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Website Directions Save
4.5 54,839 Google reviews

Shopping mall

Giant 4-level mall with hundreds of stores, plus restaurants, a theme
park, cinema & aquarium.

Bill Clinton wins Address: 60 E Broadway, Bloomington, MN 55425
I]E.I992.Pre5|dentla| Hours: Open - Closes 9 PM ~
ection Updated by this business 7 weeks ago
First Motorola Flip Phone - 1992 Phone: (952) 883-8800



Slang terms - 1992:

Talk to the hand!
As if!

Booyah!

Not!

Aiight!
Whatever!

Sup

You ¢o, girll
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Country Music and Line Dancing  ¢va

Billy Ray Cyrus: Achy Breaky Heart

Brooks and Dunn: Boot Scoot’in Boogy 'N’)

Entertainer of the year: Garth Brooks
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Leslie - 1992

CBO Manager-St. Luke’s Health System
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Adrian

THEN: JUNIOR IN HIGH SCHOOL NOW: ??

Business
Office?1?
HUH?

Adrian Lujan



Raho




Audience time:

Does anyone want to share what was happening in 19927

What were you doing?
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This is the Rainbow Book

Business Office Manual
Indian Health Service

Chapter One: Organization
Chapter Two: Patient Registration
Chapter Three: Patient Benefits
Chapter Four: Patient Admissions
Chapter Five: Claims Processing
Improvement

PATIENT REG!I

PATIENT Al
CLAIMS PRO

QUALITY IMPROVEMEN

Busmess Off:ce
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4. Indian Health Service
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Training Tapes

Training Tapes were created to accompany the
“Overview of the Business Office Systems”.

Volume 1: Organization
Volume 2: Automated Billing
Volume 3: Automated Tracking
Volume 4: Patient Interviewing
Volume 5: Public Image
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Official “WORD”

Creation of the Business Office - FY1992

First Edition:
IHS BUSINESS OFFICE MANUAL

“HOW TO”




Update Schedule




FEES

'HEALTH SERVICE

an Health Services Medical Reimbursement Rates for
ndar year 1991; Inpatient and Outpatient Medical Care

Notice is given that the Assistant

The copy of the Business Office Manual, Indian Health Service is

yellowed and curled. It was hard to get a good copy of the information.

1992 Fees were:

Inpatient Services Per Day, Hospital: $414

Physician - $23

Outpatient Services: $78 per visit.

Ambulatory Surgery shall be charged at current Medicare
rates as published.....

2023 OMB Rates are:
Medicaid: $650 Outpatient Services
Medicare: $620 Outpatient

$829 Inpatient

cretary for Health under the authority
sections 321(a) and 322(b) of the
blic health Service Act(42 U.S.C.
8(a) and 249(b)) has approved the
lowing reimbursement rates for
tient and outpatient medical care 1
lities operated by the Indian health
ce for Calendar Year 1991:
ency Non-Beneficiaries. '
jciaries of Other Federal agencles;
e and Medicaid Beneficiaries.

tient Services Per Day,

- $414: Physician - $23.
ska-Hospital $486: Physician

ent Services - $78 Per Visit

Register by the Health
Administration.




Chapter One: ORGANIZATION




Organization
Chart




Staffing

1992 staffing requirements
Based on outpatient visits =
1 AR Tech 25,000 Visits

1 Reg Tech

1 Benefits Coordinator

1 Business Office Manager
1 Clerk Typist

2023 staffing breakout
Based on outpatient visits =
1 AR Tech 25,000 Visits

1 Reg Tech

1 Benefits Coordinator

1 Business Office Manager
1 Clerk Typist




Staffing




Staffing/Scheduling

Scheduling is staggered, rotating
to accommodate the suggested
schedule of M-F: 6:45 to 12M
S&S: 8-8




Positions of Business Office

Supervisory BOM — 12 Large facility/hospital

Supervisory BOM - 11 Medium facility/hospital
Supervisory BOM -9 Small facility/hospital

Contact Rep -9 Benefits Coordinator

Patient Reg Clerk —5,6,7 Medical Clerk (Office Automation)
Supervisory Reg Clerk 7 (Lead)

Position descriptions are included in this section of the Manual. Some of them are still in use today.
There are pages of how to compute and rate the position grades.

