Making Insurance Work In
Your Office

Y Y

Keys to a Successful Practice

Lynette Contreni Bernier

C@’&G Trc: October 18, 2009



Making Insurance Work In
Your Office

AProper Health Insurance Verifications
Alntroduce New forms for Front Desk
AEvaluating EOBs for Proper Payment

ACreating / Using an Insurance
Reference Sheet

ABeing Participating vs. Non
Participating
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Health Insurance Verifications

Proper Health Insurance Verifications Can:

A Be the key to obtaining the maximum
reimbursement from both the patient and the
Insurance carrier

A Streamline:
I the patient billing
I the insurance billing
I receipt of payment
A Minimize time spent on follow-up
A Assist in retaining patient in your office at all
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Health Insurance Verifications
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A

Questions asked In
the verification
process are often
pretty basic. Why
waste this
opportunity?



Health Insurance Verifications

Questions that offices routinely DO
ask In the verification process:

iIThe patient 0s benefilt s
coinsurance, copay)

I The chiropractic / therapy limit
I The effective date of the policy
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Health Insurance Verifications

Questions that some offices may

also ask:
(these are slightly ahead of the first group)

A How many services are covered per day?
A What services are covered?
A What is the claim submission address?
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Health Insurance Verifications

Questions that most offices
DO NOT ask:

Als the policy running on Obenc¢

A Is the policy self-funded (the carrier is really only
functioning as a TPA) or is the policy fully insured?

A Is COB updated?

A Will chiropractic claims be pended for accident info?
A If out of network 7 is the policy processing at R&C?

A If in network i at what fee schedule will claim be paid?
A Is there a pre-existing clause that may delay payment?
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Health Insurance Verifications
Additional Verification Tips

A Besides the repbs name an t he dat ¢
- get specific reference numbers for

your calls

A Consider recording your calls
A Consider having a O6ver.

servicebo

A Take the information obtained in the
verification process and record it on
the travel card or in your billing
software

A Dondét use the same
of verifications - consider creating
one for Health, one for PIP, one for
Medicare with secondary, etc.
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New Forms for Front Desk

COB Form

Statement of Non-Accident
Health Insurance Verification Form
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Dear Insurance Carrier,

| understand you may be holding up payment of my claims because you are waiting to update
records regarding my status and my coverage. The following is my updated information:

Name of patient SS# DOB

Insured Information:
Insured Name Policy ID# Relation to Insured

PLEASE CHOOSE SECTION THAT APPLIES & CHECK ONLY 1 LINE

Spouse / Partner
| am the patient AND the insured AND | have no other insurance coverage

| am the patient, BUT the insured.is‘my spouse/partner . lar
employed and therefore have no other insurance coverage of my own.
| am the patient, BUT the insured is my spouse/partner

am employed at but have no coverage through that en

| am the patient & have my own coverage - the following is my coverage inform:

Primary Ins Insured Name: Insured DOB: __

Secondary Ins Insured Name: Insured DOB
Signature Date

Dependent Child Over 18 (covered under parentds pi
| am a FT student & have 1 policy. Attached is my current school schedule.

Primary Ins Insured Name: Insured DOB:

| am a FT student & have 2 polices. Attached isurmgnt school schedul

Primary Ins Insured Name: Insured DOB:

Secondary Ins Insured Name: Insured DOB

**determining primary/ secondary is u
Signature Date

Dependent Child Underi8 ( covered under parentds po
| am a minor dependent and only covered under one policy :

Primary Ins Insured Name: Insured DOB:

| am a minor dependent and covered;under two policies :

Primary Ins Insured Name: Insured DOB:

Secondary Ins Insured Name: Insured DOB

**determining primary/secondaryissual | 'y based on t he
Parent or Guardian Signature Date

Revised 10/25/08
This form was created by and is the sole property of CB&C, Inc. (973)827-3544
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Date:

Dear Insurance Carrier:

l, , am currently receiving chiropractic care at

this facility.-Please know that this careni relatedto
any auto accident, workersdéd compensation
third party liable for these bills.

| trust this statement will clarify this matter and there should be no delay in processing any clai
submitted to you by this chiropractic office. If you have any questions, do not hesitate to conte
personally.

Print Name

Signature Date

Revised 10/ 25/ 0¢
This form has keen created by and is the sole property of CB&C, Inc. (973)827-



0 CB&

INSURANCE VERIFICATION

HEALTH INSURANCE

PERSONAL INFORMATION :

Name: SS# DOB: Male / Fel
Address: Phone: (H) (Other)
Diagnosis:
PRIMARY INSURANCE : Effective Date
Insurance Carrier: Benefit Period:
Send Claims To: ID# GP#
Palicy - SP, PC, HW or FP? Employer,
Phone # Insured: DOB: Relation:

Electronic Payor |D#:

Other family members:

[] Out of Network Coverage

Is this a self funded plan - therefore yoe a TPA?

