COMMON MEDICAL BILLING TERMS

THE WORLD OF MEDICAL BILLING CAN SEEM LIKE A LABYRINTH OF SPECIALIZED JARGON, BUT UNDERSTANDING ITS COMMON TERMS
IS CRUCIAL FOR HEALTHCARE PROVIDERS, PATIENTS, AND ANYONE INVOLVED IN THE REVENUE CYCLE. FROM DECIPHERING CLAIM
FORMS TO UNDERSTANDING REIMBURSEMENT STRATEGIES, A FIRM GRASP OF THESE FUNDAMENTAL CONCEPTS EMPOWERS BETTER
FINANCIAL MANAGEMENT AND OPERATIONAL EFFICIENCY. THIS ARTICLE DELVES INTO THE ESSENTIAL MEDICAL BILLING TERMS YOU
NEED TO KNOW, DEMYSTIFYING THE PROCESSES INVOLVED IN SUBMITTING CLAIMS, RECEIVING PAYMENTS, AND NAVIGATING THE
COMPLEXITIES OF HEALTHCARE FINANCE. WE'LL COVER EVERYTHING FROM BASIC ABBREVIATIONS TO THE INTRICACIES OF
PAYMENT ADJUSTMENTS, EQUIPPING YOU WITH THE KNOWLEDGE TO CONFIDENTLY MANAGE MEDICAL BILLING OPERATIONS.

T ABLE oF CONTENTS

o UNDERSTANDING CORE MEDICAL BILLING TERMS

Key MepicAL BILLING ACRONYMS AND ABBREVIATIONS

EsSSENTIAL MEDICAL BILLING FORMS AND DOCUMENTS

o NAVIGATING THE MepICAL BILLING ProcEss: Key TErRMS

o |UNDERSTANDING PAYMENTS AND REIMBURSEMENT TERMS

CoMMON MEeDICAL BILLING DENIALS AND APPEALS

CoNcLUsIoN: MASTERING CoOMMON MEDICAL BILLING TERMS

UNDERSTANDING CORrRE MEDICAL BILLING TERMS

MEDICAL BILLING IS THE PROCESS BY WHICH HEALTHCARE PROVIDERS SUBMIT AND FOLLOW UP ON CLAIMS WITH HEALTH
INSURANCE COMPANIES IN ORDER TO RECEIVE PAYMENT FOR SERVICES RENDERED. |T’S A CRITICAL COMPONENT OF THE
HEALTHCARE REVENUE CYCLE, BRIDGING THE GAP BETWEEN PATIENT CARE AND FINANCIAL SOLVENCY FOR MEDICAL PRACTICES. A
DEEP UNDERSTANDING OF THE TERMINOLOGY USED WITHIN THIS FIELD IS PARAMOUNT FOR ENSURING ACCURACY, EFFICIENCY, AND
MAXIMIZING REVENUE. THIS SECTION WILL EXPLORE SOME OF THE FOUNDATIONAL CONCEPTS THAT FORM THE BEDROCK OF
MEDICAL BILLING.

MebpicAL NECESSITY

MEDICAL NECESSITY REFERS TO HEALTHCARE SERVICES OR SUPPLIES THAT ARE REASONABLE AND NECESSARY TO TREAT A
PATIENT'S ILLNESS OR INJURY. INSURANCE COMPANIES OFTEN REQUIRE SERVICES TO MEET THIS CRITERION TO BE ELIGIBLE FOR
COVERAGE. DOCUMENTING MEDICAL NECESSITY THOROUGHLY IS A CORNERSTONE OF SUCCESSFUL MEDICAL BILLING, AS IT
JUSTIFIES THE SERVICES PROVIDED TO THE PAYER.

ProTECTED HEALTH INFORMATION (PHI)

PROTECTED HEALTH INFORMATION, OR PHI, IS ANY INFORMATION ABOUT A PATIENT’S HEALTH STATUS, PROVISION OF
HEALTHCARE, OR PAYMENT FOR HEALTHCARE THAT CAN BE LINKED TO A SPECIFIC INDIVIDUAL. THIS INCLUDES A WIDE RANGE OF



DATA, FROM MEDICAL RECORDS AND DIAGNOSES TO BILLING INFORMATION AND INSURANCE DETAILS. THE HEALTH INSURANCE
PORTABILITY AND ACCOUNTABILITY ACT (HIPAA) STRICTLY GOVERNS THE PROTECTION AND DISCLOSURE OF PHI, MAKING
COMPLIANCE A VITAL ASPECT OF MEDICAL BILLING OPERATIONS.

ReveNue CycLe MANAGEMENT (RCM)

ReveNue CycCLE MANAGEMENT, OR RCM, ENCOMPASSES ALL THE ADMINISTRATIVE AND CLINICAL FUNCTIONS THAT CONTRIBUTE
TO THE CAPTURE, MANAGEMENT, AND COLLECTION OF PATIENT SERVICE REVENUE. IT°S A HOLISTIC APPROACH TO OPTIMIZING
FINANCIAL PERFORMANCE IN HEALTHCARE, FROM PATIENT REGISTRATION AND APPOINTMENT SCHEDULING TO CLAIM SUBMISSION,
PAYMENT POSTING, AND DENIAL MANAGEMENT. ErFeCcTIVE RCM IS ESSENTIAL FOR THE FINANCIAL HEALTH OF ANY MEDICAL
PRACTICE.

