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OBJECTIVES 
❑ Why does IHS collect THIRD-PARTY? 

❑ What is the revenue used for? 

❑ How does it benefit our patients? 

❑ Health Insurance Terms 

❑ Types of Insurers 

❑ Important Forms for Billing 

❑ Insurance Verification Process 

❑Prior Authorizations 

❑ Reports 

❑Coordination of Benefits & Sequencing 



https://www.govinfo.gov/content/pkg/COMPS-1406/pdf/COMPS-1406.pdf 

https://www.govinfo.gov/content/pkg/COMPS-1406/pdf/COMPS-1406.pdf


The Indian Health Service is funded each year through appropriations by the U.S. Congress. 

Revenue: 
$12,832,677 
Additional 
Revenue: 

$6,495,568 

Actual Cost: 
$10,713,762 
($6,337,109) 

Allowance: 
$4,376,653 



SERVICE UNIT BENEFITS 

EQUIPMENT 

SUPPLIES 

SERVICES 

STAFF 

CONTRACTORS 

FACILITY NEEDS 

GOVERNMENT SHUTDOWN 

SAVE PURCHASED REFERRED CARE (PRC) DOLLARS 



PATIENT BENEFITS 

EMERGENCY TRANSPORTATION (Ambulance/Air Ambulance/GIMC Ambulance) 

EMERGENCIES AT NON-IHS HOSPITALS 

SERVICES OUTSIDE OF IHS 

MEDICATIONS OUTSIDE OF IHS 

MEDICARE ADVANTAGE PLANS – ADDITIONAL SERVICES 

MEDICAID MANAGED CARE PLANS 
INCENTIVES 
NON-EMERGENCY TRANSPORTATION 
TRADITIONAL SERVICES 



HEALTH INSURANCE TERMS 

HEALTH PLAN – TYPE OF PLAN THAT COVERS HEALTH SERVICES - CHANGES ANNUALLY 

TYPE OF PLAN – HMO, PPO, POS, EPO, INDEMNITY  (IN-NETWORK/OUT-OF-NETWORK BENEFITS); 
DENTAL, VISION, ETC. 

BENEFIT/COVERED SERVICE – DEFINES WHAT SERVICES ARE COVERED. 

PREFERRED PROVIDER – A PROVIDER WHO HAS A CONTRACT WITH THE INSURANCE PLAN; IN-
NETWORK 

COORDINATION OF BENEFITS – SEQUENCING OF PAYERS FOR A SERVICE 



HEALTH INSURANCE TERMS 
CLAIM – BILL FOR SERVICES TO THE INSURANCE 
(ELECTRONIC OR PAPER) 

MEMBER IDENTIFICATION NUMBER/POLICY NUMBER 

GROUP NUMBER 

POLICY HOLDER 

DEPENDENT 

PERSON CODE 

EFFECTIVE DATE – DATE COVERAGE BEGAN FOR 
MEMBER OR PLAN 

TIMELY FILING/FILING LIMIT – AMOUNT OF TIME YOU 
HAVE TO FILE A CLAIM FROM THE DATE OF SERVICE 

PHARMACY BIN/PCN 

PROVIDER PHONE NUMBER – NUMBER CALL FOR 
ELIGIBILITY AND BENEFITS 

PRE-CERT/PRIOR AUTH/NOTIFICATION/UTILIZATION 
REVIEW PHONE NUMBER – INPATIENT, OUTPATIENT 
PROCEDURES, BEHAVIORAL HEALTH, RADIOLOGY 
SERVICES, ETC. 

AUTHORIZATION – THE APPROVAL OF CARE 

TERMINATION DATE – DATE COVERAGE ENDED 



TYPES OF INSURERS 

MEDICAID 

MEDICARE 

PRIVATE INSURANCE 

VETERANS 

COMMISSION CORP & DEPENDENTS 

WORKERS COMPENSATION 

THIRD-PARTY LIABILITY 

NON-BENEFICIARIES 



INSURANCE CARDS 



AUTHORIZATION OF BENEFITS & RELEASE 
OF INFORMATION 



An AOB is an agreement that, once signed, transfers the insurance 
claims rights or benefits of your insurance policy to a THIRD-
PARTY. An AOB gives the THIRD-PARTY authority to file a claim, 
make repair decisions and collect insurance payments without 
your involvement. 

