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I.
Patient Access

A. Customer Service

Understanding of key points to customer service and patient perception

B. Authorization for Treatment
Most Patient Access departments are responsible for obtaining facility consent for treatment documents. Understand differences in types of consents and key points covered in general consent for treatment authorizations. Examples may include: General Consent, Informed Consent, and Implied Consent. 
C. Assignment of Benefits

Most general consent forms include authorization for the insurance company of a patient to pay the hospital directly. 

D. Advanced Directives
Many Patient Access departments are responsible for asking patients about Advanced Directives. Understand the different types of advanced directives and why this information is important to our facilities.

Patient Self Determination Act – requires hospitals, as a condition of participation in Medicare and Medicaid programs, to develop specific policies relating to a patient’s right to make their own healthcare decisions and to execute Advanced Directives. 

Advanced Directives are the written documents a patient can complete to identify their decisions. Some examples are: Living Will, Healthcare Power of Attorney, Healthcare Surrogate. 
E. Insurance
Understand different types of insurance and how they are offered to the public via employers, government programs or individuals.). Here are some types of insurance plans and key points to review.
Medicaid

Medicaid is a health insurance program administered and funded through a state and federal partnership. 

Qualifying can vary from state to state but most include certain low-income families and/or families with children, aged, blind or disabled and some low-income pregnant women. 
Medicare

Medicare is provided to Americans who are: 65 years or older; who are disable and/or people with end stage renal disease requiring dialysis or a kidney transplant 

Medicare Plan Types/Coverage:
Part A = Inpatient hospital Services
Part B = Physician and outpatient hospital services 

Part C = Medicare Advantage Plans

Part D = Prescription Drug Coverage

Medicare Guidelines: 

MSP – Medicare Secondary Payer 
Medicare regulations require providers to know when to bill Medicare as the primary or secondary payer. Facilities can be fined for knowingly providing Medicare inaccurate information pertaining to MSP. 
ABN (Advanced Beneficiary Notice)

An ABN is a notice that must be provided to Medicare patients if a facility is providing services that are not covered by Medicare.  Patient must sign a letter as acknowledgement that Medicare will not pay for the services and that the patient will receive a bill for these services.  

Payment and Billing Rules

Medicare has several different ways they pay facilities for services. 
Acute Care hospitals are paid on a DRG (diagnosis related grouper) for Inpatient admissions.  DRG’s payments are based on the patient’s diagnosis.  
Outpatient services are paid on an APC (Ambulatory Patient Classification) 

Rehabilitation facilities are paid on a CMG (Case Mix Group) for Inpatient services.  CMG are based on the patient’s initial diagnosis and how well they have improved during their visit. 

Inpatient Only

Medicare has identified certain procedures ad “Inpatient Only”, meaning that they will only pay on these services if the patient was admitted as an inpatient.  

Medicare 72 Hour Rule: 

· Outpatient/Inpatient combination: any outpatient account 3 days prior to an inpatient account must have the charges and coding combined and billed on the inpatient claim.

· Outpatient/Outpatient combination: any outpatient account with charges/coding for the same date of service as another outpatient accounts must be combined and billed as one account. 

TriCare

TriCare provides coverage for current active duty and retired members of the uniformed services, their families and survivors. TriCare has four primary programs:

TriCare Prime – for active duty who are directed for treatment at their local Military Treatment Facility


TriCare Extra – preferred provider option for dependant coverage


TriCare Standard – fee for service option for dependant coverage

TriCare for Life – Secondary coverage for TriCare eligible individuals who also have Medicare A&B coverage. 
CHAMPVA

Civilian Health and Medical Program of the Veterans Administration shares the cost of medical bills for veterans
COBRA

COBRA (Consolidated Omnibus Budget Reconciliation Act) – A national mandate states that insurance companies must offer COBRA insurance to any employee whose employment status changes.  With this coverage, the employee is responsible for the premium payments, which tend to be much higher in price, but usually less than the ensuing medical bills.  Coverage lasts until the former employee is eligible for other insurance coverage.

Section 1011 

Pays hospitals, physicians and ambulance providers for un-reimbursed costs of providing care to undocumented aliens 

Worker’s Compensation – insurance supplied by an employer that pays for injuries received while working. 
F. Insurance Verification and Authorization of Services
Understanding of insurance benefit terms, calculation of patient out of pocket cost and pre-certification processes. 

Insurance Verification is important in order to determine an organization’s financial expectation and reduce financial risk. The verification process includes but is not limited to verifying insurance address, policy holder name and number and effective dates of coverage, pre-existing conditions; obtaining benefits and determining co-insurance, co-pay amounts; and verifying if pre-certification is required. 

Pre-certification/Pre-approval: 
Pre-certification is the process of confirming eligibility and collecting information prior to an admission, procedure or service. It frequently includes the issuance of a prior authorization by an insurance company or review organization. 

Two components of pre-certification: Notification and Coverage Determination. Coverage determination reviews clinical documentation and is frequently conducted by a Utilization Review or Case Management department. 

Co-insurance – A fixed percentage of the bill the patient is responsible for paying.  Example: 20% coinsurance.

Co-payment – A fixed amount due for each patient encounter or visit. Example: Emergency Room co-pay $50.00

Deductible – A fixed amount due from patient during a calendar year. Payment is required to be met before insurance will process or pay any claims.

