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Preface

You’re holding this book in your hands, on your lap, or on your desk—probably dangerously near a spillable cup of coffee—because you’re one of those people who like to live on the edge. You’re contemplating starting your own business.

This is one of the most exhilarating things you can do for yourself and your family. It’s also one of the scariest.

Owning your own business means you’re the boss, the big wheel, the head cheese. You make the rules. You lay down the law. It also means you can’t call in sick (especially when you are also the only employee), you can’t let somebody else worry about making enough to cover payroll and expenses, and you can’t defer that cranky client or intimidating IRS letter to a higher authority. You’re it.

We’re assuming you’ve picked up this particular book on starting and running a medical billing business for one or more of the following reasons:

       [image: ][image: ]  You have a background in the medical billing field.

       [image: ][image: ]  You have a medical background of another sort.

       [image: ][image: ]  You’ve watched every episode of Grey’s Anatomy, Chicago Med, House M.D., or ER (depending, of course, on your individual taste and age group) and feel that although brain surgery is a little out of your league, it would be glamorous and exciting to have some connection to the world of medicine.

       [image: ][image: ]  You have a background in bookkeeping and believe that billing is billing.

       [image: ][image: ]  You have no background or interest in any of the above but believe medical claims billing is a hot opportunity and are willing to take a chance.

Which did you choose? (Didn’t know it was a test, did you?)

Well, you can relax because there is no wrong answer. Any of these responses is entirely correct so long as you realize that they all involve a lot of learning and a lot of hard work. They can also involve a heck of a lot of fun, as well as a tremendous amount of personal and professional satisfaction.

Our goal here is to tell you everything you need to know to decide whether medical claims billing is the right business for you and then, assuming it is, to:

       [image: ][image: ]  get your business started successfully;

       [image: ][image: ]  keep your business running successfully; and

       [image: ][image: ]  make friends and influence people. (That’s actually part of Chapter 10, which is about advertising and public relations.)

We’ve attempted to make this book as user-friendly as possible. We’ve interviewed lots of people out there on the front lines of the industry to find out how the medical billing business really works and what makes it tick. And we’ve set aside lots of places for them to tell their own stories and give their own hard-won advice and suggestions, sort of a virtual round-table discussion group with you right in the thick of things. (For a listing of these successful business owners, see the Appendix.) We’ve broken our chapters into manageable sections on every aspect of startup and operations (the running-your-business kind, not the brain-surgery kind). And we’ve left some space for your creativity to soar.

So sit back—don’t spill that coffee!—start reading, and get ready to become a medical billing pro.





CHAPTER 1

Prescription for Success

This chapter explores the burgeoning field of medical billing, or medical claims processing, from passé paper claims to progressive—and profitable—computerized billing.

Think of this chapter as an investigative report—like those TV news magazine shows but without the commercials. We will explore the phenomenal growth of the medical billing field and the secrets of America’s health-care billing industry.

The Doctor’s Key

A medical billing service is the doctor’s key to getting paid. Despite the fact that the healthcare industry is alive and well in America, most doctors and other health-care providers have no idea how to get themselves paid quickly and efficiently, if at all—either by insurers or by patients who are also waiting for that check to arrive in the mail. Private and government-administered insurance companies, HMOs, PPOs, and a host of other mysteriously initialed plans have conspired to make physician reimbursements as elusive as the pot of gold at the end of the rainbow. Doctors, once the lords of the health-care world, are fast becoming the underdogs. Not to worry—the medical billing service is on hand to save the day. A billing expert can dramatically increase the doctor’s immediate revenue.

Through the miracle of cyberspace, the biller electronically transmits insurance claims directly to the insurance company, or, in other words, into the company’s check-generating computers.

While electronic claims processing is the industry standard, there are still some providers (mostly smaller practices) stuck in the “snail mail” age. And, since paper processing continues to cause thousands of unavoidable paper cuts, it’s beneficial for the MIB (that’s medical insurance biller, not “Men in Black”) to be familiar with filing both electronic and hardcopy claims.

Not a Small World

With legions of providers and an ever-expanding patient pool, the health-care industry is flourishing. The federal actuaries project health spending will continue to grow by 5.8 percent per year through 2024. By then, health-care spending will total $5.43 trillion and account for 19.6 percent of the gross domestic product (GDP). Consider the historical hard numbers. Americans spent around $3.1 trillion for health care in 2014 alone, about $9,086 per person. So let there be no doubt: Health care is big business. And, like Jack’s legendary beanstalk, its growth shows no signs of slowing. This makes it fertile ground for the medical billing entrepreneur.

As Rod Serling of The Twilight Zone might say, we offer for your consideration the following:

America’s ranks are swelling. According to the Centers for Disease Control and Prevention and the National Center for Health Statistics, life expectancy is on the upswing while infant mortality is mercifully on the downhill run. End result: more Americans roaming around. And that means more people to request or require health-care services.
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The U.S. Census Bureau has a U.S. and World Population Clock you can access through the internet (www.census.gov/popclock/). This site updates the resident population daily by tallying births, deaths, and international immigrant arrivals.




 



This is especially true since more and more of us are finding ourselves in the once-inconceivable category of Older Americans. Baby boomers—members of the generation born between 1946 and 1964—have already started receiving Social Security retirement benefits. The U.S. Census Bureau estimates the 65 and older demographic will grow faster than the total population in every state, and is projected to reach 88.5 million by 2050. Plus the four million babies born every year are adding ranks to the younger generations who will, one day, be first in line for benefits.

So, in plain English, what does all this mean to someone planning to start a medical billing business? Income.

A plethora of older Americans means more health-care dollars spent at the doctor’s office. (As more than one retiree is wont to say, “They ought to call it the Rust Age instead of the Golden Age.”) From arthritis to arteriosclerosis to prostate problems, cardiac care and cataracts, it all adds up to more and more money spent on health care (currently around $3.1 trillion a year, if you’ll recall). Which, in turn, means more and more Medicare and secondary insurance claims to be filed.


 




   [image: ][image: ] What’s a Provider?




In the health-care world, a provider is not only a physician but anyone who provides healthcare services. Ambulance services, biofeedback technicians, and social workers are included, along with the non-M.D. doctors we call dentists, chiropractors, optometrists, podiatrists, and psychologists. Doctors specializing in everything from pediatrics to geriatrics, neurology to urology, are also, of course, providers. Purveyors of durable medical equipment, such as walkers and wheelchairs, count. So do specialists in hearing aids and prosthetic limbs. And don’t forget nursing homes and hospices. They are providers, as are pharmacies.

These not-so-fine distinctions are important to keep in mind because you can consider them all potential clients for your medical billing service.







[image: FIGURE 1–1: What Are People Spending?]



FIGURE 1–1: What Are People Spending?

Bevies of babies also equal health-care dollars. Think ear infections, colic, colds, chronic diaper rash, and all the other ills junior humans are prey to and you will realize that the rash of babies translates to a steady stream of pediatric patients, which, in turn, translates to a steady stream of insurance claims to be filed. See Figure 1–1, for a breakdown of where health-care dollars are being spent.

Preventive Maintenance

Americans in the age range between teething and losing teeth are also big spenders in the health-care arena. Preventive maintenance used to be something you performed on your car or boat. Now it applies to people.

Just about everybody is into health and fitness these days, which means cholesterol tests, blood sugar tests, weekend athlete injury repairs, liposuction, and psychological tune-ups. People weaned on new medical techniques as seen on television are far more apt to see a doctor for a real or perceived health problem than ever before. Which—again—equals more patients, more bills, and more insurance claims to be filed.

The Problem

However—and this is a biggie—the doctor has little hope of receiving any income from all this patient activity if he can’t get reimbursement from the insurance companies.

In the pre-computer world, the payment process was protracted but simple. After being treated, the patient gave his insurance form (with his portion completed, you hope) to the doctor’s receptionist and walked away, secure in the knowledge that dear Dr. Whosit would fill out all the boxes, send it in, and sit back and wait to be paid.
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Most insurance companies now prefer electronic submissions. However, if you are submitting a paper claim be sure you know that company’s requirements. Many companies post their procedures for filing claims on their websites.




 



Which was exactly what happened. After a period of up to three months or so, the insurance company, having leisurely processed the form, sent a check to Dr. Whosit. The doctor’s receptionist entered the check into his accounts receivable and then billed the patient for the balance. And Dr. Whosit waited another month or more for that money to trickle in.

Sometime in the ’80s, doctors decided this system was unfair and began insisting that patients pay for services rendered before leaving the office, send in their own insurance claims, and let the insurer reimburse them.

Nice try. The tables turned in 1990 when congressional law made it mandatory for doctors to complete and submit their patients’ Medicare forms. Providers’ efforts to achieve timely payments had been foiled again. There is, however, a happy ending to this tale—for the doctor wise enough to employ a medical billing service.

Electronic Filing Beats Paper

Processing paper claims leaves more room for human error. Data can be entered incorrectly or illegibly, forms can be mailed to the wrong address or lost in the mail, and they cost more to process by hand compared to electronic claims. Although Marsha S., an MIB from Georgia, does both paper and electronic, she prefers to file electronically. “The insurance companies will use ANY excuse to not pay a claim, and the easiest one is, ‘We did not receive the claim in the mail.’ Electronic filing does away with that old excuse,” she says.

Medicare gives priority to any claims submitted electronically. Claims received online are paid in 10 to 14 days, as opposed to paper claims, which are set on the back burner for at least 29 days. Most other insurers now follow this same tenet—electronic claims before paper. The results can be dramatic.
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The number of people enrolled in Medicare has risen to more than 55 million since it was introduced in 1965, with approximately 10,000 people enrolling every day.




 



Consider this example from a medical biller near Chicago: “[Previously, the client] would type out a CMS [claim form] and send it to Illinois Medicare. It would be weeks before she’d know anything,” he says, describing the way one of his clients used to do claims processing. He took over her billing, shot it off to Medicare, and within four days had online confirmation that the claims had been paid.


 




   [image: ][image: ] Phasing Out Paper




The CMS 1500 form was recently updated to accommodate ICD-10 codes (International Classification of Diseases, 10th revision) and is used by non-institutional healthcare providers (i.e., family doctors) who are seeking reimbursement from Medicare. The paper claim form can only be used by providers who meet certain government requirements and qualify for a waiver from the Administrative Simplification Compliance Act (ASCA) requirement for electronic submission of claims. So what’s wrong with paper? In a word, time. According to the CMS, paper claims providers submit to Medicare must be read with optical character recognition (OCR), a scanning technology that allows hard copy data to be read by a computer and converted to a form that can be used as electronic data. In other words, OCR turns paper data into usable electronic data. The wording, columns, and tables your naked eye sees on the CMS 1500 form are printed in ink that is invisible to the OCR equipment, so only the usable fields can be seen and used. You must use the official CMS 1500 forms available from the U.S. Government Printing Office or authorized printer because they print with Flint OCR Red (J6983) ink. If you print the form on your own computer, your run-of-the-mill ink will show up to the OCR equipment, and it will be returned to you for resubmittal. The moral of the story is, if you are eligible to use paper, use the official forms. Lisa S., an MIB from central Florida, makes things easier by using a template. She just fills in the information on the computer and has it printed right on the form. Similar templates can be found online such as the one at www.mdcodewizard.com/CMS1500/. Look for Medicare CMS 1500 completion and coding instructions, as well as the print specifications in Chapter 26 of the Medicare Claims Processing Manual (Pub. 100-04). This manual can be found at www.cms.gov/manuals/downloads/clm104c26.pdf on the CMS website.




 



He explains that a four-day turnaround is a little faster than usual, and that, while the doctor didn’t have the check in her hand, Illinois Medicare’s tracking software allowed him to show her that her claims had indeed already been processed.

Needless to say, she was impressed.

Electronic billing might seem like magic, and result-wise, it is. But like stage magic, which is all done with smoke and mirrors, there’s a method behind it. It’s all done with software, which we are going to discuss in great detail throughout this book.

Skimming Along with Superbills

Superbill forms are productive tools that allow physicians to record patient diagnoses, E&M levels, and procedures performed that includes Current Procedural Terminology, otherwise known as the CPT, and International Classification of Diseases, Revision 10, aka ICD-10. (We will talk about these in more detail later.) The traditional superbill is a double sided 8½ × 11-inch paper with information on it. Even with the new ICD-10 electronic coding environment, the superbill is still regularly used. Doctors who are electronic billing–savvy fill out a superbill (aka a charge slip), before the patient leaves the office. The superbill is divided into sections. One portion lists, in dazzling detail, the services and procedures commonly performed by the doctor. Another catalogs the symptoms and diagnoses the doctor usually treats. Each item on the list has a corresponding code number.

The doctor simply checks the box next to the service or procedure he’s performed, makes another little tick next to the diagnosis or symptom, and voilà! There is all the information the medical biller needs.

The medical biller takes this streamlined superbill, enters the procedure and diagnosis codes into a claim form, called a CMS 1500, on his computer and then electronically sends it to the insurance company in the same way you might send an email message. The insurer instantly receives the claim. No more delays waiting for mail delivery. No more lost time waiting for the claim to wend its way through knee-deep stacks of other paper claims. And no more painful paper cuts on your tongue from licking envelopes.

This is the Dick-and-Jane version of modern medical billing. There are many permutations, and there can be many complications, which we will delve into later. (If you just can’t wait, check out Chapter 3 now.) Really good medical billers learn all sorts of tips and tricks to make their work easier and to make the doctor’s business—and therefore their own—more lucrative.
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Last year, the U.S. Census Bureau reported that the number of uninsured Americans dropped to 11.9 percent. This indicates a significant decline over the last few years as more people are able to buy their own coverage due to the ACA’s (Affordable Care Act) new subsidized sources of insurance, or they have enrolled in Medicaid or Medicare.




 



Heidi H., an MIB from Napa, California, says they receive their superbills in a variety of ways, depending on the provider. Some are streamlined superbills; others are on hospital face sheets. “Providers like simplicity and are stuck in their ways,” says Heidi. “So, we will use whatever method they prefer and interpret it from there.” Her clients typically send their superbills via email or fax, both of which are through HIPAA-compliant software to make the transmission secure.

Counting Your Coconuts

What can you expect to make as a medical insurance biller? The sky’s the limit, depending only on how serious you are and how willing you are to expand. Annual gross revenues for the industry range from $25,000 to $75,000. Some MIBs are happy working part time at home, bringing in enough to supplement the family income. Others have launched thriving, full-time businesses that employ dozens of assistants.


 




stat fact



[image: ]







[image: ]





According to the Census Bureau, there were 5.5 million Americans aged 85-plus tootling around the country at the time of the 2010 census. That represents increases over 2000 census figures of 29.8 percent in the 85- to 89-year-old category; 30.2 percent in the 90-94 category; and 25.9 percent in the 95 and over category.




 



Kim H., a medical biller in rural Virginia, runs her business in conjunction with a full-time career as a high school teacher. “Keep in mind,” she says with a soft twang, “that I’m doing this part time, and with our area here being very small and economically disadvantaged, I had to set my limits.” Still, she says, the part-time one-woman income she’s pulling in is nothing to sneeze at.