TIP: Instead of waiting to sign the form when it’s due. Get it signed 
for the year. 



VERIFICATION PROCESS 

ONLINE PORTALS 

INTERACTIVE VOICE RESPONSE 

FAX BACK 

CUSTOMER SERVICE 

CHANGE HEALTH 
ADHOC 

CARD FINDER 
^PRIV 

^ELIG (PART D COVERAGE) 



REQUIRED INFORMATION 

TAX ID NUMBER 

NATIONAL PROVIDER ID NUMBER (NPI) 
FACILITY 
PROVIDER 

MEDICAID PROVIDER ID NUMBERS 

MEDICARE PROVIDER ID NUMBERS 

RX NCPDP/NAPB & RX NPI 

DIAGNOSIS CODE 

PROCEDURE CODE 

RX NUMBER 



Log Into Online 
Portal 

or 

Call Provider 
Number 

Provider Information 
Username and Password 

Tax ID and/or NPI 
Medicaid/Medicare ID 

Contact Information 

Patient Information 
Member ID 

Member Name 

Member DOB 

Receive Response 
Effective/End Date 

Member ID 

Member Name 

Member DOB 

Group Number 
Claims Address 

Filing Limit 
Covered Benefits 

Add Insurance 

or 

Verify Coverage is 
Active 





STATE MEDICAID 

TRADITIONAL MEDICAID 

MANAGED CARE MEDICAID (MCO) 



Medicaid provides health coverage to millions of Americans, including eligible low-income adults, children, pregnant women, elderly 
adults and people with disabilities. Medicaid is administered by states, according to federal requirements. The program is funded jointly 
by states and the federal government. 

Managed Care is a health care delivery system organized to manage cost, utilization, and quality. Medicaid managed care provides for 
the delivery of Medicaid health benefits and additional services through contracted arrangements between state Medicaid agencies and 
managed care organizations (MCOs) that accept a set per member per month (capitation) payment for these services. 

By contracting with various types of MCOs to deliver Medicaid program health care services to their beneficiaries, states can reduce 
Medicaid program costs and better manage utilization of health services. Improvement in health plan performance, health care quality, 
and outcomes are key objectives of Medicaid managed care. 

Some states are implementing a range of initiatives to coordinate and integrate care beyond traditional managed care. These initiatives 
are focused on improving care for populations with chronic and complex conditions, aligning payment incentives with performance goals, 
and building in accountability for high quality care. 















MEDICARE 

TRADITIONAL MEDICARE & RAILROAD RETIREMENT 

MEDIGAP 

MEDICARE ADVANTAGE PLANS AKA MEDICARE PART C 

MEDICARE PART D 



MEDICARE 

The federal health insurance program for: 
• People who are 65 or older 
• Certain younger people with disabilities 
• People with End-Stage Renal Disease (permanent kidney failure requiring dialysis or a transplant, sometimes called ESRD) 

The different parts of Medicare help cover specific services: 
• Medicare Part A (Hospital Insurance) 

Part A covers inpatient hospital stays, care in a skilled nursing facility, hospice care, and some home health care. 
• Medicare Part B (Medical Insurance) 

Part B covers certain doctors' services, outpatient care, medical supplies, and preventive services. 
• Medicare Part D (prescription drug coverage) 

Helps cover the cost of prescription drugs (including many recommended shots or vaccines). 

Original Medicare pays for much, but not all, of the cost for covered health care services and supplies. 

Medigap is a Medicare Supplement Insurance policy that can help pay some of the remaining health care costs, like copayments, coinsurance, and 
deductibles. Some Medigap policies also cover services that Original Medicare doesn't cover, like emergency medical care when you travel outside the U.S. 

Medicare Advantage is Medicare-approved plan from a private company that offers an alternative to Original Medicare for health and drug coverage. 
These “bundled” plans include Part A, Part B, and usually Part D. Plans may offer some extra benefits that Original Medicare doesn’t cover — like vision, 
hearing, and dental services. 

Medicare drug coverage helps pay for prescription drugs. 













