating the highlighted clai
A, COINS $18.04
B

GRP/RC AMT PR-96 $162.13
1. What does the adjustment code mean In the

2. What do the adjustment codes mean

does this modifier mean? Ch

3. In the second er GY Is ap|
99397 W

Medicare if necessary to inte

mod

sibile tor payment?

i L

i 4 gu—
e A dncten £ 05

ZEE MR, AEIEDAIE S e

e
LIMDMRT 1
21 AKsr

o Cr—T—.
lemibrir hbs Lriie o
o

3.7 LADE mvALs
I TRFILITT IS FORAAED T80, AEHE 1T 11 doke:

i

T T TALE 17018 11 a4
=T R ¥ LT VL
FLATR IMFORHATIN FORMSIED 1 ANTIE AT &

FIGURE13.4

mique clai
sending it. As explained in the ¢
resource needed to match the
the PMP-cithe
reviewed and then pe

This g

ment

panually cr au cally by the computer system. The
sted fo the PMP.

eeedure is followed to doubleche

the remitlance date

1 % the patient’s name. account number, insurance numn
sinst the claim.
2. Verify that all bil

Check the payment

F
wnother RA pavment for the
i cy for review,

it codes Lo o + downeode

he paver's adjust

for closer et v,

5. Pay special atfention to RAs
claim processing systems sutomatically

claims submitted with modifiers. Son
iers so th

gnore mod
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Selected Clalm Adjusiment Reason Codes {conciuded)

|44 Selected Remark Codes

has bee
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MODEL

RE APFEAL BECIZION

artlatly f

Patients' Rights Under
Medicare

harges. The prowid
the enralles ta

5 requied

FIGURE 13.

process
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Calendar Days, Not Work
Days

Nk
appeal level 3 calendar

it timeines for e

fncluding weak

work days.
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FIGURE 13.5 Medica

urce “Medicar

» Reques

termnatia
qen

nent af Health and Human
eers. 2018, w

st he

equest. This request

At thislevel, the elaim

QICs).
d level is u hearing by an admi

is reviewed by qualific
Adh
The

pendent contracior:

Medicare Appeal
ng the e
nount is sp

receiv

ponse

ifth and final Medicare appeal level
L be at least $1.600, and the
eceiving the depariment ag

disp

be requested within 60 diys o Is board decision.

ESSING




After Ras b
of payment. When & claim has been denied or

ve bes and processed, events that m

e may elect to file a com

The General Appes

Ascappeal is a process that can be used duce, or oth-

T review of n et melair
the ACA, payers L
clsimant [ -
have an ind : 8 :

Each payer hus con
The practice staff re

s the appropriate guidel
nsurance carrier before starting an sppeal and
Appeals must be fi d time after the claim determina-
- Muost pay h . such as (1) a c "

cs and require

plans its aclions according to

ust move through the three levels in
to the highest, final kevel. Some

(RIS

ount L
| dispute.

t be involved in an appesl process Lo avokl

A claimant can take another step il the paver
Because they i 1w 5

peal levels on a cluim,

5 rejected all th
£ ons v

license mo pes of pa ate insu the author-  Annual Appeal Amounts

iLy lo review appeals that payers reject.

Verily t ourts that
must be involved for eachsten

state insurance commission, copies of the complete case file

0 the initial claim determinetion and the appeal pro

explanation.

is

e Appes
articipating providess have appeal rights. Note, thoug!
it has been denied for minor errors or om:

1. that appealing & claim & no

e provider can instes
ng through the
(it was

Late Claims Not Appealable
that i

il because it

o, and Children’s Health Insurance Program (CHIP) Bene:
known as BIPA. und the Medicare Modernization Act signi
& appeal process involves five steps:

cantly changed

first step, called redetermination, is a claim review by an  redstermination 1l

ved in the i
n 120 days of

employee of the Medic
mination. The reque
initial claim
ing
favorable, payme
unfuvorsble, the answer comes
Redetermination Notice (MRN).
the letter is sent to both the provid

is ei le or

letter {see Figure 13.6) called the Medicare o1 tha oo -

decision must be made within 60 days: and
er and the paticnt claims
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Auditing Payments per

Contract Terms

practs. T
culary imparta

prablems.

Organize Before Calling

10 a supervisor If necessary

MB Partd

1 peyments an cor
i ko payers’ |
dolblec

it if payments

1

+ A claim th
ed and sent to the pay
I a pre

fue 1o incorrect information must be

paid

ing o its procedure
> that should have been paid on a claim »
L pro

n s sent for

ure.

fen

benefit or il the pattent was not eligible for th
hill the patient for the noncovered amount. |f the ¢
lack of medical necessity, a decislon about the next action must be made. The optio
are 1o hill the patient, write off the amount as a contr; | adjustment, or challenge
the determination with il Bome p ibit billing the patsent
1 ppeal or necessary documentatlon has not been submlite

im is denied or downcoded for

ider contricts prb

o the payer.

wrove the rate of paid claims over tin
payer's red

medical insurance specialists track
ms. This record v be kept in g
g # 5 for the PMP Lo store for refe
Denials should be grouped into categories, such as:

and

ons for de

ng

den or assigned specilic denial-reason ce

Coding ‘errors {incorreet unbundling, proceduré eodes niot payable by plan with the
reported ¢

ient [D numbers
preauthorizations

ation mistakes, such as incorrect

, such

s failure to pet e

i rral numbers

more mfvrmatior

Payer requests 0

1 or general d

3 processing

the staff members respomn:

s requirements may be necessary

1. What 5 fe total amount paid by check? [Fill In the "Amt paid pi
column before calculating the total)

2. Were any procedures pald ata rate lower than

ve Claim Cn,

ason that th

3. What might be the rei

oria Vanderhilt?

5 o Inswrance payment for services

payment denied for any claim? If so. for what reason?

Date prepared: &/22/2029 Claim number: 0347514

Pafients name  Dates of service  POS Proc Qry Charge Eligible Patient Amt paid
Trom - thru amount amoust Fability provider

Kawy

. Gregony 041529 0415/29 11 95213 1 $48.00  $4B00  $4.80
Farrara, Grace o 11 598012 1 §3500 33500 %350
Lornprast, Hanry 110004 1 46400 $54.00 -
Vanderhiit. Gla 1195212 1 43500 3500 33500 0.
Dafez, Juar OSNT9 - 05T 11 981 1 3800 * * o

tedemras Check $1039242 is attached in the amount of .