CLAIM SCRUBBING

CLAIM SCRUBBING IS THE PROCESS OF REVIEWING CLAIMS FOR ACCURACY AND COMPLETENESS BEFORE THEY ARE SUBMITTED TO
INSURANCE PAYERS. THIS PROACTIVE STEP HELPS TO IDENTIFY AND CORRECT POTENTIAL ERRORS, SUCH AS INCORRECT PATIENT
INFORMATION, CODING MISTAKES, OR MISSING MODIFIERS, THEREBY REDUCING THE LIKELIHOOD OF CLAIM DENIALS. AUTOMATED
CLAIM SCRUBBING SOFTWARE IS WIDELY USED IN THE INDUSTRY.

Key MEeDICAL BILLING ACRONYMS AND ABBREVIATIONS

THE MEDICAL BILLING INDUSTRY IS RIFE WITH ACRONYMS AND ABBREVIATIONS THAT CAN BE CONFUSING TO NEWCOMERS.
HO\X/EVER, MASTERING THESE COMMON SHORTHAND NOTATIONS |S ESSENTIAL FOR EFFICIENT COMMUNICATION AND ACCURATE
CLAIM PROCESSING. THIS SECTION WILL BREAK DOWN SOME OF THE MOST FREQUENTLY ENCOUNTERED TERMS, PROVIDING
CLARITY AND CONTEXT.

CPT CobEes

CPT sTANDS FOR CURRENT PROCEDURAL TERMINOLOGY. THESE ARE FIVE-DIGIT NUMERICAL CODES DEVELOPED AND MAINT AINED
BY THE AMERICAN MepICAL AssociATION (AMA). CPT CODES ARE USED TO DESCRIBE MEDICAL, SURGICAL, AND DIAGNOSTIC
SERVICES AND PROCEDURES. THEY ARE VITAL FOR REPORTING WHAT SERVICES WERE RENDERED TO A PATIENT AND ARE A
FUNDAMENTAL PART OF THE BILLING PROCESS.

HCPCS Cobes

HCPCS sTANDS FOR HEALTHCARE CoMMON PROCEDURE CODING SYSTEM. THIS CODING SYSTEM IS USED TO DESCRIBE SERVICES
AND SUPPLIES THAT ARE NOT INCLUDED IN THE CPT CODES, SUCH AS AMBULANCE SERVICES, DURABLE MEDICAL EQUIPMENT, AND
PROSTHETIC DEVICES. HCPCS LEVEL || CODES ARE ALPHANUMERIC AND ARE CRUCIAL FOR BILLING A BROADER RANGE OF
HEALTHCARE SERVICES.

ICD-10 Cobes

ICD-10 sTANDS FOR INTERNATIONAL CLASSIFICATION OF DiSEaSES, 10TH REVISION. THESE CODES ARE USED TO CLASSIFY
DIAGNOSES, SYMPTOMS, AND CAUSES OF DEATH. THEY ARE ESSENTIAL FOR REPORTING WHY A SERVICE WAS PROVIDED. |CD-10



CODES ARE ALPHANUMERIC AND ARE MUCH MORE DETAILED THAN THEIR PREDECESSORS, ALLOWING FOR GREATER SPECIFICITY IN
REPORTING PATIENT CONDITIONS.

EOB

AN EXPLANATION OF BENEFITS (EOB) IS A DOCUMENT SENT BY AN INSURANCE COMPANY TO A PATIENT EXPLAINING WHAT
MEDICAL TREATMENTS AND/OR SERVICES WERE PAID FOR ON THEIR BEHALF. |T DETAILS THE SERVICES RENDERED, THE AMOUNT
BILLED, THE AMOUNT PAID BY THE INSURANCE COMPANY, AND THE PATIENT'S RESPONSIBILITY (DEDUCTIBLE/ COPAY,
COINSURANCE). UNDERSTANDING THE EOB IS CRITICAL FOR BOTH PATIENTS AND MEDICAL BILLING PROFESSIONALS.

ERA

AN ELEcTRONIC REMITTANCE Abvice (ERA) IS THE ELECTRONIC VERSION OF THE EOB. IT IS SENT FROM THE INSURANCE PAYER
TO THE HEALTHCARE PROVIDER. ERAS PROVIDE A STANDARDIZED WAY TO COMMUNICATE CLAIM PAYMENT INFORMATION
ELECTRONICALLY, ALLOWING FOR FASTER AND MORE EFFICIENT POSTING OF PAYMENTS INTO PRACTICE MANAGEMENT SYSTEMS.

POS

POS sTANDS FOR PLACE OF SERVICE. THIS CODE INDICATES WHERE THE PATIENT RECEIVED THE MEDICAL SERVICE. COMMON
POS cobes INCLUDE 11 FOR AN OFFICE, 2 1 FOR AN INPATIENT HOSPITAL, AND 22 FOR AN OUTPATIENT HOSPITAL. THE POS
CODE IS CRUCIAL FOR ACCURATE CLAIM SUBMISSION, AS IT CAN AFFECT REIMBURSEMENT RATES.

DOS

DOS Is AN ABBREVIATION FOR DATE OF SERVICE. THIS REFERS TO THE SPECIFIC DATE ON WHICH A HEALTHCARE SERVICE WAS
PROVIDED TO A PATIENT. THE DOS IS A MANDATORY FIELD ON ALL MEDICAL CLAIMS AND MUST BE ACCURATE TO ENSURE
PROPER ADJUDICATION BY THE PAYER.

NPI

NP| sTANDS FOR NATIONAL PROVIDER IDENTIFIER. THIS IS A UNIQUE 10-DIGIT IDENTIFICATION NUMBER ISSUED TO HEALTHCARE
PROVIDERS BY THE CENTERS FOR MEDICARE & MeDIcAID SErVICES (CMS). EVERY HEALTHCARE PROVIDER WHO SUBMITS CLAIMS
To MEeDICARE, MEDICAID, OR OTHER HIP A A-COVERED ENTITIES MUST HAVE AN NPI.