Across the country, a San Diego MIB feels that her fledgling full-time business is off to a good start. At the other end of both the spectrum and the state, Walnut Creek, California, one MIB is well into her 13th year in business with a staff of 22, and is quite pleased with her income as well.

However you choose to tailor your business—part time or full time, at home or in an outside office—the income potential is excellent. But almost everyone in this industry is quick to point out that medical billing is not an easy business.

“This is definitely not something that just anybody could do,” explains Curt J., an MIB in Illinois. “Between the personal marketing skills and relating to professionals and doctors, and the learning curve on the code side and the computer side, it’s been a challenge. [But] I enjoy a challenge.”

One MIB in Denver has offered classes for people interested in starting a medical billing service. “Basically, [I taught] coding, terminology, how to deal with insurance companies, all of that stuff,” she says. “And it was really an eye-opener to a lot of people. They just had no clue that to do it right and get and maintain clients you have to know what you are talking about.”

Her classes experienced a lot of attrition. “I had probably about 50 percent who felt it was too much work,” she explains. “They really wanted something where they could just pick up superbills, put them in their computer, and not worry about it again. And that just doesn’t work.”


 




   [image: ][image: ] One for All




The medical biller’s most basic tool is the CMS 1500 (formerly the HCFA 1500). This daunting form is a detail-lover’s dream, rife with boxes, bars, and spaces to be filled in, checked off, and tabulated, and is used to file all insurance claims. The CMS, as it is commonly referred to (though some still call it the HCFA), is the brainchild of the American Medical Association and is named for the Center for Medicare and Medicaid Services (CMS).

Before 1984, when the original HCFA 1500 was born, hundreds of different claim forms floated across the medical biller’s desk: the American Medical Association’s basic form and various versions of Medicare, Blue Cross, Blue Shield, Medicaid, and Civilian Health and Medical Program for the Uniformed Services (CHAMPUS) forms. In addition to these, most insurance companies had their own forms. The horrendous hodgepodge of blanks to be filled in was not only time-killing but conducive to error.

The American Medical Association (AMA) decided that enough was enough and created a task force to bring forth order from chaos. The result was the HCFA 1500, a single, standard form accepted by every insurer in the country.

In 1990, the HCFA went under the knife for further streamlining. The spaces where providers could write in explanations for out-of-the-ordinary fees were eliminated, lending the form the same impatient “I don’t want to hear any excuses” tone you used to hear from your parents when you were in trouble. Now called the Center for Medicare and Medicaid Services, or CMS, the group is the main governing body for all things governmental as related to health care.




 



Balance that with the words of an MIB in New Jersey who quit a ten-year career on the other side of the fence—working for a health insurer—to operate her homebased business. “I loved my job,” she says. “I loved being on that side. But I would never go back to working for someone else, either.”

Crank-Up Costs

One of the catch-22s of being in business for yourself is that you need money to make money—in other words, you need startup funds. These costs are relatively small for a medical billing service. You can start out homebased, which means you don’t need to worry about leasing office space. You don’t need to purchase a lot of inventory, and you probably won’t need employees. Your basic necessities are a computer (it’s hard to do electronic filing without one), internet connection, a printer, a telephone, a fax machine, reference materials (coding books), and a specialized software package. If you already have a computer, your biggest expense will be your software.


 




   [image: ][image: ] Prognosis: Success




So now that you have a nodding acquaintance with some of the many facets of this vital business (the formal introduction will come later), you’re probably wondering what your chances of success are. After all, starting a business is a serious proposition, particularly when you have to put your hard-earned money where your CMS 1500 is.

Well, take heart. There’s plenty of life in this business if you’re willing and able. Perhaps even more important, you can make a go out of this profession no matter where you live, according to Tammy Harlan, president/CEO of Medical Billing Course, LLC, a medical billing training company in LaPorte, Indiana. “We service 800 clients, and the biggest one is a $2.5 million operation in Nebraska,” she says. “When I operated my own medical claims service, I worked out of Indiana, but I had clients as far away as California. Word of mouth helped me get new business, and I was willing to spend the money needed to get the appropriate business resources and training.”

We’ll talk more about those business resources later. But for now, just remember that your own ambition and motivation are just as important as upfront money when it comes to driving your success. As mentioned earlier, attention to detail and persistence are other necessary components for success in this people-driven field. Plus, there are numerous outside forces that can influence your success. For instance, if you live near a large metropolitan area, you’ll have a larger pool of prospects to plumb, plus you’ll be able to charge more per claim. Being internet savvy (or being willing to learn) also will help you increase your reach even further.

If you like to eat regularly, you might want to ease into your new profession. Realistically speaking, it could take several months before you land that first client. But whatever you do, Tammy says, you need to invest in all the tools you need to make it work, including business support and instruction.

“I know it’s hard to spend money when you’re just starting out, but it’s an investment,” Tammy says. “You might end up spending $8,000 to get started, but you could end up with a business for the rest of your life.”




 



Many MIB newbies opt for a business opportunity package, purchasing not only the software but also the training to go with it. Different packages, even within the same company, have different costs. Some entrepreneurs go with strictly software because they’re already billing-literate; for others it’s because the full biz op package doesn’t fit into their budget.

The choice of which package to purchase is a personal one, approached by most MIBs with the same dedication and attention to personalities as you would attach to finding a mate. And rightly so. You are going to be wedded to your software package for a long time, and the business opportunity vendor you choose should fit your needs and your temperament like Adam and his rib.

We’ll cover this in greater depth later in this book. For now, let’s say that you can expect your startup costs to run from about $5,000 to $20,000.

The Rock of Gibraltar

In addition to profits and startup costs, two other important aspects to consider are risk and stability. You want a business that, like the Rock of Gibraltar, is here to stay. According to MIBs, there aren’t any tremors rocking the structure of the industry. The risk factor is relatively low—so long as you are willing to work, and in most cases work hard, for that first client or two. “Doctors aren’t just out there ready and waiting for you to walk through the office and save them,” says the Illinois MIB. It can take time.
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Why not work at home? A medical billing service is a perfect candidate for a homebased business. The necessary equipment fits neatly into a spare room and, since clients don’t need to visit your office, you don’t have to spend startup dollars on expensive furnishings, décor, or reception areas.




 



“Getting that first [client] is the toughest,” explains the San Diego entrepreneur. “It’s really tough, because if you don’t have a client, then you have no basis, no credibility for [doctors] to rely on you. This is a big thing that they’re giving up. A lot of doctors have a hard time giving up the financial end of things.

“Some people are looking for a get-rich-quick scheme. This is not the type of business to do that. You can be successful and make good money at this, but like any business, I believe, it takes time for the business to build, and it takes time to generate a positive influx of income.”

The Right Stuff

OK, so you’ve decided that running a medical billing service is potentially profitable. You’re willing to invest not only the money but the time to learn the ropes and become established as a pro. What else should you consider? Personality.
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Hey kids! Take this fun quiz and find out if you have what it takes to become an ace MIB.

             1.  My idea of a fun evening is:

                  a.  Watching Casablanca on television for the 50th time

                  b.  Snuggling up with a hot toddy and a book of advanced sudoku

                  c.  Barhopping with a guy named “Swinger Pete”

             2.  Here’s how I handle my daily mail:

                  a.  Pick out the Publishers Clearing House and Overdue! Second Notice! envelopes, and throw the rest in a drawer.

                  b.  Sort it by date received, date due, and action to be taken.

                  c.  Use it to start a fire in the barbecue pit for tonight’s dinner.

             3.  I consider myself to be a detail-oriented person.

                  a.  True

             4.  There is nothing wrong with Question 3.

                  a.  True

                  b.  False

                  c.  Sorry, I wasn’t paying attention.

             5.  I would best describe my self-motivational abilities as follows:

                  a.  What is self-motivation?

                  b.  I’m not happy unless I’m getting things accomplished.

                  c.  I’m able to get up in the morning.




Answers: If you chose B for each answer (and you noticed that there is no B answer for Question 3), then you passed with flying colors! You have what it takes to become an MIB. You are detail-oriented, self-motivated, and eager to learn.




 



Not everybody is cut out to be an MIB. This is not, for example, a career for the organizationally challenged. If you’re one of those carefree folks who take a haphazard, devil-may-care approach to life, you don’t want to be a medical biller. If your idea of filing is throwing papers in a stack behind your desk until the stack topples, you might look elsewhere for job inspiration. If you’re an A-plus procrastinator who can’t seem to return a phone call or pay a bill until it’s overdue, think again about medical billing.

If, on the other hand, you’re an efficient time manager, you excel at detail-oriented tasks, and your idea of heaven is getting things shipped out, shaped up, signed, sealed, and delivered, then this is the career for you.

Move Over, Miss Moneypenny

This doesn’t mean that only super secretary types like James Bond’s Miss Moneypenny need apply. MIBs come from all walks of life. The entrepreneurs interviewed for this book, for instance, come from a variety of careers: high school teacher, former pastor, computer customer service engineer, registered nurse, and bookkeeper. Others made less radical career-style changes, having worked in the health-care, insurance, and medical billing professions before, but as employees rather than as the self-employed. One ambitious MIB launched right into her own medical claims billing service fresh out of school.

The tip here is that the first ones—the set that started from different career paths—have figured out how to make their backgrounds work for them in their new careers. They’ve taken the skills they’ve already acquired and applied them to the medical billing service.

For Kim H., the computer and business course teacher from Virginia, picking up electronic billing was a snap. So were the small-business aspects of running a medical billing service, which meant the only thing she needed to focus on was the actual medical coding.

“I knew a lot about the business part of it and the computer part of it,” Kim explains, “but the insurance part I didn’t know, so I had to learn that. It took me about two months to really grasp the insurance part. The year I started my business, I got [the business opportunity package] in January. By May, I had signed my first doctor, a psychiatrist. I guess about three months after that, I signed a urologist.” Kim now has two more clients to keep her busy along with her full-time teaching career.

People Skills

Curt J., a former pastor, transferred his people skills to his medical billing service which he launched over a decade ago. “My personality is such that I can make a fairly good first impression,” he says, describing his marketing approach. He had no background in sales, but Curt says that as a pastor, he knew how to get along with people. Part of his pastoral training was in working with people. “It’s all personal skills but, in a sense, it’s selling, too.

“The learning curve [for medical coding and billing] was much greater than I anticipated. It’s not a simple business. I wanted to pick one that looked like it had potential for the future and could make money, but, on the other hand, I didn’t want to pick one that just anybody could do,” Curt says.

Mary V., the former customer service engineer, translated the people skills she’d learned working for IBM—as well as her knowledge of computers—into the medical billing business she started more than ten years ago. “Basically, as a customer engineer,” she says in a lively but no-nonsense tone, “all you did was problem-solve. And that’s what this business is—problem solving.

“Learning to work with people, I couldn’t have gotten any better training. Personally, I think [IBM] is the best service company in the world, and they have the best training. So that was perfect for going into this. Whether it’s medical billing or anything else, if you’re dealing with a service-oriented company, you’ve got to know how to give service. And that’s what this is.”

Sandra S. from Minnesota got her people skills on the job by working in medical claims for 20 years starting with a major insurance company, then as a subject matter expert with a state insurance company. She now has her own medical claims consulting business that offers services to individuals needing help with filing claims or reviewing their claims for correct payments and submission to multiple insurance providers. “My niche is in research,” Sandra says. “I love digging for answers and finding the correct information to get a provider or a patient the information they need to get their issues resolved.”

One nurse-turned-MIB received her training in England. “When I came over here,” she explains, “I tried to transfer my credits over, but at that point in time it was not possible. I had to go back and do some retraining, and I chose not to do that.”

The career path she chose instead led, not quickly, but very directly, to the exact skills she would need to run her own highly successful medical billing business. She became an audiometrist, then a medical assistant at an ear, nose, and throat practice. “And within a year,” Jan says, “I was administrator of that group.” With more than 11 years of experience at that position, “I went into hematology-oncology and was an administrator for a large practice for six years before starting the billing service.”

The other registered nurse spent almost 12 years on the post-op surgical floor. When an on-the-job injury permanently sidelined her career in scrubs, she parlayed her knowledge of the medical field into the medical billing service she now successfully owns and operates.

The former bookkeeper, Carol G., took her familiarity with all things billable and segued it into her own medical billing service. “I’ve worked for small businesses,” she says, “and you work hard. You can only make so much per hour. It’s nice to have a little more of what you’re working for be on my end instead of working for someone else.”

And isn’t that one of the main reasons for starting your own business? The freedom to do things your own way, at your own speed, in your own home or office, is a powerful lure.

The Great Debate

As you can see, you don’t have to have a medical background to become a top-notch MIB, but it helps. Marsha S. is an MIB lifer, working with medical claims billing for 25 years starting right out of high school. “The last ten years have been in surgery billing, so that is what I am currently most proficient at,” she says. “However, I have done everything from dental, to primary-care medical, surgeon billing, pediatric, orthopedic, and ambulatory surgery billing.”

Among MIBs, however, a debate of sorts rages. Those with medical billing backgrounds insist that without that background, only fools rush in. Those who came into the business from other venues admit to the challenge of a major learning curve but are proof that with a great deal of preparation and hard work and the added bonus of support from a software or business opportunity vendor, it can be done.


 




   [image: ][image: ] The Self-Starter




Being a self-employed MIB, like everything else in life, has drawbacks along with the perks. A big one is that you have to be what is commonly referred to in help-wanted ads as a “self-starter.” There’s no one else around to tell you what to do or when to do it. If you want to run a medical billing service, you’d better make sure that your self-motivation gears are well-oiled.

“Even if I have my clients’ billing done,” says Carol G. from her home office in Missoula, Montana, “I’m making contacts or I’m looking at ideas, or if I hear of someone, I’m making that advertising contact.”

You also need to keep in mind that all the responsibility for your business rests on your shoulders, however broad they may or may not be. “At times, you wish you could sit back and let somebody else fix the problems,” the former bookkeeper explains. “The good and the bad stop right here.”

But you don’t feel bad about it, Carol’s quick to add. “Even when I was working full time, when I would come to work [in the medical billing home office], it wasn’t work; it was what I was enjoying doing. You have to discipline yourself to make it what you want with those things in mind.”




 



The nurse whose background involves years of medical office administration is of the “no prior experience, no success” school. “It’s the Johnny-come-latelies who don’t do terribly well,” she says sympathetically but firmly. “Maybe some lady who believes in starting a billing service, working on a PC in her home, and has had experience in billing, can probably do very, very well. If it’s somebody who believes that it’s just an easy thing to do, that person is in for some pretty rude awakenings. A lot of businesses that are in homes are not making it; their experience is not adequate to do what they’re doing.” The Denver MIB works from her home rather than from offices in a commercial building, as her San Francisco Bay–area counterpart does, but she voices similar sentiments. Like her cross-country compadre, she started her business with an extensive background in medical billing and administration.
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Ask a billing service to let you sit in on their operations for a few days. You can “audit” the service, observing what they do and how they do it. (You might want to pick a service outside your own area so you don’t look like a competitor.) Or, why not volunteer to work for them for free for a few weeks? You get free experience and on-the-job training; they get free labor and a chance to strut their stuff.




