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5.1 Procedure for Billing Private Insurance

All admissions are identified through the RPMS system through the registration process for the patient.

1.
Review source documents for completeness:

· Patient chart documented and signed by provider

· Diagnosis and procedures are coded with ICD-9 and CPT codes are indicated

· Progress notes are included in medical record from provider and nurses

· Doctor’s orders are included

· Authorizations for surgery or other procedures are included

· Anesthesia records are included

· Reports are in the medical record – lab, radiology, pathology, CT, pharmacy, 24 hour intake and output flow sheets, operative report, IV solutions, and Intensive care daily reports (if applicable)

· Patient care record is complete 

· Re-check that insurance benefits have been revalidated within the past 30 days

2.
logon to RPMS and the Main Menu.

3.
Access the Third Party Billing System and press Enter. 

4.
Select Add/Edit Claims Menu.

5.
Select Option ED - Edit Claim Data and Press Enter.

6.
Select Bill or Patient. 

Enter the Claim Number or the patient’s last name and first name, and social security number or health record number or date of birth.

Note: After the system checks for errors, checks eligibility file, checks for release of information, and assignment of benefits, it displays the claims summary.

7.
Review the Claim Summary. 

Page 0 is the first screen to appear. This screen provides a high-level summary of the claim. 

a.  Check “Claims file error exists.”

This is the first place to review for any missing or inaccurate information. These errors must be corrected (by page). 

b.  Review those items that are required by the payer. 

All errors must be corrected in order to approve the claim. 

· Patient name

· Health Record Number

· Claim Number

	Page 1
	Claim Identifiers
	· Location

· Clinic

· Visit Type (drives property of claims editor) 

· Bill From and Through Dates

· Bill Type (edits in system) (Bill type should not be changed to 999

· Mode of Export (claim form using to bill)

	Page 2
	Billing Entity
	· Name of insurance company

· Status of claim

	Page 3
	Questions
	(both should be answered “yes”)

· Release of information

· Assign benefits

	Page 4
	Providers
	(list all providers on record)

· Attending physician

· Operating physician (if applicable)

	Page  5A
	Diagnosis
	· List all coded diagnosis in words not codes

	Page 5B
	ICD Procedures
	· List all coded ICD procedures in words not codes

	Page 8
	CPT Procedures
	· List all coded CPT procedures in words not codes


8.
At the Desired Action prompt, type N (Next) to move from page to page, and on each page, review the data for accuracy.

	On this page . . .
	Review these data for accuracy:

	Page 1 - Claim Identifiers
	· Visit Location – Name of Clinic

· Billing Location – Name of Clinic

· Clinic – General, Day Surgery, Outpatient, Walk-in, etc.

· Visit Type – Inpatient, Ambulatory Surgery, Outpatient

· Bill Type – 111 (Inpatient), 831 (Day Surgery), 131 (Outpatient)

· Billing From Date – Admission or Visit Date

· Filling Through Date – Discharge or Visit Date

· Super Bill Number – Leave Blank

	Page 2 – Insurers
	· Review the insurance companies for accuracy

· Confirm that the primary and secondary carriers are correct

· Confirm that the Export mode is UB-92 and HCFA-1500

	Page 3 – Questions
	· 1 – Release of Information, 

· 2 – Assignment of Benefits, must always be “yes”

· 3 – Accident Related, 

· 4 – Employment Related, would be “yes” if applicable

· 5 – Emergency Room Required, would be “yes” if the patient had an emergency room visit or was admitted from the emergency room

· 11 – Prior Authorization Number, enter if applicable

· 12 – HCFA-1500B Block 19, enter E codes and narrative descriptions of injury or accident

	Page 3A – Ambulance Data
	· Indicate origin (location of patient pick-up)

· Destination (location where patient was transported)

· Medical necessity indicator must be answered

· Indicate covered/uncovered mileage

· Indicate condition codes

	Page 4 – Provider Data
	· Verify all providers are listed – attending, operating, etc. that took care of the patient

· Verify the physician provider numbers are correct

· Verify the titles of the discipline of each physician

	Page 5A – Diagnosis
	· The diagnosis codes should be listed in billing sequence order

· The ICD9 codes should be the providers written narrative 

· Limit the use of V-codes – most insurers do not pay for V-codes

	Page 5B – ICD Procedures
	· List all ICD procedures performed by provider

	Page 7 – Inpatient/Day Surgery Data
	· All inpatient services should be listed on this page

· Confirm data matches the Final A sheet

· Number 3 Admission Type and Number 4 Admission Source are often incorrect. Validate

· Number 11 Covered Days are often incorrect. Validate and if incorrect, enter the correct number of days. All Day Surgery accounts should be blank.