PAvYer ID

A PAYERID IS A UNIQUE IDENTIFIER ASSIGNED TO EACH INSURANCE COMPANY OR PAYER. IT IS USED ON ELECTRONIC CLAIMS TO
DIRECT THE CLAIM TO THE CORRECT INSURANCE COMPANY. HAVING THE CORRECT PAYER ID IS ESSENTIAL FOR THE CLAIM TO BE
PROCESSED WITHOUT DELAYS.



NDC

NDC sTANDS For NATIONAL DRUG CoDE. THIS IS A UNIQUE 10-DIGIT OR 1 1-DIGIT IDENTIFICATION NUMBER ASSIGNED TO
DRUGS AND OTHER PHARMACEUTICAL PRODUCTS. |T IS USED TO IDENTIFY SPECIFIC DRUGS FOR BILLING PURPOSES, PARTICULARLY
FOR PRESCRIPTION MEDICATIONS AND CERTAIN MEDICAL SUPPLIES.

EsseNTIAL MeDICAL BILLING FORMS AND DOCUMENTS

ACCURATE DOCUMENTATION IS THE BACKBONE OF SUCCESSFUL MEDICAL BILLING. V ARIOUS FORMS AND DOCUMENTS PLAY A
CRUCIAL ROLE IN THE ENTIRE PROCESS, FROM PATIENT REGISTRATION TO CLAIM SUBMISSION AND PAYMENT RECONCILIATION. THis
SECTION WILL HIGHLIGHT SOME OF THE MOST IMPORTANT FORMS THAT MEDICAL BILLING PROFESSIONALS ENCOUNTER REGULARLY.

CMS-1500 FormM

THe CMS-1500 FORM IS THE STANDARD PAPER CLAIM FORM USED BY PHYSICIANS AND OTHER HEALTHCARE PROVIDERS TO BILL
FOR SERVICES RENDERED TO PATIENTS COVERED BY MEDICARE AND OTHER INSURANCE PLANS. \WHILE ELECTRONIC CLAIMS ARE
PREFERRED, UNDERSTANDING THE CMS-1500 1s sTILL IMPORTANT, ESPECIALLY FOR SMALLER PRACTICES OR SPECIFIC PAYER
REQUIREMENTS.

UB-04 ForM

THe UB-04 ForM, ALSO kKNOWN AS THE CMS-1450, IS THE STANDARD PAPER CLAIM FORM USED BY INSTITUTIONAL
PROVIDERS, SUCH AS HOSPITALS, SKILLED NURSING FACILITIES, AND HOME HEALTH AGENCIES, TO BILL FOR SERVICES. IT
CONTAINS DIFFERENT DATA FIELDS THAN THE CMS-1500 To ACCOMMODATE THE UNIQUE BILLING NEEDS OF THESE FACILITIES.

SUPERBILL

A SUPERBILL, ALSO KNOWN AS A PATIENT STATEMENT OR ENCOUNTER FORM, IS A DOCUMENT PROVIDED TO PATIENTS AFTER
THEIR VISIT THAT DETAILS THE SERVICES THEY RECEIVED, THE DIAGNOSIS, AND THE CHARGES. IT SERVES AS A RECORD FOR THE
PATIENT AND CAN BE USED BY THEM TO SUBMIT A CLAIM TO THEIR INSURANCE PROVIDER IF THE PRACTICE DOES NOT BILL
DIRECTLY.

AUTHORIZATION FORM

AN AUTHORIZATION FORM IS A DOCUMENT THAT PATIENTS SIGN TO GIVE PERMISSION FOR THEIR PROTECTED HEALTH
INFORMATION (PHD TO BE SHARED WITH SPECIFIC INDIVIDUALS OR ENTITIES, SUCH AS INSURANCE COMPANIES OR OTHER
HEAL THCARE PROVIDERS. |T IS ALSO USED FOR AUTHORIZING PAYMENT TO BE SENT DIRECTLY TO THE PROVIDER.

NAVIGATING THE MEeDICAL BILLING PrRoOCESS: KEY TERMS

THE MEDICAL BILLING PROCESS INVOLVES A SERIES OF STEPS, EACH WITH ITS OWN SET OF SPECIALIZED TERMINOLOGY.
(UNDERSTANDING THESE TERMS IS CRUCIAL FOR ENSURING THAT CLAIMS ARE SUBMITTED CORRECTLY AND EFFICIENTLY, LEADING



TO TIMELY REIMBURSEMENT. THIS SECTION WILL OUTLINE THE KEY STAGES OF THE MEDICAL BILLING PROCESS AND THE
ASSOCIATED TERMS.

PATIENT REGISTRATION

PATIENT REGISTRATION IS THE INITIAL STEP WHERE DEMOGRAPHIC AND INSURANCE INFORMATION IS COLLECTED FROM THE
PATIENT. ACCURACY AT THIS STAGE IS CRITICAL, AS ERRORS HERE CAN CASCADE AND LEAD TO CLAIM REJECTIONS OR DENIALS.
THIS INCLUDES VERIFYING PATIENT IDENTITY, INSURANCE ELIGIBILITY, AND OBTAINING NECESSARY AUTHORIZATIONS.