 



“I started working in a physician’s office as a receptionist,” the Denver-based MIB says. “I became office manager, [then] I worked as a personnel trainer in the medical field. So I’ve always been behind the front desk. I never really did the billing until I moved out here to Denver and worked for a large billing service and got familiar with the insurances they use out here. And [then I] decided that I could do it on my own. I really liked that aspect of it.

“Since I had worked for physicians as a receptionist and a transcriptionist, I felt that I knew what went on in the office and could provide a good service rather than some of the billing services—some of the larger ones, anyway—that aren’t really familiar with the inside workings of a physician’s office. I felt that helped me a lot in kind of working up from ground zero.”

She also thinks that this wealth of experience represents the dividing line between the successful medical billing services and those that face a struggle. “I taught some evening classes on how to bill for a time simply because I had a lot of phone calls,” she explains. “People who wanted to [know] ‘How did I get started in this business?’ ‘I’m thinking about doing this from home,’ that kind of thing. One of the questions I always asked was ‘What kind of experience do you have?’ and most of the time what they would say was ‘Well, I know computers.’

“And that’s the big fallacy. I find it comes from software companies who are selling the billing software: ‘We’ll train you; you don’t need any experience; all you have to do is put the data in.’

“That’s just unfair. That’s unfair to people to spend money on software and think that they can just enter data. What I say to them at that point is, ‘How are you going to speak to a physician and convince him that you can handle his money and that you can bring in money for him when you don’t know what he does and you don’t know his medical turf?’”
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“If you’re really going to succeed in it,” Mary V. says of the MIB industry, “you’re going to have to [be learning] almost every day.” Be sure you’re willing to make that commitment.




 



What exactly do you need to know? Why wouldn’t a person be able to pop a diagnosis of X into the computer, and away they go?

“Well, they can enter it into the computer,” the Denver MIB cheerfully concedes. But there is more. Much more. “It’s not so much the diagnosis—well, it is the diagnosis, just as much as it is the procedure code. Say they have a diagnosis of depression. They put it in with just an office visit and send it out to the health-care company, and the healthcare company sends back a denial saying ‘We’re not going to pay this. This is a mental disorder.’

“What then? Does someone who does not have the knowledge know how to handle that? All of a sudden they’re stuck. ‘OK, I’m not going to get paid for this; I don’t know why.’

“It’s the wrong code. It’s only going to get paid at 50 percent; they need to send it someplace else. They need to know what a mental disorder code is and when you can and can’t bill for it, who can bill for it, whether you bill the health insurance or you bill the mental side of it. They need to know also that the doctor does a visit, but then he does a test, too. You put the visit in, and you put the test in for the same date of service. The insurance company isn’t going to pay for the visit unless they have a modifier code on there. Someone who doesn’t have the experience with coding or any experience in medicine [isn’t] going to know to put that code in to get that money for that doctor.”

The Denver MIB suggests that would-be medical billers with no prior experience take a job for a year with a billing service and learn from that. The Minnesota MIB agrees. “I would recommend working for a hospital or a doctor’s office for a couple years as a biller/coder before trying to work from home,” she advises. “As a new biller you will benefit from working in an office setting to see what works and what does not.”

At least attend some one-day seminars on coding or weekend workshops on business management that are held in most cities so you can get a grasp of what kinds of things are going to be expected of you.

Looking back, the Napa MIB who started her business fresh out of medical billing school feels that she would have benefitted from working in a doctor’s office a little while. “I had no previous experience in medical billing or working in an office,” she says. “On the other hand, working for a billing service might have been better because you learn about billing for different specialties.” Although it took Heidi H. almost two years to land her first client, she now has six employees working out of two locations in California and Oregon.

Starting Over

On the other side of the Great Debate fence, Mary V.—the former customer service engineer—explains how she geared up for her business and what sort of training and research she has in her battle chest.

“My background was with IBM. I’d been in that for close to 20 years and got downsized, like 56,000 others,” Mary says. “Actually, I started as a customer engineer working on machines, which was unique in itself because women just didn’t do that when I started. I was the fourth female hired in the Baltimore/Washington area to do that.” By the end of her tenure, her beat was lease billing. “Basically, whenever billing time came around, I was on call, 24 hours a day.”

Then came the downsizing. IBM offered its soon-to-be-ex-employees various classes in job placement and interviewing. One was in entrepreneurship. “A friend of mine and I said, ‘Well, we’ve got to waste three days someplace, so let’s go,’” recalls Mary.

A couple of programmers in the class had checked into medical billing, Mary remembers. “The more they talked over the three days, I thought, ‘These two are the only ones who have a shot at making anything go.’ And basically, that was it. I tucked that in the back of my mind. Once I left, I never thought about it again until I was told in a job interview that if I wasn’t willing to work six months at a time or a year at a time, that I would never work again. And so I thought, ‘Well, thank you very much, I don’t want to do this again. I’ll try something else.’

“That’s when I started thinking about medical billing again. So that’s how I got into it initially.”

After purchasing her first medical billing software package, Mary says, “As I got deeper and deeper into it, I found I needed to know a heck of a lot of stuff. So I took classes at the community colleges; any seminar that [came] up, I was there. Anywhere that I could get knowledge on this [industry], I would go. And I still go.”

Today, Mary has a client base of 14 providers. Not bad when you consider she had no medical background going into the business. You must also consider, however, that she set out to learn whatever she could at the outset.

My Friends, the Doctors

Curt J., the former pastor, began his business with no medical background, either. “Basically, I was playing with my computer at home, wasting a few hours a week. I needed extra income, so I began to research how I could meet the need and work with my computer, which I was having fun doing. So I basically just started looking on the internet for businesses, and I looked at Entrepreneur magazine and things like that. I kept boiling it down until finally I arrived at medical billing as the option I wanted to pursue.”

After a great deal of research, he went with a business opportunity vendor in Arizona. After flying out for training, he returned home to get his fledgling operation off the ground. “I just started knocking on doors and visiting and sharing materials and so on and so forth,” Curt says. “Now, I bill for one dentist and two chiropractors.”

Although Curt had no medical background, he had friends in the business. “The reason I got into it,” he says, “is a couple of my friends are doctors. One was a dentist, whom I’m billing for. I didn’t want to deal with just the general masses and marketing or retail or anything like that. That’s part of what appealed to me, too; the clientele are business owners, office managers, and doctors.”

But he echoes the sentiments of everyone on both sides of the Great Debate. “In my opinion there’s no way you can just buy software and get into this business. I made dozens of phone calls—and still do—back to [the business opportunity],” says Curt. “I can’t imagine anybody just buying the software and doing this, unless they have a lot of medical background.”

Summing Up

So, like ladies and gentlemen of the jury in a celebrated court case, you’ve heard both sides of the argument. To sum up, one side stands firm that without a medical background, you’re asking for trouble. The other side stands as proof that a background in medicine or medical billing is not a prerequisite for MIB success.

You should note, however, that both sides agree on an important issue: If you don’t have a medical background, you must be willing to work hard in your new field. You must take into account a major learning curve.

You can succeed—brilliantly—but you have to be willing to pay the piper.

The Prognosis

If you’re still reading, we assume you’ve decided to take the MIB challenge and forge ahead with your new career. There is, however, one more thing to take into consideration: the industry prognosis. Will medical billing be around as technical advances unfold in the 21st century?

The future looks good. As we saw at the start of the chapter, there’s a great big beautiful tomorrow for the health-care industry. Unless a meteor from outer space crashes into Earth, or unless aliens from the planet Zark land on the White House lawn and show us how to eradicate injury and illness for all time, the industry outlook is healthy.

It is possible that a national health-care plan will finally come to pass and the manner in which health-care is billed and paid for could change. Doctors, however, will still have to be paid, and patients will still have to file claims. Somebody will still have to file them, and who better than the MIB?

So, fasten your seat belt, bring your tray table to the upright position, and let’s start your learning curve. Next chapter: Health Insurance 101!





CHAPTER 2

Health Insurance 101

There’s much more to medical billing than meets the eye. Even though the CMS 1500 mainstreamed the claim form, the MIB’s world is full of corporate and governmental entities whose main goal in life often appears to be obstructing easy claims processing.

As World War II posters frequently reminded: “Know your enemy.” Keeping up with changes—an important part of the medical billing industry—is easier when you understand where insurers are going, as well as where they’ve been.

It’s also extremely necessary to speak the lingo, to be able to rattle off information about carriers, administrators, beneficiaries, and comprehensive plans and actually know what you’re talking about.

Who’s Who in Insurance

The Carrier. This may sound as if it is referring to someone you’d rather not get up close and personal with, like Typhoid Mary, but in fact it refers to the insurance company that writes and administers the insurance policy. The carrier is also known as the insurer, underwriter, or administrator.

Each carrier can offer a variety of insurance plans. A single carrier might sell individual policies and group policies and administer a federal program such as Medicare. These plans—which can be worded as craftily as a government foreign aid policy—fall into three basic groups:

       1.  Individual policies. These are purchased by (surprise!) individuals rather than by or for groups, although they can cover an individual and spouse, or an individual and family. Homeowners and vehicle insurance policies also provide health-care benefits to cover, for example, an auto accident, a dog bite, or a fall on a frozen front walk.

       2.  Group policies. This is the package deal concept. Most group policies are provided by employers for their employees. In some cases, it’s a freebie; in others, the employees pay for the insurance with the idea that their cost is lower than it would be if they purchased the policy on their own. Group policies are also purchased by (surprise!) groups for their members, such as the Romance Writers of America or the Good Sam Club.

       3.  Government programs. Although Medicare, Medicaid (including the Affordable Care Act), the Children’s Health Insurance Program (CHIP), and TRICARE (provides civilian health benefits for military personnel, retirees, and dependents) are government entities, they are administered by the private sector insurance companies or data processing firms.

The Provider. This refers to the person who provides health-care services and/or supplies. A provider can be a physician, pharmacist, physical therapist, outside laboratory performing various tests, or a medical supply company that rents or sells wheelchairs or walkers. In the medical office, the doctor is considered the provider even when it is the nurse or assistant who draws the blood or performs the test.

The Beneficiary. This is the person eligible to receive benefits under the health insurance policy—simply, the patient.
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Whether you love it or hate it, since the Affordable Care Act went into effect the uninsured rate among U.S. adults declined to 11.9 percent. This has provided more job opportunities for medical insurance billers and coders.




 



The Insured. This is the policy holder, the person who is covered by the insurance program and who makes it possible for his or her family to be covered. In other words, the insured is the employee whose employment makes the group coverage available. The insured can also be referred to as the enrollee, certificate holder, or subscriber.

The Dependents. These are the children (including stepchild, legally adopted child, or foster child) and spouse—or in some areas the domestic partner—of the insured. Policies define covered dependents using these criteria:

       [image: ][image: ]  Spouse. The insured’s spouse (or domestic partner, if applicable) must not be legally separated from the insured and must not be in the armed forces.

       [image: ][image: ]  Child(ren). The Affordable Care Act now extends coverage for young adult children under their parent’s health-care plan up to the age of 26, regardless of their financial dependency, residency with parent, student status, employment, and/or marital status.

Now that we have established who the players are, let’s look at who is making the rules. There are more than 1,000 health insurance companies in the United States, with different types of plans. Health insurance coverage falls into several categories including private, employment-based, Medicaid/CHIPS, Medicare, military (i.e., TRICARE), and workers’ compensation.
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Group insurance frequently takes the form of a self-insured plan. In this type of program, the employer, rather than an insurance company, provides the funds to pay its employees’ claims. Simple, you say. But wait! It then often hires a TPA (third-party administrator) to administer the plan. The TPA can be an insurance company or a specialized management company. Sometimes this employer/administrator arrangement is called an ASO, for administrative services only.

Or, it can take the guise of an MPP, which stands for minimum premium plan. In these plans, the employer goes the self-insurance route up to a certain dollar amount and then pays a commercial carrier to take on the risk for everything over and above that sum.







 




   [image: ][image: ] The Exclusive Exclusion List




When an individual or group buys health insurance, the contract between the purchaser and the carrier spells out the coverage provided, as well as the limitations of that coverage. The more limits there are, the lower the cost to the purchaser. The insurer is obligated to cover (and provide reimbursement for) only those services specified in the contract. Here are some of the general factors that limit this coverage:

             [image: ][image: ]  Listed exclusions. A policy can list specific services, procedures, and/or supplies as being excluded from coverage; for example, maternity care, dental care, or surgery to implant the Hope Diamond as a permanent wrist ornament. No benefits will be paid for listed exclusions.

             [image: ][image: ]  Pre-existing conditions. As of January 1, 2014, health insurance companies can no longer refuse to cover benefits or charge more due to a pre-existing condition. The exception to this are “grandfathered” health plans.

             [image: ][image: ]  Maximums. Most policies will pay specific maximum dollar amounts. These can concern a specific illness or be annual or lifetime maximums.

             [image: ][image: ]  Annual maximum. If a policy has an annual coverage maximum on elective or non-essential health benefits, it will pay no more than that amount in a benefit year or calendar year, depending on the terms of the policy. Essential health benefits (see Glossary for definition) no longer have a dollar limit under the Affordable Care Act.

             [image: ][image: ]  Lifetime maximum. The same is true for lifetime limits for which there are no dollar limits the entire time an individual is enrolled under a specific plan. Again, this only applies to essential health benefits, as defined in the Glossary.

             [image: ][image: ]  Mental and addictive disorders. Insurance policies routinely include separate schedules of benefits for mental, psychoneurotic, and personality disorders, and for the treatment of drug and alcohol addictions. These items might be excluded entirely, or they might be subject to limitations.

             [image: ][image: ]  Deductible. The amount and type of deductible depend on the policy, with the deductible usually directly related to the premium. The insured may opt for a higher deductible in exchange for a lower premium, or he may go for a plan with no deductible that specifies care from certain providers.

             [image: ][image: ]  Individual/family deductible. In some policies, each covered family member must meet his or her own deductible. In others, all the family’s expenses go toward a single deductible.

             [image: ][image: ]  Co-insurance. This standard provision requires the insured to share the cost of certain covered services. The insured must pay either a set fee for a given service or a specified percentage of the cost of that service.






Commercial Carriers

Commercial carriers offer health insurance contracts to individuals and groups. Think the big traditionals—Aetna, Humana, and UnitedHealthcare—for an idea of what we are talking about here. But, of course, there are thousands of smaller carriers as well. As opposed to various altruistic government or nonprofit carriers, commercial carriers are in the health insurance business to make money.
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The U.S. Census Bureau, self-proclaimed “preeminent collector and provider of timely, relevant, and quality data,” conducted its first survey in 1790. On the medical timeline, this was just six years before Dr. Edward Jenner developed the smallpox vaccine.