MEDICARE SECONDARY PAYER 
QUESTIONNAIRE 



The Medicare Secondary Payer Questionnaire contains questions that can be used to ask 
Medicare beneficiaries upon each inpatient and outpatient admission. Providers may use 

this as a guide to help identify other payers that may be primary to Medicare. 



PRIVATE INSURANCE 

EMPLOYER HEALTH INSURANCE 

MARKETPLACE HEALTH INSURANCE 

















VETERANS 

TRICARE ACTIVE DUTY 

TRICARE FOR LIFE 

VETERANS ADMINISTRATION 

VETERANS MEDICAL BENEFIT PLAN 





COMMISSIONED CORP 
COMMISSIONED OFFICER & DEPENDENTS 

NONBENEFICIARY 

BENEFICIARY 

BENEFICIARY MEDICAL PROGRAM (BMP) 



Workers' Compensation is insurance that provides cash 
benefits and/or medical care for workers who are injured or 
become ill as a direct result of their job. Employers pay for this 
insurance, and shall not require the employee to contribute to 
the cost of compensation. 

The Workers Comp Claims Process: 

❑ Employees report work injury to supervisor immediately. 
❑ Employee seeks medical treatment. 
❑ HR files claim with the workers’ comp insurance. 
❑ Medical provider submits claim(s) to workers’ comp 

insurance. 
❑ Insurer approves or denies the claim. 

What does workers’ comp cover? 

• Medical Expenses 
• Ongoing Care Costs 
• Lost Wages 
• Funeral Expenses 

WORKER’S COMPENSATION 





THIRD-PARTY LIABILITY 

A legal action brought by a THIRD-PARTY against an insured party for damages or legal costs related 
to an incident or dispute. In the insurance industry, this type of claim is often used in motor vehicle 
accidents, medical malpractice, product liability cases, slip and falls. 

INDIAN HEALTH SERVICES 

FEDERAL MEDICAL CARE RECOVERY ACT (FMCRA) CASES 
❑ Notification by patient or legal team representative 

❑ Entered into FMCRA system 

❑ Medical records and billing information are requested and released to patient or legal team representative 

❑ NonRPMS payment 



NONBENEFICIARY 

“Are you an enrolled member of a United States Federally recognized tribe?” 

If the answer is “No” 

INELIGIBLE – OBTAIN GUARANTOR INFORMATION 





COLLECT SOCIAL SECURITY NUMBER OF GUARANTOR 



PHARMACY POINT-OF-SALE (POS) 





PRIOR-AUTHORIZATION AND 
PRE-CERTIFICATION 

INPATIENT ADMISSIONS 

OUTPATIENT PROCEDURES 

RADIOLOGY 

BEHAVIORAL HEALTH 

PHYSICAL THERAPY 





REMOVE & DELETE 

✔ALWAYS INSERT AN END DATE 

✔ALSO DELETE SEQUENCING 

NOW YOU MAY REMOVE OR DELETE ENTRY 







SEQUENCING OR COORDINATION OF 
BENEFITS FOR REGISTRATION 

LESLIE A BOWSTRING-REECE, CPC, CPCO 
Business Office Coordinator, Bemidji Area, IHS 

March 13, 2024 



What is Coordination of Benefits? 

When a patient has two (or more) insurance plans those plans will work together to pay claims. This is 
called coordination of benefits. A few general rules define how each of those payers will pay on the claim.   
Both companies will work together to: 

❑ Avoid duplicate payments by making sure the two plans don’t pay more than the total amount of the 
claim. 

❑ Establish which plan is primary (pays first) and which plan pays secondary.    
❑ This practice helps reduce the cost of insurance premiums. 



Determining Coordination of Benefits 

Birthday Rule 
❑ Whose birthday falls first in a calendar year?  This becomes primary payer 

(claim is submitted to this payer first) 
▪ Partner 1: April – BCBS - Primary 

▪ Partner 2: August – Aetna - Secondary 

❑ If both partners have the same birthday, then subscriber with longest    
coverage becomes primary. 



Determining COB - MSP 
❑ Medicare Secondary Payer Guidelines 

▪ Disability 
▪ Workman’s Comp 

❑ BCRC Benefits Coordination & Recovery Center (BCRC) is responsible for 
recovery of mistaken liability, no-fault or worker’s compensation collectively 
referred to as NonGroup Health Plans. This is a situation where we did not 
obtain the information of these types of claims using MSP guidelines, and 
Medicare made a payment as primary when they were not primary. 



