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Welcome to Your Free
Medical Billing Handbook!
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"CEO of Company"

Thank you for downloading our
handbook on medical billing.

There could be many reasons for
accessing this resource including
internalizing your billing process,
starting a new practice, or
educating yourself on the billing
process. Whatever the reason, we
are excited to provide you with this
valuable resource to enhance your
understanding of the basics of

medical billing.

What You'll Find:
e An overview of essential billing
procedures
e Key concepts and terminology
e Practical tips for managing

billing processes

Please Note:

This handbook offers foundational
knowledge and is intended for
educational purposes. For accurate
and compliant billing practices, we
recommend that anyone involved in
medical billing seek professional
training and experience, as the field
involves complex regulations and

risks.

We hope you find this handbook
useful and encourage you to explore
additional resources to further your
expertise.

Contact us anytime for assistance
with your billing concerns.

phone: 800-635-4040
email: info@drsmgmt.com



Patient Registration Process
Demographic Hygiene

Proper patient registration is
essential for ensuring smooth
billing and reimbursement
processes, and attention to
detail can help reduce the

likelihood of claim denials.

e Personal Details: Upon arrival, new patients are asked to
provide personal information, including their full name,
date of birth, address, phone number, and email address.

. e Insurance Information: Patients must provide details of
Patlent their health insurance, including the name of the
e insurance company, policy number, and group number.
Information Pany, Policy group

e |dentification Verification: Patients may be required to

Collection: !orese.nt a ph'oto ID and their insurance card to verify their
identity and insurance coverage.

e Medical History: Patients are often asked to fill out a
medical history form, detailing any chronic conditions,
medications, allergies, and past surgeries.

e Consent Forms: Patients sigh consent forms for treatment,
financial responsibility, and HIPAA (Health Insurance
Portability and Accountability Act) compliance.

D t Ent e The collected information is entered into the practice’s
atad ry electronic health record (EHR) and billing system. This step is
O critical as errors here can lead to claim denials later.
into the . - can lead ! s

o Patient demographics, including race, ethnicity, gender, and

. language preference, are also entered for reporting and
System: guage p porting
compliance purposes.




Insurance e The practice verifies the patient’'s insurance coverage, ensuring that it
is active and that the services provided will be covered. This step also

Verification. involves checking for any co-pays or deductibles that the patient is
[ ]

responsible for.

AppOlntment e Once registration is complete, the patient’s appointment is scheduled.

At this point, the patient may be informed of any co-pays or other out-

Scheduling: of-pocket expenses they need to pay at the time of the visit.

Common Denials Issues:

e Incorrect Patient Demographics: Errors in the patient’'s name, date of birth, or
gender can lead to claim denials.

e Insurance Mismatches: Incorrect or outdated insurance information can result
in a claim being denied or delayed.

e Missing Information: Omissions in required fields, such as policy numbers or
diagnosis codes, can cause claim rejections.

o Eligibility Issues: If the patient’s insurance coverage is inactive or if the services
provided are not covered, the claim will be denied.

e Coding Errors: Incorrect or mismatched procedure and diagnosis codes are
common reasons for claim denials.




Processing Services Rendered
in a Physician's Office

)@ Documentation of Services Rendered:

e Physician Documentation: During the patient visit, the physician or healthcare
provider documents the services rendered, including the patient's symptoms,
diagnosis, treatments, procedures, and any additional relevant details. This
information is typically entered into the Electronic Medical Record (EMR) system.

e Use of EMR: The EMR system is used to capture and store all clinical documentation.
It serves as a digital version of the patient’'s chart and includes comprehensive
medical history, notes from current and past visits, medications, and test results.
Accurate and detailed documentation in the EMR is crucial for proper coding and

billing.

Use of Practice Management System:

e Integration with EMR: The practice management system (PMS) is typically
integrated with the EMR. After services are documented, the PMS pulls the relevant
information, including CPT, ICD-10 codes, and any necessary modifiers, from the
EMR.

e Claim Creation: The PMS uses the information to generate a claim that is ready for

submission to the patient's insurance company. The system ensures that all
necessary fields are completed and that codes are properly aligned with the
documented services.

e Error Checking: The practice management system often includes tools for checking
coding errors, such as mismatches between CPT codes and ICD-10 codes or missing
modifiers. This step helps reduce the likelihood of claim denials due to coding issues.




CPT Codes (Current Procedural
Terminology):

e These codes represent the procedures and services provided by the healthcare
professional. For example, an office visit might be coded as CPT 99213, while a more
complex procedure would have its own specific CPT code.

e The practice management system often suggests appropriate CPT codes based on
the services documented in the EMR, but a certified medical coder or billing
specialist usually reviews and finalizes the codes.

ICD-10 Codes (International
Classification of Diseases):

e These codes describe the patient's diagnosis and reason for the visit. For example,
ICD-10 code E11.9 might be used for Type 2 diabetes without complications.

e |CD-10 codes must accurately reflect the documented diagnosis and are essential
for justifying the medical necessity of the procedures performed.