* Procedune not covered under Medicaid
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Tew i
) { I
e
e v en ¢ e
plasyes Exomg Cealih Plan LoTve
b Uk g Sircep Heatih Pl (AL T 1%
= hutharization $ and Paymend Ag t

evenl

also secondary
1p health

individus

when
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by a spous ;
her hand, Me

the spouse 1s young 1an sbayive ). On the o
carrier fo

s the primary

An indivi
An individual who is covered by

ual who is working for an cm

Lher pe
An individual who is enrolled in P

Submit MSP Claims for
Zero Balances

paid can becre

patient's Medicare Part B annual

deductible




Provider

Secon

&

Provider

b}

FAGURE13.7
COE Model

HIMNK

1. Ifvyour oplnion, is It more efficient to process secondary clalms when
paper claims are used or when electronic ransactions are In place?

zrage are coordinate

Medicare ecordin

nd payer and ha

15

r heal

v payer, the ¢l st be submitted

usingthe HIPAA 337 it
tion rules. The 837P must report
particulir se e line | pre

ess the prac is excluded from electronic transac-

round the primary payer paid for the ¢
e} inthe Allow Amount field. Claims for whi

1 to Med

more h

one plan is responsible fo
the CMS-15
te Medicare

. however, should

ubmilled using

0 claim form, teached when i

m is sent

n which Medi-
ry and secondary clai

nsibile he stuations

respe

care is the secondary puyer and for preparing appropriste pri
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should address these more

1L provi
ruudulent beh

| aecusatic

ment of all overpayments.

ce commission, The

re the insu answer. Griev

&, Tequine > filed when re

problems wkesd out with pay

sels the requirements and steps for pursuing this option.

THINEK

claims and billing are located in one bulkiing, and the staff members who
handle RAs work at anather location. In your opinion, whit difficuities might
this separation present? What strategies can be used lo ensure the sub-
misslon of complete and compliant

verage has heen
gve Lhat
T o necds to

ho has additional insurance c
er. The |

UraAnce

After the primary payer's RA for a patient v
ed, the next step ist

pos
information about the |
know whal the prin

Coordination of Benefits
{COB)
Wi

m the claim in

2y are the secondary

claim generlly crosses over
Medicaid and Mex

o the secondary payer with the pri-  However. b
ceording o the payer's procedures. Tk upaon ndary caims to be
benefits are due under the policy” sure that the

it has e eivied

menl wi

Ihe practice does not send a claim to T
m crosses over. In this case,
¢ HIPAA

own in Fig

vordination of benefits transaction and the clais

I wier electromical ly sends the COB wransaction, which is
that reports the primary claim, to the secondary payer. This tlow i

When the primury COB transuction,
e RA she

Ay

ayer forwards th

B message v

ayer’s RA. For example, on the Med

Qe

oted by the p CLAIM INFORMATION FORWARDED TO." followed by th a -
e of the secondary payer, such as Wo Services Corpoeration, Anthem BCB - —
h 3 = -
ate Retirement, Benefit Planner: 1 claims
crossover process that a special coordination of fits Aor (1 1 5 —

Plans that are supplemental 1o Madicare sign one nations

PHI on RAS/EOBs

o'
ath information

Black out ather pal

protec
0 to bill the secondary | [PHI) on printid RAs baing sanl
I Secondary payers.

er RA is received, the procedure is 1o nse the CMS-
y. The medical insurance specialist co
claim formi and sends it with the primary RA attached

letes the
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Finding Overpayments

send the payeranotice of the

Postpayment Audits

Maost postpayment reviews are used to build clinical information

prac treatments

ses, The patterns that are dete

es. for example, t oul
ufi.

wre used 1o conflirm or alter best prac

enl audit is done to verify the medical necessity of
- The audit ma

pt by ers.

Al times, however, the postpa

ices or to uncover frand and ab ed on the deta

records

t each provider's services (b
menis, Some | s keep records the
assess patte

o hack for many months or vears

care from individoal pr

providers do. A post taudit might be
T, in some cases, to check

from what ot
conducted to check the documen
for fraudulent pra

} are improper
r which the provider owes relunds.

A iy
A payer's postpayment audit. may

or downeoded be

r may mistakenly overpay im, or pay il twi

i should be

i that a claim that has been

tation

wved is con
and {with the addition of interes;
service that was not medically nece;

Insuch cases, o
ment, and the
fit shows that

alsn must relund any payment collected from the

Many practices set a Ume period beyond which they will not antomar
a refund
State law 1

can recoup

s [rom
ix months.

Overpay Under the Fraud
Enforcement and Recovery Act (FERA) and the ACA

1009 made

The Fra reement and Recovery Act (FERA) of
False € s Act (FC

3 by definin yment {1

- these provisions, a person can violite the FCA bv merek

e by the federa

kes an error by

paver such as Medica
tends the whistlet
icn to employees.

FERA expanded the ACA by deflining sewer
menis as an cbhlhgation under the FCA. Provid
must repoert them o the carrier and return the
yeninst the FOA und subject to those penalties. The practice's

ist

paymen
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nager. He

even and

o Payers forst pe asing checks on claims, rejecting

cleatly incorrect mfoemation
During the following sdjudication process:

« Claims ated medical edits

thotigh the

riormes

19 requi

¢ The paver makes a d of whether %, or reduce 1

= Payment s sent with

mitor claims by n

13.2 Des

up uf properly timed i

Health Core Claim Stutus Inguiry!Response |
pas through the adjndication process.

and provider (nf

b Payment information for each clalm. incloding i3

ppear an the document

]

ministrative wip codes, claim adjustmen

des; and remittance advi

The unigue claim contr

11118 sent

with payments receivad
4 are che fied; the
i for each CPT is
e all onp:

tents are de

b practice’s bank account, g

ice manag

am GOt

1 ment pe o applied 1o patients”

Reject: nd resent

= Mi

nims mus be corrected

procedires are billed

Partially paid, ¢
patient. or witten of
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Workers' Co
41 Black Lung
s Admir

ensation

n

Belary Under Age 65 with Large Group Health

v Insurance Is Primary

MSP Claims an

1.2 prowides ger

tions for completing a CMS-150¢0. Three formulas
insurance will be paid by Medicare

w - much of the patient’s ¢

are used to calcukite b
under MSP. OF the
Med
amount

Medicare will pay the lowest. The formulas
allowable charge. and the actual

hree amounts
arc's alloy (] rge. the p
id by the primary payer, Medi
of most coinsurance payments if the patien
Fig 139

The three formal

e, a5 the secondary puyer, pays 1) percent
“s Part B deductible has been paid. Sce

1. Prit

e on ¢ls
) percent of Medicare sllowed chargeh
y payer or Medlicare} minus payment made on

2, What Medicare
2. Higt

allowe

ayer is $100, ar

d the primary

for the ser-

atient’s visit-allowed charge from the primary

$20 patient o i
. The patient has met the Part B deductible. T culations using the three for-
s resull in amounts of (1) SO0 — §80 = 82
(3) 3100 — 580 = 520, Medicare will pay 320 hecau
from the three c:

=

other pla

Medicare pays up ic 15 pri-
mary. But il

mo addition

e allowed amount,

When TRICARE is the secomd r, siX item rumbers on @ paper claim are filled in

differently t wen TRICARE

fram N

primary plan policyholder

b Em er of the prin policyolder if

plan through an employ
e N
Lid Select Yes or No as appropriate.