Sequencing Payers 
Determines primary payer, secondary payer, etc. 

Determined by Category 
◦ Medical 
◦ Dental 
◦ Optometry 

◦ Pharmacy 

◦ Mental Health 



SCENARIOS FOR PRACTICE! 



SCENARIO: 

Mr. Oppenheimer is a 52-year old executive actively employed with Hilton 
Hotels.   He is in town conducting a new employee orientation when he has chest 
pain.   He has United Healthcare and Delta Dental through his employer and 
Mutual of Omaha through his wife’s employer.   Determine his coordination of 
benefits for today’s visit. 



ANSWER: 
United Health Care 

Mutual of Omaha 

Would you ask for, and then enter his dental information? 

❑ Yes.  That way your information is complete.  Consider Dental billing. 

▪ This is a personal preference item, and a suggestion to gather as much as you can 



SCENARIO Option A 
Ms. Barbie is a 27-year old free-lance marketing representative for Mattel.  On 
the job for 20 days, she schedules an appointment to see a doctor for a runny 
nose. You interview her and she states that she signed up for coverage with 
Aetna but doesn’t have an insurance card to show her benefits. She does, 
however, give you her dental card. You call for additional information and find 
out that Ms. Barbie’s health insurance doesn’t take effect until 90 days of 
employment. Ms. Barbie is nonIndian, how would you determine her 
coordination of benefits for today’s visit? 

Would you add her dental insurance? 



ANSWER: 
Self-Pay 
◦ Patient is a nonben, responsible for her bill. Fill out patient responsibility 

paperwork.  Try to collect payment now. 
◦ Add dental insurance only if the clinic will continue to see her as a patient. 

(Perhaps the clinic is a tribal or urban clinic and nonbens are seen.) 



SCENARIO Option B 
Ms. Barbie is a 27-year old free-lance marketing representative working for 
Mattel.  On the job for 20 days, she schedules an appointment to see a doctor 
for a runny nose. You interview her and she states that she signed up for 
coverage with Aetna but doesn’t have an insurance card to show her benefits. 
She does, however, give you her dental card.  You call for additional information 
and find out that Ms. Barbie’s health insurance doesn’t take effect until after 90 
days of employment. Ms. Barbie is a Minnesota Chippewa Tribal member 
enrolled with the Leech Lake Band of Ojibwe. She presents her Enrollment Card. 
How would you determine her coordination of benefits for today’s visit, what 
happens to her account? 

Would you add her dental insurance? 



ANSWER: 

Beneficiary 
◦ Patient is a beneficiary. 
◦ Add dental insurance so information is complete and up to date. 



SCENARIO: 
Mrs. Chief Being is a healthy 71-year old retiree from the Indian Health Service 
health system. She receives Medicare Part A and Part B as well as benefits from 
her retirement plan with Federal BCBS of South Dakota. She is seeing her 
primary care physician today for her annual check-up. 

Is she required to fill out an MSP (Medicare Secondary Payer) form, and why is it 
important to get this information? 



ANSWER: 

She is not working, so coverage is Medicare Part B first, then BCBS would be 
secondary. 
◦ The MSP points you in this direction as it asks questions to assist in 

determining who is primary. 

Yes – complete that MSP every 90 days for outpatient.  (System prompt). 
◦ New training through our MAC (Novitas) has begun to emphasize completing 

this every time. This has become a “best practice” where the information is 
obtained without fail.   



SCENARIO: 
Mr. High Cloud presents himself at your facility with a large laceration (cut) on 
the palm of his right hand. Wound is managed with a wrapping. When you 
interview him, he indicates that this happened while he was cutting wood at 
work at the SU facility. There is construction going on. What additional questions 
would you ask Mr. High Cloud? 



ANSWER: 

Enter as Workman’s Comp. Communicate with your billing team, know your process. 
Contact employer and obtain information regarding WC carrier.   Obtain claim number. 
Add all information that you have collected to Page 9. 
Make sure “First Report of Incident” report is on file. 