 



Some commercial plans are indemnity policies. This does not refer to the classic Fred MacMurray film about murder to collect life insurance but rather to the fact that the carrier indemnifies, or reimburses, the patient for covered services up to a limit set in the policy. For example, it might pay for mental health services up to a yearly limit of $1,000 or a lifetime limit or cap of $10,000. This type of plan assumes that the patient is going to pay the doctor when services are rendered.

Then there’s the policy that bypasses the patient and sends the check directly to the doctor. For the provider, this is a sort of good news/bad news option. The good news, of course, is that the physician receives direct payment; the bad news is that the doctor is paid in accordance with what the carrier considers usual and customary fees, which might not necessarily be what the doctor considers fair compensation.

To make matters more complicated—or more interesting, if you’re a glass-half-full instead of half-empty type—various policies limit coverage to various disorders or types of service. Some might not cover maternity services, others might exclude mental disorders, and still others might not allow treatment by chiropractors, optometrists, or dentists.

The Big Three

There are three main types of commercial health insurance plans.

       1.  Basic. These plans pay total costs up to a maximum (usually around $5,000) for all but a few exclusions such as cosmetic surgery and mental disorders. They might or might not have a deductible. Costs can be incurred in the hospital, at the doctor’s office, or at home.

       2.  Major medical. These policies are designed for catastrophic situations such as extended hospitalization, which might give you another major medical catastrophe if you saw the bill and didn’t have the insurance coverage. They don’t pay for minor health problems or office visits, and they almost always feature large deductibles and co-payments.

       3.  Comprehensive. These plans, the combo plate on the commercial carrier’s menu, are composites of both basic and major medical coverage.


 




   [image: ][image: ] I’ll Have the Usual




In the cozy world of the coffee shop or diner, “the usual” means what the customer always orders. In the often obtuse world of health insurance, “the usual” is something different. Usual, customary, and reasonable (UCR) refers to a method of regulating health-care costs. Under the UCR method, insurers pay providers as little as they can, or rather, the lesser of these three schedules:

             [image: ][image: ]  Usual fee. The usual or normal amount doctors charge for a specific service. This figure is determined by insurers who keep annual tabs and then compute an average fee.

             [image: ][image: ]  Customary fee. This one is determined by insurers based on 90 percent of the fees charged by all doctors in the same specialty in the same geographic region.

             [image: ][image: ]  Reasonable fee. Here we have the least of: a) the fee the doctor has actually billed, b) the usual fee, c) the customary fee, or d) some other specially justifiable fee.




Another even more complicated method of determining fees is the RBRVS, which, in English, is the Resource-Based Relative Value Scale. Developed by the Harvard School of Public Health, the RBRVS uses all of the following items to come up with a reasonable charge: a) the actual amount of work performed by the doctor; b) the doctor’s expenses, excluding malpractice insurance; and c) the cost of malpractice insurance.




Now, just in case you thought that was easy, the RBRVS system multiplies each of these items by an index based on geographic areas and then multiplies the total by a conversion factor decided upon by Congress to account for inflation.




How did Congress get in there? The system was developed at the federal government’s behest as a response to Medicare’s runaway expenditures.




 



The Blues

Blue Cross and Blue Shield are the hallmarks of American prepaid health-care coverage. They have been in existence, in one form or another, since the teens of the 20th century. Together, they now provide health insurance coverage to more than one in three Americans, more than 106 million people.
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Since the Affordable Care Act went into effect, the HHS estimates that 5.7 million young adults (aged 19–25) have been able to stay on their parents’ health insurance plans until age 26. This is more than double the amount of young folks retaining coverage in previous years.




 



According to the Blue Cross–Blue Shield, the group offers a variety of products including plans for a preferred provider organization (PPO), health maintenance organization (HMO), indemnity (also referred to as point-of-service), flexible spending accounts (FSA), health savings accounts (HSA), and Medicaid. Blue Cross–Blue Shield is the largest single processor of Medicare claims in the United States. Needless to say, every MIB should be very familiar with the BCBSA’s role in the health-care system.

Blue Cross was originally developed to pay hospitalization costs, while Blue Shield’s purpose was to pay for doctors’ services. Now, both “brands,” as the parent organization likes to call them, have in most states merged into a single entity, the Blue Cross–Blue Shield System.

Blue Cross came along in 1929 when Justin Ford Kimball, an official at Baylor University in Dallas, Texas, ushered in a plan to give schoolteachers 21 days of hospital care for just $6 a year. (The current equivalent would be about $35 a year.)

Other employee groups in Dallas decided the teachers were onto a good thing and jumped on the bandwagon. The idea quickly attracted attention nationwide.

The program snowballed from there, adopting the Blue Cross symbol in 1939, the same year the first modern Blue Shield plan was founded in California. In ten years, the plan grew from 1,300 participants to 3 million. Now, in the second decade of the new millennium, the Blue Cross–Blue Shield System is one of the largest employers in the United States, processes the most hospital and physician contracts, sells insurance to all sectors of the health-care market; and offers 39 plans in all 50 states, the District of Columbia, and Puerto Rico.

Those Dang Deductibles

The deductible is the amount the patient must pay before the insurance coverage kicks in. If the policy specifies a $500 deductible, for example, and the patient racks up $600 worth of medical expenses, the carrier will pay toward the last $100, leaving the patient to take care of the balance. If the patient is a basically healthy type and never reaches the $500 mark, the insurance company isn’t going to cough up a dime.

Most policies have an allowable amount for covered services. This means the insurer pays a portion—usually 70 to 80 percent—of the doctor’s fee, and the patient pays the balance, which is called the co-payment or co-insurance. If the policy above has a $500 deductible and the allowable amount is 80 percent, the insurance carrier will pay $80 of the total $600 bill. (And you thought you were through with word problems!)

In deference to the insured who’s having a run of poor health, many policies also include a stop-loss provision, which limits the total co-payments the policy holder must make in a given year. Once the insured has paid $1,000 in co-payments, for example, the carrier forgoes any further co-payments and picks up 100 percent of the tab for any and all remaining covered services.


 




   [image: ][image: ] Split Personality




When a patient is covered under two or more health insurance policies, he is said to have dual coverage. This phenomenon is not unusual, especially in today’s both-spouses-bringing-home-the-bacon families. Here are some tips on the twin policy front:

             [image: ][image: ]  Group plans. Group health insurance plans usually include a coordination of benefits clause. Also known as nonduplication of benefits, this provision states that when a patient is covered by more than one group plan, the total benefits paid by all policies are limited to 100 percent of the actual charges.

             [image: ][image: ]  Birthday rule. When a dependent is covered under multiple group plans because both parents have coverage through their employers, the parents’ dates of birth are used to determine which coverage is primary, with the older parent’s taking first position. Like the old first-aid test question of “Where do you put the tourniquet if the patient has a snake bite on the neck?” you could beg the question of what happens if both parents have the same birth date. You might or might not get an answer.

             [image: ][image: ]  Government plans. If a patient has dual coverage and one of the plans is Medicaid, the government plan is considered supplementary to the private or group plan. Medicare is the major exception here since so many of its insureds also have Medigap coverage. In this case, of course, Medicare is the primary policy. On the other hand, however, for seniors who are still working after age 65 and have both a group and Medicare policy, the group policy counts as the primary.






Alphabet Soup

At this point, you might be asking yourself “Just what the heck are HMOs and PPOs?”


 




fun fact
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The wildly popular medical TV show, Grey’s Anatomy, was initially going to be called “Complications.”




 



HMO stands for health maintenance organization and is a sort of privatized version of a national health-care plan. There are various permutations of HMOs, but the gist is that patients pay a monthly fee to belong, much as they would with Blue Cross–Blue Shield. When they need medical care, they present a card like a credit card or library card instead of a claim form. They then see a preassigned physician, called the primary physician, within the organization and pay either a nominal fee per visit or no fee at all.

The HMO system insists that the patient see only her primary doctor. She can’t choose another doctor within the HMO, and she certainly can’t pick one out of the phone book or because Mrs. Hoodle down the street recommended him. HMOs also demand that patients see a specialist only upon the authorization and referral of the primary physician.

The upside of the HMO system is that because the organization is trying to whittle down major medical costs by concurrently whittling away at major medical problems, it will pay for a lot of preventive services (such as well-baby checkups, well-adult physicals, mammograms, and immunizations) that traditional fee-for-service carriers won’t cover.

Because of all the taboos, however, HMOs receive a lot of flak from the public, who often feel that their power of choice has been taken away and that the HMO is not providing optimal care. Doctors are not wild about HMOs, either, for the same reasons and for many others, including, of course, money.

Providers who work for HMOs are usually paid on a capitation basis. This has nothing to do with decapitating people but stems from the same root word and refers to the practice of counting heads. The HMO decides how many patients the doctor is likely to see in his office in a given month and then pays him for treating that number regardless of how many patients actually cross his threshold.

Regardless, it seems the HMO is here to stay, along with its kissing cousin, the PPO, or preferred provider organization. This is a group of doctors who cooperate with an insurance plan by accepting fee-for-service payments at less than the usual and customary rate. Unlike most of their HMO brethren, PPO doctors are allowed to see nonplan patients and charge their own fees. PPO patients are granted more autonomy as well and can choose a doctor outside the plan, although they then have to pay a larger chunk of the bill.


 




fun fact



[image: ]







[image: ]





You can access just about anything you’d ever want to know about the Blues, including a mind-boggling array of statistics, on the association’s website at www.bcbs.com. You can also check out their health and wellness plans such as Walking Works®, and Second Opinion, the award-winning health education series.




 



High-deductible health plans (HDHPs) feature higher deductibles ($1,000 to $10,000) than traditional insurance plans and are growing in popularity because of their lower premiums. Combining them with a health savings account (HSA) or health reimbursement arrangement (HRA) will help policy holders pay for out-of-pocket medical expenses with pre-tax dollars.

Swimming around in the alphabet soup of managed care organizations are a bevy of other crossbreeds. There is the IPA, or independent practice association; the EPO, or exclusive provider organization; the POS, or point-of-service plan; and the MSO, otherwise known as the managed services organization.

So long as you don’t confuse MSO with MSG or IPA with the IRA, you should be able to wade your way through this lot. As with all other insurance plans, the important thing to be aware of is what and how the particular plan pays the physician.

Muddling Through Medicare

Medicare began in 1965 as a star player in President Lyndon B. Johnson’s “Great Society,” which stemmed from his belief that every American should be able to partake of our nation’s wealth. The federal government’s gift to older Americans in the form of health insurance, Medicare is available to almost everyone who has reached the grand age of 65. Younger people who suffer from end-stage renal disease (ESRD) and/or have been collecting Social Security disability benefits for more than two years are also eligible.


 




fun fact
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What do aircraft carriers and baby boomers have in common? Henry Kaiser, the father of both mass-produced Navy ships during World War II and the Kaiser Permanente Health Plan.




 



The Social Security Administration handles Medicare enrollment and premium collection, but the program itself is run by CMS (the agency, not the form). Keep in mind, however, that claims billing is handled by various commercial carriers such as the Blues, called intermediaries, and that these carriers vary among states.


 




fun fact
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Medicare was signed into law in 1965, and President and First Lady Truman were the first Medicare beneficiaries.




 



Medicare consists of two parts: the “Original Medicare Plan” and the “Medicare Advantage Plan,” which are broken into four categories: Parts A, B, C, and D.

       1.  Part A. Provides inpatient hospital services including skilled nursing facilities, hospices, and home health care.

       2.  Part B. Covers doctors’ services, outpatient care, and other nonhospitalization services.

       3.  Part C. Private insurance plan that provides both Parts A and B.

       4.  Part D. Reduced-cost prescription plan.

Everyone who has worked, or whose spouse has worked, in Medicare-covered employment or self-employment (basically everybody who had taxes deducted from their pay) for at least ten years is entitled to freebie Part A coverage. Those who don’t qualify for the freebie. For example, people under age 65 who are disabled but no longer receive disability benefits because of their earnings, can often purchase Part A coverage.


 




   [image: ][image: ] Back to HMOs




Most Medicare beneficiaries who belong to HMOs do not bother their little heads with Medicare’s deductibles or co-insurance amounts (although they still make co-payments to the HMO), and they still receive all the perks of Medicare coverage. But—and this is a big but—the HMO to which they belong probably has a cost contract with Medicare, which means there are lock-in requirements, which, in turn, means that the Medicare patient is locked into receiving all her care from that particular HMO. Medicare will not pay for any services from any outside source unless it’s during an emergency or while the patient is away from the plan’s service area.

If the patient belongs to a POS, or point-of-service type of HMO, he probably has enrolled under a cost plan. In this case, he is allowed to go to providers outside the managed care plan, and Medicare will pay its share of the bill. In this case, however, the patient is responsible for Medicare’s co-insurance and deductibles.

The savvy MIB keeps all these factors in mind when billing for Medicare providers. It’s complicated, but it can be fun, too. It’s all a game, and the more you know, the more you can win for your doctors, as well as for their patients.




 



Everyone entitled to Part A is also entitled to Part B—for a price. The monthly premium is usually deducted directly from the insured’s monthly Social Security check. There is also a yearly deductible for Part B coverage, after which Medicare pays a percentage of the approved amount for all covered services and the patient pays the remaining percent, or co-insurance.

Part C is called the “Medicare Advantage Plan” and combines Parts A and B. This coverage is provided through private insurance companies that have been approved by Medicare and often has extra benefits. Part D is a premium-based plan that covers medically necessary drugs and is available to anyone enrolled in Parts A, B, or C.

Part B Particulars

The most important thing to remember about Part B coverage is that it covers doctor’s bills, no matter where they’re incurred—at home, in the doctor’s office, in a clinic, or even, presumably, on the golf course. The doctor’s fees for services rendered in the hospital or nursing home are also covered here, as opposed to Part A coverage for the charges from the hospital or nursing home itself.

Part B also covers the following:

       [image: ][image: ]  Outpatient hospital services

       [image: ][image: ]  X-rays and diagnostic tests

       [image: ][image: ]  Certain ambulance services

       [image: ][image: ]  Durable medical equipment used at home, such as wheelchairs and hospital beds

       [image: ][image: ]  Services of certain nonphysician practitioners

       [image: ][image: ]  Physical and occupational therapy

       [image: ][image: ]  Speech/language pathology services

       [image: ][image: ]  Partial hospitalization for mental health care

       [image: ][image: ]  Mammograms and Pap smears

       [image: ][image: ]  Some home health care

For would-be Draculas, Part B covers blood after the patient has met the annual deductible of three pints. It usually doesn’t cover outpatient prescription drugs, but it makes an exception for some oral anticancer drugs, certain drugs for hospice patients, and those that are administered as part of the doctor’s services. It also covers various drugs given in the first year after transplant surgery, epoetin for home dialysis patients, antigens, and flu, pneumococcal and hepatitis B vaccines.


 




tip
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The CMS people will send you their Guide to Health Insurance for People with Medicare for free if you call (800) 633-4227 or log onto www.medicare.gov to download the PDF. This handy booklet—designed for the beneficiary but great reading for the MIB—gives all sorts of Medicare information in a clear, no-nonsense format and should be an important part of your library.