pla

he plan is a group

e of the primary insurance plan

29 ¢ carners, Do not include

Medicare and Medicaid

tient is covered by both Medicore and Medicaid (

{i-Medi beneficiary), Medi-
wsed over fo Medic-

care is primary. The claim that is

aid for secondary payment.
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liums to receive Part A cover

wdividual who must p

: under a

An individual who s retired and receiving cover ious emplover's

group policy

If an individual unde
plan {whic

g sixty-fi
by the individ
the secondary payer. 1T the individual or fami beri

is the primary paver, Medicare is also the primary payer for:

o by an emplover group h

muy be 1 SPOUSE, OF W

the Ce
spter about private pay-

sidated Omni

members receiving o
ion Act of 1945 (COBRA; see the

dlicy that is not # groug

During a COB period, Medicar uals who are cov-

s the sccondary pay
h ply tor ESED-based

lans and whe

ver-spansored g
The COB p
rit A benefils be

or-illness, Medicar

ves Ires
15 {ore) secondary

ment for a joh-rels

Coverage

kers' compen

ut workers' ©

pensation and disability/automaotive insurance ). Includ
kL Lung Progra govermment program that pr

divid

1al sufTers | ing disorder
If the

. Medi-

ure or di
care is the prim

Medicare 5 the scoon

payer when treatment is

obile, nod

for an L (ir s Lhat ur on privide
property les that occur on private property
when a puarty is held responsible).

IFa veteran is entitled 1o Medicare benefits, he or she may choose whether Lo receive ¢
gh the Department of Yeterans Affairs.

erage through Medicars or thr

)

5t reports code under the MSP
ation is nol required on CMS- e codes
Working Aged Beneficiary or Spouse with Employer Group Health Plan

i End-Stage Renal Discase Bencficiary in the 30-Month Coordination Period
p Health Plan

ulir. 15 primary

with an Emplay
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1 under plan Re1?

gge required under plan PEHO-

e for the two dates of service listed?

va Me

in a private
ahlished patients) b

w patients) and CPI
hitis. pl

n home setti

settings. Home

stances of pros

Government Services his scen man
[ 3201~

reported with E&M code

wisils should
ifthis code is billed 99201, POS 127

- what elaim adjustment r

A, L0133

B. LO13.3 Which Remark Code wou £ N
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22, L013.9 Whiche
A primary insy

25. L0139 MSP

28, LD13.5 EFT

27, LO13.8 RN

Patlant Payment
Patient Date of Provider Allowed (Coinsurance and
Patient ID Marme Plan Service Procedure  Charge Amount Deductible)}
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n

12.

20,

LO13.3 ¢ diustmenl L Claim stutus indicating that the payer &s waiting for séditional Information
LO13.9 MSP 3. Payer uetion o gather ¢ sumentation and study 3 claim belore pay
K. ated | uires privabe payers (o be the primary
re benelici; laims
L. n R Ao ind be peneral type of resson

1 the answer chi

in claim dd saing in

hmeants

insurance ag

B, claim turmaround time

zuls must always be i

A wi 5 ied time

B, by the provider for the

und date of servi

ded from the payer

swncoded

LD 13.3 Whai typ
A CAGC
B CARC
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+ Anappeal
aal downcode ac

d level of

uppe
»and medical revie VErAMmE i0 20swer them.

ond the paver to an outdide authority, such asa

fitional insurnce plins

s are sent (o patients’
dicuted cluims.

» Sometimes the medical office prepares and se he cle e pri-
2 OO progrom thal automati + secemd

ry payer when
e plun oris covered through

. and cove

h. The patient s disabled, under sge sixo by nn employes group

health plan

¢ The pa

A
2 T oherpayments B
3. LO13.6 MRN c ent receives e

he sinte

4, LO13.2 insur

o. al
5 LO13.5 auoy
6 LO13.2 pend

ji5 E. lmprop

provider ¢
F. Letter from Med

G. A payers dec

H. A banking s
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Admission

Inpaticni

are admitted to hospitals ina process colled registration.

tices, hospitals must keep cle
The recc

accurate records of patients” disgnoses and treatments,

patient’s first admission to th

itics, dur-

ity or, in s

before actual
1ime o verify

process used Lo gath

memk s

ties, wor!

any ordered preadmission tests,
The HIM
of clinical info

epartment keeps a health record
nution by

m that permits st
and by diagnosis and
:h with

ne or numbe;

by physician,

adure. At almost every facility, part or all of the reconds are computerized
cms are not standardize

. These n

different compuier sys nt is listed
the master pati
ndex contains the

bers m

Last name, first name, and middle name or-initial

hd

le (eight-d

Adldress
Admission and/
Admitting physician

Attending physician—the clinician primar

from

he beginning of the hospital episode

Health record

hospital ad

addition to he

relizion, or disshilities, are also entered in the rec

Oy department {especialy
often delayed because werifving insurance cov
tinent LKLY
by the nursi
collect the minimum ir

Nl CIe ) i
is dif

CIMErgency room
it in these set

e ils own

xeation sysiems so that g
2d in seeonds,

actices, the admission staff in hospitals must be sure that patienis give writ-

v the medical treatments

an

procedures they will ree

) consent form wsed in hosy tienis

s It inciudes the same kinds of ite:

ices [the consent for medi tment, acceptence of responsil

| possessions,

also called / widls, that cover

L5 wanl 1o rec

how pi
g methods if th
2t cannot ma
on Lo do so with & medicel power of attormey.

ine treatments and lifesay
n the event 1

are, i
k for them
may
3. Acknowle

ding ro

e such d

tap

point another p

“An Important Message Prom
Centers for Medicare and Medicaid
caTe paticnts on regist 2xplains 1 ry's rights hos patient as

T her

Treatment, Payment, and
Operations (TPO)

N hospital work a5 we
n oifices, patients

protected health i

enL payment,
apirations (TR0}

yt“. (78 A

a -
-
=i -
-—
Notice of Privacy Practices

privacy practices il reglstration
andF

we the patient sign-an
owiedgme
ceved thi
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AR
= -
—
Verifying Insurance
Coverage

The HIFAA standird transactian
Ised 10 varily patients’ Insurance

2
Heath

512 Part§

M Eligibsility for a
I

sare by home health aides. Al home recovery
cles help with the activities of daily living (ADLs),
pice care is a special approach e caring for people
people who are not expected to live longer than six
| hosplee

momths—in o familiar and ce
patient’s home.

hle place, either o spe cility or the

very Systems

An importan trend is the ent of patienicentered in

systems,

the focus e care 10 the eon

le, an acute care hospitel, a rehabilitation

home eare program might merge to form

the stroke

stroke patient from the time
resumption of normal aclivities. The newwork is
patie
condition requ

el up Lo move the patient
patient’s treatment i

U's record from Ffacility o

tient of the practice is admitied to the hospital and the

ting physician first visits the patient there, what cument procedural
terminology (CPT) code range is used to report that service? What code
range is used for subsequent hospital care by this physiclan? Would the
hosplml use these same codes?