Modifiers:

e Modifiers are two-digit codes added to CPT codes to provide additional information
about the service performed, such as whether it was a bilateral procedure or if the

service was reduced or increased in scope.

e Common modifiers include -25 (significant, separately identifiable evaluation and
management service on the same day as another procedure) and -59 (distinct
procedural service).




Insurance Process

Claim Submission

Once the claim is created and reviewed, it is electronically
submitted to the patient’s insurance provider through a
clearinghouse. The clearinghouse acts as an intermediary,
checking for errors and ensuring that the claim is formatted

correctly before sending it to the payer.

Defining the Process

Proper management of the insurance claim submission
process is crucial for timely reimbursement and financial
stability in a medical practice. It Iinvolves careful
documentation, accurate coding, thorough review, and
diligent follow-up to ensure that claims are processed

efficiently and effectively.







Claim Receipt &
Processing

e Receipt Confirmation & Initial Processing: The
payer acknowledges receipt of the claim. This
acknowledgment may include a confirmation
number or other details indicating that the claim
was received and is being processed. The payer

performs an initial review to ensure that the

claim is complete and meets their requirements.

e Adjudication: The payer reviews the claim to determine coverage, medical necessity, and
the appropriateness of the billed services. The claim is compared against the patient'’s
benefits and policy limitations.

¢ Payment Determination: Based on the review, the payer decides the amount to be
reimbursed and identifies any patient responsibility (e.g., co-pays, deductibles).

e Payment Issuance: The payer sends payment to the healthcare provider, either
electronically or by check. The payment may cover the full amount billed or a portion of it,
depending on the patient's insurance plan and any contractual agreements.

 EOB Statement: The payer also provides an Explanation of Benefits (EOB) or Remittance
Advice (RA), which outlines the payment amount, adjustments, and any reasons for denied
or reduced charges.

o
Payment Posting: O f
e Posting Payments: The payment is posted to | 4 {5?,%@] 2
3 : ) X
the patient's account in the PMS. This I r2 |

+./ -

involves recording the payment amount,
applying it to the appropriate charges, and
updating the patient’s balance.

e Patient Billing: Any remaining balance, such
as co-pays or denied charges, is billed to the
patient. The PMS generates a statement or
invoice for the patient.




Co-Payments & Denials

A medical practice can improve its collections processes and

potentially reduce the need for outside collections, maintaining

better control over its revenue cycle and patient relationships.

v

Claim Follow-Up and Appeals:

e Denial Management: If the claim is denied or partially

paid, the PMS or billing staff reviews the denial reason,
which is detailed in the EOB. Common reasons include
coding errors, eligibility issues, or missing
documentation.

Appeals Process: If the denial is disputed, an appeal is
prepared and submitted to the payer. This involves
correcting any errors, providing additional
documentation if needed, and requesting a review or
reconsideration of the claim.

Ongoing Monitoring and
Reporting:

e Claims Tracking: The PMS tracks the status of claims

throughout the process, providing updates on payment
status and any outstanding issues.
Reporting: Regular reports are generated to analyze claim
submission trends, denial rates, and payment timelines.
These reports help identify areas for improvement and
ensure efficient billing practices.



Understanding Co-Payments
and Deductibles:

e Co-Payments: A co-payment (co-pay) is a fixed amount that

a patient pays at the time of service. The insurance plan
determines it and is typically required for office visits,
prescriptions, or other services.

e Collection: Co-pays are usually collected at the time of the
visit. The amount is often determined by the patient's
insurance plan and is communicated to the patient during
scheduling or check-in.

e Deductibles: A deductible is the amount a patient must pay
out-of-pocket before their insurance begins to cover
services. Deductibles can be annual and apply to all
covered services or specific to certain types of care (e.g,
hospital stays).

o Collection: Deductibles are generally applied over the
course of a year and are not usually collected in full at the
time of service. Instead, the amount collected depends on
the patient’'s insurance plan and the services provided.

~/ Collections Management

Patient Collections:

e Outstanding Balances: After insurance payment, any
remaining balance, including deductible amounts and co-
payments not collected at the time of service, is billed to
the patient.

o Statements: Regular statements are sent to patients with
outstanding balances. These statements detail the
amount due, including any deductible amounts, co-pays,
or other charges not covered by insurance.

e Payment Plans: For larger balances, the practice may offer
payment plans to help patients manage their financial
responsibility. This involves setting up a structured
payment schedule.



Collections Management:

e Follow-Up: The practice monitors outstanding patient
balances and follows up with patients who have overdue
accounts. This can include sending reminder notices,
making phone calls, or sending additional statements.

e Collections Process: If patient balances remain unpaid after
multiple reminders, the account may be sent to a
collections agency. This process is typically the last resort
after exhausting internal collection efforts.

e Adjustments: If necessary, adjustments are made to the
patient’'s account for billing errors or disputes. This involves
reviewing the account details and ensuring accurate billing.