Accepting Assignment

If all of the above brings back awful memories of your high school algebra book, don’t panic. It’s a lot to swallow now, but as you flex your MIB wings and use your skills, Medicare’s little rules will become second nature.

Feeling better? Good—because now we need to discuss more math, aka “Fun with Accepting Assignment.”

The amount Medicare will pay for a covered service is the lesser of two evils, err, the lesser of two prices: Medicare’s preapproved amount or the amount charged by the provider. For example, let’s say Medicare allows $100 for a simple wart removal. Let’s also say Dr. Whosit, who likes to call his own shots, thinks his wart removal services are worth more.

Now, if Dr. Whosit accepts assignment from Medicare—meaning he will accept Medicare’s approved wart fee as his full payment—he bills Medicare for $100. Medicare sends a check for $80 (80 percent of $100) directly to him, and he bills the patient for the remaining $20, which is the other 20 percent, or co-insurance amount. End of story.

If, on the other hand, Dr. Whosit does not accept assignment, he bills the patient $115. Why this amount? Because doctors who do not accept assignment are allowed to charge up to 15 percent more than the Medicare-approved amount and no more. This is referred to as the limiting charge.

By law, Dr. Whosit must also send a bill to Medicare on the patient’s behalf, but Medicare will send the payment—which is still only $80 (Medicare’s 80 percent of the approved $100 amount)—to the patient. The patient will then remember that he owes this $80, plus the remaining $35, to Dr. Whosit and fire off a check.


 




stat fact
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According to the U.S. Census Bureau, the percentage of people receiving Medicare benefits in 2013 increased to 15.7, with 16.4 covered by Medicaid.




 



Now, let’s say Dr. Whosit’s brother, Dr. Whatsit, does his wart removals for only $80 a pop. Medicare will pay $64, which is 80 percent of $80, and Dr. Whatsit can bill his patient $16, which is the remaining 20 percent. Got it? Good.


 




   [image: ][image: ] Benefit Basics




An EOB is an explanation of benefits and is the insurance carrier’s method of summarizing the details of the claim submitted and explaining the particulars of reimbursement. Although each payer can define benefits in its own endearingly idiosyncratic way, you can expect to find essentially the same information on any EOB:

             [image: ][image: ]  Patient’s name and relationship to insured

             [image: ][image: ]  Services rendered, dates of service, and total charges

             [image: ][image: ]  Exclusions and special (not sarcastic, although it may seem that way) remarks about the reason for denial, suspended claims, or additional information needed

             [image: ][image: ]  Amount of total charges covered

             [image: ][image: ]  Deductible amounts due for each service

             [image: ][image: ]  Percentage of allowed balance paid

             [image: ][image: ]  Required provider adjustments or other deductions




 



Now, one more interesting twist. Let’s say Dr. Whosit has a colleague, Dr. Frankenstein. And let’s say Dr. Frank is running a laboratory (as in diagnostic lab testing). Medicare will require Dr. Frank to accept assignment—he has no choice in the matter.

As a last aside, you should know that doctors decide each year whether or not to take the plunge and accept assignment. If they do, they become a PAR or participating physician (guess Medicare decided the acronym PP wouldn’t be too appealing). If they decline, they become a non-PAR.

Oh, That Medigap!

Many people purchase supplemental health-care insurance to cover co-insurance fees. This supplemental coverage is referred to as Medigap because it fills in the gaps between what Medicare pays and what it doesn’t.

Medigap insurance is sold and administered by private carriers, but it is regulated by both state and federal laws. There are ten standard plans, lettered A through N (Note: E, H, I, and J are no longer available to new subscribers). Plan A is the basic package and must be offered, although purchasers can upgrade to a different plan, with Plans C and F being the most popular.

Medigap policies cover all, or nearly all, co-insurance amounts. Some cover deductibles. Others pay doctor charges that exceed the approved amount, and still others take care of otherwise noncovered services such as prescription drugs and preventive screenings (the health-care kind, not the Hollywood movie kind).

Let’s go back to Dr. Whosit and let’s say he’s accepting Medicare assignment. Let’s say that you, his ace medical biller, put the patient’s Medigap policy number on the Medicare claim and send it in. Medicare will process the claim and then automatically forward it to the Medigap carrier, which will process the claim and send a check directly to Dr. Whosit.

Even keener, some Medigap insurers have cross-over contracts with Medicare. In these cases, Medicare will automatically forward claims even if the doctor does not accept assignment.

Medicaid

The Medicaid program is designed to provide health-care coverage for people residing at or near the poverty level—people who could not otherwise afford any health care at all. The Patient Protection and Affordable Care Act has since revised and expanded the eligibility and enrollment requirements for Medicaid recipients. This includes extending funding for the Children’s Health Insurance Program (CHIP).


 




tip
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The Medicare Guide (available from CMS at 800-633-4227 or www.medicare.gov) contains a dandy chart detailing the benefits of each Medigap plan.




 



Administered jointly by CMS and each state’s government, the program has one major flaw—its allowable charges are pitifully low in some states. Many doctors don’t accept Medicaid because the cost of doing the paperwork, not to mention the costs of providing the service, exceed the amount they’ll be paid.

Some patients have Medicare as their primary coverage and Medicaid as supplemental health-care coverage. These people are called crossover patients. Like Medicare, Medicaid claims are processed by private carriers, and these carriers vary among states.

Why You Should Care About Obamacare

The Affordable Care Act (aka Obamacare) is a federal law enacted in 2010 that is intended to provide access to health insurance to individuals, families, and small businesses; to reduce health-care costs; and limit insurance companies’ ability to deny, rescind, or restrict coverage. It has also created a lot more jobs in medical billing claims industry.

With an increased number of insured people, and companies required to cover those with pre-existing conditions and those older in age, there has been a boom in enrollment. This has raised the number of people seeing a doctor, and in turn has increased the medical billing services needed. Before ACA, four in ten adults claimed they did not go to the doctor when they knew they needed it because they lacked insurance. Now, those four in ten can go whenever they need.


 




stat fact
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Another impact of ACA is the growth in medical billing professionals. In 2015, the Bureau of Labor Statistics projected that the industry would grow by 22 percent between now and 2022.




 



Of course, not all is golden. The Affordable Care Act (or ACA) has raised questions about the impact on various levels of the population, including the medical claims billing industry. At its legislative introduction, the ACA increased the number of people who had access to medical care, which in turn increased the amount of medical claims billing required. This was aggravated by the fact that ACA required health-care professionals to restructure how they handled medical billing components in the form of the ICD-10 medical billing codes. This process has not been fun.

Reimbursement rates and allowances for patients have also been changed. Now, almost all insurance plans have changed coverage. These changes have been taxing on medical claims billing professionals because they are the ones who communicate with insurance companies and patients to ensure proper coverage. The Minnesota MIB says that some insurance companies are still having trouble getting their computer systems to pay correctly, and this is resulting in more and more claims not being paid or denied incorrectly, which results in more work for the biller. “The ACA has been an issue for all medical providers to billers/coders and anyone else involved in medical billing,” says Sandra S.

In any event, with the influx of new patients, this means that more skilled coding and billing experts are needed to help communicate with insurers and process medical claims for medical providers around the country.

Overall, the Affordable Care Act has changed the professional landscape for the medical industry as much as it has changed the health-care access for citizens. Nowhere is this more apparent among the health-care professions than with medical coders and billers.

TRICARE

Moving right along the government insurance hit parade, we arrive at TRICARE (formerly known as Civilian Health and Medical Program of the Uniformed Services, or CHAMPUS). TRICARE provides civilian health-care coverage to active and retired military personnel and their dependents so they can be treated by George Clooney instead of Captain Newman, M.D.


 




   [image: ][image: ] Associating with the Medical Billing Industry




Liz Jones, academic director for the Medical Association of Billers, has some advice for anyone hoping to get involved in the medical billing business—don’t quit your day job . . . yet. “To me, you really have to know the different types of insurance,” Jones says. “I suggest people work six months to a year in a doctor’s office before they start a business.” That way, she says, you work and earn money while enjoying a ramp-up period.

Jones knows her stuff, so it’s wise to trust her advice. As academic director for the MAB, she helps create programming and learning opportunities for around 1,500 members worldwide. The MAB was founded in 1995 in Las Vegas, and the association website launched in 1997. It was one of the first groups to offer online classes, which they still do, along with facetime learning opportunities. The group’s Power Weekends provide medical billers with a two-day refresher course on coding and billing. The MAB also offers on-site training at your place of business, certification training, proctor sites, and a national conference for billing professionals.

“This is a good business, but you have to pay your dues,” Jones says. As such, she does not necessarily recommend the “turnkey” approach to starting your own billing service. The software required, she says, is often too complicated for an inexperienced novice to get used to immediately. “It’s not as easy as sitting down at the computer and plugging in numbers,” she says. There are nuances of each insurance company and each medical office that one must master in order to bill the most money for her clients. So, do your homework first and participate in as many professional activities as you can prior to hanging out your shingle, from working in a medical office to taking a certification class.

Challenges are many for the first-time MIB, the biggest of which is getting that first client. If working full time in a medical office isn’t a possibility for you, Jones says to volunteer for a physician’s office to see if you enjoy the environment and pace of work. “Most people will spend money [on software] before they get a client. It’s a shame to invest that kind of money when you don’t even know if you like doing it.” Once you do get that first client, focus plenty of energy on recruiting new clients. Jones recommends starting with people you know. One client has a lot of marketing power if he tells his colleagues about his good experience with you, so don’t be afraid to ask for referrals. Jones predicts that you will need at least three or four clients to really start bringing in some solid funds. “If you just have one small contractor,” she says, “I wouldn’t quit your day job.”

To find out more about the Medical Association of Billers, visit their website at www.physicianswebsites.com. There, you’ll find tons of resources from forms and sample documents to HIPAA information and member forums.






Workers’ Compensation

This used to be called workmen’s compensation insurance until gender equality struck. Workers’ compensation provides private insurance coverage for both males and females who become injured or ill while on the job and can encompass everything from a knock on the noggin with a steel beam to stress-related mental illness.

Every employer with more than a specific number of employees is required by law to carry workers’ compensation insurance, which is provided—at a staggering price—by various private carriers.

Workers’ comp cases are handled differently from most other insurance claims. Sometimes it’s unclear if the case even is a workers’ comp matter. For example, an employee involved in an auto accident may have been tootling around in the company car on her off time, or a stress-related problem may stem from a tyrannical spouse instead of the boss from hell. In such an instance, second-opinion reviews may be required. This can also occur in cases involving a dispute about the level of disability.

Treatment must be preauthorized (the insurance carrier must be called while the patient bleeds onto the emergency room floor, unless, of course, it’s after hours for the insurer, in which case a call is put in as soon after treatment as possible). After treatment, the provider must fill out lots of other fun forms, such as the Initial Medical Report and the First Report of Injury. These reports must include the case number and the adjuster’s name.

Fee allowances are set by the state and paid directly to the doctor by the insurance carrier.

The End, Finito

There are so many rules, regulations, permutations, and ins and outs in insurance coverage that this chapter could easily stretch on forever.

What we have provided should give you a good basic grounding in Insurance 101. The rest you can learn in several ways:

       [image: ][image: ]  Immerse yourself. There is no better way to learn than by throwing yourself into the deep end.

       [image: ][image: ]  Send away for stuff. Remember when you were a kid and you sent away for free stuff out of magazines, just to get something in the mail? Well, you can still do it. Only now you can send away for stuff that you really need, such as the Medicare Guide. We have provided a list of helpful goodies you can use in the Appendix.

       [image: ][image: ]  Ask for help. Answers are out there for the asking. Develop a network of MIB buddies. Get on the internet with everybody from fellow billers to the Blues. Go to your business opportunity or software vendor.

       [image: ][image: ]  Demand answers. There’s no better source for answers than the problem itself. You can always call Medicare or Blue Cross or the TRICARE carrier and tell them what you need to know. Ask nicely—but firmly.





CHAPTER 3

Day-to-Day Operations

Now that you are versed in the ins and outs and whys and wherefores of health insurance, let’s take a look at operations. In this chapter, we explore what an MIB’s work life is really like, what sorts of tasks you can expect to perform on a daily basis, and how they are completed. If Chapter 1 was akin to investigative reports, then Chapter 3 is a text-only version of all those big coffee-table books called A Day in the Life of Spam or Delaware: An Intimate Portrait. You know, the ones that show every facet of the subject’s life from rising at dawn to feed the chickens to midnight fireworks over the Capitol.

As a rule, MIBs don’t actually dabble in animal husbandry, but since many are stay-at-home moms as well as business owners, they do often rise at dawn’s early light to do a little work before feeding their hungry chicks. Our version of A Day in the Life won’t feature midnight “fireworks”—but we will peer into nightly routines and rituals.

Good Morning, Medical Biller!

One of the great joys of running a medical billing service is that you can arrange your workload around any schedule you choose. Some MIBs are early birds, catching those worms; others find they get more accomplished in the afternoon or at night. The hours they spend and the time frames within which they structure those hours are as individual as each entrepreneur.

“The funniest thing,” says an MIB in New Jersey, and the mother of two, “is that most people who are trying to get in the business and have talked to me, really want me to answer the question as to how many hours a day I work. I just can never answer that because I don’t know.”

She may have 20 minutes to sit down, undisturbed, she explains, before she may be called upon to get up, fix lunch, and get the kids off to school. Then she can come back and work for an hour, but something always comes up. “It’s never-ending,” she says.

“Of course, [my daily schedule is] always changing,” says the former nurse/MIB in San Diego who’s also a mother of two. “I tend to get up early in the morning because that is my peace-and-quiet time. So I’m usually up by 5:30 in the morning, in my office by 6:00.”

If your eyes roll back in your head at the idea of rising before Good Morning America appears on the tube, don’t panic. This is not an industry must. “My mornings are pretty much my most hectic time,” the New Jersey MIB explains. She does the mommy stuff in between taking client calls and fielding problems. “Most of my clients pretty much know my schedule, and they know that the mornings are for troubleshooting.”

She breaks near noon for lunch, bundles the kids off to kindergarten and day care, then, she says, “I pretty much have from 12:30 P.M. to 4:00 P.M. where I can really sit and work.”


 




warning
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When you work at home, friends and family can monopolize your time, dropping in for a cup of coffee and a chat because “you’re home anyway.” Be polite but firm. Let them know you’re at the office and need to buckle down to business.






Practice Particulars

What, specifically, you will be doing during your peak hours and beyond will depend on how you’ve structured your services. Some MIBs perform full practice management for their clients—they handle all aspects of the doctor’s accounting from submitting electronic claims to billing patients to tracking accounts payable and receivable. Other medical billers prefer to deal only with insurance claims submissions. Most MIBs, being savvy businesspeople, take on whatever is required to land the client and therefore find themselves working in different ranges of practice management for different clients.