Hospit
tions, The admissions depar

mation. I some hospitals, a separate insur
for doubl

patient accounti

esponsible

The

dent's identd

inz the

y and confirming insurance coverag

ften a5

department handles billing, and there | e collections

putient medical records in hospitals are the dulies
e it (HIM} depart
tured into departments for patient care. For example. they have profession
departmen

housekeeping.

pitals wre also strue

al services

as laboratory, ry, a5 well as food service and

ive

The three

rsleps in a patient’s he

o2 persp:

1 Admission, I
insurance

I record. verilying patient
ase of information to pay

ting or upduting the pat
ecuring consent for

ers; and enl-

viments as appropriate
2. Treatmemt during which the various dep:
zencrated

3.. Discharge from the |

riments’ services are provided and charges

sier to another

cility, at which

point the patie

ent is fllowed up

record is compiled, claims andfor bills are created,




nedical

fil

ing systems and hilling cycle use

:n physicians and hospitals; phy
eges at hospitals or be associated with hospitals
e stufT members also must bill for the procedures physicans
spital and

staff privil

nguish between ho

verview ol the types

mpatient and outpatient facil-
s methods used by payers to pay for these services, and the coding
r reimburement.

This chapter provides a br
tics, the vars
that

tems

wes and procedures

homes, subacute hospi
the number of heds. Hospitals
5 they 1

15, and home health

encies. Hos-

e also classified by the type

facility and servi

wide, such

sching haspital or burn

Nter.

atient Care
Inpatient facilitics &
npatient care m;

¢ equipped for patients to stay overnight, In addition to hospitals,
v be provic i

Ing facility (SNF)

ticnts r

g and)

wer after a hospital stay, Skilled nurs-

given hy 1i

ensed nurses. under
ravenous injections, tube ]

ing.

This term describes fucilities such

: with chronic disabilitie:

Qutpatient or Ambulatory Care

al emergency rooms (ERs) or d

he most fam

tments

r type of outpa-
1
ease in the threat (o a patient's life or body part. (Emengency care
ently needed care in which the condition must be treated right away but

An emergency invalves o situation in whic! ent would |

a delay in tre

0 a signil

12.) Patients treated in an emergency room
nts to the hospital

¢ githy

atment or observation,

ped or

&

have expanded b r
oulpatient services. Oulpi care, often culled ambulatory care, cove
health services that do not require an overnight hospital stay. Most hospit:
= outpatient deg ents £ Same-duy s
rmed in two types of facilitics wh

mnd ER services to offer a

ety
all types of  provices oug
for exam-
15 per-

tients do not stay overnight: a s
pital called an ambulatory surgical unit {ASLU) and i
ambulatory surgical center (ASC). home heal
nt types of outpatient services are also provided in patients’ ham FrAleyiiat
Home healtheare servi
ing care. Home he

s include care i 1e, such
iltheare 15 pro
provides home services. inch

s physical therapy ¢ home healt
home health agency (HHA), an orga-  HHA) oo

g skille

physical 1

nurs

apy,  providés harr

Chapter 17




KEY TERMS

Titting o

atory care

t [ASU]
Covary Care
attending phy

hzalth Information management
HIPAA %12 837 H Cafe Clai

Unifarm Hospl

tal Discharge Data Set(UHDDS)

510

HOSPITAL BILLING
AND REIMBURSEMENT

Revenue Cycle

I
s coting | &
cEmpliAnGe
Bew i ane :
Trnfratit cfoem Fodus tlihg
Checkaut camislance
= pefiants 7
&
Sty r
Step®

atient and out,

ng ta hospital billng and

for hospital pre




MNOTICE INSTRUCTIONS: THE IMPORTANT MESSAGE FROM MEDICARE

COMPLETING THE NOTICE

Page 1 of the Important Message from Medlcare

a Information:

an 1D number that Id s this paties

Curity number

Patient 1D number:
1 italn, the socal
Physician: Fill in the name o

B. Body of the Notice
Bullet # 3 - Report any concemns you have about the quality of care you receive te the Quality
Impravement Organization [QI0) listed hare

To speak with someone at the hospital about this netice call: f

for tor tive to call with g

=0 be Included

Patient or Repressntative Signature: Hive the patl
it

or she he ved it ary

Date: Hove the patient or representative

Page 2 of the Important from M

First i name and number of QIO in BOLD:

in bold,

spiital,
Second sub-bullet—The name of this hospital Is: Inservareprint
Medicars provider 1D number |net the telephane

uding the

n, Including. for
of the IM. or

Additicnal Information: Ho
nple, obtaining banel
documentation of refusals

FIGURE 17.2¢
(Provider Ins:

Source: BN IMPOR

rati
shown in Figure 1

1 these cases, the MSP | i st be Laken at regr
ing. The form used (o determine the primary payer &
I the patient does not know what insurane

y Notice of Nonpayment (Med

aility { LOL} prow
1 ouLpe

| necessity g

Under Medicare"s

vwhen cet

517
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STEPS TO APFEAL YOUR DISCHARGE

dischar

% You can flle a request fo eal
message, your appesl has begun.

1ay of the week Once you speak to someons of leave &

(# la]

11 day after it rec
d, Medicare will cos

For more 1. call 1-BOO-MEDIC

ADDITIONAL INFORMATION:

et

e Medicare beneli-

5 e he v Payer | aco s palients
claries. but Medi

has medic;

are s the secondary paver. For e ila patlent or a patlent's spouse

er is primary 1o Medicare.




Pationt P

AN IMPORTANT MESSAGE FROM MEDICARE ABOUT YOUR RIGHTS

A5 A HOSPITAL INPATIENT YOU HAVE THE RIGHT TO:

ad services. Thisin

dlischarged

EmERE

YOUR MEDICARE DISCHARGE RIGHTS

Planning for Your Discharge:

p l safe C e end ar Ital. W hen

It you think you are being discharged too soon:

o ¥ 1 talk to the hos
your

youl dector and

* ‘You also ha

= If you want to appeal, you must contact the QIO no later than your planned discharge date
and before you leave the hospital

= If you do not appeal, but decide to 5
pay fo = you recelve after

« Step by step instructions for calling the QIO and filing an appeal are on page 2.

T s

fth someons at the hosplt out ths notice. c

Please sign and date here to show yeou recelved this notice and understand your rights.

1 Rights™ (Page 1)

1 Miedicsid Senices, 2018
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CONDITION OF ADMISSION | COMSENT FOR TREATMENT
GEMESIS HEALTH SYSTEM

EST T FOR ACILIT

Consent for Admission o a Genesis Mospital

Consent to Recelve Services fram a Gonoesis Hospital or
Faciiity

and and

CONSENt, of refse B .
or damage Lo 1

thampeute caursa ol

Thawe read all sactions {1 through 1) of this consent. or If nocessary, Rave had this consant read o sxplained to me | have had the
opportunity to ask questions and those questions have . sati ion, By signing, | and ogree to the
torms a3 stated aboun.

to Patient {F reor
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n these services, the aclivity is o

aniter, there is no r

n and bed cha

there is a visit charg

are charged by the hour rather than a per diem (per d
lly do not extend beyond 23 he : tpatie e