ELIGIBILITY VERIFICATION

ELIGIBILITY VERIFICATION IS THE PROCESS OF CONFIRMING THAT A PATIENT HAS ACTIVE INSURANCE COVERAGE FOR THE SERVICES
THEY ARE ABOUT TO RECEIVE. THIS IS TYPICALLY DONE BY CONTACTING THE INSURANCE PAYER OR USING ONLINE VERIFICATION
TOOLS. VERIFYING ELIGIBILITY HELPS TO PREVENT BILLING ERRORS AND REDUCES THE RISK OF CLAIM DENIALS DUE TO
INELIGIBILITY.

CHARGE ENTRY

CHARGE ENTRY IS THE PROCESS OF ACCURATELY TRANSLATING THE SERVICES PROVIDED DURING A PATIENT ENCOUNTER INTO
BILLABLE CHARGES. THIS INVOLVES ASSIGNING THE CORRECT CPT anp HCPCS copes, ALoNG wiTH ICD-10 copes For
DIAGNOSES, TO THE PATIENT'S ACCOUNT. METICULOUS CHARGE ENTRY IS VITAL FOR ACCURATE CLAIM SUBMISSION.

CLAM SuBMISSION

CLAIM SUBMISSION IS THE ACT OF SENDING A COMPLETED CLAIM FORM TO THE INSURANCE PAYER FOR ADJUDICATION. THIS CAN
BE DONE ELECTRONICALLY (EDD OR ON PAPER, WITH ELECTRONIC SUBMISSION BEING THE INDUSTRY STANDARD FOR SPEED AND
EFFICIENCY. ENSURING ALL REQUIRED INFORMATION IS PRESENT AND ACCURATE IS PARAMOUNT.

CLAIM ADJUDICATION

CLAIM ADJUDICATION IS THE PROCESS BY WHICH AN INSURANCE PAYER REVIEWS A SUBMITTED CLAIM TO DETERMINE WHETHER IT
IS COVERED, WHAT PORTION OF THE COST THE PAYER WILL COVER, AND WHAT THE PATIENT'S RESPONSIBILITY IS. THIS
INVOLVES VERIFYING POLICY BENEFITS, CHECKING FOR PRETAUTHORIZATION, AND APPLYING CONTRACTUAL ADJUSTMENTS.

PAYMENT POSTING

PAYMENT POSTING IS THE PROCESS OF RECORDING THE PAYMENTS RECEIVED FROM INSURANCE PAYERS AND PATIENTS INTO THE
PRACTICE’S BILLING SYSTEM. THIS INVOLVES RECONCILING PAYMENTS WITH THE SUBMITTED CLAIMS AND UPDATING PATIENT
ACCOUNT BALANCES. ACCURATE PAYMENT POSTING IS ESSENTIAL FOR TRACKING ACCOUNTS RECEIVABLE AND IDENTIFYING ANY
DISCREPANCIES.



UNDERSTANDING PAYMENTS AND REIMBURSEMENT T ERMS

REIMBURSEMENT IS THE LIFEBLOOD OF ANY HEALTHCARE ORGANIZATION. UNDERSTANDING THE VARIOUS TERMS ASSOCIATED
WITH PAYMENTS AND HOW PROVIDERS ARE COMPENSATED IS ESSENTIAL FOR FINANCIAL STABILITY AND OPERATIONAL PLANNING.
THIS SECTION WILL SHED LIGHT ON THE KEY CONCEPTS GOVERNING MEDICAL BILLING REIMBURSEMENT.

ALLOWED AMOUNT

THE ALLOWED AMOUNT, ALSO KNOWN AS THE CONTRACTED RATE OR USUAL, CUSTOMARY, AND REASONABLE (UCR) CHARGE,
IS THE MAXIMUM AMOUNT THAT AN INSURANCE COMPANY WILL PAY FOR A COVERED HEALTHCARE SERVICE. THIS AMOUNT IS
TYPICALLY NEGOTIATED BETWEEN THE PROVIDER AND THE PAYER AS PART OF A CONTRACT.

CopAYMENT (CorAaY)

A COPAYMENT, OR COPAY, IS A FIXED AMOUNT THAT A PATIENT IS REQUIRED TO PAY FOR A COVERED HEALTHCARE SERVICE
AFTER THEY HAVE MET THEIR DEDUCTIBLE. FOR EXAMPLE, A PATIENT MIGHT HAVE A $20 COPAY FOR A DOCTOR'S OFFICE VISIT.

DebucTiBLE

A DEDUCTIBLE IS THE AMOUNT A PATIENT MUST PAY OUT-OF-POCKET FOR HEALTHCARE SERVICES BEFORE THEIR INSURANCE PLAN
BEGINS TO PAY. DEDUCTIBLES CAN BE ANNUAL, PER INCIDENT, OR FOR SPECIFIC SERVICES. PATIENTS WITH HIGHER DEDUCTIBLES
TYPICALLY HAVE LOWER MONTHLY PREMIUMS.

COINSURANCE

COINSURANCE IS A PATIENT'S SHARE OF THE COSTS OF A COVERED HEALTHCARE SERVICE, CALCULATED AS A PERCENTAGE OF
THE ALLOWED AMOUNT FOR THE SERVICE. FOR INSTANCE, IF A PLAN’S DEDUCTIBLE IS MET, AND THE PATIENT HAS 200/0
COINSURANCE, THEY WILL PAY 200/0 OF THE COST OF THE SERVICE, AND THE INSURANCE PLAN WILL PAY THE REMAINING 800/0.