[l In Network Coverage:

Individual Deductible $ Amt Met $ Deductible $ (AmtMet___ ) Coins:
Family Deductible $ Amt Met $ OR Copay $

Deductible Carryover(if applicable) Required? PCP referral

Coinsurance: Ins Pt OOP Precert

Will this be paying at R&C? Limited # of visits / dollar cap

Required? LMN __ Precert Limitis: per year / per diagnosis / per day

Limted # of visits | dollar cap Managed Care Network / Fee Schedule

Limitis: per year / per diagnosis / per day

Have any chiropractic benefits been used this year whether in or out of network?

Covered?Xrays Y / N--95831, 95851 Y / N--Exams Y /. N---Supports, pillows Y / N---Foot Levelers L3020 Y / N---Training 977€

How many modalities are covered when billed with CMT code?: Which modalBigs24 / 97110/ 97140 /97112 / 9713
97530/97012 /97010 / 97014 / G0281 / G0283 / 97535 /97035 / 917928943 covered if billed with 98940 - 98942

Special Facility?

Can a chiro refer for an MRI? Does it need Precert?

*** | f there are no 6chiro benefitsodé will you cover othe
Will you be requesting accident information if patient is being seen by DC?

Has COB/LOI been handled for the current year (if applicable)?

CMS 1500 or special claim form? Any pre-existing condition clause? Expires?__

Can payment be sent to the provider if there is a valid assignment of benefits?

What is your timely filing?

If secondary to auto carrier, is there a subrogation clause?

Name & Call Ctr of Rep:

Ref# Date: Time: Office Rep

C, Inc

Revised 10/22/08 1 CIli
This form has been created by and is the sole property of CB&C, Inc. (973)827-3544
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Evaluating EOBs

>

A

OK - | properly
verified insurance
coverage. My billing
Il s O0cl eano.
the claim. Then |
should get paid
correctly right?

MAYBE!



Evaluating EOBs

The Obasi cs o

A Know who you participate with -
specifically

A If you participate - have the fee schedules
available

Al f you don éunderstand R&Cc i f
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Evaluating EOBs

A Is this EOB right or
wrong?

Y
A Who has time to call? %
A |Is the amount that | “
have been shorted

worth the call? v
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Evaluating EOBs

3 Steps to Evaluating EOBs:
iSteplicompare the oObil |l

0al | owe di isitnacceptabledyes or
no?
i Step2T1then-i s t he oO0all owe

being processed correctly based on the
pati ent Olsyedoeno2e f I t s

I Step 371 Is there anything denied on the
EOB - is it right or wrong?
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Evaluating EOBs

Step 1.
Compare the O0bi ||
oOal | owedi ifitmo u n

acceptable yes or no?
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Evaluating EOBs

Stepl: Compare the oO0bill ed amto

K Aetna &5 EXPLANATION OF BENEFITS

Please Retain for Future Reference

Check No:
Page 5 of 6 (4)
Patient Name:
Claim ID: - Recd: 08/27/09 Member ID: § Patient Account:
Member: . DIAG:
Group Name: . Group Number:
Product: Aetna Choice® POS I Network ID: 01450 AETNA CHOICE POS Il
Aetna Life Insurance Company .
SERVICE -_: P A =NUM_; & SUﬂMTTED 4 < g NEGOTIATED: COPAY: NOT. LSRR DED‘U:GIIBLE PATIENT . PAYABLE
DATES  SVCSN CHARGES R AMOUNT AMOUNT " PAYABLE  REMARKS ' RESP AMOUNT
08/19/08 |11 98941 1.0 66.00| 27.00, - 27.00
08/18/09 |11 9714059 10 61.00) 20.00 : LA 9000
08/19/08 |11 97110 10 58.00) 2200 e
08/19/08 |11 97012 1.0 41.00 11.00 Gl 10
TOTALS € zzs.os\ 7 so,oo\ _80.00

e | g s = p— &
_ISSUEDAMT: - $80.00
Patient Name: _
Claim ID$ Recd: 08/27/08 Member ID: Patient Accournit:
Member: DIAG:
Group Name: L Group Number:,
Product: Aetna Choice® POS II SR Network ID: 01450 AETNA CHOICE POS Il
Aetna Life Insurance Company
i/ SERVICE ENUM: o SUBMITTED NP NEGOTIATED: - COPAY NOT i SEE DEOUGTIBEE: - #iiico 17 " PATIENT PAYABLE
“DATES SVCS CHARGES g AMOUNT - AMOUNT '~ PAYABLE  REMARKS ' i INSURANCE ] = .RESP AMOUNT
08/18/08 |11 98943 1.0 52.00 17.00! : sty 17,00
08/19/08 |11 98941 1.0 66. 27.00 : 27.00
08/18/09 |11 9714059 10 61.00 20,00 ; 12000
08/19/09 |11 97110 10 58.00) 22.00 122,00
TOTALS 237.00 86.00 786.00
ISSUED AMT: . $86.00