Dis
By the time patients chs o haospital, their ally have been
totaled and insuranc most cases is to file a claim or
bill within seven days afler disct 1 bill foor nit contains many items. Th
tems are selected from the he I's charge description master file, w led the
charge master, which is the equivalent of & medical practice encounte sler  charge ma. haapitals [ e

st contuing the following inform

ion for each item: 25 anid ¢ s for fts ser
I'he hospital's code
The charge for the
The he

r the service and a brief’ description of it
vice

{such as lab

al dlepart

The hospital’s cost to provide the service

A procedure code

Dat

or the service

The hospital's
the pat
specific services the

tracks the services in varous depa:
e { Iy unit after surge

riments. For example
the IC billing group reports t
es are entered on the patient's account.

i these cl

THINK 17 9 Physician's Fees

{INK 7.2

1. What are some of the
far a physi

Thoe: e

han the

rences in working for a hospital

ility and
:tting |s maore fkely to

hospital ch s or her

n pract
job fi

7 Which employme
ns?

onal fee, such as o
surgeon’s fee

have specializec

possible after a patient is discharged
e generlists: others may have special skills in a certain o

g or Medicare, 1CD-10-CM is also used to ende inpaitient di

red;

me inpatient coders

fce dimgr

wsible for ICD-10-CM: the AHA, the American Health Information Manugement
ion ( AHIMA), CMS, and the National Center for Health Statistics (NCHS),
sed on the requirements for sequencing disgnoses und repocting procedures
e part of the Lmiform Hospital Discharge Data Set (UHDDS). Med Medicaid,
quire the TTHDDS rules 1o b ursement of
28 Elre exten:

ved for red

1¢ rul
e some of the maj

e. Three of them are briefly described as follows Lo
ferences between inpatient and outpatient codi

lagno

and Sequencing

For disgnostic coding in medical practices, the
sis, defincd as the o on for the |

t code listed is the p ry di
with the provider. Under

&0 TO CODING WO

hospital mnpatient rules, the principal disgrosis (PDX) s st e condition -.I'

established arer study 1o be chiefly responsl for the admisslon: This principal dlag- .

nosis is listed even if the patient her, more severe diagnoses, [n some es, the v vl i
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Electronic Health Records

Haspitals am lpading the way in
{hie imp i ==

5. Although this
progress afects the ¢

orage, and dsser
heslth inform
the coment-of if
nerraing the

520 Parts

N s the form for
(HINN} is used for

In such coses. the advance b

neficiary notice of none
and the hospitalissued nol
ty applies when:

of noncover

vices (in whole or parth
le and necessary

Some inpatient services ordered during stay are not

nable and necessary une

e not

s impatient situations arise, hospitals must provide the appropriate HINN

services i ler Il the benefi

ct at least a deposit before admis-

Medicare
NONEOVETE
Medicare lifetime reserve (LTR} d

LBipr

 hospital per benefit period and
sixly TR day
o Medicure pays all covered costs excepl for u dal
hout additional coverage may be req to make arrangements to pay

cun be o reon’s liletim

mly onoe during a |

For each L coinsurance.

Patients wi

lor this daily amount b admis

mounts for noncovered services,

wm differential and fiee exir vision services.

. such as telephone

15 o not pay for dny ftem that s considered o convenlence rather than &

IECERSItY.

ments and

ords of T
the Hospital S

The Joimt Cormmi

tay
aon sets stuandard

ions for par

for he

it &
icipating hospitals also influen

al patient me

n-and other

¢ lnformation
jom that oo

v line with HI

PAA security reguireme:
rded by all hospital

The amount of time spent in an operating room, recovery roam, or intensive care u

Fatzents ed accon

ling Lo the Lype of ices Lhey receive.

Fore

smiprivate roomn, and

inkensive care unit or tecovery room charges are higher (i b 5 for standard oo




Healthics

0 fram injury Lo

hnt prays for Y BEMVICES FESL

for causing the 2

il i
damage 10 v

propery rega

e policy

[ a5 Name and addres

Insuranca c ar(s]
O Ne. NO-FAULT INSURER
INSURANCE 15 PRIMS2
DR AWARD, GOTO PAR

{E ACCIDENT. LIA
ITY SETTLEMENT, JUDC

RIMARY PAYER ONLY FORTHOSE VICES AELATEDT

PAYER ONLY FORTHOS

PART Il

Renal Diseasa (ESRD). Ga lo PART VI
- idual cannat
th

FIGURE 17.3 Medicare Secondary Payer Determination Form {con

e comfjeiomspd

1 Medicare snd Me

“Medicaie Secor

5 = MSPt Questionnane.” Cenl
[F_m=a_guesticanare pof
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nsiidian

M

Medicare Secondary Payer Questionnaire

Igstionnaine moosl
B2

3

vadal

BL IS PRIMAR'

FER DMLY FOR CL. ATEDTO BL

3 govarnm e praf

PILL FAY FRIMAR)

3 Haa the
[ves.
(mTS

4. Was 1
[ ves: Data of inju

Name and address of workers' comper:

DDCCYY

yillness: MM

WC IS PRIMA
[ New GOTO PART 1L

YER ONLY FOR CLAIMS FOR WORK-RELATED INJURIES OR ILLNESS, GOTO PART Il

PART 1
1. Was illnesainjury due to 8 non-work-related accident?

[ ves: Date of accidant: MALT

al

CLYY.

[ e GOTS PART Il

ation Fomm

BIB Part§




table:

These codes are examples of building from the

020047 Dilation of Coronary  Arte
|

One Site with Drug-eluting
inal Device, Open Approach

Difation of Corongr ¥. One Site with Intraluminal Device,

DOpen Approach
2M00ZL Coronary Artery, One Site, Open Approach
0270347 Coronary  Artéry, One with  Drug-eluting

nal Device, Percutaneous /

Coding Steps and Resources
The index of the ICD-10-PCS Code Tables lisis the common proce

. Each enl

table (o1

cters of the code, which point Lo the

ko build the code.

Inpatient Versus Outpatient
Diagnosis Coding

After finding the index entry, the eodar turns

i the correct table, which has those
1 its table header i

from the ns to. assign

characters

All the characters must con
unlike 1CD-100M,
ot required to first conss

the Tourth, fifth, sixth, and sev
same row {the left-toright axis). Ne

with the table s
IO IS o

Coders use hoth the Code Tables/Index ¢
which contains expls
are Coding Guideli
okl codes,

Hospit

nd referenc aterial, Al

d Genersl Egquivalent N

ot patient ru

principal procedure that the in ne that is maost
It is usunlly a surgical ¢

is performed, the principal procedure may be & therape

sedure.

closely related 1o the treatment of the principal di
If no sw i

1. Based on the

sscrption

codes using this code

D . A

Pa ods Foas
re and Medicaid both hle paticnts’ hospital servic E‘
e Part A, e, helps or inpatient hospital care, skilled

ities, hospice and home healthcare, Private pavers also nffer hosp -

tion insurance. Most employees

i hospital services thro

h empl Amerlcan Hospltal Assoclation
Clearing House—Infermation
on HCPCS Coding for

Outpatient Billing

nt Prospective P

Medicare

CMS's actions o control the cost of hospit: i th the implementation of
diagnosisrelated groups (DRGs) In 1983, Under the DRG dassification systen, hospltal
vs of patients who had sim: dingnoses were sludied. Groupings were

secl

ated
t hospitals used natlonally for padlents with slmi
e hospitalization for the partic

tive value of the resources

ir conditions, One payment covers plar condition i patlant
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524 Pans

Iis codes ure built using individual
=5, seledled in sequence 1o occupy the seven spac

ICD-10-PCS follows a logical. consistent structu
letters and numbers, called v

the code. called dhraracrers.