CONTRACTUAL ADJUSTMENT

A CONTRACTUAL ADJUSTMENT, OFTEN REFERRED TO AS A WRITE-OFF, IS THE DIFFERENCE BETWEEN THE PROVIDER'S BILLED
AMOUNT AND THE ALLOWED AMOUNT BY THE INSURANCE PAYER. THIS DIFFERENCE IS USUALLY DUE TO THE PROVIDER'S
CONTRACT WITH THE INSURANCE COMPANY, WHICH DICTATES THE REIMBURSEMENT RATES FOR SPECIFIC SERVICES.

CAPITATION

CAPITATION IS A HEALTHCARE PAYMENT MODEL WHERE A HEALTHCARE PROVIDER RECEIVES A FIXED AMOUNT OF MONEY PER
PATIENT PER UNIT OF TIME (E.G., PER MONTH OR YEAR), REGARDLESS OF THE NUMBER OR TYPE OF SERVICES PROVIDED. THIS
PAYMENT IS MADE IN ADVANCE OF THE CARE BEING DELIVERED.



BUNDLING

BUNDLING IS A PAYMENT PRACTICE WHERE MULTIPLE RELATED SERVICES OR PROCEDURES ARE GROUPED TOGETHER AND
REIMBURSED AS A SINGLE PAYMENT. THIS IS OFTEN DONE TO SIMPLIFY BILLING AND ENCOURAGE PROVIDERS TO DELIVER CARE
MORE EFFICIENTLY. FOR EXAMPLE, A SURGICAL PROCEDURE MIGHT INCLUDE PRE-OPERATIVE AND POST-OPERATIVE CARE UNDER A
SINGLE PAYMENT.

CLEARINGHOUSE

A CLEARINGHOUSE IS A THIRD-PARTY ENTITY THAT ACTS AS AN INTERMEDIARY BETWEEN HEALTHCARE PROVIDERS AND
INSURANCE PAYERS. THEY FACILITATE THE ELECTRONIC EXCHANGE OF BILLING AND REMITTANCE INFORMATION, ENSURING THAT
CLAIMS ARE FORMATTED CORRECTLY AND TRANSMITTED EFFICIENTLY TO THE APPROPRIATE PAYERS. THEY ALSO OFTEN PERFORM
CLAIM SCRUBBING.

CoMMON MEDICAL BILLING DENIALS AND APPEALS

CLAIM DENIALS ARE AN UNFORTUNATE REALITY IN MEDICAL BILLING. HO\X/EVER, UNDERSTANDING WHY CLAIMS ARE DENIED AND
HOW TO APPEAL THEM EFFECTIVELY CAN SIGNIFICANTLY IMPROVE A PRACTICE'S REVENUE CYCLE. THIS SECTION WILL COVER
COMMON REASONS FOR DENIALS AND THE PROCESS OF APPEALING THEM.

CLAM DeNIAL

A CLAIM DENIAL OCCURS WHEN AN INSURANCE PAYER REJECTS A SUBMITTED MEDICAL CLAIM. THIS CAN BE DUE TO A VARIETY OF
REASONS, RANGING FROM SIMPLE DATA ENTRY ERRORS TO MORE COMPLEX ISSUES RELATED TO MEDICAL NECESSITY OR POLICY
LIMITATIONS.

ReJecTION VvS. DENIAL

IT’S IMPORTANT TO DISTINGUISH BETWEEN A CLAIM REJECTION AND A CLAIM DENIAL. A REJECTION TYPICALLY MEANS THE CLAIM
WAS NOT PROCESSED DUE TO A MISSING OR INCORRECT PIECE OF INFORMATION, AND IT CAN USUALLY BE CORRECTED AND
RESUBMITTED. A DENIAL, ON THE OTHER HAND, MEANS THE CLAIM W AS PROCESSED BUT DEEMED INELIGIBLE FOR PAYMENT BASED
ON THE PAYER'S POLICIES OR THE SERVICES RENDERED.

CoMMonN DeNIAL REASONS

® INCORRECT OR MISSING PATIENT DEMOGRAPHIC INFORMATION.
® INVALID OR MISSING INSURANCE INFORMATION.
® INCORRECT OR MISsING CPT, HCPCS, or ICD-10 cobes.

® FAILURE TO OBTAIN PRIOR AUTHORIZATION.

SERVICES NOT CONSIDERED MEDICALLY NECESSARY.



BILLING FOR SERVICES NOT RENDERED.

e DUPLICATE CLAIM SUBMISSION.
o FAILURE TO FOLLOW PAYER-SPECIFIC BILLING GUIDELINES.

e PATIENT’S INSURANCE COVERAGE HAS LAPSED.

APPEAL PROCESS

THE APPEAL PROCESS IS THE PROCEDURE FOR REQUESTING A RECONSIDERATION OF A DENIED CLAIM. THIS TYPICALLY INVOLVES
SUBMITTING A WRITTEN APPEAL TO THE INSURANCE PAYER, ALONG WITH SUPPORTING DOCUMENTATION THAT JUSTIFIES THE
CLAIM. THE SPECIFIC STEPS AND TIMELINES FOR APPEALS VARY BY PAYER.

FiIrsT-LEVEL APPEAL

A FIRST-LEVEL APPEAL IS THE INITIAL REQUEST FOR RECONSIDERATION OF A DENIED CLAIM. T USUALLY INVOLVES PROVIDING
ADDITIONAL DOCUMENTATION OR CLARIFYING INFORMATION THAT MAY HAVE BEEN OVERLOOKED DURING THE INITIAL
ADJUDICATION PROCESS. THIS IS OFTEN HANDLED BY THE PROVIDER’S BILLING DEPARTMENT.

