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Disclarmer:

The Rev Up DC Revenue Cycle Management for
Practice Transformation Program is managed by the
DC Department of Health Care Finance (DHCF) in
partnership with the DC Department of Behavioral
Health (DBH). This project is supported by the
Centers for Medicare and Medicaid Services (CMS)
of the U.S. Department of Health and Human
Services (HHS) as part of a financial assistance
award totaling $4,764,326.00 with 100 percent
funded by CMS/HHS. The contents are those of
the author(s) and do not necessarily represent the
official views of, or an endorsement by, CMS/HHS,
or the U.S. Government
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REVIEW:
WHY FOCUS O

Is responding to
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the transition to managed care

participation will require
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managing payment requirements and
account receivable processes

includes activities that are structured to
identify, collect and manage revenue from
payers for services rendered by a practice
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Pre-
Assessiment:

1.) What is the primary reason to focus on Billing?
a.) Verify Member Eligibility
b.) Proper reimbursement for services rendered
c.) Identify the place of service for treatment

2.) Which of the following is NOT an example of a Denials report?
d.) 834
e.) 835
f.) 837

3.) Reimbursement of services rendered are received on:
g.) 835
h.) Payment file
I.) ERA (Electronic Remittance Advice)
j.) All of the above
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Participants will review Billing best
practices, as presented in RC
~oundations 103 and identified
through Technical Assistance
process.

. Participants will develop skills to
support interpretation of Denials
reporting.

. Best Practice Vignettes will be
discussed with participants by the
Technical Assistance coach/panelis
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Paymen

A/R FOLLOW-UP
Finance review of 835
payment errors for

receivables

DENIAL
MANAGEMENT

Suspended/pended claims

reconsideration

REGISTRATION

Validate demographics
Current adc
number and insurance,

ELIGIBILITY
Verify activ ge for

dates of se

AUTHORIZATION

Obtain authorization for
ordered services with

/documentation

CLAIM
SUBMISSION
With billable ICD 10 ,CPT
codes & authorization(s)
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SCENARIO

A member had a scheduled appointment with Traverse Behavioral Health on 1/20/2021. The registration representative verifie@ligibility for the date(s) of
service from 1/1/2021 -1/31/21. The member was seen by the Behavioral Health Provider January 20, 2021. During the visit, the pvider determined the
member would require additional services. The Provider requested outpatient Therapy for six unit/sessions at 30 minutes eadbr the following dates:
1/24/21 ,1/26/2021, 01/28/21, 01/31/21, 02/02/21, 02/04/21,

The representative initiated a request for authorization for the Outpatient Therapy sessions in January. The member startde outpatient therapy sessions
as scheduled. The sessions were completed on 02/04/21, the claim was closed with the authorized dates in January indicated the claim.

What steps should the representative have taken to secure full reimbursement?
What steps should this Utilization Representative have done to secure authorization for the complete Therapy Sessions?
What do you think happened to the claim?

Result- Claim was processed and a partial payment was made for (24 261", 28" & 31st) January dates of service.

The claim posted a denial for dates of service 02/02/21 through 02/04/21 as member not found/incurred after term date. Since a payment had been

processed, the Denial representative did not review the claim for proper/full reimbursement.

The member had a new plan assignment effective 02/01/21 under a new MCO. This MCO doesot process retro authorization requests. This resulted in a
loss of revenue for the Behavioral Health Provider and a partial payment of the claim.

Since a pre or post audit of the clawasnot conducted, an opportunity to correct/edit the claim was missed. Since eligibility for the full range of services was not
verified, the claim resulted in partial payment. The Utilization rep also did not cdRtflichauthorization for all service dates.

Best Practice- Always verify eligibility for all dates of services (2 months). Authorizations should cover all dates of service. Alwaysview claim edit check

for proper payor and covered dates of service.

Valuable Revenue Cycle Tipalways verify eligibility for all dates of service (60 days/2 months). Make sure an authorization is captured to cover all service
dates for the order/services provided. i.e., inpatient, therapy sessions. Include all authorization numbers on claim to covalt dates/months of service.

** In some cases, this claim would have suspended for additional review or requested documentation, however since the membegas under a new MCO for
the month of February the reconsideration factor was lost.
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CLEAN CLAIM: DEFINITION

CLEAN CLAIM has no defect, impropriety, or special
circumstance, including incomplete documentation that
delays timely payment.