Training plans for release are included. Of interest, Medical Terminology was a requirement of all
positions, including Registration. Quizzes 1-4 were required. Unfortunately those quizzes were not
included, that would be fun to take!




Marketing t

e

Business Of

ice

FFICE SYSTEM

3 ol ; R also
; to implement the above, the Strategic I"‘t‘at}YiSTSggsib1e
epts in order to provide as comprehensive approac hallenge was
vess Office presentation, and marketing. Their ¢ ;
o : hat would
, present, and market a Business Office System tha s
sues related to patient eligibility, patient registration,
its coordination, patient admissions claims processing, an

e

The Creation of the term”
“Rainbow Book”

‘of how change might impact both the staff and the
aska Native consumer;

Hé;institutionalization of the new IH§—wide system
n a way that both staff and consumers might
y as each become involved in a different way; and

nformation packet simultaneously app]jcab]e
siness office system and to each Service

ge through the identification of a
o ients, and to famili =
d through et




Marketing p2

The RAINBOW creates a unique enviro

transforming energy that has the
individuals and groups. L

The use of color in the environment plays a ve
example, the color blue is known as a calmi
decrease in cardiac rate, respiratory rate, and
reduce tension and stress. Blue is the colo

color for the covers of the business office mat
and video tapes. AR

The multi-colors of the rainbow are known to have
exampie, yeilow, red, and orange are warm color an(
responses. Blue, green, and violet are cool colors and
and deliberation. The specific shades of the va ,
for the Business Office materials are known as si
assertiveness. LB :
> VR
The rainbow symbol blends both warm and cool c
with the stress of change. HIREE




Training

A national training plan is enclosed with suggestion to provide documented training.

An Area plan for training is enclosed.

Using the accompanying Rainbow Tapes, there is a self-tutorial plan outlined:
= Volume 1: Organization
= Volume 2: Automated Billing
= Volume 3: Automated Tracking
= Volume 4: Patient Interviewing
= Volume 5: Public Image



Chapter Two: Patient Registration




Contents:

Goal

Objective

User Expectation: how to register, input into computer, validate
Introduction

Policy

Location of Registration Function

Staffing Requirements

Equipment
o User Manual
o Flow Charts: Outpatient, ER and Dental
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Equipment for Registration Staff - 1992

Addressograph embossing equipment

Imprinter for embossing equipment
Computer Terminal

Printer

Photocopy machine
Typewriter

Typical office furniture

Patient ID bracelet machine



Chapter Three: Patient Benefits
Coordination



Patient Benefits
Coordination

CHAPTER GOAL

CHAPTER OBJECTIVES

USER EXPECTATIONS

OBJECTIVES

ins related to hiring a Patient Benefits
e collections from alternate resources.

collection activity from traditionally under-
such as Qualified Medicare Beneficiaries (QMB’s)
Provider ((PEP)5 etc:

on the major types of medical insurance.

USER EXPECTATIONS

0 lPATIENT BENEFITS COORDINATION, it is expected
the benefits attributed to the various types of
to maximize collections.

~overall benefits available through special
ient Benefits Coordinator for detailed

"fance or for assistance in applying for
ey are eligible.



Patient Benefits
Coordination

LTS
PATIENT BENEFI

THE IMPORTANT ROLE OF THE PATIENT BENEFITSn

This emphasizes that PBC is vital component of the IHS claims boen formaily faplencnted a8 rabe it
system. The rationale for implementing this inno
management System. on-site, during operational hours, a qualified p

knowledge and experience of third party alternate re
to successfully communicate with staff, patient
alternate resource agencies. it

GOAL = is to provide on-site, a qualified person prepared with in-depth The Patient Benefits Coordinator is a new and innovat

. X f] U?its and is key pos%%:on to maxigijjn%Hgol;ect

- t t > i
knowledge and experience of third-party alternate resources who has the g?eeggg\ng gg;gg;cg;ong%:y;%:s;ngz e ;:,’."éené»
ability to successfully communicate with staff, patients, and Slinats this Joine. eFfort ML TNkt I SR

collectible reimbursements which in turn will enh

representatives of alternate resource agencies. American Indians and Alaska Natives.