‘C@’&C} Inc. Example of a correct Aetna EOB to a Participating Provider



Evaluating EOBs

Stepl: Compare the oO6bil |l ed amt

Provider Explanation of Medical Payment Report e
Provider Number Provider Name | Date through which claims were processed | THISISNOTABILL Al_’age |
! 09/22/2009 | Retain for Your Records i
I [ AdJusted | DRG/ | DRG/ | I DRG/ )
ey Frocedure | Qﬁ’gg;ﬁ Bified Procetgure Cod(m“cd Not Covered/ |Deduct/Copay | Coinsurance | perpiem | per Die | PRG/PerDiem|  PerDiem | i
ine rocedure Date e fe 0 i ! 1 i i Plan Benefit |
Code Code An:mun( : By mount Discount Amount Amount Type i Number | Amount g AB:uréif:ft i ?Note
—_—
! PATIENT NAME PATIENT#: s OPERATION LOCATION/GROUP# 36335-9-3303920 RECEIVE DATE: 09/12/2009 PRGCESS DATE: 09/22 |
| MEMBER NAME: SUBSCRIBER#: REF#: /cﬁm 00937958156 45 \
1 | 08282009 98941 75.00 75.00 0.00 0.00 e p——="75.00
2 | 08282009 97012 45.00 45.00 0.00 0.00 0.00 45.00
3 | 08282009 97014 45.00 45.00 0.00 .00 0.00 65,00 |
4 | 08282009 97530 75.00 75.00 0.00 0.00 0.00 75.00 |
5 | 08312009 98941 75.00 75.00 0.00 0.00 0.00 75.00 |
6 | 08312009 97012 45.00 45.00 0.00 0.00 0.00 45.00 |
! TOTAL ( 360.00) < 360.00) 360.00 l
| o !
! |
| THE $1,500 OUT OF NETWORK DEDUCTIBLE HAS BEEN SATISFIED FOR 2009 |
!‘ THE $1,000 IN NETWORK DEDUCTIBLE HAS BEEN SATISFIED FOR 2009 ‘ |
THE $5,000 OUT OF NETWORK 'OUT-OF-POCKET LIMIT' HAS BEEN REACHED FOR 2009 )
| THE $1,500 IN NETHWORK 'OUT-OF-POCKET LIMIT' HAS BEEN REACHED FOR 2009 [ e
i BALANCE $0.00 !
| WHY WAIT FOR THE MAIL? VIEW ELIGIBILITY, BENEFITS OR CLAIM DETAILS ONLINE {
ANYTIHE AT HTTP://WWH.CIGNA.COM/HEALTH/PROVIDER/ |
PAYMENT OF $360.00 TO - i
SYS BS2 i
PATIENT NAME: PATIENT#: 5 OPERATION LOCATION/GROUP# 36335-9-3303920 RECEIVE DATE: 09/12/2009 PROCESS DATE: 09/22 |
HEMBER NAME: SUBSCRIBER#: ° REF#: CHECK#: 00937958156 |
7 | 08312009 97014 45.00 45.00 0.00 0.00 0.00 65.00 |
8 | 08312009 97530 75.00 5.0 0.00 0.00 0.00 75.00 |
TOTAL ( 1zo.oo> 120.00 120.00

THE $1,500 OUT OF NETWORK DEDUCTIBLE HAS BEEN SATISFIED FOR 2009

THE $1,000 IN NETWORK DEDUCTIBLE HAS BEEN SATISFIED FOR 2009

THE $5,000 OUT OF NETHORK 'OUT-OF-POCKET LIMIT' HAS BEEN REACHED FOR 2009
THE $1,500 IN NETWORK 'OUT-OF-POCKET LIMIT' HAS BEEN REACHED FOR 2009

BALANCE.......ccciuvvsnnsn $0.00

PAYMENT OF $120.00 TO
DLO HSI

CB&C Tnc Example of a correct Cigna EOB to a Non-Participating Provider
34 .
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Evaluating EOBs

Reasons t he
EOB may be r
amount;

1) Your fees may be over R&C

2) The carrier may be allowing at a % of R&C -
and then applying the pt

3) The carrier/ poli cy m:
amounts -and then apply the

4) The carrier has found a mutual contract with an
unrelated managed care carrier
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Evaluating EOBs

Stepl. Compare the o6bill ed amtao

ng&c[ﬂa Example of a non participating EQG



