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I I HEALTHCARE

Converting Claims to Cash

A Misquote of Benefits A Medical Necessity Denials

A COBRA A Pre-existing Conditions
A Florida Prompt Payment A Non-Contracted Payers
A ERISA A Refund Requests

A Authorization Issues A Other Third Party Payers
A Coordination of Benefits A Thinking Proactively
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Converting Claims to Cash l——m

Common Scenarios:
A Patient treated after coverage periapcoverage
ends while patient is still in the hospital or new
coverage begins
A lneligible date of service patient admitted before
policy goes into effect
A Mis-verification of benefits; hospital received
iIncorrect eligibility and coverage information from
Insurance carrier




SOURCE ” Misquote of

HEALTHCARE Benefits

Converting Claims to Cash %"

Legal Perspective
PromissoryEstoppel
AWhen a payer makes a promise to hospital and hospital
reasonably relies on that promise.

Disclaimers
AdWhile we understand that a verification of benefits is not a
guarantee of payment, we are relying on the accuracy of your
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HEALTHCARE Benefits

Converting Claims to Cash %"
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ATimely verification of benefits

A Document all efforts at verification

A File appeal with supporting documentation

A Confirm with carrier whether individual or group coverage termed
Alnquire whether a split bill can be submitted

A Determine if the physician has been paid

A Speak directly with the benefits and eligibility department
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HEALTHCARE

Converting Claims to Cash

Common Scenarios:
APatient did not elect to continue coverage

under COBRA

APatient elected COBRA coverage but failed to
pay premium

AEmployer did not notify patient of COBRA
options
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HEALTHCARE

Converting Claims to Cash

Legal Perspective
Consolidated Omnibus Budget Reconciliation Act of 1985

A Employer-sponsored health insurance coverage (with 20+ employees)
A Employers are required to notify COBRA eligible beneficiaries
A Coverage can be 18 or 36 months depending on qualifying event
A Beneficiary is required to pay full amount of the coverage premium plus
an additional 2% administrative fee
A Beneficiary has 60 days to elect COBRA after receiving notice
A 45 days to pay first premium
A Premium can potentially be paid by an interested party including:
A Patient
APatientodos family
A Charitable organization, church, or other not-for-profit
A Hospital
A COBRA enforcement and penalties available
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I I HEALTHCARE

Converting Claims to Cash

Legal Perspective

Florida Health Insurance Coverage Continuation Act
(Fla. Stat. Anr§ 627.6692)

The Florida Health Insurance Coverage Continuation Act is the state

law that prowdes employees and their dependents the opportunlty

62 SEGSYR 3ANRdzL) KSIFfGK O2@SNJ) 3IS |
plan due to certain qualified events if they are not eligible for the

federal COBRA program due to the size of the grddmi-COBRA

applies to groups with 219 employees.
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I I HEALTHCARE

Converting Claims to Cash

ALERT!

A Federal government has extended subsidy of
COBRA premiums for individuals terminated
throughMarch 31, 2010

A Subsidy continues at 65% of premium.

A Coverage has been extended froam®@nths to
up to 15 months.
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A Determine if the patient can still elect COBRA
or continuation coverage

A Explore all options for payment of COBRA
premium

A Confirm that the employer provided proper
notice under COBRA
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HEALTHCARE

Wrongful Delay

Converting Claims to Cash ‘ ‘

|

Common Scenarios:
ACarrier denies receipt of claim

AViedical review

Accident details

ACoordination of benefits information
AClaim form required



RSOURCE Prompt Payment &

| | HEALTHCARE
Converting Claims to Cash ’ W ro n g fu I D e I ay

Legal Perspective

Florida Health Insurance Prompt Pay Statute
Fla. Stat. Anrg 641.3155 and 627.6131

ANo later than 20 days after receiving an electronic claim, or 40 days for-a non
electronic claim, an insurer must pay the contracted amount, or pay the portion of the
claim not in dispute, or notify provider, in writing, why claim will not be paid and
request specific information.

APenalty is interest at 12% per year on unpaid amount.

AFailure to pay or deny a claim within 120 days for electronic claims and 140 days for
non-electronic claims, creates an uncontestable obligation for insurer to pay the claim
to the provider.

