Standards for Claims Billing Systems

Written Policies and Procedures with Board approval (including registration & certification).

Description:
Policy and detailed procedural functions should be written and approved by the Board of Directors ( as is indicated in Program Expectations, PIN 98-23, Primary Care Effectiveness Reviews, and in the Health Centers Consolidations Act) and should include the areas of reception, registration, certification, appointments, cashiering, ancillary services (lab, xray, etc.), providers, encounter forms, and all back office and administrative functions.

File Claims Electronically

Description:
Consideration should be given to working through a clearing house to assure that most all insurance claims, including medicare and medicaid, will be filed using electronic submission. Electronic filing improves cash flow, reduces errors, and more efficiently utilizes staff.

Check of encounter form and insurance information at each visit

Description:
Copies of insurance cards from patients should be attached to the encounter form at each visit to allow for crosschecking by the business office which will reduce the number of denied claims by assuring current insurance information.

Management report of claims filed by payer

Description:
There should be a report generated weekly that indicates the number of claims filed to Medicare, Medicaid, and private insurance carriers, and reported to management. This report should be compared to encounter numbers to check for reasonableness related to the number of claims filed in a given week.

Claims should be filed on a timely basis

Description:
Claims should be filed no less than weekly in any health center, and in larger health centers, more often.

Insurance staff attend regular trainings

Description:
All insurance staff and front desk cashiers should attend trainings established by payers, i.e., Medicare, Medicaid, and private carriers, at least once per year. If insurers do not regularly offer these (at least annually) the center should demand the carrier provide this training. 

Staff person designated to review and advise others of 3rd party bulletins and correspondence

Description:
Important to the billing process is that information about changes in how, when and if payers are going to continue to pay claims is diseminated to all affected staff in the health center. One staff person should have the responsibility of reviewing any correspondence from payers and formally informing all insurance and billing staff in the organization. 

Standards for Claims Collections Systems

Dunning notices and follow-up with payers on past due claims 

Description:
Insurance payer should be treated no different than patients when it comes to outstanding or past due balances. Dunning letters or notices should be sent on claims outstanding at the 30, 60, 90, 120, and 150 day marks, and collection calls should be made to payers to follow-up on unpaid claims, with documentation as to promises to pay, and the status of the claims in question. Although the patient is ultimately responsible for payment, slow payment from payers confuses the process, and the insurer is acting on behalf of the patient. This should be communicated to payers.

Management report indicating the status of denied claims 

Description:
A report should be generated, at least montly, showing the status of any denied or rejected claims. This report should include the claim, date of denial/rejection, reason for denial/rejection (can be an internal code), refile dates, and any notice of status from the payer. This report should be reviewed and signed by management staff.

Aged report of outstanding claims

Description:
A report should be generated no less than monthly that ages outstanding claims. This report should show claims status by payer for those over 30 days old, 60 days, 90 days, etc. Management should review this report, and uncollectable claims over one-year old should be written off as bad debts.

Staff develops relationship with payers; documentation of calls/contacts

Description:
Insurance collection staff should work to devleop ongoing relationships with insurance companies. These contacts should be developed keeping in mind those payer staff persons that are most likely to assist quickly in paying claims. If necessary, for payers with significantly large numbers of outstanding claims, the insurance collections staff could visit the payer organization in order to have some personal contact with the payer staff.

Work denied claims by payers paying the most; prioritize denial codes

Description:
Payers that have a history of responding the quickest to refiled claims and have a significant volume of claims with the health center should be refiled before others. The health center should routinely analyze those that have a fast turn around on refiles, and pay a large percentage of the claims. Claims that have been denied/rejected should be prioritized for refiling based on those denial codes that are easiest and quickest to resend. More complicated denial/reject claims should be saved for lowest priority.

Denied claims should be routinely reviewed with provider staff

Description:
Claims denied/rejected that were related to coding or documentation, or some other provider generated error, should routinely be reviewed with the provider. This is to help the provider to change behavior and try and reduce errors before the claims are submitted the first time.

Insurance collections staff attend insurance billing workshops offered by payers

Description:
All insurance staff and front desk cashiers should attend trainings established by payers, i.e., Medicare, Medicaid, and private carriers, at least once per year. If insurers do not regularly offer these (at least annually) the center should demand the carrier provide this training. 
















