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GETTING STARTED

ÅMedical Coding is:

ïA transformation process that takes words and puts them into codes that are either 

numbers or alpha characters.

ïEstablished and updated by the American Medical Association.

ïThe language of  reimbursement.

ïThe way a medical provider communicates diagnoses, services provided, who 

provided the services, patient demographics and where the services took place.

ïThe means by which a clean claim is transmitted which in turn leads to payments and 

in most instances payments within 30days.

ïField specific and each field on a CMS 1500 form is specific.

ïDesigned to protect PHI.



THE ONLY REASON TO TRANSMIT A CLAIM 

IS TO GET PAID!!!!!!!!!!!!!!!

Only clean claims get paid!



CMS 1500 FORM



UNDERSTANDING THE CLAIMS MANAGEMENT CYCLE
ÅCreating a clean claim and recording the patient service interaction.

ÅGenerating and reviewing a claim before submission.

ÅSubmitting a claim, either electronically or manually

ÅFollow-up of  claims rejections

ÅFollow-up of  unpaid claims

ÅReceiving and posting payments

ÅUnderstanding the EOB

ÅPosting contractual allowances

ÅBilling secondary payers and the payment

ÅAppealing all non-paid claims



WHAT IS A CLEAN CLAIM
Å Varies by payer type but has some general elements:

ï Subscriberõs/patientõs plan ID number (field 1a); 

ï Patientõs name (field 2); 

ïPatientõs date of birth and gender (field 3);  

ïSubscriberõs name (field 4);  

ïPatientõs address (street or P.O. Box, city, zip) (field 5);  

ïPatientõs relationship to subscriber (field 6); 

ïSubscriberõs address (street or P.O. Box, City, Zip Code) (field 7);  

ïWhether patientõs condition is related to employment, auto accident, or other accident (field 10);

ïSubscriberõs policy number (field 11);  

ïSubscriberõs birth date and gender (field 11a);  

ï HMO or preferred provider carrier name (field 11c); 



WHAT IS A CLEAN CLAIM?
Å Å Diagnosis codes or nature of illness or injury (current ICD-9 codes are required) (field 21); 

Å Å Date(s) of service (field 24A); 

Å Å Place of service codes (field 24B); 

Å Å Procedure/modifier code (current CPT or HCPCS codes are required) (field 24D); 

Å Å Diagnosis code (ICD-9) by specific service (field 24E); 

Å Å Charge for each listed service (field 24F); 

Å Å Number of days or units (field 24G); 

Å Å Rendering provider NPI (field 24J); 

Å Å Physicianõs or providerõs federal taxpayer ID number (field 25); 

Å Å Total charge (field 28); 

Å Å Signature of physician or provider that rendered service, including indication of professional license (e.g., MD, LCSW, etc.) or 

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

Å Å Name and address of facility where services rendered (if other than home or office) (field 32); 

Å Å The service facility Type 1 NPI (if different from main or billing NPI) (field 32a); 

Å Å Physicianõs or providerõs billing name and address (field 33); and 

Å Å Main or billing Type 1 NPI number (field 33a). 



CLAIMS SUBMISSION

ÅPaper?

ÅElectronic?

ïWhat clearinghouse is used?

ïDo you get daily reports from clearinghouse.

ïWhat report identifies claims accepted by the clearinghouse and not the 

payer.

ïHow often does your clearing house update AMA CPT codes?

ïDo you get the updates?



HYPOTHESIS

ÅAccording to the Center for Information Technology Leadership, a non-profit 

health technology research group, claims denials medical providers and 

insurers $20 billion dollars in rework.

ÅThe more times you bill to receive a payment, the lower the yield is for the 

services provided.

ÅProcessing a manual claim costs the average payer $6.63.

ÅProcessing an electronic claim costs the average payer $2.90.

ÅThe average cost to a provider submitting 6200 manual claims per year is 

$70,000.

ÅThe average cost to a provider submitting 6200 electronic claims is 

$28,0000.



HYPOTHESIS

ÅCPT codes convey many things-both intensity and complexity of  

services:

ïIntensity conveys how much time was spent face-2-face with provider

ïComplexity conveys how many problems were evaluated.

ÅFraud is when either of  the above is not reflective of  the CPT code 

used.

ÅCPT codes are reflective of  whether a patient is new or established.

ÅYour practice should define what is an òestablishedó patient.



CLAIMS ADJUDICATION PROCESS BY PAYER

ÅReceives claims in their administrative system

ïManual ðMail room-scanning-file uploads ðclaims adjudication ðClaims processing

ïElectronic ðClaims adjudication

ÅDetermination of  member eligibility and benedits

ÅApplication of  pricing edits

ÅApply payment edits

ÅComplete adjudication

ÅGenerate EOB

ÅSend payment or other message



CLAIMS PAYMENT
ÅPayment of  clean claims is defined by the contract with the payer. In 

general they should be paid within 30 days of  submission.

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

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

ÅClaims payment may depend on :

ïNeed for a referral

ïMedical necessity

ïPatient meeting their financial obligations ðdeductibles and copays

ïWhether your practice is participating



CLAIMS PAYMENT

ÅNo obligation to pay a claim that is not clean

ÅIt is important to link the NPI of  the rendering provider and the NPI of  

the payment providers.

ÅCoordination of  benefits may limit payments to your practice.

ÅIs there a primary payer? Remember Medicaid is the payer of  last 

resort.

ÅEvaluating your accounts receivables monthly. A rule of  thumb, your 

AR should never exceed 1 month of  claims submission.



CLAIMS DENIALS

ÅClaims can be legitimately denied if  the claim in un-clean

ïClaim for a person not covered by payer

ïClaim for services requiring prior authorization

ïClaims for non-covered benefits

ïClaims for non-participation

ÅClaims may be denied erroneously

ÅClaims denials for timely filing

ïNeed to check whether claim was transmitted by clearing house.



CLAIMS APPEALS

ÅDefined by contract.

ÅDefined by state in which you are operating.

ÅAll appeals are either for medical necessity or administrative.

ÅAll claims managers should have copies of  payer contracts inclusive of  

Medicaid and Medicare.



QUESTIONS?


