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It is much easier to improve
collections on current patient revenue
base than attempt to open new
markets or drive new patients into
your practice.

Higher 
Reimbursements



The largest amount of revenue losses are a direct result of poor data capture at 
the front end of the revenue cycle and operational inefficiencies throughout.

Front Desk 
Procedure



Single technology 
solutions are no longer 
an option, easy to use 
systems with fluid 
communication across all 
facets of the revenue 
cycle are needed.

Higher Reimbursements



Six Steps to Higher Reimbursements

Patient Eligibility and Benefits

Proper Patient Registration

Patient Financial Counseling

Documentation and Medical Necessity Templates

Higher Reimbursements



Patient Eligibility and 
Benefits



Insurance Eligibility

• Completed upon initial entry of patient into schedule prior 
to patient appointment

• Re-verified 24 hours prior to patient appointment

• Used as a tool to determine patient financial liability

– Deductible

– Copayment

– Cost-Sharing carve outs

– Coinsurance

– Out of Pocket Maximum

Insurance Eligibility



Insurance Eligibility

Insurance 
Eligibility

CureMD.com provides instant 
eligibility for most carriers and basic 
benefits including:

• Insurance status

• Co-Pay

• Deductible

• Co-Insurance

• Limitations

• Out of pocket

• Plan Information

• Basic Benefit information



Benefit Verifications

• Medical necessity checks during scheduling and 
registration can help reduce denials, increase 
revenue and decrease audits.

• Completed prior to initial visit and for all procedures 
performed in office that may have a specified 
coverage policy.

Benefit Verifications



Medical



Podiatry



Diagnostic Testing



Durable Medical Equipment



Ultrasound



Chiropractic/ Physical 
Therapy/ Acupuncture



Cardiology



OB/GYN



Benefit Verifications

• Verifications should be reviewed prior to 
performing/ordering service to ensure proper 
coverage and patient responsibility.

• If authorization is needed, patient should be 
scheduled for another day and staff should complete 
authorization prior to the next visit.



Proper Patient 
Registration 
and Required Paperwork



Proper Patient 
Registration 
and Required 
Paperwork
(Commercial/Medic
are)

Patient 
Registration 
Form

Retrieving  accurate, 

complete and legible

information prior to 

any visit will prevent 

most billing delays, 

errors and  denials.

Clear Copy of 
Insurance 
Cards and 
Patient 
Identification

HIPAA 
Agreement

Advance 
Beneficiary 
Notice

Authorizatio
n of 
Designated 
Appeal Rep 

(self-funded 
vs fully 
funded)

Financial 
Consent

(Assignm
ent of 
Benefits)



Proper Patient 
Registration 
and Required 
Paperwork
(No Fault/PIP/Work 
Comp)

Patient 
Registration 
Form

Retrieving  accurate, 

complete and legible

information prior to 

any visit will prevent 

most billing delays, 

errors and  denials.

Clear Copy of 

Auto Insurance 
cards or worker’s 
Compensation 
paperwork, Claim 
number, and Date 
of Accident.  Copy 
of declaration 
page.

Copy of 
Driver’s 
License and 
Secondary 
Insurance 
Information

Name and 
Contact 
information 

for Insurance 
Adjustor and 
Attorney

Authorizat
ion of 
Designate
d Appeal 
Rep 

Assignme
nt of 
Benefits/

NF3

HIPAA 
Agreement



Patient Registration

• Designation of Authorized Representative

• Assignment of Benefits

• NF3 forms signed by patient – NY No Fault

• 21 Day Notice

Proper Patient Registration and Required 
Paperwork



Patient Registration

• Carrier-Specific Forms

– Oxford Authorized Representative

– State Farm Assignment of Benefits

– Horizon BCBS State Health Benefits Authorized 
Representative Forms

• Authorization to Debit a Credit Card

– Out of Network Must

– Self-Pay Requirement

Proper Patient Registration and Required 
Paperwork



Authorizatio
n to Debit 
Credit Card



Patient Financial 
Counseling



Patient 
Financial 
Counseling

is critical to 
patient 
satisfaction 
and protects 
financial 
stability for 
the providers.

Patient out of pocket expenses should be 

collected upfront and should no longer be an 

option.

Allowing patients to access this information via 

portals or kiosks are the new industry “leading 

practices”.

• Healthcare Costs

• Schedule appointments

• Self-registration

• Receive online statements and make 

electronic payments



Documentation and 
Medical Necessity 
Templates



Medical Templates

The first three components (History, Examination and Medical 
Decision Making) are considered the key components in selecting the 

level.

Documentation and Medical Necessity 
Templates

History Examination Medical 
Decision 
Making

Counseling Coordination 
of Care

Nature of 
Presenting 
Problem

Time

• Evaluation and Management Services

– Office Visits

• New vs Established

• Level of service defined by six components



Medical Templates

Counseling, Coordination of Care and the Nature of the Presenting 
Problem are contributory factors in the majority of encounters.

• Counseling and Coordination of Care are not required at every 
encounter.

• Coordination of Care with other physicians or healthcare 
professionals without patient encounters should be documented and 
billed separately.

– Medical Team Conferences (99366-99368)

Documentation and Medical Necessity 
Templates

History Examination Medical 
Decision 
Making

Counseling Coordination 
of Care

Nature of 
Presenting 
Problem

Time



Medical Templates

Time

• Intra-service time is defined as face-to-face time with provider

• Pre- and Post encounter time is not included in the time component 
for an E&M code

Documentation and Medical Necessity 
Templates

History Examination Medical 
Decision 
Making

Counseling Coordination 
of Care

Nature of 
Presenting 
Problem

Time



Medical Templates

• Time component can override the level of the exam if counseling 
and/or coordination of care exceeds 50% of the total face-to-face 
encounter.

