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TIMELY REIMBURSEMENT 
STARTS LONG BEFORE 
A CLAIM GOES OUT




BILLERS HAVE LOTS OF NEEDS...


Train the Front Desk to scan insurance 
cards into the patient chart, verify 

eligibility and update demographics at 
each visit.


Ensure Providers have charges ready 
to bill within 48 hours of time of 
service. Waiting to post creates 

unpredictable revenue and can affect 
timely filing.


The billing team should be expected to 
drop claims within 72 hours of time of 

service.




UNPOSTABLE CHARGES SPREADSHEET



Enroll in EFT and ERA

AND FINALLY


Waiting on paper checks and EOBs, or Virtual 
Credit Card payments only slows the 
reimbursement process. Working any 

corresponding denials is further delayed by 
relying on these forms of payment.






ENCOURAGE THE BILLING 
TEAM TO WORK DENIALS 

WHILE PAYMENT POSTING TO 
AVOID WAITING 30-45 DAYS 

BEFORE TOUCHING THE CLAIM






Research Payer Rejection Reasons

Subscriber ID Error
Patient Ineligible
"Smart Edits"
Code Rejections (New & Retired Codes)
Provider/Entity Not Recognized

Don't Understand the Rejection? Google It!






























Can't Get Past the Automated System? Get Louder!
Try using the phonetic alphabet for prefixes that 
sound similar
Language Barrier?  Ask for an On-Shore Rep
Automated System Doesn't Recognize Patient & 
DOS? Call in on a patient they do recognize and ask 
claims rep to look up the patient you actually want to 
talk about.
Always get name of rep and reference number from 
the call and add it to notes in patient account. Follow 
up, using this information.
If claims rep is not helpful, ask for a supervisor. 
Don't take No for an Answer!
Question Everything. Reps often learn what can be 
done from you!















IF NEWBORN IS NOT YET ON POLICY, 
ONCE THEY ARE ADDED, CALL THE PAYER 
TO REPROCESS OR DISPUTE IT ONLINE; 
SAME FOR COB DENIALS: ONCE PARENT 
UPDATES, CALL TO REPROCESS. 
OTHERWISE A RESUBMITTED CLAIM WILL 
DENY AS A DUPLICATE.


Run PCC's "Claims Submitted Over X 
Times" Report in SRS to find these 
errors!


NEVER RESUBMIT 
A NEWBORN 
CLAIM OR COB 
DENIAL ONCE IT'S 
ACKNOWLEDGED 
BY THE PAYER THE 
FIRST TIME!










Labs & Tele-Medicine 
Codes


Bill any labs run on the 
same day with a 
telemed visit separately 
from the E/M code if 
the provider didn't see 
the patient in office. 
The labs will need POS 
11 to pay.


TOGETHER OR SEPARATE?
























NEGATIVE TRENDS IN A/R


Sluggish attention by 
billing team for working 
A/R on a weekly 
schedule


First of Year, Deductible 
restarts and more $$ out 
to personal


Credentialing/Enrollment 
Process, charges held for 
weeks/months until payer 
shows provider par and 
loaded


Flu Clinics, Prepare staff for extra charge 
and payment posting; Provider with high 
volume patient population on vacation


Payer Edits, New Codes not Loaded, 
Errors in System Updates




POSITIVE TRENDS IN A/R


Credentialing/Enrollment Process managed 
closely using spreadsheet of dates, notes and 
contacts; follow up bi-weekly where appropriate


Efficient Front Desk: Eligibility 
Checks, Updated 
Demographics, Collect 
Insurance Card at each visit


ERA and EFT Enrollment, This 
speeds up the opportunity for 
the billing team to work any 
denials, and limits time spent 
looking for paper/virtual card 
payments with their EOBs


Providers have visits ready to 
bill within 48 hours of Time of 
Service


Strategic A/R Plan and Goals within Billing Team 
with regular oversight