Recommendations on Using
Outside Collections

When to Use Outside Collections:
o Extended Delinquency:

o Recommendation: Consider using outside collections
when an account has been overdue for an extended
period, typically 90 to 120 days or more, and internal
collection efforts have been exhausted.

o Rationale: Accounts that remain unpaid despite
multiple reminders and follow-ups often require
external intervention to recover the funds.

e High Balance Accounts:

o Recommendation: For accounts with a high
outstanding balance that exceeds the practice’s
threshold for handling internally, outside collections
may be appropriate.

o Rationale: High balances can be more challenging to
recover, and external collection agencies have
specialized resources and expertise.



e Unresponsive Patients:

o Recommendation: Use outside collections if patients are
consistently unresponsive to billing statements, phone
calls, or payment arrangements.

o Rationale: If patients fail to respond to internal collection
efforts, external agencies may have more effective
strategies for reaching and negotiating with them.

e Legal and Compliance Issues:

o Recommendation: Engage outside collections if there
are complex legal issues or disputes that require
professional handling.

o Rationale: Collection agencies are familiar with legal
requirements and can handle cases involving disputes
or potential legal action more efficiently.

e Strategic Decision:

o Recommendation: When internal resources are
insufficient to manage collections effectively, or if it is
more cost-effective to outsource collections, consider
using outside agencies.

o Rationale: External agencies can provide dedicated
resources and expertise, potentially improving recovery
rates and freeing up internal staff for other tasks.

J Recommendations to Avoid
Using Outside Collections

* Implement Efficient Billing Procedures:

o Timely Billing: Ensure that invoices and statements are
sent promptly after services are rendered. Avoid delays
that can lead to extended payment periods.

o Accurate Billing: Verify that bills are accurate and
detailed, minimizing disputes and reducing the need

for collections.



e Enhance Patient Communication:

o Clear Financial Policies: Clearly communicate financial
policies, including co-pays, deductibles, and payment
terms, to patients before and during their visits.

o Proactive Follow-Up: Send timely reminders for
upcoming payments and follow up quickly on any
missed payments to address issues before they escalate.

o Offer Flexible Payment Options:

o Payment Plans: Provide patients with flexible payment
plans or financing options to make it easier for them to
manage their balances.

o Online Payments: Implement online payment options to
make it more convenient for patients to pay their bills.

o Utilize Efficient Collection Strategies:

o Automated Reminders: Use automated systems to send
payment reminders and overdue notices, ensuring
consistent follow-up without overburdening staff.

o In-House Collection Training: Train staff on effective
collection techniques and customer service to handle
patient interactions professionally and efficiently.

e Verify Insurance Coverage:

o Pre-Visit Verification: Verify insurance coverage and
patient benefits before the visit to minimize unexpected
charges and improve collection accuracy.

o Clear Communication: Inform patients about their
financial responsibilities, including co-pays and
deductibles, during scheduling or check-in.

e Monitor Accounts Receivable (A/R):

o Regular Review: Regularly review A/R reports to identify
and address overdue accounts early. Implement
strategies to manage accounts before they become
problematic. Aging Reports: Use aging reports to
categorize accounts by the length of time overdue and
prioritize collections efforts accordingly.

e Improve Patient Financial Counseling:

o Financial Counseling: Offer financial counseling services
to help patients understand their insurance coverage
and payment responsibilities, potentially reducing
confusion and unpaid balances.

o Transparent Pricing: Provide clear and transparent
pricing information to patients so they are aware of their
financial obligations upfront.



Acknowledgment of Free
Medical Billing Handbook

We are pleased to provide this resource to support your understanding of the basic
principles of medical billing.
Please be advised of the following:
1.Purpose of the Handbook: This handbook is designed to offer foundational knowledge
on the medical billing process. It is intended for educational purposes and to provide a
general overview of the billing process.
2.Limitations: While the handbook covers essential aspects of medical billing, it does not
substitute for professional training or experience. Medical billing is a complex field that
requires thorough knowledge and understanding beyond the basics provided in this
handbook.
3.Experience and Expertise Required: We strongly recommend that anyone involved in
medical billing have relevant experience and comprehensive training. The medical
billing process is subject to various regulations and standards, and improper handling
can lead to significant risks, including fraud, abuse, and associated fines and penalties.
4.Compliance and Risk Management: Due to the legal and financial implications
associated with medical billing, it is crucial to ensure adherence to all applicable laws
and regulations. Proper training and expertise are necessary to manage these risks
effectively and maintain compliance.

By using this handbook, you acknowledge that it is a supplementary resource and not a
comprehensive guide to medical billing. We encourage all users to seek additional training
and professional guidance to ensure accurate and compliant billing practices.

For any questions or further assistance, please contact a certified medical billing specialist

or consult with relevant professional resources.
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