A prototype policy for Patient Benefits Coordinatio
section to provide a summary of its role and function
Office, its responsibility to provide accur

The success of the IHS claims management system depends on the joint beneficiaries, and alternate resource agencies, a
. . e e . and verify data on alternate resources at the t
effort among service unit management, beneficiaries, and third-party into the THS system with ongoing updates during

EXHIBIT VIIa, PATIENT BENEFITS COORDINATiON -
alternate resources. Area Indian Health Services demonstrates th

patient benefits coordinator during th




Patient Benefits
Coordination Flowchart

A sample Flow Chart, submitted by the Aberdeen Area Indian Health
Service demonstrates the process and point of referral to the patient
benefits coordinator during the time of patient registration.

Waiting Benefits
Coordinator

Vi

/




e

Patient Benefits -
Coordination Local Policy | e i

g

DISTRIBUTION

[PPOBICY] : ®
Acct_:rate identification and verification of GES
patients at the time of their initial access into the Ir

A prototype SU policy for Patient Benefits Coordination is included in this ongoing updates during subsequent visits. The except

. . R R . . m:i?:i?;ngtg:soth?r emelr'glem;:);l situation whereby the P
section to provide a summary of its role and function in relation to the inrornation. P e n o1k S
Business Office, its responsibility to provide accurate information to staff, i‘ Tagiﬁfi’ginfemate rosourcs colTec R

ndilan beneticiaries. 5
beneficiaries, and alternate resource agencies, and its obligation to T PROCEURE
identify and verify data on alternate resources at the time of the patients Intervies patients at the initiz] tine of service in
accessible resources for whic e patient is e'hglb'l
Assist in making and/or coordinating arrangements wit

initial access into the IHS system with ongoing updates during subsequent z conplete the required appication process for alterna

. Establish a working liaison with tl}_e alternate
HP tr1ba1 ofﬁces soc1a1 security o f1ce etc or tl
VISIts. y it inte

bt

rules/regulations. ;
Serves as an active member of the Managed Ca
Works closely with the SU/CHS 0ff1ce to pro
and/or enrollment information.

oS




Patient Benefits
Coordination & PRC (CHS

A prototype SU policy for Patient Benefits Coordination is included in this
section to provide a summary of its role and function in relation to the
Business Office. PBC’s responsibility is to provide accurate information to
staff, beneficiaries, and alternate resource agencies. The PBC obligation is
to identify and verify data on alternate resources at the time of the
patients initial access into the IHS system with ongoing updates during
subsequent visits.

,,ﬁEFlTS COORDINATION AND CONTRACT HEALTH SERVICES

on and Contract Health Services utilize the same data.base.
mes when the role of the Patient Benefits Coorq1nator will be
ract Health Services. This depends on the size of the IHS
me of patients who require this service and the CHS program

aximizing collectable claims from third party alternate
‘benefits coordination when appropriately implemented, has the
g contract health dollars. Successful on-going savings w!1]
itment the program has made to the patient benefits

of the Business Office, to the internal. service
zational and program linkages, to the on-going training and
dge and expertise of the Patient Benefits Coordinator, and
" matching the requirements of the patient’s alternate

t appropriate contract facility and/or provider.
claims and saving contract health dollars together will
sion of services by IHS to American Indians and Alaska
plish this it is essential that a Patient Benefits
able during all patient care hours of operation.

developed for use at the Cherokee Hospital,
eflects the referral process for
2linic, the Emergency Room, and




|dentification of
Alternate
Resources

Identifies the major types of health
plans and medical insurance that will
be presented at the time of the
patient's visit to the IHS facility:

1. Individual Health Insurance Plan
2. Group Health Insurance Plan

3. Prepaid Health Plan (HMO)

Each plan is defined and is also

discussed in Chapter 4 — Patient
Admissions.

rms of alternate resources on the marKet todax.. Some major
;wi11 be presented at the time of the patient’s visit to the IHS

fealth Insurance Plan
h Insurance Plan

is also discussed in Chapter 4 - Patient

rchased directly by the individual receiving the benefits. The
issued to the individual and/or eligible dependents. Usually, an
plan will have higher premiums with fewer benefits, as compared
same type of group plan.

th Insurance Plan

hased for individuals by an employer or leader of a group. This
tten for any group of participants (e.g., employees or a group of
s) and eligible dependents under a single policy issued to the
group Tleader. Individual certificates are +dissued to the
1d dependents with equal coverage for each person in the plan.