· Prior authorization, if applicable

	Page 8A – Medical Services
	· Multiple procedures and Evaluation and Management (E&M) codes that begin with CPT code 9 are listed on this page

· Professional components for pathology with modifier 26 needs to be added

· EKG’s should be added on this page, if they are not list on Page 8H – Miscellaneous services

· Outpatient claims – Professional fee or Evaluation and Management codes should be added based on the superbill or Patient Care Service (PCS) form

	8B – Surgical Procedures
	· Surgical codes that begin with CPT codes 1 through 6 are listed on this page

· Surgical codes are submitted in the order coded

· Modifier 51 (Multiple Procedures) must be added manually to the claim once it is printed

· All procedures should be edited to match corresponding diagnosis codes

· Only one facility fee should be list. Delete all others.

	Page 8C – Revenue Codes
	· The revenue codes include a charge for:



12X
Room & Board



17X 
Nursery Room & Board



20X
Intensive Care



21X
Coronary Care



370
Anesthesia



710
Recovery Room



72X
Labor room/Delivery (hourly charges)



272
Sterile Supply



278
Other Implants (also referenced on Page 3, Item 12)

· Confirm data with file folder, correct price and units

· Outpatient – revenue codes not applicable

	Page 8D – Medication
	· Pharmacy revenue codes include:



250
General Pharmacy



253
Take Home Drugs



257
Non Prescription Drugs



258
IV Solutions

· For outpatient, view the medications in the medication profile

· Add any medications not listed, match medications to corresponding diagnosis and ordering provider, and match dispense date with date of service

	Page 8E – Laboratory Services
	· The laboratory services include all labs with revenue codes 30X and CPT codes that begin with “8”

· No pathology services (31X) should be listed on this page. The professional components should be listed on page 8A and the technical components listed on page 8H.

· For outpatient, check labs in the Lab Profile.

· Add any missing services and match the labs to the corresponding diagnosis

· A CLIA number may be entered for reference lab charges

	Page 8F – Radiology Services
	· The radiology services include all diagnostic radiology services with revenue codes 32X and CPT codes that begin with “7”. CT Scans are also entered on this page.

· For outpatient, check radiology reports to make sure the x-ray was completed.

· Match x-ray to the corresponding diagnosis

	Page 8G – Anesthesia Services
	· This page is only used for adding manual anesthesia charge. Anesthesia services are automatically interfaced by the system and are listed on Page 8C.

· Outpatient – this page is not applicable.

	Page 8H – Misc. Services
	· This page is used to enter HCPCS codes for supplies. CPT codes are also entered on this page if required.

	Page 8I – Inpatient Dental Services
	· Payer specific.

	Page 8K – Ambulance Services
	· Attendant and mileage may be entered on this page.

	Page 9A – Occurrence Codes
	· Accident related codes and dates are used, if applicable.

· Medical condition codes and dates are used, if applicable

· Insurance related codes and dates are used, if applicable

· Service related codes and dates are used, if applicable

	Page 9B – Occurrence Span Codes
	· Payer specific.

	Page 9C – Condition Codes
	· Payer specific.

	Page 9D – Value Codes
	· Payer specific.

	Page 9E – Special Program Codes
	· Payer specific.

	Page 9F – Remarks
	· E codes and injury-related comments would appear on the UB92.

· Payer specific

· This page can also be used to note additional information


9.
Approve, print, and mail claims to insurer.

5.2 Private Insurance Timely Filing

Most private insurance companies allow claims to be filed within one year from the date of service and some even will allow reimbursement up to and including the end of the calendar year following the year in which the service was rendered. Insurers such as Workers’ Compensation may request that bills be submitted with 60-to-90 days from the date of service.

Check with insurance companies to determine specific filing limits.
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