– 99213 (15) vs. 99214 (35)

– 99212 with 99354 (prolonged service, 30-74 minutes)

– 99213 with 99401 (preventative medicine counseling, 15 minutes)

• Family problems

• Diet & exercise

• Substance use

• Sexual practices

• Injury prevention

• Dental health

• Diagnostic & laboratory test

Documentation and Medical Necessity Templates



Medical Templates

• 99213-25 with 99396 (or any preventative medicine visit)
– “Split visit”

– E&M should be billed with a preventative medicine visit if an abnormality or a pre-existing 
problem is addressed and require additional work to be done.

Documentation and Medical Necessity Templates

Payment for these types of coding examples is 
dependent on documentation and medical necessity 
templates.



Enhancing Insurance 
Collections



Enhancing Collections

• In Network vs Out of Network

– Can your practice provide split status

– Evaluating both benefits for maximum revenue per patient

– Reimbursements are higher out of network

Enhancing Insurance Collections



Key to Enhancing Insurance 
CollectionsCoding to Maximize Revenue

• Evaluate practice coding for possible areas to increase revenue
• Learn how to maximize revenue per patient, per carrier, with 

coverage policies

Patient to receive an orthotic/brace of any type 

(knee brace)

Orthotic on date received

Optimal billing & coding

1st Visit

97760 Orthotic management & training (15 
minutes- assessment and fitting)

Exampl
e

2nd Visit

L1843 Knee Orthosis
97762 Checkout for orthotic/prosthetic (15 
minutes)3rd Visit

99213-25
97762 Checkout for orthotic/prosthetic (15 
minutes)



Key to Enhancing Insurance Collections

Coding to Maximize Revenue
• Template software to include hot lists of dx codes 

that are payable across the major carriers for 
procedures & testing

Trigger point injections (20552-20553)

dx. 729.1 (myofacial pain)

Exampl
e

Sacrioiliac joint injections (27096)

dx. 724.6 (disorders of sacrum)

VNG (92540)

dx. 386.1, 386.19, 780.4

OA Knee injections (20610 & J7323)

dx. 715.15, 715.16

Chiropractic manipulation (98940-98942)

Group D codes – 30 visits per calendar year



Key to Enhancing Insurance Collections
Optimizing Coding Strategies

Example 1: Suture removal

Commonly billed under E&M service and not separately 

reimbursed – WRONG!

Suture removal is considered post-op management and is 

included in global period for the same provider who billed for 

the repair

Bill same laceration code that was used in ER and append 55 

modifier.  Payment will be 10% of the global allowance

Split Care Modifiers

56- Pre op 10% (7 day pre-operative global)
54- Surgical service 80%
55- Post op 10%



Key to Enhancing Insurance Collections
Optimizing Coding Strategies

GY modifier

• Excluded from coverage
• Claim will pass through Medicare with 

payment and secondary will pick up a 
higher fee schedule

• Full coverage secondary vs 
supplemental coverage

Medicar
e



Key to Enhancing Insurance 
CollectionsOptimizing Coding Strategies

Review and bill for report of 

findings and patient education of 

these findings.  Make sure to 

document.

• 99212- 10 minutes
• 99354- prolonged visit
• 99401- preventative medicine counseling

Report 
of 
Findings

Choose based on carrier 

requirements, coverage, allowables

and documentation.



Enhancing Collections

• Revenue cycle financial outcomes are tied directly to the patient 
intake and process flow

• Typical revenue cycle strategy has been to focus the bulk of resources 
at the back end

• Most revenue cycle challenges occur during patient entry, 
documentation, & coding

• Eliminating “rework” has to be the most important goal for revenue 
cycle optimization;  Minimizing “rework” will correlate to substantial 
labor cost savings

• 20% of a biller time is spent on following up & reworking claims that 
were processed wrong on front end

Key to Enhancing Insurance Collections



Enhancing Collections

Managing Denials, Follow-up calls, & Financial Outcome

• Problem List

– Includes comprehensive list of all denials whether from EOB or collection calls

– Can be assigned to specific staff members

Key to Enhancing Insurance Collections



Enhancing Collections

Financial 
Overview
• Date of service vs 

billed date

– Tackle 
collections per 
carrier

– Per aged bucket

• Target/Maximize 
follow-up potential 
with a greater 
return



Improving Payer 
Performance



Improving Payer Performance

• Coding specific to payer policy

• Reviewing coverage policies for applicable procedures & creating 
documentation & superbill templates to enhance reimbursement

– Order CPT codes in RVU order

– Review CCI edits & multiple modality reductions

– Benefit verifications prior to procedures

– Following proper authorization guidelines

– Reviewing & documenting protocols for denial management

Improving Payer Performance



Improving Payer Performance

• Denial Management

– Timely follow up on claims with no response (approximately 30 days)

– Effective appeal process

• Self funded vs fully funded

– Self funded – ERISA (1st & 2nd level)

» Designation of Authorized Representative

» Summary Plan Description (SPD)

» Assignment of Benefits

» Coverage policies

– Fully funded (1st & 2nd level)

» Assignment of Benefits

» Coverage policies

» Governed by Department of Banking & Insurance

Improving Payer Performance



Thank You