Plan

ealth care where services are rendered by participating
enrolled group of individuals. Usually fixed payments are
iodically by, or on behalf of, each person. A typical

f plan is a Health Maintenance Organization (HMO).



Medicare and
Medicaid:
Medicare Eligibility
and Enrollment —
Part A

RS freqlicncy of use, complexity of the system, patient/ Staie
‘and accountability aspects, some major details of medicare and
sented as follows:

bility - Part A

. of the Social Security Act provides health insurance protection to
ndividuals under the Part A (hospital insurance) and Part B (voluntary
Y medical insurance) programs.

nt to Part A Benefits

several ways of becoming eligible, or "entitled", to

beqefits. Most individuals become entitled when the
eligible for monthly social

retirement benefits.

Part A hospital
y reach the age of 65 and
security retirement or survivor benefits or
Under a special transitional provision, some individuals
reached 65 without meeting other eligibility requirements are "grandfathered"
program.

als age 65 or over who are not entitled to hospital insurance benefits because
not meet the conditions above may, nevertheless, enroll in the Part A program
Y a monthly premium.

insurance eligibility is also available to individuals under age 65 if they
Jed to (1) social security or railroad retirement disabil

itvitbenefiittsspor (2)
renal disease benefits.

individuals who are entitled to Medicar

e Part A under the first
or on the basis of disability or ESRD, benefits are financed from
surance taxes.

In the case of those not entitled under these methods,
" financed from amounts appropriated by the Federal government (in the case
nal entitlement)

or through premium collected from the beneficiary
rollment) .

Part A benefits means that the individual protected may have payment
"behalf for covered hospital and related health care services when

nses for such services. In no case, however, are benefits payable
shed before an individual’s entitlement to the benefits begins.

ceptions, benefits are not payable for services furnished outside

Part A benefits if they meet one of the following:

e they have reached age 65

(the individual may also

ceived disability benefits for 24 months or

nd stage renal disease.

38



Medicare and
Medicaid:
Medicare Eligibility
and Enrollment —
Part B

There 1is no restriction ~ the
restrictions on the enrollment pe
six months from the date of eligib

Medicare Eligibility - Part B

Eligibility to Enroll for Part B Benefits

Unlike the Part A (hospital insurance) program, whic
compulsory taxes on employers, employees, and the sel
(supplementary medical 1insurance) program is a voluntary )
individuals who (1) elect to enroll in the program, or (2)
automatically enrolled and have not declined coverage by refu
it

is scheduled to begin. The program
enrollees,

is financed from pr
or by states under the Medicaid program, together w
from funds appropriated by the federal government. In additi
contains certain deductible and percentage cost-sharing featur

Since the Part B plan is distinct and independent from the Part

possible for a person to enroll without being entitled to monthly s
or railroad retirement benefits or to Part A protection.

An individual is eligible for enrollment in the Part B program if
entitled to Part A benefits, or (2) has attained the age of 65 and
of the United States and

is either a citizen of the United States
Tawfully admi d for permanent residence who has resided in the Un
continuously uring the five years
for enrolliment.

immediately before the month she
Active or retired federal employees and their
eligible whether or not they are covered under the Federal Employee:

An individual convicted of any of the subversive ac

Section 104(b)(2) of the Social Security

tivity offense
Part B program.

Amendments of 1905 canno
As evidence of entitlement, each beneficiary entitled to Part A
benefits is issued a "Health Insurance Card"” which gives the
beneficiary, the claim number, sex of the beneficiary,
entitlement, and the effective d

the
. ate(s) of that entitlement.

should show her/his card to the provider of services, doctor
she/he requires any covered services.