 




   [image: ][image: ] The How-To Revue




Here’s the Radio City Rockettes’ chorus line of chores, a sort of rapid-fire revue of an MIB’s daily bump and grind:

             1.  Enter your patient information, adding new insurance carriers to your database as you go along. Be sure you enter the referral source or referring physician as well as any other information you’ve agreed to track for your clients.

             2.  Enter CPT and ICD-10 codes from the superbills and day sheets. Your software will automatically fill in the amounts charged for each procedure. Enter each charge on a separate line.

             3.  Transmit electronic claims directly to insurance carriers or to the clearinghouse.

             4.  Receive audit report, review, and correct errors on audit report, forward clean claims, and resubmit rejected claims.

             5.  Print any paper claims. Separate claims into your copy and the insurer’s, fold, and insert in envelopes. Weigh any envelopes containing more than five claims to make sure you have sufficient postage.

             6.  Post payments to each patient’s account. Most software programs include features that show which charges have been paid, how much is left on each charge, and which charges are still unpaid.

             7.  Print aging reports so you can review each patient’s account to determine which ones haven’t been paid in a timely manner. Most software packages will do this for you, too.

             8.  Call insurance carriers to check on the status of delinquent claims. Most of your follow-up calls will be for paper claims.

             9.  Put your feet up and relax. You’ve earned a breather.




 



“I’m kind of an à la carte,” the Denver MIB says of the services she offers. “[The doctors] just tell me what kind of services they need. That’s what I try to provide, and then I charge them accordingly.”

Mary V. discovered that smaller practices, those with one or two doctors at the helm, have no business background and desperately need assistance. “I don’t like to say full-practice management,” Mary says of the accounting services she offers these small practices, “because we’re not in that office. We call it accounts receivable management.”

In western Virginia, Kim H. prefers to stick to claims billing, but she also does patient billing for two of her four providers simply because they requested the service. Her reasoning? “I didn’t want to turn them down.”

The Nitty-Gritty

Most software packages are equipped to handle as many billing tasks as you care to take on. In addition to claims billing and patient accounting, many allow you to spew out a dazzling variety of reports and graphs. You can chart each provider’s income by type of insurance carrier or by how much income she’s derived from each referring physician. You can also punch out all the normal sorts of accounting reports.

The Denver MIB provides each of her doctors with a monthly report, which she breaks down between office and hospital production or between inpatient and outpatient services. The report details all the doctor’s procedures and how many times those procedures were performed, then goes on to chart collections, which she breaks down into special categories such as medical records copying, legal arbitrations, and depositions.

No matter how esoteric you want to get, your most basic task will be generating and transmitting insurance claims. Software makes this part a snap. Although each program has its own variations, the basic setup is the same, featuring a screen or screens where you enter the patient’s particulars, including name, phone, address, policy number, date of injury or illness, the diagnosis and procedure codes, and the doctor’s charges.

When you first take on a practice, you’ll spend a fair number of hours entering all the doctor’s patients into your program. Although this is a time-consuming kickoff, it’s well worth the effort—afterward you’ll always have most of the information you’ll need on file. Unless established patients move or change employers or insurance companies, all you’ll need to fill in are the details of the illness or injury, the diagnosis and procedure codes, and the charges. The basics—name, address, phone, employer, policy number(s), insured family member’s name and relationship, your own file or ID number for the patient—are already entered.

Sometimes the diagnosis portion is pretty simple, too. Chiropractors, for example, tend to treat the same problem for an extended period, so once you have Patient Peterson down for a wrenched back diagnosis, that code will remain the same until the patient finishes his course of treatment.
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Insurance carriers often require providers to obtain precertification before they’ll agree to pay for certain hospital admissions, inpatient or outpatient surgeries, and elective procedures (ones not requiring immediate action). Precertification was designed to reduce health-care costs by reducing or eliminating unnecessary services; therefore, the doctor must inform the carrier of the medical service planned and receive permission before forging ahead.

Most Medicaid programs have rigid precertification requirements for all nonemergency hospitalizations and surgeries. Most commercial plans now follow suit, insisting on precertification for nonemergency hospitalizations and for specific surgical procedures such as tonsillectomies.

As an added bonus, many carriers require the doctor to produce a second opinion before they’ll approve the procedure or course of treatment. Some offer employers reduced premiums in return for revised plans that include some precertification clauses.

With more than 1,000 commercial and government carriers out there, you can’t know every stipulation for every carrier. You’ll learn by trial and error and from others’ experiences.

Offer your doctors a “Precertification Form” to use in their practices. This is a great marketing technique, as well as smart business sense. It shows your clients your knowledge and efficiency while it streamlines operations.

You can copy the form in Figure 3–1, page 46 or modify it to meet your clients’ specific needs. Why not customize it with your business name or your doctors’?

When precertification is necessary, be sure the doctor’s office fills out a copy of the form and has it available when calling the carrier. If the carrier won’t precertify a procedure over the phone, your client can fax or mail it with a cover letter. Or you can add this to the list of services you provide.

You’ll want to be sure to get a copy of the completed precertification form with the preauthorization number filled in so that you can enter that number on the patient’s claim form.







[image: FIGURE 3–1: Precertification Form]



FIGURE 3–1: Precertification Form

Secret Decoder Ring

At this point you might be thinking “Gee, swell! Except where in the heck do I get the codes?”

Not to worry. You’ll find the procedure and diagnosis codes, otherwise known as the CPT (for Current Procedural Terminology) and ICD-10 (for International Classification of Diseases, 10th revision and most properly called ICD-10-CM, for Clinical Modification) codes, on the superbill. Some MIBs prefer to set their doctors up with day sheets, a sort of running superbill list of each patient the doctor sees on a particular day (see Figure 3–2, page 49 for a sample day sheet).
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CPT codes are divided into three categories, with Category I being the most widely used in the medical industry. This category incorporates most of the procedures performed by health-care providers for inpatient and outpatient care. Category II codes are supplemental tracking codes used to report performance and quality measures. Category III codes are temporary codes used for defining experimental and emerging technology, services, and procedures.

Since Category I is the group you will be playing in the most often, we will identify the six sections specifying a different branch of medicine, each containing hundreds of different procedures.








	                    Anesthesia:

	00100–01999; 99100–99140




	                    Surgery:

	10021–69990




	                    Radiology:

	70010–79999




	                    Pathology and Laboratory:

	80047–89398




	                    Medicine:

	90281–99199; 99500–99607




	                    Evaluation and Management:

	99201–99499









The Evaluation and Management, or E&M, section is used to categorize types of visits by setting: office, hospital, home, clinic, nursing home, golf course, etc. These visits are further categorized by type of patient—new (one never before seen or one not seen in at least three years) or established—length of visit; complexity of visit; type of decision making involved in the visit; and the list goes on.




We won’t run down every permutation here, but you should glance over these codes to get an idea of what exactly is involved so that when you see them on the superbill, you’ll know what you’re looking at. Take note, however, that all codes are subject to revisions. The only way to know exactly what is what is to make sure your coding books and software are up to date and to keep abreast of Medicare bulletins.




 



Proper procedure codes are one of the most important parts of any insurance claim—they tell the carrier exactly what services or procedures were performed and/or what supplies were provided. Procedure coding can be extremely complex and in some cases has been elevated to the level of detailed craftsmanship. Hospitals and some large practices with in-house billers have employees who do nothing but coding. Coding requires a considerable knowledge of medical terminology, operative procedures, and other aspects of clinical medicine.

There are, for example, more than ten different codes to describe an office visit. Which code is used depends on whether the patient is new to the practice and also on the level of service provided. Think of it this way: A new patient requires more time than the old pal of the practice who’s been seen twice a month for the past two years for the same medical problem. Dr. Whynot will want to spend time with New Patient Pamela, establishing a relationship, determining exactly what Pam’s problem is, and working out a course of treatment. When Old Pal Peterson arrives in the office, however, Dr. Whynot can stick her head in, briefly inquire about any developments, and then leave the patient in the capable hands of her assistant for the routine treatment.

Think, too, of the differences between two types of emergency visits. There’s every mother’s nightmare, the head-wound-gushing-blood-that-needs-stitches, and then we have the handyman special, stepped-on-a-nail-in-the-garage-and-needs-a-tetanus-shot. In the first instance, Dr. Whynot needs to spend quite a bit of time with the patient, making sure there’s no concussion involved and reviving fainting parents, in addition to suturing the wound. In the second instance, Handy Dan pops in, Dr. Whynot glances at his heel, determines that it’s not infected, and bustles on to her next patient while her nurse stabs Dan with the tetanus needle.

You can see the time difference in these two types of visits. You can also see the difference in billable procedures. The first will involve a charge for an extended office visit, a charge for suturing the wound, and possibly another charge for a tetanus injection. There might also be a charge for tranquilizers for Mum. Handy Dan, on the other hand, will be charged for a brief office visit (or maybe none at all) and the injection.

The fees charged for the various office visits can be anywhere from $25 to $250, and insurance carriers—no dummies—are not going to pay $250 for the Handy Dan version. You can see why some MIBs feel so strongly that you should have a medical background before embarking on your business.


[image: FIGURE 3–2: Day Sheet]



FIGURE 3–2: Day Sheet

The column marked “DX A/C” can be translated as “diagnosis add or change” and is filled in when the patient is new to the practice or when his diagnosis changes. When a patient is first seen for a back strain, for example, the office staff fills in the correct ICD-10 code. On all successive visits for the same injury, the column is left blank. If the patient is subsequently treated for a new problem, the new code is filled in.

But again, don’t panic. As a billing service, you are neither required—nor allowed—to provide or change a code for a medical procedure or office visit. That’s the provider’s job.
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Tipping off your doctors to new coding techniques is a darn good marketing technique. It shows them that you are actively increasing their revenues in ways they might not have discovered for themselves. Remember, you have the secret decoder ring!




 



Most doctors specialize. Even good ol’ GPs (general practitioners) specialize in basic illnesses—colds, the flu, conjunctivitis (pinkeye to you), simple lacerations, and sprained ankles. Anything out of their realm they send on to someone else. Other doctors do the same: Urologists refer to neurologists, cardiologists to oncologists. The point here is that each provider’s superbill will consist of one page of procedures and diagnoses, each of which he’s familiar with. As you work with his superbills, you’ll become familiar with them as well.

Incidentally, you might find it interesting—and sobering—to know that the National Center for Health Statistics approved 15 new codes to classify a death or an injury as terrorist-related following the events of September 11, 2001.

Verify and Clarify

The more you know about coding, the more help you can be to your doctors—and to yourself. It goes without saying that the more money you make for the doctor, the more you make for yourself.

You can’t legally take your trusty red pen, cross out the doctor’s codes, and substitute those you think are more interesting. You can, however, guide your providers toward in-the-know billing techniques.

The San Diego MIB says that when she finds incorrect codes on her clients’ day sheets, she shoots them off a quick email clarifying what the code should actually read. “I’m assisting with the coding, but I’m technically not the coder. But I know what the basics are and what should be there and what shouldn’t be there, so what I do is just verify and clarify with the office.”

“It’s not a matter of just entering the numbers that are on the sheet,” the Denver MIB explains. “What I find with my physicians is that they know what they’ve done—they just don’t know how to express it on a superbill. Because I can say to my doctor, ‘OK, you did this procedure. Did you do a follow-up telephone call on it? Did you know you can combine that with your next visit and you can get paid for that?’ And the doctors [respond], ‘I can?’

“Actually, when I get a new doctor I do a superbill evaluation for them so that I can see what kind of codes they’re using and which codes are no longer in use. Then I just give them tidbits now and then from seminars that I attend, let them know that ‘Gee, I learned you can do this,’ or ‘I learned something about this procedure code.’”


 




warning
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Be certain that what you’re doing is updating your doctors to the latest techniques, not telling them how to code. This is their territory and their responsibility. Make sure you keep all superbills, day sheets, or other materials to back up that what you’ve entered on a claim came from the provider’s hand.




 



She tries to do some revamping of the superbills each provider has been using. Most have reprinted their superbills based on what they’ve learned from her. But her doctor training doesn’t stop there.

“Make sure that you are really specific about this code for me,” she says in illustration of how she instructs her doctors. “I just pass on different things to them, such as modifiers and when they can use them and when to let me know that they’ve done something that I can tack a modifier on and get them more money—or get them paid in the first place.”
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The National Health Care Anti-Fraud Association (NHCAA) reports a loss of 3 to 10 percent of total health-care costs to fraud, which amounts to about $100 billion dollars per year. Some groups even estimate the cost to be higher at around 10 percent, or $170 billion. To counteract this staggering sum, CMS teamed up with the FBI and other investigative agencies to seek out and destroy fraudulent providers. According to a report from HGS Administrators, a Medicare carrier with facilities in Delaware, New Jersey, Pennsylvania, and Virginia, fraudulent acts include these types of creative exercises:

             [image: ][image: ]  Billing for services or supplies that were not performed, provided, or requested

             [image: ][image: ]  Billing for noncovered services as if they were covered

             [image: ][image: ]  Misrepresenting diagnoses

             [image: ][image: ]  Sending in false claims

             [image: ][image: ]  Paying fees for patient referrals

             [image: ][image: ]  Altering claim forms and records






In the Groove

The CPT codes are revised every year, which means you need to stay up-to-date. When you take on a new client, you should—like the Denver MIB—grade his or her current superbill. Does it contain the latest ICD-10 codes specific to that practice? If not, recommend changes. You’re asking for trouble if you use outdated codes. The chances are great that the carrier won’t pay the same on an old code; in fact, it may refuse to recognize it. Either way, reimbursement won’t be swift, and you won’t look good.


 




warning
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Remember that CPT codes are revised annually. Don’t skip a year. If you do, you could provide yourself with hours of awful torture trying to determine which changes made during the previous year apply to your clients’ superbills.




 



But let’s not look on the grim side. Let’s say you review your new client’s codes and suggest changes. Right away, you’ve presented yourself as someone knowledgeable in her field. You send in claims with up-to-date codes. The doctor—who obviously didn’t even realize he was working with outmoded material—is reimbursed in record time. You’re a savior!
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Unraveling the mysteries of procedure codes can seem as daunting as trying to decode a World War I secret spy message. But if you think they’re baffling now, be glad you weren’t starting out any time before 1983, when Medicare and HCFA developed the current system. During those Dark Ages of medical coding, there were more than 120 different coding systems floating around the United States.

The current system is the brainchild of the American Medical Association, which updates it each year, and is divided into three levels, sort of like the consecutively deeper levels of a top-secret underground military installation. The entire package is called the Health Care Common Procedure Coding System, or HCPCS, which those in the know pronounce as “Hick-Pix.”

The top level—the one used most often—is called the CPT-4 (for Current Procedural Terminology) and contains more than 7,000 codes that are updated yearly. These are the codes that describe the doctor’s services, procedures, and visits.

Level II comes next. Level II codes are concerned with durable medical equipment, medical supplies such as gauze and syringes, chemotherapy, and a host of miscellaneous services.

The bottom level and—to follow our secret underground facility analogy—therefore the most obscure, is HCPCS Local Level III. These codes are used on a local level by Medicare offices in different states to describe new procedures that only they might recognize.