Cite the Florida statute ikverycommunication!
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| | HEALTHCARE = Wrongfu I De I ay

Converting Claims to Cash H_—m

Legal Perspective

State v. Federal Jurisdiction

Florida Health Insurance Prompt Pay Statatesers fully insured health
plans, including plans offered by HMOs. The Florida law does not cover:

AMedicare, Medicare supplemental policies, and Medicaid

A2 2 NI SNEQ /2YLISyalaAazy OflAYa

A Auto, Homeowners, or Liability claims

AVision and Drug plans

A Federal Employee plans

A Selfinsured employer plans

Selffunded employer plans are under federal jurisdiction of ERISA and U.S.
Department of Labor.
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| | HEALTHCARE
Converting Claims to Cash ’ W ro n g fu I D e I ay

Legal Perspective

State v. Federal JurisdictiQqrf€omplaints
AFlorida Health Insurance Complaints are filed with Florida Office of
Insurance Regulation for violation of prompt payment statute and slow
paying payers. Include:

ADate(s) claim sent to insurer date insurer acknowledged receipt

A Copy of claim and how claim was submitted with supporting documentation
A Copies of all notices and correspondence

At KAY1AYy3a 2dziaiARS (KS o02EXdd 4L GGSN
several accounts with the same issue for a specific payer.

A Complaints for selfunded employer plans are filed with U.S. Department

of Labor¢ Employee Benefits Security Administrati@iBSA
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{dzYYI NB LIRAyda 002 NBYSYO0SNX
A Verify date claim received
A Always calculate date prompt payment is
due and include in notation
A Quote statutory language for timely
payment and penalty (iall communication)
A File individual complaint or look for
GLI GOGSNY | YyR LN OUAOSE
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| | HEALTHCARE Issues

Converting Claims to Cash l——m

Common Scenarios:
ANo Authorizatior; ER visits or no authorization
attempted
A No PreCertificationc physician office did not
provide clinical info or no certification number
ANo Referrat physician referral not on record
A Lack of Notificatiort carrier maintains no
notification received
A lnvalid Authorizatiorg one procedure authorized,
but another procedure performed
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RSOURCE Authorization

I I HEALTHCARE

Converting Claims to Cash

Issues

Legal Perspective

Authorizationsg Fla. Stat. Ann§ 641.3156
I OfFAY YIFe y20 0S RSYASR AT I LINRPRODAR
and receives authorization for a covered service for an eligible member unless ther:
was willful intention to misinform the HMO.

Emergency Serviced-la. Stat. Anrng 641.513

In providing for emergency services, an HMO may not:
ARequire prior authorization for receipt pfehospitaltransport or treatment
for emergency services and care; or
AOnly cover emergencies if care is secured within a certain period of time; or
A4S GSN¥XY&a &adzOK Fa daf AFS GKNBIFGSYAY
emergency that is covered; or
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of seeking treatment or within a certain period of time aftbe care is given.
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A Document all attempts at authorization
A Make verbal request for changes to authorization
A Appeal based on authorization attempts
A Appeal requesting retrauthorization due to
medical necessity of treatment



SOURCE - Coordination of

HEALTHCARE

Benefits

Converting Claims to Cash

Common Scenarios;

A Pended for coordination of benefits information.
A Another payer is primary.
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| | HEALTHCARE -
Converting Claims to Cash B e n efl tS

Legal Perspective

Fla. Stat. Anr§ 627.4235

A Benefits of primary plan must be determined before those of the
secondary plan.
A If a person has coverage as a dependent and as alapandent, the
plan covering them as an employee, member or subscriber is primary.
A¢CKS . ANOUKRF®& wdzf Sé LI ASa 6KSNB C
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of parent with birthday earliest in the year are determined first.
A When parents are separated or divorced, benefits are determined

1. Custodial parent

2. Spouse of custodial parent

3. Noncustodial parent
A Court order can dictate the parent responsible for maintaining coverage.
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HEALTHCARE Benefits