All codes in [CD-10-PCS are seven characters long. Each character in the seven-chiracter

: procedure,

Example

In the medical fsurgical section

et | = Section

>r 4 = Body Part
5 = Approach

ructer & = Device

racier 7 = Qualificr

Puos
and the alphabet (except I und O because the
and 01). A finished code loo

sible values of Ut 34 can be

ke the i

It by choosing 4 specifi

il

hle rows specify the valid

angd surgica

Body Part Approach Device Qualifier

Character 4 Character § Character 7

& Bifircat

2 No Qualtie

Because the definition of each character 1 une | position in the
% g tilferenl meaning when i is placed in
he first character means semething dif

cler. Detanls about the

ion of its physic

code, a specific valug in one posilion
di

ferent

value 0 in

position. For example,

n U in the e er and 1) in
procedure performed, valw WArACEr spe

operation, body pant, appr

third chars
fving the section, body sys

, and qualifier #re assigned

2. root




KING IT

ticufitts. The

1. A patlent is admitted for gastraintestingl bleeding due 1o o
Inittal treatment plan is for the patient 1o undergo a sigmoid resecton,
but the patient decides to postpone the surgery for personal reasons.

casa? What adcit | diagnosis code

acl?

decided not to pr

ficant procedures to be reporled along with the f
i complications, Significant procedures have &

of these

Eery.
(oether than tepical) is adminisiered

volves & risk o the

The procedure
The proced

@ requires sp
. the ICD-10PCS [ procedure coding

hospitals and

ng that a table used to present
werlical, and
a table to
sulstan-
fes,

ow in a table;

olumn ¢

code.

es from one of

The cader he correct

nigque code

sily ineorpo;

cedures, Then procedures

type of procedure, such as medi
vs specilies €

of the procedure code alw

1} Medical and Surgical

1 Obstetrics

2 Plocement

3 Administration

4 M rement and Monit I:

5 Extracorporeal Assistance and Performance
[ ol erapics

Osteopathic
8 Other Procedures
% Chiropractic

nastic Audialogy

stance Abuse Treatment

[ tables with columns and rows for valid

ach sectlon Is made up

tions of ¢
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What Determines the
Comect Code Set for
Hospital Coding?

f dischangadthroogh

d bo sele
L. An npatient

o

of admissian.

522 Parls

admitting diagnosis (ADX)=the condition identified by the an al admission to
the hospital—is als

The JCD-JMOM €
sequencing of & princ
major 1

hysi

dng also addresses the correct
s are present, Follon

and e:

Il each of two or more dingnosis,

either condition

miple wonld

1 be listed
y dis-

first. A p
ease (COPD) and
Il two

nal treastment plan is ne
is sequenced as the principal
If an admission is for t nt of a compli

sion an

ting from s
"M oode is sequenced us the princ

tienl principa

rnosis after surgery: Acule

Inpatient titting dingnosis: Severe abdon

Suspected or Unconfirmed D
When the

patient is admitted for workups to unco

oblem. inpatient
fions (mule-outs) if they are

atch the principa

Inp:

ient pri

cipal diggnosis: Diverticulogis of the small intestine (K

Inpaticnt ad diggnosis; Probable acute append K352

EELY OF

conditions, €,

meaning coexisti
other code
in the patient medica!

ions that develop
15 complications. Comorbid
record with the initials £

as problems

ions are shown

nents

es and complic

Comorbidity: The physician's discharge summary that the patient needed addi-

tional care because of emphysema,

- 1419

Complication: The physi ‘s discharge su

lwpertension as a postoperative complication.

mary indicates a diagnosis of postoper

o

fes: Hypertension, [11.9, and

I's reimburse-

1se e hosp

Coding CCs is mmporiant bec; T
are. The hospl m form discussed later in this chapter

allows for up 1o cighteen additional conditions to be repe

ine

ment level for the




Medicare Outpatient Pr

T'he use of DRGs under a prospective payme:
fing costs. In 2000, CMS implemented this type of a
y were paid on o feet

lace:

ich previous

= Fayment Sy OPFS5); The Balanced Budget Act of 1997
: to begin paying for hospital cutpatient 5 under a pro:
m called the Outpatient Prospective Payment System (OF
nder an ambuolatory patient dlassification (APC) system instesd
ent is made according to presel amounts based on the value
tor which the se:
oy (ASCy )k CMS also sets prospective APC rates for [
i ticipating ASCs.

APG

h
suthorized Medics
ent sy

nf Prodpes

tive pay

Patients are ol
of DRGs. Reimburs
of each APC gre

gro

ice is assigned.

e

ole Medicaid systems.
#in the amount and ty

or maost ou determined,

e oulpatient s
¢ cost for outpat

APGEs encomipass a wide

bursement cov {essional

[ phvsician) spectruim
R, -day

new systen

al clinics. and anc

pediab

Inpatient-only list ile

ments o physicians
e the fcility receives the payment for the tech-

ve Payment Systen

E ela
payment system o
PPS). Patients ar
to stafl ime and then red into resource util
e Part A pays

from the Outcomes and Assessment |
ze patients inte pu IL groups for pay
P system { HH PPS)

(IRFs)
o the asses

Long-term is, skilled nursing facilities) are paid o prospective
the Skilled Nursing Facility Prospective Payment System (SNF

d using information from the minimum data set (MDS) related
oups (RUGs ). RUGs

encies use e

Health Prospect

Inpatient clive payment

system, The IRF PPS pays accordi ed patients

Private Pa

Brs Encol

expense involved with hospitalization, privide g "
/s patients stay in Lhe hospi e [
allowed for vanous conditions {ealled the ¢

tal. Mo

Because al
o minimize the number of d
ish the standard number of d

the DRG method
2 payvers, which

ch DIRG,

pted the UHDDXS format
pital s

ve payments for ho s Hosplials and

nelude BlueCross BlueShic

o other managed care plans, negotiate the rates f

529
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welures, dislocations, head injuries, and burns
. Bery
Blood infections from 4 catheter

Su

site infections following certain elective procedures, including centain ortho

ity

ations of poor control of blood sugar lewls
Deep vein t holismt following total knee rer

icoment and

Macement |

cal condi-

CMS does not cover a surgical
n when the practitioner erroneously performs
rrect procedure but on the wrong body pa

e procedure to trea
the wrong surgery on i patient,
, or [3) the correct procedure but

b the ¢
o the wre

Noncoverage encompasses all related services provided in the operating room wh

e

med by other phys and all other

the error ely perl

OWEVET,
e 0T 8re

ame hospital visit. Following hospital discharg
asonable and necessary services are covered regardless of whether they

services pe

ASCs, and hospital cutpatient fucilities use

s 1o all codes

2l to the surgical error:

