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Maximizing the Use of Your Dollars
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GETTING STARTED

A Medical Coding is:

A transformation process that takes words and puts them into codes that are either
numbers or alpha characters.

Established and updated by the American Medical Association.
The language of reimbursement.

The way a medical provider communicates diagnoses, services provided, who
provided the services, patient demographics and where the services took place.

The means by which a clean claim is transmitted which in turn leads to payments and
In most instances payments within 30days.

Field specific and each field on a CMS 1500 form Is specific.
Designed to protect PHI.



THE ONLY REASON TO TRANSMIT

Only clean claims get paia



CMS 1500 FORM
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UNDERSTANDING THE CLAIMS MANAGEMENT CYCLE

A Creating a clean claim and recording the patient service interaction.
A Generating and reviewing a claim before submission.

A Submitting a claim, either electronically or manually

A Follow-up of claims rejections

A Follow-up of unpaid claims

A Receiving and posting payments

A Understanding the EOB

A Posting contractual allowances

A Billing secondary payers and the payment

A Appealing all non-paid claims




WRAT 15 A CLEAN CLAIM

A Varies by payer type but has some general elements:

I Subscri berds/ patientos plan | D nur
I Pati ent os name (f 1 el 28

I Patientos date of Dbirth and gend
I Subscriberos name (fl1eld 4);

i Pati ent 0s address (street or P.O
I Pati ent ds rel ationship to subscr
I Subscriberds address (street or
i Whet her patientds condition IS &
I Subscri berodos policy number (fi el

I Subscri beros birth date and gend
I HMO or preferred provider carrier name (field 11c);



WRAT 1S A CLEAN CLAIM?

Di agnosi s codes -@odesareweauitedfield@l)) of i | | nes s

To
To

Date(s) of service (T i1 el di

Pl ace of service codes (field 24B) ;

Procedure/ modi fier code (current CPT
Di a g n9ayspecifsservice eld2¢e), ( | CD

Charge for each | isted Service (fireld
Number of da¥s or unit s TEEEERCRANING ) ;
Rendering provider NPI (fie™a™24J) ;

Tot al charge (field 28);

o o To To Do Do Do Do Do D
o o o Io Io Do Do Do Do D

notation that the signature is on file with the HMO or preferred provider carrier (field 31);

A A Name and address of facility where servi
A A The service facility Type 1 NPI (if diff
A A Physiciands or providerds billing name

A A Main or billing Type 1 NPl number (field

Physiciands or provideros federal taxpaye

Signature of physician or provider ot hat



CLAIMS SUBMISSION

A Paper?
A Electronic?
I What clearinghouse Is used?

I Do you get daily reports from clearinghouse.

I What report identifies claims accepted by the clearinghouse and not the
payer.
I How often does your clearing house update AMA CPT codes?

I Do you get the updates?



HYPOTHESIS

A According to the Center for Information Technology Leadership, @ non-profit
health technology research group, claims denials medical providers and
insurers $20 billion dollars in rework.

A The more times you hill to receive a payment, the lower the yield is for the
services provided.

A Processing a manual claim costs the average payer $6.63.
A Processing an electronic claim costs the average payer $2.90.

A The average cost to a provider submitting 6200 manual claims per year is
$70,000.

A The average cost to a provider submitting 6200 electronic claims is
$28,0000.



HYPOTHESIS

A CPT codes convey many things-both intensity and complexity of
Services:

I Intensity conveys how much time was spent face-2-face with provider

I Complexity conveys how many problems were evaluated.

A Fraud is when either of the above is not reflective of the CPT code
used.

A CPT codes are reflective of whether a patient is new or established.
AYour practice should de



CLAIMS ADJUDICATION PROCESS BY PAYER

A Receives claims in their administrative system
I Manual & Mail room-scanning-file uploads o claims adjudication A Claims processing

I Electronic o Claims adjudication
A Determination of member eligibility and benedits
A Application of pricing edits
A Apply payment edits
A Complete adjudication
A Generate EOB

A Send payment or other message



CLAIMS PAYMENT

A Payment of clean claims is defined by the contract with the payer. In
general they should be paid within 30 days of submission.

A Submission of claims usually has to take place within 90 days of service
provision.

A If clean claims are not paid within the required time frame your are entitled
to interest payments.

A Claims payment may depend on
I Need for a referral
I Medical necessity
I Patient meeting their financial obligations & deductibles and copays
I Whether your practice is participating



CLAIMS PAYMENT

A No obligation to pay a claim that is not clean

A Itis important to link the NPI of the rendering provider and the NPI of
the payment providers.

A Coordination of benefits may limit payments to your practice.

A Is there a primary payer? Remember Medicaid is the payer of last
resort.

A Evaluating your accounts receivables monthly. A rule of thumb, your
AR should never exceed 1 month of claims submission.



CLAIMS DENIALS

A Claims can be legitimately denied if the claim in un-clean
I Claim for a person not covered by payer
1 Claim for services requiring prior authorization
I Claims for non-covered benefits
I Claims for non-participation

A Claims may be denied erroneously
A Claims denials for timely filing

I Need to check whether claim was transmitted by clearing house.



CLAIMS APPEALS

A Defined by contract.
A Defined by state in which you are operating.
A All appeals are either for medical necessity or administrative.

A All claims managers should have copies of payer contracts inclusive of
Medicaid and Medicare.



QUESTIONS?