 



This might be another point where you’ve gotten up to refill your coffee mug, come back and muttered, “Did I miss something while I was interfacing with Mr. Coffee? Just how do I get in the groove on all this up-to-date CPT stuff?”

Well, you haven’t missed a beat. There are many ways to scope out coding scoops. One way, as the Denver MIB suggests, is to attend coding seminars. Another is to take training provided by reputable medical billing business opportunity vendors. Yet another is to subscribe to—and read—newsletters and bulletins.

Most Medicare and Medicaid carriers provide free seminars explaining how their programs work and supplying valuable billing information. This is an excellent way to increase your knowledge and keep up with the ever-changing requirements. Some organizations will put you on their mailing lists and notify you of classes. Others place only doctors’ offices on their lists. In this case, you should try to cultivate a friendship with an office manager and see if you can coast in as a member of her staff. There’s no cost, and it’s well worth the effort.

Other coding resources are available by surfing the internet. Yahoo Groups has MIB forums where you can either “lurk,” reading other people’s questions and answers without participating (recommended for the strong, silent—or shy—type), or participate actively, tossing out coding questions to your fellow billers. You’ll be amazed at what you can learn in these places. You can subscribe to listservs (online groups) for chiropractors, for example. You can surf government, lobbyist, and corporate-type websites—HCFA, the AMA, Blue Cross-Blue Shield—and pick up information.

Not nearly as exhilarating, but a lot more time-efficient, is yet another source: medical coding books. Optum360, a mail-order house specializing in medical coding books, will happily send you books, spiral binders, software, and even cheat sheets on everything you could ever want to know about coding. (Their mailing address, phone number, and website address, as well as those of other excellent medical text houses, are listed in the Appendix.)

OK, that about wraps it up for CPT codes. But there’s more on the secret decoder front. We still have to discuss diagnoses. After all, what’s the point in having a procedure code if you don’t have a diagnosis to be treated?

The Diagnosis Code Dirt

Diagnosis or ICD-10 codes are developed by the WHO (the World Health Organization, not the rock group). These codes are used internationally to describe accidents, illnesses, and injuries for the purposes of medical research and reporting. This, of course, includes reporting diagnoses to insurance carriers to support the procedure code charge.

The ICD-10 is a modified international standard for diagnosis classifications. The design is intended to improve communication across clinics by capturing data better for risk factors, signs, and symptoms. This is especially important when a patient has two or more illnesses or conditions at the same time (aka “comorbidity”). It also makes it easier for U.S.-based medical clinics to exchange information internationally.

The new codes replaced the old codes effective October 1, 2015, and they are way different from the ICD-9 codes. This new code set is more descriptive and contains up to seven alpha and numeric characters rather than the previously allotted five. In addition, the diagnosis codes for ICD-9 made up roughly 14,000 unique diagnosis codes and 4,000 procedure codes, while the ICD-10 allows for over 69,000 diagnosis codes and 72,000 procedure codes.

In order to be compliant by the deadline, medical facilities and providers scrambled to prepare for the transition by familiarizing themselves with the new codes, preparing their current medical billing with the appropriate ICD-10 codes, and ensuring that any medical billers they hired were qualified to work with the new codes. Needless to say, medical billers and coders had to familiarize themselves quickly with a significantly larger number of codes and more convoluted change processes. There is now greater specificity among coding. All entities which are covered by HIPAA have had to make this transition.
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Understanding when medical claims billers/coders need to use the ICD-9 codes can be a little tricky. The most important thing to understand is that ICD-9-CM codes are no longer accepted on paper or electronic claims after October 1, 2015. Claims that contain the ICD-9 codes on or after this date are returned to the provider. Do not pass “Go,” do not get paid. Billers whose claims are rejected or returned because of an invalid code can correct the issue and resubmit the claims. When this happens a letter of explanation or a Remittance Advice letter will be received, which offers information about the error in question. Once the claim has been fixed, a new claim can be resubmitted within the filing period.

A claim cannot contain codes from ICD-10 and ICD-9. Any claims with both codes will be returned as “unprocessable.” Sadly, unprocessable claims cannot be appealed. However, a “reopening” can be requested, which is a separate process from an appeal. Then, once the claim has been corrected it can be resubmitted in timely fashion.

If claims are split for patients whose procedures or services spanned the October 1, 2015, implementation deadline, separate claims will have to be filed for the services provided before the implementation date and after.






The Denied ICD-10 Code

If a claim is denied because of the diagnosis code, it’s usually for one of the following reasons:

       [image: ][image: ]  No diagnosis is provided.

       [image: ][image: ]  The diagnosis given is inconsistent with the service or procedure provided.

       [image: ][image: ]  The diagnosis doesn’t substantiate the need or level of service provided.

       [image: ][image: ]  Multiple diagnoses are given, which confuses the claims examiner.

OK! The first two problems are easy to solve. Make sure you have at least one diagnosis for each procedure or group of related procedures, and be sure the diagnosis is consistent with the procedure listed. The insurance company isn’t going to pay for a Pap smear when the diagnosis is male pattern baldness.

Moving on to Problem Number 3: If the diagnosis doesn’t validate the level of service, then the doctor has probably failed to code for extenuating circumstances. Let’s say, for example, that Dr. Whosit billed a two-hour procedure at a three-hour rate. Insurance carriers love to deny claims, and this gives them the perfect opportunity. To get Dr. Whosit paid, you’ll need to send an explanation with the charge, making it clear that the procedure took extra time because the patient’s diabetes complicated the surgery, or because the patient had an alien like Sigourney Weaver’s wedged in his intestines.

Problem Number 4 can also be solved with some vigilance on your part. Many doctors have a tendency to overdiagnose for the purposes of insurance billing, using two, three, or even four different ICD-10 codes to justify a single procedure. In this case, more is not better. All this does is create confusion in the mind of the claims examiner, who will then try to decide which, if any, of the multiple codes submitted justify the procedure—and its payment. Often such claims are either sent back to the doctor for additional information or forwarded to a nurse or physician reviewer.

The rule here is the same one that applies to Army details or IRS audits: Don’t volunteer. Don’t give them any more to think about than is necessary.

New ICD-10 Codes and Paper Superbills

You may be wondering how the new ICD-10 codes affect paper superbills, whether these superbills are now obsolete, and what is typically used or given to the biller. Although many practices are now entering their services electronically, a large number of medical practices still rely on paper superbills to capture their charge data. Because these are usually small practices with specialties such as dermatology or psychiatry, this method remains fast and efficient.
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If you need some “face time” with a client without doing so in person, use one of the popular video conferencing applications such as Skype, Google Hangouts, or FaceTime. These free apps can be easily accessed through your laptop, tablet, or smartphone.




 



With the new transition, practitioners who use the paper superbill must use the ICD-10 codes defined for their particular practice, so the superbill can be used for charge capture. Keep in mind that while the number of codes has significantly increased, the patient population for a particular practice probably has not. Physicians today are still treating the same patients they did yesterday, as well as before the October, 1, 2015, deadline. So the superbill needs to only have codes applicable to that practice.

The transition to the ICD-10 can be done by finding the ICD-9 code listed on old superbills and converting it to the modified ICD-10 version. In some cases, there is a one-to-one match, and in others there might be a handful of ICD-10 codes that map back to the single ICD-9 code used previously. But with the same patient load and same diagnoses, this is not an overwhelming task. There are GEMs, or General Equivalence Mappings, provided online that give a list of mappings from ICD-9 to ICD-10. These tools make it easy to find the right codes for the new ICD-10 superbills.

Just the Fax, Ma’am

Now that you know all about coding, let’s backtrack a bit. How are you going to get the superbills or day sheets to take your CPT and ICD-10 codes from?

Most MIBs rely on one or a combination of four methods: the fax machine, email, personal pickup and delivery, and the USPS. When you make your decision, keep in mind that you’ll be dealing with more than just superbills—you’ll also have patient information sheets, explanation of benefits (EOBs) from insurance carriers, and correspondence from patients and insurers.

The New Jersey MIB receives her material via fax. “Every once in a while, I’ll make a pickup if I’m in the area or if they have an overflow,” she says. She cut down on the amount of paper coming through her machine by redesigning her clients’ superbills (which, she confesses, “I despise”) into day sheets. “If you have 20 patients that day, instead of 20 superbills, I’ve got one day sheet with all 20 patients and all the information on it.”

She compiles each day’s faxes and then sorts them into baskets hung on her office wall, one for each client. Since she’s also sorted them in chronological order, she can process them by date received. “This way, I always have a backup to see why I processed this first,” she says, adding, “but that’s never been a problem.”
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Patients change and lose jobs, spouses, and dependents with sometimes amazing rapidity. Some patients can change surnames several times in the course of as many years. Any of these alterations can result in a loss of or substantial change in insurance coverage.

Therefore, make sure your clients do the following:

             [image: ][image: ]  Card ’em. Ask to see insurance identification cards for all patients on a routine basis. Many cards contain valuable information such as special telephone numbers or even an explanation of basic coverage in addition to patient ID. It’s also helpful to compare the insurance card to the name and address on the patient’s drivers’ license, so ask for that too.

             [image: ][image: ]  Copy it. Make a photocopy of the insurance card at every appointment and use it to verify the member number and/or group number on the “Patient Registration” form. Insurance ID cards usually carry the effective date of coverage. It’s important to note that these cards are frequently issued and distributed to beneficiaries in advance—sometimes as much as 30 days in advance—of the effective date. If the provider renders service prior to the effective date on the card, the patient, not the provider, is responsible for the fee.

             [image: ][image: ]  Ask for it. Obtain job information, including length of employment. Most group plans have a waiting period of at least 30 days and frequently 60 to 90 days before an employee is eligible for coverage.

             [image: ][image: ]  Update it. Unless a doctor is seeing a patient with unusual frequency, the patient should always be asked if there have been any changes in address, phone number, employment, or insurance coverage since the last visit. Have a copy made of his or her driver’s license at least once a year—preferably every six months.

             [image: ][image: ]  Check it. Ask Medicaid patients for current proof of eligibility whenever they seek medical care. They are required by federal law to provide it. Eligibility in these programs changes frequently, and benefits will not be paid without adequate proof of eligibility at the time of treatment.




 



Emailing and faxing are generally viewed as the best ways to go: Information can be sent quickly without worrying about weighing, stamping, or delivery time. The Napa MIB says that 85 percent of their communications is through email. “Doctors love to email,” Heidi H. says. “They really don’t like to make a lot of calls.” Just be sure to install antivirus software on your computer. Also, have a dedicated line so lengthy fax sessions don’t tie up your telephone.

The San Diego MIB decided to go with the USPS and provided her doctor with the first quarter’s priority mail envelopes and stamps. His staff simply pops a week’s worth of day sheets into one of these envelopes, along with any other necessary materials, and consigns it to the postal service.

The personal pickup option works best for the Virginia teacher/MIB. “I’m involved with after-school activities,” Kim H. explains, “so I set [aside] Wednesday of every week and I go by each office and pick things up. Then if they have any questions, we take care of it there.”

The Walnut Creek MIB also employs the personal pickup option but with a twist. Her beat is the entire San Francisco Bay area, so she uses a courier service. The service picks up from and delivers to her clients’ offices every day, five days a week.

In Rockford, Illinois, the former pastor used to drop by his clients’ offices once or twice a week, depending on the size of the practice. But now he does everything virtually—either via fax or email.

Organically Organized

Whatever methods you choose, the materials you’ll be working with will fall into these basic categories:

       [image: ][image: ]  New patient information sheets and information sheets detailing changes to established patients’ files

       [image: ][image: ]  Superbills or day sheets with CPT and ICD-10 codes written in or checked off

       [image: ][image: ]  EOBs for previously submitted claims

       [image: ][image: ]  Mail from insurance carriers and from patients regarding previously submitted claims or changes in policies or patient information

Ideally, all these materials will be presorted for you in chronological order and batched by type of material. You may want to train your clients to present them to you this way, or you may prefer to save them the hassle and sort through it yourself.

If you pick up the material in person, you should take the time to give everything the once-over and make sure you have the information you need. Look, for example, at the superbills or day sheets. Are codes entered or checked? Is the necessary patient information entered and legible? Is it clear whom mail is from or about? Giving all this a glance in your client’s office can save you time—you can collect missing information then instead of having to call the client when you return to your office.

If you’re an organically organized person, this extra step in the client’s office will be easy for you. If you’re easily distracted or flustered, you may find this difficult at first. But take a deep breath, take it easy and train yourself to look things over. Realize that the impression you leave will be one of quiet efficiency.

Once you get back to your own space—or once you receive the material from your friendly mail carrier or fax machine—you’ll want to sort through and organize it as we’ve discussed.

The San Diego MIB/former nurse, who receives her day sheets by mail, makes a habit of emailing requests for corrected coding to her doctor. “They would rather you ask a lot of questions than just decide on your own what you think should happen,” she says.
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Newbie MIBs are sometimes confused about whether they can accept reimbursement checks for the doctor in their company name. The answer is no. Medicare’s reassignment laws stipulate that payment must go to the physician, unless he reassigns payment to the facility—an HMO, for example—where he works on-site. As a full-practice management company, you can, however, have checks in the doctor’s name come to your office for deposit into his account.




 



If she feels any information is missing, she dashes off an email request, giving the client the option of calling or emailing back the response. “I do that,” she explains, “because I don’t want too many verbal requests over the phone, so that I have something to back up that I have requested [the material].”

The Instant “A”

Your software miraculously produces your claims, ready for online delivery, but to where? This is where the clearinghouse comes in. Like a railroad roundhouse sending steaming locomotives to all corners of the country from its central location, the clearinghouse rounds up all your claims and routes them to the proper insurance carriers.

As an added bonus, it reconfigures your data into whatever format each carrier requires, a nice touch because, although the Form CMS 1500 (previously called an HCFA 1500 Form) is the industry standard, insurers still insist on variations on the main theme.

Even better, the clearinghouse automatically audits each claim, checking it for clerical errors and omissions before sending it on to the carrier. When it finds a goof, it redirects the claim back to you so you can correct the problem. This way you get an instant “A” with the carrier.
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Set up a system that helps keep the work flowing and the deadlines met. Some MIBs create a computerized spreadsheet; others mark their work on a project board or pencil assignments on a calendar. The key is to come up with a system that works for you so you won’t overcommit yourself.




 



All this may sound alarmingly high-tech, but it’s not. If you’re the least bit mainstreamed into today’s world, you’ve been using electronic data interchange, or EDI, for years. Every time you snatch some cash from the ATM or pass your credit card through the little scanner at the supermarket, you’re initiating an EDI transaction.

You may, however, choose not to use a clearinghouse for all your claims. In most areas it’s just as easy—and less expensive—to submit directly to Medicare and Blue Cross as it is to send claims through the clearinghouse.


 




   [image: ][image: ] The Eligibility Factor




During predetermination, the doctor finds out from the insurance carrier the maximum dollar amount it will pay for certain services, procedures, or supplies before he goes ahead and provides them. This is somewhat akin to the good old days when you stood around in the department store while they called your charge card to make sure you had enough balance remaining to cover that gorgeous sequined gown.