PA Surgical or oth
PR Sur;

e on wrong body part
cal or other invasive procedure on wrong patient

asive procedure on patient

ns, coders assign one of the following modifiers to all codes

MZ Surgery on wrong patient

established, CMS also st up peer review orzanizations ( PROs ), wh
:nt Organizations (Q10s), Q10s are m
vho are cr fed 4

When DRGs w

were

med Cuality Improve

aily for

‘ﬂ“l rﬁ'g-"

re requires precernt tion for npat 1
& '_‘. y private 5. Although the ad jon or the procedure may bhe
= {[= = fhele o - rel
mount of pa st determined until QICH reviews the
L services. When reviewing submitted claims, QIOs may take one of the Bllowing seticns:
HCPCS/CPT Code Set prove . elaim

for APCs

ient services and de

a patient’s

The HCPCS'CPT code
with selected medf
tated for APCs. Evaluation and
management ([E/M) codes are QEOs are also resources for investigating quality of care,

Slp enl audit

Isad accarding fooa crosswalk ahout the quality of care provided by inpatient hospitals, h
provider develops for is ermer ities. home healtk
cy depiriment services e pl They also contr

te perform these services,
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fied Sites)

ric or Unspee

1% Mental Diseases a

20 Alcahol/Drg Lse ed Organic Mental Disorders
21 es. Polsonings, and Toxic Effects of Drugs

21 Burns

23 Factors Influencing Health Status and Other Contacts with Health Services

Multiple Significant Trauma

Human Ir clency Virus Infections

Hospital inpatient services for Medicure bene es ane: paid under u prospective pay
ment & ch. The Medi Inpatient Prospective Payment System (1PPS)
3 r al are reimbur

fetermines

s-unid the hospit s t ed Ifag
complications, such 3s coma or

o difficult counse

il d

sed. I, however, the hospital holds the patient
hout such circumstances, it still receives only tf
wwed amount and must write off the dif ce between the reimbursement and its
al negotlat MS-DRG with CMS based on lis
calion. labor and sup) hing costs.

and the M5-DRG re
onger

CostE,

CMS has ake pul into |
tor for every reported disgnosis code for a patient upon discha
that a condition existed at the time the order for inpatient admissin
ement & based on a federal mandate 10 Medicare o stop pay
that hospitals cause or allow to de ng inpatient stays, Medicare
inpatient pital discharage to & hig g MS-DRG
condition (FHLAC) was oot POA. HACs are
paid as though the second

mei

This requa

1 particulur hospital-acquired

easonably preveniable eveats, Th

case will be it ol ¢ C

not o

Five codes are used for POA mdicator reporting:

are will con-

Y = Diagnosis was present at the time of inpatient sdmission. (Med
tinue to assign a discharge o a higher-paving MS-DRG il the
was POAL)

ndition

selected co

N = sis was nol pres ime npatient admission,
W = The documentati ient to determine whether 1|
ent at the chmi:
U = The provider cannot clinically dete
the time ot 1ssion
1 = Exempt n POA reporting { Med

for hospitals to be meliculous about follow

eful inven

1y other health
ions caused by avoidable conditions. The list of
s for t

ing complic

le medical e that result in serious

eSS

ient—inclodes

Ohjects
Use of the

nt during

side & pa

ng blood type

lens assoclated v
Stages 111 and 1V

Urinary 1r

Pressure ulcers {hed sore
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DRG Grouper

| Acor m called 3 grouper caloulates th des assigned to

Glo be the patlent’s

ite the DRG. The
5 will

The ICD-1-CM diagnosis and
bine d

¢ cades are vsed to

actors that

caloulations c 5 ani proce

the patient's 5
2, gender. comorbidities, and comp

2, such 2,
ighted DRGs

ct Lhe outcome ¢
DRGs are ranked by
are therefore
cinical ity o rese handled for a

In 2008 Medicare ¢
betis et the di
reflect the differant saverity sis. The system rece

Hospital &
The group

ype of DRG are-Severity DRGs (MS-DRGs) 1o
ity ofillness among pa swhol the same basic diagno-
es the higher cost of treating patients with more con oditions,

FESOLICEs,

Lo their expected use o

Pri

is not vel know,

. deceased )

MS-DRGs
Each MDC is
on body sile

prouped inte one of the twenty-five major diagnostic categories (MDCs).
d into medical and surgical M3-DRGs. Most MDOCs are hased

el as:

ol Dhiseases and Dhise he Nervous System

Diseases and Disorders of the Eye

a3 Discases and Disorders of the Ear, Nose, Mouth, and Thi

04 Dhseases and Disorders of the Respiratory System

05 Diseases and Disorders of the Circolatory System

5 Diseases and Disorders of the Digestive System

a7 Diseases and Disorders of the Hepatobiliary System and Pancreas

[ Diseases and Disorders of the Musculoskeletal System and Connective Tissue

Dhisorders of the Skin, §

Diseases o cutaneous Tissue, wnd Breast

i Metab iseases and Disorders
A

Endocrine, MNutritiona

Yisorders of the Kidney and Urinary Tr

! Disorders of the Male Reproductive System

13 Diseases and Disorders of the Female Beproductive System

14 egnancy, Childhinth, and the Puerperdum

Newbams and Other Neonates with Conditions Originating in the Perinatal
Ia
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Farm Locatar

UB-04 Form Completion (continued)

Doseription

1 bl
mallohle @
it

1 0 hospdal

i SMF e
it ik
anl
tilebl

ferert byl

Chapter1?
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H

o rother distine

Medicare

Required?
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Farm Locator

10 1

11 Patient Sex

12 Akrission s
12 f
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UB-04 Form Completion

Medicare
Deseription Required?

s

for pape birth date s unavalabie,




FIGURE 17.4 UB-04 Form
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Natlenal Uniform Billing
Committee (NUBC)

Code Sets on the UB-04
n ctions that Incorporate
ICO-10-CMPCS 2
be released

530 Parts

two other paymenl m

discount from the DRG with 1
ysicians. The hospital may have unted f r
Terent. depending on what the s
ations (HMOs) ne;

e hospital an
with. a number of PPOs

¢ SETuC

anil other ma s—each ni wis

d 1o, Health meintenance org
spitals, ton, The hospi

e

siate capitated contracts

i prospec-

agre

tive pa

single set fee for o

the T = of the specit

when a patient is the hospital for longer than is stated in 2

the HMO and the hospital, the hospital has w0 write ofT the extra cost

1. Hew are the Medicare Pr use of
capitated r

different?

pective Pay N and
5 In managed care organizations similar? How are they

Hospitals must submi A reimbarsem Medicare
Adminkstrative Contractors usi Health Care C : Institutional
(8371} called 83 ) #37 claim,

led / for /i ding to

re Claim Completion

: wnd the pay:
m and service

Table 17.1 for the paper claim.

le

UB-04 Claim Fc
The UB-04 claim form has eig
mfarmation §

n Comp

tv-ome data Titrics

r the en nequires choosi am a list

1 for regui dees fora M re clair

:ted entries are shown s
and other condition codes

ment 1re usedd bilk

bille

sode s oot the s paid code, proce
wicns st be set up between the two departments




Form Locator

UB-04 Form Completion (continued)

Dascription

LTt

Madicare
Roquired?




cerificetion Mumbe:

UB-04 Form Completion (continued)

1]

Deserlption

rom he
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Medicare
Reguirad?