II.
Revenue Cycle

To be successful in Patient Access one must have an understanding of the entire revenue cycle, how Patient Access fits into the cycle and functions of other Revenue Cycle Departments

A. Bed Management

Levels of Care 

Patients can be provided services at a variety of levels of care. Some common levels of care are Acute Inpatient , Observation,  Outpatient (includes Emergency), Long Term, Respite Care, Hospice and Home Health

Inpatient Care is provided to a patient who has been admitted to the hospital for bed occupancy for an acute illness or trauma.
Observation Care is provided in a hospital including the use of a bed and periodic monitoring to evaluate and outpatient condition. Observation services usually do not exceed 24 hours and rarely exceed 48 hours. 

Census 
The number of patients in a hospital/facility at a set point in time. 

LOS – Length of Stay

Number of days a patient stays in the hospital
Average Length of Stay- Total patient days for period divided by total number of admits (or discharges) in same time period.

Average Daily Census – Total patient days for time period divided by number of days in period

Percentage of Occupancy – Total patient days for time period divided by number of patient days in time period.

B. Medical Records

Medical Records is responsible for entering a variety of codes to claims for billing purposes. 

ICD9 – CM - Internal Classification of Diseases 

HCPCS – Healthcare Common Procedure Coding System

CPT – Current Procedural Terminology

CDT – Current Dental Terminology

NCD – National Drug Code

C. Patient Accounting

Billing Forms

The UB04 Form (aka CMS 1450) is for billing hospital related charges – contains 81 data elements. Important UB04 Code Definitions include: Condition Codes, Occurrence Codes, Value Codes, Revenue Codes and ICD-9 CM Codes.

The 1500 Form is used for billing physician related charges.

CDM – Charge Description Master or Chargemaster is the master pricing list for services provided by a healthcare facility. 

RAC – Recovery Audit Contractor

The goal of RAC implementation is to reduce and prevent improper payments to Medicare.

Charity Care 
Facilities can choose to provide services fee of charge to patients who meet financial criteria established by the organization. Charity Care is given when the services provided would not be expected to result in cash flow. 

Indigent

An indigent patient is one who has no means of paying for services and does not quality for other coverage or assistance. 

Bad Debt

Bad Debt is an uncollectible account resulting from the extension of credit to a patient 

Average Daily Revenue

The amount of revenue or charges generated for a specific time period.

AR Days 

Average Days of Revenue in Accounts Receivable – can be calculated by dividing the Accounts Receivables and the Average Daily Revenue for a specific time period. 

III.
Compliance Agencies/Regulations
We are all bound by regulatory requirements of various agencies. Have an understanding of compliance agencies and regulations that affect Patient Access

DHHS
Department of Health and Human Services is the US agency for protecting the health of all Americans and providing essential human services. A few of the many HHS divisions include CMS (Medicare and Medicaid,) CDC (Center for Disease Control), FDA (Food and Drug Administration) 

HIPAA 
Health Insurance Portability and Accountability Act (HIPAA) is a federal law enacted by Congress in 1996 to standardize the format, use, and security of electronically stored and transmitted healthcare information
Patient Bill of Rights
Developed by the American Medical Association to guarantee all patients basic rights in the healthcare setting. 

EMTALA
Emergency Medical Treatment and Active Labor Act

EMTALA has Established requirements for meeting medical screening examinations, necessary stabilizing treatment and restricting transfers until stabilization. EMTALA prohibits hospitals from denying treatment or transferring unstable patients for purely financial reasons

Joint Commission
The Joint Commission is the United States most prominent accrediting body in healthcare. The JC focuses on improving the quality and safety of care provided by healthcare organizations. Accreditation by the Joint Commission is a requirement for participation in the Medicare program. 
OSHA
With the Occupational Safety and Health Act of 1970 Congress created the Occupational Safety and Health Administration (OSHA) to ensure safe working conditions for employees and enforcing safety standards.
IV.
Management and Leadership

A. Labor Regulations

EEOC – US Equal Employment Opportunity Commission is responsible for enforcing federal laws that make it illegal to discriminate against a job applicant or an employee because of the person’s race, color, religion, sex (including pregnancy), national origin, age (40 or older) , disability or genetic information. It is also illegal to discriminate against a person because the person complained, filed a charge or participated in an investigation of discrimination. The law applies to all types of work situations including, hiring, firing, promotions, harassment, training, wages and benefits. 
ADA – Americans with Disabilities Act (1992); prohibits discrimination on the basis of disability and protects qualified applicants and employees from discrimination in all employment practices, including job application procedures, hiring, advancement, job assignments, leaves of absence, transfers, layoffs, demotions, discipline, discharge, compensation and job training. To be protected under the ADA, the Act requires that an individual must be able to perform the essential functions of the job with or without reasonable accommodation.

FMLA - The Family and Medical Leave Act (FMLA) provides an entitlement of up to 12 weeks of job-protected, unpaid leave during any 12-month period to eligible, covered employees for the following reasons: 1) birth and care of the eligible employee's child, or placement for adoption or foster care of a child with the employee; 2) care of an immediate family member (spouse, child, parent) who has a serious health condition; or 3) care of the employee's own serious health condition. It also requires that employee's group health benefits be maintained during the leave. The FMLA is administered by the Employment Standards Administration's Wage and Hour Division within the U.S. Department of Labor. 

B. Budget and Labor Calculations

FTE (full time equivalents) Calculation – Total number of staff hours divided by 40 per week (2080 annually)         
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