SeconNp-LEVEL APPEAL

IF THE FIRST-LEVEL APPEAL IS UNSUCCESSFUL, A SECOND-LEVEL APPEAL MAY BE INITIATED. THIS OFTEN INVOLVES A MORE
FORMAL REVIEW PROCESS, POTENTIALLY INCLUDING A REVIEW BY AN INDEPENDENT THIRD PARTY OR AN EXTERNAL REVIEWER,
DEPENDING ON THE PAYER AND STATE REGULATIONS.

ConcrusioN: MASTERING COMMON MEDICAL BILLING TERMS

SUCCESSFULLY NAVIGATING THE COMPLEXITIES OF MEDICAL BILLING HINGES ON A SOLID UNDERSTANDING OF ITS CORE
TERMINOLOGY. BY DEMYSTIFYING COMMON MEDICAL BILLING TERMS, FROM ESSENTIAL ACRONYMS LIKE CPT aND ICD-10 coDEs
TO THE NUANCES OF PAYMENT TERMS SUCH AS DEDUCTIBLES AND COINSURANCE, HEALTHCARE PROVIDERS AND THEIR BILLING
TEAMS CAN SIGNIFICANTLY ENHANCE EFFICIENCY AND ACCURACY. THIS COMPREHENSIVE OVERVIEW PROVIDES THE FOUNDATIONAL
KNOWLEDGE NECESSARY TO STREAMLINE THE REVENUE CYCLE, REDUCE CLAIM DENIALS, AND ENSURE TIMELY REIMBURSEMENT.
MASTERING THESE COMMON MEDICAL BILLING TERMS IS NOT JUST ABOUT UNDERSTANDING JARGON; IT'S ABOUT EMPOWERING
YOUR PRACTICE TO THRIVE FINANCIALLY IN THE EVER-EVOLVING HEALTHCARE LANDSCAPE.

FREQUENTLY ASKeD QUESTIONS

\WHAT IS A ‘SUPERBILL’ IN MEDICAL BILLING?

A SUPERBILL, ALSO KNOWN AS A STATEMENT OF SERVICES, IS A DOCUMENT PROVIDED BY A HEALTHCARE PROVIDER TO A
PATIENT THAT DETAILS THE SERVICES RENDERED, DATES OF SERVICE, DIAGNOSES, AND THE ASSOCIATED COSTS. PATIENTS OFTEN
USE SUPERBILLS TO SUBMIT CLAIMS TO THEIR INSURANCE COMPANIES FOR REIMBURSEMENT , ESPECIALLY FOR OUT-OF-NET\WORK
PROVIDERS.



CAN You EXPLAIN ‘EOB’ AND ITS SIGNIFICANCE IN MEDICAL BILLING?

EOB STANDS FOR EXPLANATION OF BENEFITS. IT'S A STATEMENT SENT BY AN INSURANCE COMPANY TO A PATIENT EXPLAINING
WHAT MEDICAL TREATMENTS AND/OR SERVICES WERE PAID FOR ON THEIR BEHALF. |T DETAILS THE AMOUNT BILLED BY THE
PROVIDER, THE AMOUNT THE INSURANCE PAID, AND ANY AMOUNT THE PATIENT OWES (LIKE DEDUCTIBLES, COPAYS, OR
COINSURANCE).

\WHAT DOES ‘COPAY’ MEAN IN THE CONTEXT OF MEDICAL BILLING?

A COPAY IS A FIXED AMOUNT THAT A PATIENT PAYS FOR A COVERED HEALTHCARE SERVICE AFTER THEY'VE PAID THER
DEDUCTIBLE. FOR EXAMPLE, YOU MIGHT HAVE A $20 COPAY FOR A DOCTOR'S VISIT. IT'S A FORM OF COST-SHARING BETWEEN
THE PATIENT AND THE INSURANCE COMPANY.

\WHAT IS 'DEDUCTIBLE’ IN MEDICAL BILLING?

A DEDUCTIBLE IS THE AMOUNT YOU PAY OUT-OF-POCKET FOR COVERED HEALTHCARE SERVICES BEFORE YOUR INSURANCE PLAN
STARTS TO PAY. FOR INSTANCE, IF YOUR DEDUCTIBLE IS $ 1,000, You'LL PAY THE FIRST $ 1,000 OF COVERED SERVICES
YOURSELF BEFORE YOUR INSURANCE KICKS IN.

\WHAT IS A ‘CLAIM’ IN MEDICAL BILLING AND WHY IS IT IMPORTANT?

A CLAIM IS A REQUEST SENT TO AN INSURANCE COMPANY BY A HEALTHCARE PROVIDER FOR PAYMENT FOR SERVICES RENDERED
TO A PATIENT. [T CONTAINS DETAILED INFORMATION ABOUT THE PATIENT, THE PROVIDER, THE SERVICES PROVIDED, AND THE
DIAGNOSIS. ACCURATE CLAIMS ARE CRUCIAL FOR TIMELY AND CORRECT REIMBURSEMENT.

How IS ‘COINSURANCE' DIFFERENT FROM ‘COPAY' IN MEDICAL BILLING?

COINSURANCE IS YOUR SHARE OF THE COSTS OF A COVERED HEALTHCARE SERVICE, CALCULATED AS A PERCENTAGE (E.G.,
209%) OF THE ALLOWED AMOUNT FOR THE SERVICE. UNLIKE A COPAY (A FIXED AMOUNT), COINSURANCE MEANS YOU PAY A
PORTION OF THE BILL AFTER YOU'VE MET YOUR DEDUCTIBLE. FOR EXAMPLE, IF YOUR COINSURANCE IS 20% AND THE ALLOWED
AMOUNT FOR A SERVICE IS $ 100, you'LL PaY $20.