UB-04 Form Completion (continued)

Doseription

BMOUNES 285U

vider-10 be apoded to e pa
For paper tinims o
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e
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Takl UB-04 Farm Completion fcontinved)
Medicare

Farm Locatar Deseription Required?

dale oecipations

npé modatio

Wedoans med

534 Parls




F T

momPozzr

s2cHdmn

]

rd pumber

Type of admi:
Discharge hour
Insured’s name

Fatie:

relationship to insured
Insured’s payer ID number
Payer name

Ri

Revenue

nue codefs

escription

Units

npatient services:

+ livolve an overnight sy

+ A provided by

Chtprtie:
At ambliltory surg Fumnits. by home he
by hospice staf

T

general and speci

zed hospitals, skilled nursing Gacilities, and o

term care facilitios

e first major step in the he

Admitting

pital claimes processing sequence [nvalves

{registering) the

Entering persanal and financial information in the |

al's health record system

Ver

vitig insurance cove
Signing consent forms by the patient

Presenting 4 notice of the hospital's privacy pal

¥ 1o the patient

Collecting some pretreatment payments

he second step includes:
Tracking and recording the patient's trestments and transfers bmong the various
Cepart al

he thind step inv
Bische

anid hilling

lowing tf
atient’s ri

discharge of the patien e completion of the

Dingnostic coding for inpatient services follows the rules of the UHDDS,

Twor ways in which inpatient eoding differs from physic

n and ontp

coding are

than the

ital setting

pan unconfirmed (rule-out) as the admitting diagnosis is permitted
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peoding. Patterns of
15¢ an investigation

he hospi
nitor other improper Medicare
proper pavments for nonphysi-

a over the yedrs (o
have been i

tormation. The admiss
patient is being admitted for a medically necessar:

tients must sign the HINN
th

If itemns will not ke covered under Medicare P

an ABN for er about Medicare) to =
Vment.
harge masters every year with current HOPCS, 1CD-102CMPCS,

Part B; see the wle

documentation with the patient's bill to make sure reported servic

are properly documented

Conduet postpayment audits to une

It is also important for

ation from the reco

oa hospital billing.
Ihe goal of the RAC program is to ident

i o claims for M e beneficiaries. RACSs we f as purl of the M
lg' {'{ rity Program (MIP), whicl dates thar CMS ke all possible steps 1o
claims

The RACs are independently centracted audit
RACS receive a percentage of the money that
been paid. and they sre suthor

el

s ruther than government employees,
collect fit claims

d to look back three years from the

ter they
date
k
lines and local and nat:

. The conlractors use specialized software programs to analyze claims
o the provider's bitlir atterns. They kok for noncompli; i nding guide-
i 5 (LCDs/NCDS) as

n to the vider.

1 demand for

s have fort

complex
ocdinary Med process is likely

we enough

1. Based on the guldelines In Table 1 a form locator (1-23) 1o

aach of the following data items. The first has been ed fof you.
Form Locator Data Item

A i Facility name and address

B.

c. Statement covers perod [from—through)
D. Patient's name

EY Fatient's address

F. Patient binth date

G. Patient's health plan 1D

H. Patlent control number
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lable 17 1 ue-04 Form Completion fconcluded)

Farm Locatar Doseription
a hare ang
wirdary identfiar ma eported in ir
5t T i ninme of othe | i
For providing Info on
cessary for prope rane Geco
a boc o Co e |

Similar o medi counts receivable are due

il practices, hospitals set up schedules when
s The tur

7 than for manus

or electronic cluims is wsus ten

and follow up on late payn ound time

edures are organized

o fifleen days |

ding

atiachn

method and usunl twrna

submissi

Payers' requests for

1each p

ity such o5 emergency deparment reports mi

Com

Hospita
Both ou

ent and inpatient Tacilitics must comply witl
A clai 5 itis for Part B 5
Office of the Inspector General

aders. For example, CMS's

ral and state law. Tn the

e program, compliance is as important for

Part A puyments,
Waork Pla

O1G
een the upeoding

each DRG gr
Work Plan th
DRG gr
that result in hig

over

ps, OIG has soughl to u n a1 hospital e often reports codes

relative-value DRGs.

Exomple

A patient h he principal d
rder leads 1o a DRG |

i respiratory

sis of congestive heart

Chapter 17

= dam and that & i
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Required?
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iy

0IG Guidance

G sued both
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UB-04 Form Completion fcomtinged)

Deserlption

il

2 Last pame and Mist nanme o

Medicare
Required?




on th n Tabke 171 und the fllowing data, complete a UB-0

puideline
total of the chn

2600 Re

r Regiodal He:

ord 5L

H

er. O 06783

NP 1213141516

PATIENT INFORMATION
Marvin Kelly
46 Stute St

Hastford. CT 06516

XZ6518

€

002879366

HMO Blue

29, 545 PM.

Services REV Co
Lub-Hematol 0305 ]
Lty Parhy LEIL
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AVE SO ¢

or further study a

PsY Witk acc

tatic enlar
leno

1 of the prostate

17,4 Wha is the admitting disgnosis for this patient?

mi: Koren,

Admis

Chiel Cor n radiatiag 10 the back.

History of Present lliness: This 38-pear-ald fen eports | @ This severe p

nnd yomit

tion worsened by previo

ludider wull with a large stone

wed o very thickened g
s e taken

impacted at the neck of the cystic duct. Her fumi

iy She notes dinerhen o few days ago but oo other

ritted

change in hawel hubits

ysician has a for a chalecyste

lmpression: Probable acute chy

€. LOT7.3; 174 Nentify the principal diag

sis, the principal procedure, 1)

mitted to the il with a three-me vl low'-54
Chest X-ray r

that showed th

fzmabe @ sfLm

sig, P

s in both lower lot

o breat le bronchiect

o huve pulm

Posthivischoscopy fever finally

went with an HMO, The
h. one member hus been hospitalize

A Dospital Bas a per diem paym o will pay the bospital $1,200 a d
regardless of the ser

und tests, The hospital cf

inpatient

for three doys for observat

A. LDT7E, 17.6 What is olal host

e for the three days?

B LO17.5, 7.6 How much will the HMO pay the hospital for this patient's

How is

C. LO175, 17.6




Select the answer choice that best o inswers the question,

. LO 17.2 When the hospital stu

th information managemant

' callects duta on o patient who is being sdmitted for servic

tratic D. precertif

ind

12. LO 174 Which of the

- informatic

al depurtments has different procedures for collecting putients’ perso

<.
D. their ag

secommodations and services

14, on insurance claims!

[ hospital inp

ITEETY OF Lreatmer

16,

Wplaint C. cubic centimeters

lese

whidities and complications enter

17. L0 17.4 The code 021
A CPT
B ICD0CM

4 is an exa

18. LO 175 Under & progpects
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