The claim should include the following, which supports the
service rendered:

Member demographics

Provider/vendor Information -name, address, NPI, Tax ID
#, Date(s) of service

Place ofservice code(s)

Authorization codes

Diagnosis code(s)

CPT4 procedure/HCPCS codes,

Charge per service,

Provider signature.
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CLAIMS & PAYMENT

Creating & Submitting claims
Manual (HCFA)
Clearinghouse
Review of submission report-Error review
Correction and resubmission

Posting payments
SME-understanding of contract agreement
Rejections-research, appeal resubmit
Over payments
Retractions

Follow-up and collections
30, 60, 90-day review of all unpaid claims
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ACCOUNTS RECEIVABLES & RECONCILIATION STEPS

Once claims are submitted (electronic or manual), the aging process for receivables begins.
(0-30 days) b (31-60 days) b (61-90 days) b (Over 90 days)b (Over 120 days)b (Over 180 days)

Claims follow up B All submissions over 30 days without payment must be followed up per payer (MCOSs) as
part of A/R management.

Payment posting B When you receive 835 (Electronic Remittance Advice), payments are posted automatically,
and errors are worked manually. Some balances will be written off or adjusted per bill line/procedure
depending on contractual adjustments, zero pay procedure(s), patient responsibility if applicable and other
reasons.

Denials Review P All denied bill lines are reviewed depending on denial reason. Some denials can be appealed.
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proof to the contrary. Appeal(s) must be initiated within 60 days of denial date. Unappealable denials include

lack of eligibility on date of service, non-covered benefit, exhausted benefit etc.



Claim Process Flow

Clean

Claim Errors Routed to work Workable

Claim

submitted identified que @ging (Day7) DENIED

begins)

Verification of RElEzEE el FIEGOUEZE e Edits made

) reproc in BPU
reimbursement eprocessing

a7 (Day15) (Day 10)

Processed for Key Conceptit is the responsibility of the organization to ensure payor (third party, Medicaid,
output/payment Medicare, other) coverage on all consumers served. The goal of this process is to not only reduce
wasted time and money on denied claims, but to also:

w Maximize consumer satisfaction
wincrease operational efficiency

Check/EFT for wMaximize collections

services

wProvide accurate and complete billing information
PAID CLAIM




DENMALRREMNEW DENIAL REPORT/ PAYMENT
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MANAGEMENT

TOP Denials

Denial Reason 241  $ 121,596.4(
No Referral/Expired/Invalid Referral 29  $ 5,967.0¢(
Exceeds max filing limit 50 $ 18,595.7:
Expenseincurred after coverage termed 83 $ 41,637.7¢(
Expenses incurred prior to coverage 20 $ 13,957.1:
No Auth on File For DOS 12 $ 4,509.5!
No Valid Precert on File 39 $ 20,367.6¢

Use the data as a teaching tool
Identify Trends

Track reimbursement/loss
Measure Denial Ratio
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Most claim denials and rejections are due to errors in eligibility, resulting in wasted time amorkeor services performed
without reimbursement. Reconciliation of claim reportanely, eliminatesthe risk of aging An auditprocess pre/ post of claims creates
value to the management of revenue and should be incorporated in standard operating practices.
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Reconsideration- A MCO may determine the claim requires additional review if, the MCO has made an error when
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payment process or any fault of the MCO. The Billing Processing Unit (BPO) will make the correction, pull a report of claims
previously denied due to this configuration error and reprocess the claims in good faith. The MCO will/should notify

vendors and providers of this error by News Flash or EFAX Notification.

Timely Filing® Claims for covered services must be filed within 365 days from the date of service.Timely filing guidelines
for Medicare/Medicaid crossover and third-party claims are 180 days from the Medicare or thirdparty payors payment
date. Failure to do so results in a denial due to "Timely Filing"This also results in lost revenue and writeoffs since membas
are not liable for denials due to timely filing.

Appeal D If a claim or a portion of a claim is denied for any reason or underpaid, the provider may dispute the claim within
60 days from the date of the denial or payment. Claim disputes may be submitted in writing, along with supporting
documentation. This process could take up to 90days and results in aging A/R.

Valuable Revenue Cycle Tip- always verify eligibility, submit appropriate documentation, authorizations and codes with your
claim. Timely filing period is 365 days. Establish good billing practices to submit a clean claim, verify all the codes,
authorizations prior to submitting a claim. Follow all steps within the Revenue Cycle process to secure payment timely.



835 REPORIXEMAMPLE
REMVENUEYCYCLE
MANAGEMENT