WHAT Is A ‘'CMS-1500’ FORM AND WHAT IS ITS PURPOSE?

Tre CMS-1500 ForM (ForMerLY HCFA-1500) IS THE STANDARD CLAIM FORM USED BY NON-INSTITUTIONAL HEAL THCARE
PROVIDERS (LIKE DOCTORS, DENTISTS, AND THERAPISTS) IN THE UNITED STATES TO BILL HEALTHCARE INSURANCE COMPANIES
FOR SERVICES RENDERED. |T CAPTURES ALL NECESSARY INFORMATION FOR PROCESSING A CLAIM.

\WHAT DOES 'DENIAL MANAGEMENT' REFER TO IN MEDICAL BILLING?

DENIAL MANAGEMENT IS THE PROCESS OF IDENTIFYING, REVIEWING, AND APPEALING REJECTED INSURANCE CLAIMS. \WHEN A CLAIM
IS DENIED FOR VARIOUS REASONS (E.G./ INCORRECT CODING, MISSING INFORMATION)/ DENIAL MANAGEMENT INVOLVES
INVESTIGATING THE CAUSE AND TAKING CORRECTIVE ACTION TO RESUBMIT THE CLAIM OR APPEAL THE DECISION TO SECURE
PAYMENT.

ADDITIONAL RESOURCES

HERE ARE @ BOOK TITLES RELATED TO COMMON MEDICAL BILLING TERMS, EACH WITH A SHORT DESCRIPTION:

UNDERSTANDING CPT Cobpes: A CoMPREHENSIVE GUIDE

THIS BOOK DELVES DEEP INTO THE INTRICATE WORLD OF CURRENT PROCEDURAL TERMINOLOGY (CPT) CODES, THE STANDARD



FOR REPORTING MEDICAL, SURGICAL, AND DIAGNOSTIC PROCEDURES AND SERVICES. |T PROVIDES A FOUNDATIONAL
UNDERSTANDING OF CODE SELECTION, MODIFIER USAGE, AND THE NUANCES OF ACCURATE CODING FOR PHYSICIAN SERVICES.
READERS WILL LEARN HOW TO NAVIGATE THE VAST CPT MANUAL, IDENTIFY APPROPRIATE CODES FOR VARIOUS ENCOUNTERS,
AND AVOID COMMON CODING ERRORS THAT CAN LEAD TO CLAIM DENIALS. THIS RESOURCE IS ESSENTIAL FOR CODERS, BILLERS,
AND ANYONE INVOLVED IN THE REVENUE CYCLE MANAGEMENT OF HEALTHCARE SERVICES.

2.

ICD-10-CM CobpING STRATEGIES: DIAGNOSIS ACCURACY FOR REIMBURSEMENT

FOCUSING ON THE INTERNATIONAL CLASSIFICATION OF DISEASES, TeNTH Revision, CLINICAL MobiFicATIoN (ICD-10-CM),
THIS GUIDE OFFERS PRACTICAL STRATEGIES FOR PRECISE DIAGNOSIS CODING. |T EXPLAINS THE HIERARCHICAL STRUCTURE OF
ICD-10-CM, EMPHASIZING THE IMPORTANCE OF SPECIFICITY AND LATERALITY IN DOCUMENTING PATIENT CONDITIONS. THE BOOK
COVERS COMMON CODING CHALLENGES, SUCH AS SEQUENCING, COMBINATION CODES, AND EXTERNAL CAUSE CODES, WITH CLEAR
EXAMPLES AND CASE STUDIES. MASTERING |CD-10-CM IS CRUCIAL FOR CAPTURING THE FULL SPECTRUM OF PATIENT CARE AND
ENSURING ACCURATE REIMBURSEMENT.

3.

THE MobpIFIER MANUAL: ENHANCING CLAIM ACCURACY

MODIFIERS ARE CRITICAL FOR PROVIDING ADDITIONAL INFORMATION TO PAYERS ABOUT THE SERVICES PERFORMED, AND THIS
BOOK SERVES AS A COMPREHENSIVE RESOURCE FOR THEIR CORRECT APPLICATION. [T SYSTEMATICALLY EXPLAINS THE PURPOSE
AND USAGE ofF CPT ano HCPCS MODIFIERS, HIGHLIGHTING HOW THEY IMPACT CLAIM PROCESSING AND REIMBURSEMENT. THE
MANUAL OFFERS PRACTICAL ADVICE ON WHEN AND HOW TO APPEND MODIFIERS TO AVOID CLAIM REJECTIONS AND ENSURE
APPROPRIATE PAYMENT FOR COMPLEX OR UNUSUAL CIRCUMSTANCES. UNDERST ANDING MODIFIERS IS KEY TO OPTIMIZING THE
FINANCIAL OUTCOME OF MEDICAL CLAIMS.

4.

HCPCS LeveL Il EXPLAINED: SUPPLIES, SERVICES, AND BEYOND

THIS BOOK PROVIDES AN IN-DEPTH EXPLORATION OF HEALTHCARE CoMMON ProceDURE CopING SysTeM (HCPCS) Leved |l
CODES, WHICH ARE ESSENTIAL FOR REPORTING SERVICES AND SUPPLIES NOT COVERED BY CPT. IT COVERS A WIDE RANGE OF
CODES, FROM AMBULANCE SERVICES AND DURABLE MEDICAL EQUIPMENT TO DRUGS AND OTHER SUPPLIES. THE GUIDE OFFERS
CLEAR EXPLANATIONS, PRACTICAL EXAMPLES, AND TIPS FOR NAVIGATING THE COMPLEXITIES OF HCPCS LEVEL Il CODING,
ENSURING ACCURATE REPORTING FOR ANCILLARY SERVICES. THIS RESOURCE IS INVALUABLE FOR ANYONE DEALING WITH A
BROADER SCOPE OF HEALTHCARE BILLING.