EXAMPLE.   Facility has a lot of construction going on. Two work comp cases happened 
within a couple of weeks.  One WC injury was nonben worker. The other WC injury was 
a beneficiary. WC was not identified in either case. Packet was prepared to turn to debt 
mgmt for nonben. With beneficiary patient, charges were adjusted as beneficiary. 
Company identified on Page 9 and was called, he stated what about the other injury? 
That is when we identified the beneficiary second patient. 



SCENARIO: 
Mrs. Humphrey is a 37-year old homemaker that is participating in a Breast and 
Cervical Cancer research program that is funded by her state.  As a participant, 
she is required to get a mammogram as well as other related procedures.  She is 
also covered under her husband’s Advantage HMO plan.   She is receiving a 
mammogram today. Determine her coordination of benefits for today’s visit.  



ANSWER: 
Bill Breast and Cervical cancer organization.  As a condition of participation, she 
must have the procedures and they are payable through the organization. 

Check with your organization’s process, as there may be special requirements 
you may need to collect (income) for billing these state plans. 



SCENARIO: 
Mrs. Brown brings her 3-year old son, Cody for immunizations.  Mrs. Brown is a 
32 year-old secretary who carries the Great West Health plan through her 
employer. She indicates that Cody isn’t covered under her health plan, but that 
he is covered under Mr. Brown’s plan with AWHP. Cody is also enrolled in the 
State’s Children Health Insurance Program. Determine Cody’s coordination of 
benefits for today’s visit. 



ANSWER: 
Bill Mr. Brown’s plan first. 

Children’s Health Insurance Program for all services other than immunizations. 

What is billable?  All immunizations?  Check with your facility (only for your own 
knowledge). 



SCENARIO: 
Ms. Flower is being seen in the walk-in clinic for an injured back. During the 
interview process you discover that she fell while shopping in a local grocery 
store.  Ms. Flower does not have insurance, however, the store manager has 
verified her story. Determine her coordination of benefits for today’s visit. 



ANSWER: 
Enter in the system as Third-Party Liability. 

Confirm the carrier to be billed with the store 

Confirm with your facility the process for billing Third-Party Liability, Tortfeaser 
or FMCRA cases. There is a difference in process for federal facilities, and tribal 
facilities, possibly urbans as well. You are responsible for identifying and starting 
the process. 



Resources 
National Association of Insurance Commissioners (NAIC) Website 

www.naic.org 

Centers for Medicare/Medicare Services (CMS) COB Website 

www.cms.hhs.gov 

Medicare Secondary Payer (MSP) Manual Website 

www.cms.hhs.gov 

Medicare Coordination of Benefits Website 

www.cms.hhs.gov/medicare/cob/attorneys/att_home.asp 
Medicare Secondary Payer (MSP) Form Website –Other Insurer Tool 

www.rimedicare.org 

https://www.rimedicare.org
https://www.cms.hhs.gov/medicare/cob/attorneys/att_home.asp
https://www.cms.hhs.gov
https://www.cms.hhs.gov
https://www.naic.org




OBJECTIVES 
✔ Why does IHS collect THIRD-PARTY information? 

✔ What is the revenue used for? 

✔ How does it benefit our patients? 

✔ Health Insurance Terms 

✔ Types of Insurers 

✔ Important Forms for Billing 

✔ Explanation of Insurance Verification Process 

✔Prior Authorizations 

✔ Reports 

✔Coordination of Benefits & Sequencing 



QUESTIONS? 



FAWNIA FRANKLIN, BUSINESS OFFICE 
MANAGER 

GALLUP SERVICE UNIT – TOHATCHI 
HEALTH CENTER 

FAWNIA.FRANKLIN@IHS.GOV 

(505) 733-8212 OFFICE 

PRONOUNS: SHE/HER/HERS 

CONTACT INFORMATION 
LESLIE ANNE BOWSTRING-REECE 

BUSINESS OFFICE COORDINATOR – BEMIDJI AREA 

LESLIE.REECE@IHS.GOV 

(218) 444-0509 OFFICE 

(218) 553-1489 CELL 

PRONOUNS: SHE/HER/HERS 

mailto:LESLIE.REECE@IHS.GOV
mailto:FAWNIA.FRANKLIN@IHS.GOV