Converting Claims to Cash %"
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A Patients may not correctly identify the
primary payer.
AWSOASG UKS d. ANUKRI &
covered by two policies.
At £ I OS a0 dzNRSY 2F LINR?2
justify basis for requesting coordination of
benefits information.
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HEALTHCARE Den i al S

Converting Claims to Cash %"

Common Scenarios;

A Length of stay

A Level of care

A Non-covered services

A Treatment considered experimental
A Treatment excluded under policy

A Clinical trials

ARare disease
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| | HEALTHCARE De N i al S

Converting Claims to Cash l——m

Legal Perspective

A Community Medical Standards medical standards applied by insurer
should be those accepted in the medical community

AJR Nurse Report

MDRGuidelines

AedEdPORTAWWW.mededportal.ord

AbaSRAOIffe& bSOSaatRRE G2fRIOBASPETFRYA
definition of medically necessary treatment which should be read in favor of
coverage

A Medical records: if possible, only use records that support medical
necessity; sometimes medical records include inappropriate reasons



http://www.mededportal.org/
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HEALTHCARE Den i al S

Converting Claims to Cash %"
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A Obtain specific reason for denial

A Argue community medical standards and
reference policy definition for medical necessity

A Escalate to UR Nurse for clinical support

A Exhaust all appeals with carrier
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HEALTHCARE Cond itiOnS

Converting Claims to Cash %"

Common scenarios:
A Payer denies claim for pmxisting condition

A Payemendsclaim for preexisting
Investigation

FIRST QUESTION: Is this a group plan or an
iIndividual plan?



SOURCE ” Pre-existing

HEALTHCARE Cond itiOnS

Converting Claims to Cash %"

Legal Perspective

HIPAA (Health Insurance Portability & Accountability Act of 1996)
A Covers mosgrouphealth plans
A Credit for prior coverage (certificate of creditable coverage)
A Pre-existing condition loolack limited to 6 months
A Pre-existing condition exclusion or waiting period limited to 12 or 18 months
ANo significant break in coverage = less than 63 days
APregnancy is never a paxisting condition
A Adopted children and newborns are not subject tojesdsting exclusions if
added within 30 days



SOURCE Pre-existing

HEALTHCARE ; Conditions

Converting Claims to Cash

Legal Perspective

Group Health PlansFla. Stat. Ann§ 627.6561 and 641.31071
Florida Follows HIPAA

Individual Health PlansFla. Stat. Ann§ 627.6045

A 24-month lookback allowed

A 24-month exclusionary period allowed
APregnancy existing on effective date of coverage may be excluded

A For creditable coverage, there must not be a break of 63 days or more



RSOURCE Pre-existing

I I HEALTHCARE

Converting Claims to Cash

Conditions

Legal Perspective
t 2f A08 S5STHREAANAYIZTF2¢RNB A 2y ¢
HIPAA definitiona preexisting condition is one for which
medical advice, diagnosis, care, or treatment was recommended or
received within the six months period ending on the enroliment date.

Individual policy definitionsconditions that, during the 24
month period immediately preceding effective date of coverage, had
manifested themselves in such a manner as would caugedinary
prudent persorto seek medical advice, diagnosis, care, or treatment
or for which medical advice, diagnosis, care, or treatment was

recommended or received.
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HEALTHCARE

Converting Claims to Cash

Pre-existing
Conditions
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ADetermine if t
AObtain the po
ADetermine if t

NiS Is a group or individual plan
icy definition of prexisting condition

Nis Is a valid investigation

ACertificate of creditable coverage
AReview medical records for prior treatment
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Common Scenariosd ! VI dzG K2 NAT SR 5Aa02dzy i & ¢
A Usual & Customary Deni@lso called fair &
reasonabley carrier pays a portion of the billl
and denies the remaining balances as above
the usual and customary rate.