5.

EOB INTERPRETATION: NAVIGATING THE EXPLANATION OF BENEFITS

THe ExPLANATION OF BeNerITS (EOB) IS A VITAL DOCUMENT THAT DETAILS HOW AN INSURANCE COMPANY HAS PROCESSED A
CLAIM, AND THIS BOOK DEMYSTIFIES ITS CONTENTS. |T BREAKS DOWN EACH SECTION OF AN EOB, EXPLAINING COMMON
ACRONYMS, CODES, AND PAYMENT ADJUSTMENTS LIKE DEDUCTIBLES, COPAYMENTS, AND COINSURANCE. READERS WILL LEARN
HOW TO IDENTIFY UNDERPAYMENTS, OVERPAYMENTS, AND REASONS FOR CLAIM DENIALS BY THOROUGHLY UNDERSTANDING THEIR
EOBs. THIS KNOWLEDGE EMPOWERS HEALTHCARE PROVIDERS TO FOLLOW UP EFFECTIVELY ON OUTSTANDING CLAIMS AND
ENSURE PROPER PAYMENT.

6.

ReveNUE CycLE MANAGEMENT: FROM PATIENT REGISTRATION TO PAYMENT

THIS COMPREHENSIVE TEXT EXAMINES THE ENTIRE REVENUE CYCLE IN HEALTHCARE, FROM THE INITIAL PATIENT ENCOUNTER TO THE
FINAL PAYMENT RECEIVED. |T OUTLINES KEY PROCESSES, BEST PRACTICES, AND STRATEGIES FOR OPTIMIZING EACH STAGE,
INCLUDING PATIENT REGISTRATION, INSURANCE VERIFICATION, CODING, BILLING, AND ACCOUNTS RECEIVABLE MANAGEMENT. THE
BOOK EMPHASIZES THE INTERCONNECTEDNESS OF THESE COMPONENTS AND HOW EFFICIENT MANAGEMENT LEADS TO IMPROVED
FINANCIAL PERFORMANCE AND REDUCED CLAIM DENIALS. |T'S AN ESSENTIAL READ FOR ANYONE SEEKING TO STREAMLINE AND



ENHANCE THEIR HEALTHCARE ORGANIZATION'S FINANCIAL HEALTH.

CLAIM SusMissioN AND FoLLow-UP: MAXIMIZING REIMBURSEMENT

ACCURATE CLAIM SUBMISSION AND PERSISTENT FOLLOW-UP ARE PARAMOUNT FOR SUCCESSFUL MEDICAL BILLING, AND THIS
BOOK PROVIDES THE ESSENTIAL KNOWLEDGE TO ACHIEVE THEM. |T COVERS THE INTRICACIES OF ELECTRONIC CLAIM SUBMISSION
(EDD, COMMON CLAIM FORMATS, AND THE IMPORTANCE OF TIMELY FILING. THE GUIDE OFFERS PRACTICAL STRATEGIES FOR
EFFECTIVELY FOLLOWING UP ON UNPAID OR DENIED CLAIMS, INCLUDING APPEALING DENIALS AND WORKING WITH INSURANCE
ADJUSTERS. MASTERING THESE SKILLS IS CRUCIAL FOR SECURING THE REVENUE DUE FOR SERVICES RENDERED.

8.

PrRIOR AUTHORIZATION ESSENTIALS: NAVIGATING PAYER REQUIREMENTS

PrIOR AUTHORIZATION, A PROCESS REQUIRING PAYER APPROV AL BEFORE CERTAIN SERVICES ARE RENDERED, IS A GROWING
NECESSITY IN HEALTHCARE. THIS BOOK SIMPLIFIES THE COMPLEXITIES OF OBTAINING PRIOR AUTHORIZATIONS, EXPLAINING \WHEN
THEY ARE REQUIRED AND FOR WHICH SERVICES. |T OFFERS PRACTICAL ADVICE ON GATHERING NECESSARY DOCUMENTATION,
COMMUNICATING EFFECTIVELY WITH PAYERS, AND APPEALING AUTHORIZATION DENIALS. UNDERSTANDING AND MANAGING PRIOR
AUTHORIZATIONS EFFICIENTLY IS KEY TO AVOIDING CLAIM REJECTIONS AND ENSURING PATIENT ACCESS TO CARE.

9.

DeNIAL MANAGEMENT STRATEGIES: RECOVERING LOST REVENUE

CLAIM DENIALS ARE A COMMON CHALLENGE IN MEDICAL BILLING, AND THIS BOOK EQUIPS READERS WITH ROBUST STRATEGIES FOR
EFFECTIVELY MANAGING AND REDUCING THEM. |T EXPLORES THE COMMON REASONS FOR CLAIM DENIALS, SUCH AS CODING ERRORS,
MISSING INFORMATION, AND ELIGIBILITY ISSUES, AND PROVIDES ACTIONABLE STEPS TO ADDRESS THESE PROBLEMS. THE GUIDE
EMPHASIZES THE IMPORTANCE OF ROOT CAUSE ANALYSIS AND IMPLEMENTING PREVENTIVE MEASURES. ULTIMATELY/ THIS
RESOURCE HELPS HEALTHCARE PROVIDERS RECOVER LOST REVENUE AND IMPROVE THEIR OVERALL BILLING PERFORMANCE.
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