Predetermination (also known as coverage or benefits verification) lets both the doctor and the patient know how much of the doctor’s charge will be reimbursed by the carrier. It also allows both doctor and patient to make arrangements to cover any difference between the actual charge amount and the allowed amount before service is rendered.

The doctor’s office calls the insurance carrier at the phone number listed on the back of the patient’s insurance card and explains that they want to verify eligibility. They should then ask the carrier a series of questions, which you can find on the “Predetermination Form,” Figure 3–3 on page 61.

You can give copies of this form to your clients as is, or customize it with your business name or your client’s. Like the “Precertification Form,” this is a great marketing/public relations piece.
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FIGURE 3–3: Predetermination Form

Clearinghouses generally charge a processing fee, which ranges from 20 cents to 95 cents per claim. Some charge an annual registration or membership fee of up to $300; others add a one-time fee of to $50 to $100 per doctor. (We’ll go over all this in depth in Chapter 6.)

The Old-Fashioned Way

Electronic claims transmission is the recommended method of submitting insurance claims, but not everyone is on board yet. A few insurers still accept only paper claims, and some MIBs prefer dealing with paper claims.

“We do not do electronic filing of claims,” says the Denver MIB, “as we’ve had very bad luck finding a clearinghouse that would efficiently handle physicians’ claims and do it correctly.”

New clients are surprised when she tells them she does only paper claims, especially since the other billing services in her area all file electronically, but she manages to reassure them. “I get payment back within two to three weeks on most all my claims,” she asserts, “even though I send them through the U.S. Postal Service.”

Another joy of running your own billing service: You can use any system that works for you.

Submission Time

After you’ve entered the day’s claims, it’s time for the big moment—submitting them. If you’re working with paper claims, you print them out—one copy for your files and one for the insurer—and set your copy aside. Then it’s just a matter of fold, lick, and stamp.
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File claims as quickly and frequently as possible, once a week at the very least. Remember, the faster you get claims to the carrier, the faster your client will get paid.




 



If you’re working with electronic claims, you’ll go to the online portion of your software and send the day’s batch speeding to your clearinghouse or carrier. Some clearinghouses will drop the claims to paper for you, meaning you send the claim online and the clearinghouse prints a paper copy and sends it on its merry way.

By the time you’ve scooted to the kitchen for a fresh cup of coffee, the clearinghouse will have received your claims, forwarded the good, or clean, copies to the respective carriers, and alerted you to the rejected ones—if any—via a report called the Audit/Error Report or Sender Log.

At this point you can and should print the report for your records. You can also make corrections to the rejects and resubmit. In the case of rejects (such as incorrect codes) that need doctor clarification, you can call the client immediately or set the claim aside to be dealt with later.

Playing the Insurance Game

A given in the medical billing industry is that insurers will thwart you at every turn with an apparently insatiable desire to deny claims. They seem to find every possible reason to reject a claim or to avoid prompt payment. The savvy MIB takes on the challenge instead of being oppressed by it.

“You learn how to play with the insurance companies,” counsels Mary V., the Maryland MIB. “We have to view it as a game. I look at it as somebody’s got to win. And I don’t like to lose.”

Mary advises not taking the game personally and offers the fact that, with her philosophy, she doesn’t get a lot of rejections. “Because if you learn the game,” she says, “if you learn what they’re looking for, then they’ll pay.”

As an example, Mary cites an HMO that rejects a paper claim because the referral wasn’t attached, even though it was fastened with three staples. “You just send it back in as quickly as possible,” she says. She speeds the EOB or denial back through with not only a copy of the referral attached but the referral number, the date, and her initials inked on the front. “And they don’t reject that one.”

Mary cheerfully explains that it’s also possible to intimidate the insurance carrier. “You do it nicely,” she says. “But they know that you’re not going to give up. It’s basically if they know you’re serious about what you’re talking about—you’re going to call them back—then they will go on and pay it.”

The Walnut Creek, California, MIB also cites HMOs as difficult adversaries. “Trying to get timely payments is sometimes very difficult even if you electronically bill,” she says. “They know all of the ways not to pay you. They will send our patient, for instance, a letter requesting further information, and the patient presumes the billing is being handled and frequently ignores their letter, so they don’t have to respond until the patient responds. So it’s a cat-and-mouse game.”

The New Jersey MIB, who used to sit on the insurer side of the fence, adds with a touch of whimsy, “I used to fight on behalf of the insurance companies, and now I fight with them.”

In Illinois, Curt J. has experienced the biller/carrier relationship quite differently. “Actually,” he says, “that part of [the gamesmanship] surprised me. Most of the time it’s really straightforward. It’s either an error, a glitch, or a communication problem. Sometimes it can take a little bit to figure out, but once it’s figured out, it’s done. There’s actually very few of the games that you hear insurance companies play.”

Back in Virginia, Kim H., the teacher, finds that interactions with insurers don’t always go quite so smoothly. When she sees a denial on an EOB, she reaches for the phone and calls the carrier. “You wouldn’t believe that you could be on hold for ten minutes just to check out one claim,” she says ruefully. “When I get through, they tell me what the problem is, so I immediately try to take care of it. And then I just rebill it.”


 




   [image: ][image: ] The Rejected Claim




Face it. No matter how brilliant you are, you’re going to have some rejected claims. Sometimes it’s because the insurance company is playing fast and loose; sometimes it’s because somebody left out vital information.

The following are common reasons for rejected claims:

             [image: ][image: ]  Missing or incomplete diagnosis

             [image: ][image: ]  Missing or incorrect subscriber and/or group number

             [image: ][image: ]  Diagnosis does not correspond with or support the services or procedures performed

             [image: ][image: ]  Diagnosis is not ICD-10 coded

             [image: ][image: ]  Reasons for multiple visits made the same day are not given

             [image: ][image: ]  Charges are not itemized

             [image: ][image: ]  Fee column is left blank

             [image: ][image: ]  Required information about prescription drugs or durable medical equipment is not included

             [image: ][image: ]  Missing or incorrect CPT codes

             [image: ][image: ]  Patient did not answer all questions on his portion of form

             [image: ][image: ]  Incorrect dates—for example, surgery shown taking place before pre-op exam, or discharge date preceding admission date

             [image: ][image: ]  Missing dates

             [image: ][image: ]  Illegible claim—smeary, smudged, handwritten in a scrawl, coffee-spill blurred

             [image: ][image: ]  Service or procedure not covered by policy




 



Since she’s in school until midafternoon, her time is at a premium. “It’s hard,” Kim admits. “A lot of times if I have quite a few [denials], I’ll take the planning period that I have at school, which is about 45 minutes, and I’ll call during that time. A lot of times I have to come straight home and then from 3:30 to 5:00 I try to call.”
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Most insurers have an 800 number. Be sure you use it, so your on-hold time is on their quarter instead of yours. If the phone number you have is not toll free, ask for one when you get a live being on the line; frequently, they’ll give you one for future reference. (Or hang up and call back on the 800 number.)




 



Winning the Game

It should be obvious by now that to be a savvy MIB, you have to be willing to play, and play to win. You can’t be a wimp.

If you have not received payment on a claim within 45 days after submission, it’s time to find out what the problem is.

Sometimes it’s simply a matter of nonreceipt. The claim may have been lost in the mail, sucked into an alternate universe, or mysteriously vaporized within the carrier’s computer system.

Some carriers require written inquiries; some Medicare and Medicaid carriers require specific inquiry forms; some carriers allow telephone inquiries. In any case, you should copy all written inquiries and annotate them to the patient file. For telephone questions, be sure to get the name and phone extension of the person you speak with and note these details on your file along with the date and particulars of the conversation. If it’s apparent the payer has made an error on a claim, don’t hesitate to challenge the payment amount. Medicare and other insurers will correct mistakes if you bring them to their attention. Even if you made the error, it’s always possible to resubmit a claim.

When you discover an error on a claim that has resulted in insufficient reimbursement, submit a corrected claim. Clearly mark the claim: Corrected Billing—Not a Duplicate Claim. Add a note specifying the error and, if necessary, additional documentation to support your correction.

Don’t think your entire MIB life will be spent battling insurers. Most of the claims you submit will be paid quickly, allowing you to post the payment to the patient’s account and bill the patient for any co-payment due.

When you do encounter the odd problem claim, however, you’ll be armed and ready. You already know the secret: Be prepared to fix and/or fight.

When you receive a patient’s EOB (explanation of benefits), start grading the insurer’s work. Compare the charge amount listed with the charge amount in your patient’s account ledger.

Check your client’s codes against those on the EOB for errors or changes that the carrier might have made. Sometimes payers will down-code a procedure from the actual one to a less costly one—inadvertently or intentionally—and pay based on the substituted code. In some cases, the payer’s data entry department may simply have transposed two digits in a CPT code, resulting in a different procedure from the one performed. In other cases, your client might have used an outdated CPT code that the insurer did not—or refused to—recognize. Here the insurer may review the claim and pop in the valid code for you or deny the claim and leave it up to you to resubmit.


 




   [image: ][image: ] Faster Than a Speeding Bullet




As a mega-MIB, your goal is to get claims paid as quickly as possible. You can’t leap tall buildings in a single bound (at least we don’t think you can), but you can get claims reimbursed at seemingly super speeds. Try these tips for starters:

             [image: ][image: ]  Rank procedures by order of charge amount. When entering charges, be sure to enter all procedures performed on the same date in order, from the most expensive to the least expensive. Insurers will reduce the values of all procedures listed after the primary one. If you list the procedures as suggested, however, your claim will result in the highest possible reimbursement in light of the carrier’s reduction of values. You should always list the full charge for each procedure and let the carrier reduce them—don’t help them out. In most cases, the first procedure is considered at 100 percent of its value, the second at 75 percent, the third at 50 percent, and the fourth at 25 percent.

             [image: ][image: ]  Don’t send documentation unless asked. Although electronic claims don’t require documentation, people tend to send documentation along with paper claims. Don’t. Unless the provider is using a CPT code for an unlisted procedure or explaining unusual circumstances (unsticking a patient’s eyelids after a superglue accident, for example), you should not send operative reports or other documentation. Most procedures are fairly common, so carriers won’t even be interested in the details. If they want supporting information, they’ll ask. Otherwise, let sleeping insurers lie.

             [image: ][image: ]  Send even hospital bills frequently. Carriers prefer to get frequent, small claims instead of one huge claim following the patient’s discharge. While some providers hold hospital charges as a consideration to the hospitalized patient, you can help avoid a tragic relapse caused by a mammoth doctor’s fee simply by doing your billing as you—and the patient’s care—go along. Also, holding claims through a long hospitalization is risky. You could discover that by the time you get around to filing your claim, the patient’s benefits have already been exhausted.
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If you’re not getting a response from a recalcitrant carrier, use your patient as a collection tool. Inform him of the problem and let him go toe-to-toe with the insurer. In many cases, this will result in a quick resolution of the problem.






Time Juggling

Except for having to work within the time constraints of the carriers’ office hours when dealing with problem claims, you can structure your day any way that fits your lifestyle.

“I just work into the evening if I need to have the extra time,” says a Montana MIB. As a grandmom rather than young mom, she has the luxury of time. “I’ll just juggle my time, and I don’t have to worry that I have an eight-to-five job. I can do the work that needs to be completed in my time frame.”

The San Diego biller has her hands full with two school-aged children. Before the kids are up and about, she checks her email for new information from fellow MIBs, then pulls up her prospect software to see who she has scheduled to contact that day. In between getting her chicks fed, dressed, and off to school, she compiles lists: which insurance companies need to be called, what missing items need to be faxed to her client.

To avoid the unprofessional sound of children squealing in the background, she makes all her phone calls in the morning while the kids are at school. She schedules errands between noon and 2 P.M. when most medical offices are closed so she doesn’t miss business calls. In the afternoons, she does her data entry, pulls up reports, balances her accounts, and checks through new material, and of course, answers the phone.

“Then,” the former nurse says, “I sort of semi-prepare myself for the next day. By the end of the day, I back up my database for my client. And then every week, I’ll do a system backup.”

Lest you think you could never keep up her pace, she adds, “I’m still in the learning stages. I’m constantly adapting to what I’m doing, and sometimes I worry that I spend too much time on something. But it’s all a learning process.”

The New Jersey MIB, who also has two young children, usually processes her claims from 12:30 to 4:00 P.M. while the kids are stashed away at school. After supper, she goes back to her computer and hits the keyboard again. She schedules two days a week, generally Thursday and Friday, for follow-up work. “That’s for any problems that come up with the clients,” she says, “if I have to call the insurance company, do an appeal, things like that.”

And that’s not all. “I’m often working Saturdays,” she says. “I refuse to work on Sunday, though. No matter what.”
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Precertification Form

Preauthorization number:

Insurance carrier:

Certification for admission: Procedure:

Patient’s name:

Date of birth: Phone no.:

Street address:

City/state/zip:

Subscriber’s name:

Address if different from patient’s:

Member no.: Group no.:

Provider name: Provider ID no.:

Provider address:

Provider phone: Contact name:

Hospital or facility:

Planned admission/procedure date:

Estimated length of stay:

Diagnosis/symptoms:

Treatment/procedure:

Complicating factors:

Second opinion required?: If yes, obtained?:

Corroborating physician:

Insurance carrier rep.:

Approval?:

If no, reason for denial:
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Type of Service | Annual Amount* | Type of Service | Annual Amount*
Hospital Care $971.8 Nursing Home Care $155.6
Physician/Clinical $603.7 Dental $1135
Prescription Drugs $297.7 Home Health Care $83.2

*All figures are in billions. Source: Centers for Medicaid and Medicare Services
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Startup Resource Kit

from Entrepreneur

MEDIAINC

Every small business is unique. Therefore, it's essential to have tools that are customizable depending on your
business’s needs. That's why Entrepreneur is offering you access to our Startup Resource Kit. Get instant access to
thousands of business letters, sales letters, sample documents and more — all at your fingertips!

Accessing Entrepreneur’s Free Startup Resource Kit is easy.
Simply visit: www.entrepreneur.com/guideoffer

and download to any windows or mac computer

You’ll find the following:

The Small Business Legal Toolkit

When your business dreams go from idea to reality, you're suddenly faced with laws and regulations governing
nearly every move you make. Learn how to stay in compliance and protect your business from legal action. In this
essential toolkit, you'll get answers to the “how do | get started?” questions every business owner faces along with
a thorough understanding of the legal and tax requirements of your business.

Sample Business Letters

1000+ customizable business letters covering each type of written business communication you're likely
to encounter as you communicate with customers, suppliers, employees, and others. Plus a complete guide
to business communication that covers every question you may have about developing your own business
communication style.

Sample Sales Letters

The experts at Entrepreneur have compliled more than 1000 of the most effective sales letters covering
introductions, prospecting, setting up appointments, cover letters, proposal letters, the all-important follow-up
letter and letters covering all aspects of sales operations to help you make the sale, generate new customers and
huge profits.
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