A Silent PPQ carrier buys into an existing
networkafter receiving hospital bill and pays
Fd GKS ySGg2NJ] Qa O2ydN
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I I HEALTHCARE

Converting Claims to Cash

Payers

Legal Perspective

No contract = No discount

Adow to read PPO Logos on the insurance
Ol NR X
Al argest logo on card is used to determine expected
network discount

Alf all logos are same size, read them like a book
(left to right, top to bottom, front to back)
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I I HEALTHCARE P

Converting Claims to Cash l——m
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A Always copy front and back of insurance card
A Note logos during registration before it impacts
billing and account balance
A Review contract clauses for unauthorized discounts
A Demand full payment if contract does not apply
with willingness to pursue patient for unpaid portion
Alnvolve the patient with putting pressure on the
Insurer
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Converting Claims to Cash %"

Common Scenarios:
A Carrier issues payment and then

determines another insurance company was
primary

A Carrier issues payment and then
determines patient was not eligible on date of
service
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RSOURCE Refund Demands

I I HEALTHCARE

Converting Claims to Cash

Legal Perspective

Fla. Stat. Ann§ 627.6131 and 641.3155
If an overpayment determination of retroactive review or audit, and not
related to fraud, a carrier must adhere to the following:

AAll claims for overpayment must be submitted to a provider within 30
mont hs after the carrierds payment of

AA provider must pay, deny, or cont es!
overpayment within 40 days after the receipt of the claim.

A All contested claims for overpayment must be paid or denied within
120 days of receipt of the claim.

A Failure to pay or deny overpayment and claim within 140 days after
receipt creates an uncontestable obligation to pay the claim.

A An overdue payment bears simple interest at 12% per year.
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SOURCE Refund Demands

HEALTHCARE

Converting Claims to Cash %"

Legal Perspective

A Contract Provisions determine if contract language addresses refund,
recoupments or offsets
A Alert! -- contracts may reference the provider manual which
addresses refund procedures

A Unjust Enrichment when provider receives payment in excess of total
billed charges

A Knowledge of Fraud or Mistakeprovider has a duty to return money that
was received if fraud was identified or if unconscionable mistake
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I I HEALTHCARE

Converting Claims to Cash
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A Review contract and provider manual
Als request timely?
AIf payer is norcontracted, assess whether

the hospital should keep the money.
AWill this create accounting problems?
Als this a frequent payer?
Als there unjust enrichment?
Als there knowledge of fraud or mistake?



RSOURCE - Other Third Party

I I HEALTHCARE

Converting Claims to Cash

Common Scenarios & Legal Notes:
A2 2 NJ SNAE Q / 2patiat yfemtedl A 2 v
for work-related injury

Fla. Stat. Anrg 440.20

A Carrier shall pay, adjust or disallow a claim within 45 days.

A If claim is not paid within 45 days, the carrier shall pay a penalty to the
22NJ SNBEQ /2YLISyalidgAaz2zy ! RYAYA&GNY 0A2
1) $25 for each bill below 95% timely performance standard, but at
least 90% timely;

2) $50 for each bill below a 90% timely performance standard.



RSOURCE - Other Third Party

I I HEALTHCARE

Converting Claims to Cash

Payers

Common Scenarios & Legal Notes:

A Auto Accident / Third Party Liability

Liens

The availability of a hospital lien and the process for filing a hospital lien is
specific to each Florida county.

L etters of Protection

An option recommended when a lien law is not available or the amount owed
exceeds the maximum lien allowed under the law.

FL NeFault Auto Insurancéla. Stat. Ann§8627.736 & 627.737)

A PIP benefits are 80% of medical and transport services up to a limit of
$10,000.

A PIP benefits must be paid within 30 days after receipt of a claim.




RSOURCE - Other Third Party

I I HEALTHCARE

Converting Claims to Cash

Payers

Common Scenarios & Legal Notes:
A+ SUSN) Vv Q& IcRixokicAlly lawNJ
paying claims

Effective strategy escalate issue to U.S. Senator
or U.S. Representative (constituency service)
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A Open and ongoing communication between key
revenue cycle players.
A The reason we always copy front and back of
Insurance card and copy patient |.D.
A Always request the certificate of creditable coverac
A Use elected officials to your advantage.

AEx: treatment of prisoners & VA claims
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Matt Vines
202.842.1393 | mvines@rsource.com

RSource, LLC

6001 Broken Sound Parkway, N.W., Suite 620
Boca Raton, Florida 33487
561.995.1252 | www.rsource.com