Enrollment in the Part B Program

Anyone entitled to Part A benefits,

: including those a
benefits by reason of disability, Medicare—qug1ified ;gtg
end-stage renal disease, are automatically enrolled
benefits, unless they indicate they do not want to be e



OEIille
Medicare
Beneficiaries

A qualified Medicare Beneficiary is an elder

income and assets are sufficiently low to enabl
payments to cover their Medicare premiums, deduct

In July 1989, HCFA implemented a special progr
beneficiaries that provides certain Qualified Medic

be eligible to have Medicare premiums, deductibles an
states. THE QMB provision was enacted as part of
Coverage Age of 1988.

It is up the states, not SSA, to determine e]igibi]ify'v
To qualify as a QMB, a person must:

1. be enrolled in Medicare, Part A,

2. have not more than twice the SSI resource level, and

3. have an annual level of not more than 100% of the

($5,990 in 1989). (States can phase in the annual i
as 80-85% of Federal poverty level.) .

Before referral of a potential QMB beneficiary to the
important to be sure that: 3

1. the individual is enrolled in Medicare, and
2. the questions do not involve Medicare eligibi

The following prototype QMB checklist will assi t




Medicare and
Medicaid: Workers
Compensation,
CHAMPUS, and
CHAMPVA

cy and for 60 days following pregnancy and infants under
ily income does not exceed 100% of the federal poverty

or the size of their families.

or disabled individuals either receiving SSI payments
| Security Income under Title XVI of the Act) or qualifying for
rding to standards more restrictive than for SSI as allowed by
linked in various ways to eligibility for SSI.

ed" individuals who, except for provisions in the Act, would
edicaid coverage when SSI was implemented in 1974 or when Social

ASDI increases in 1972 and in 1977 or later increased the income
fare recipients above the Medicaid eligibility level.

Medicare Beneficiaries defined as Medicare-eligible individuals
elow 100% of the federal poverty line and for whom the state
gram’s coverage is limited to payment of Medicare cost-sharing

ITION, CHAMPUS and CHAMPVA

ion follows for Worker’s Compensation and CHAMPUS, Civilian
1 Program of the Uniformed Services and CHAMPVA/Veterans

rance in which employers are responsible for premiums and
nt of insurance to be carried is determined by the risk
e’s job. Workers’ Compensation Laws are state-specific
rage, reporting, and benefit waiting periods.

alth and Medical Program of the Uniformed
dministration

prehensive health benefits for dependents of
rvice retirees as a supplement to military and

ity of funding for this program is provided
ndents of enlisted persons and retirees

1 deductible, 20% of the doctors

1lowed if the physician does

I: e for the Civilian




Chapter Four: Patient Admissions




Chapter 4:
Patient
Admissions
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Hospital
Admitting
Section

1992: Admitting responsibilities were
moved from “Medical Records” to

Business Office. This move was made
to better accommodate obtaining the
financial information necessary to bill
the services.

PATIENT ADMISSIONS

INTRODUCTION
THE HOSPITAL ADMITTING SECTION
has been written as a

The following information regarding the Admitting sgct1on > 2 2 an IHS
general guiéz to use while implementing the Business Office ‘;LEZlqons and
hospital. It 1is an overview of admitting rqspon51b111t‘es’ ization some
procedures. Depending upon the size of the hospital and its orga21 i ’other
of the admitting activities will be completed by employees who e mandated
Business Office assignments. However, these admitting ac§1v1t1es a;_

even in hospitals not large enough to have a separate Admitting Section.

CHANGES IN TRADITION

On November 23, 1988 Public Law 100-713 Indian Health Care Amgndments of 1988 was
enacted by Congress. This law authorizes Indian Health Service (IHS) to collect
from private insurance companies. Therefore, in order to take fu11 advantage of
this revenue source, a system must be put into place that emphasizes thg accurate
collection of reliable patient information obtained during registration. Since
patient registration is critical to collections, this function will now be
assumed by the Admitting Section of the Business Office.

In IHS the admitting function had been traditionally the responsibility of the
medical records department. The establishment of an IHS Business Office will
incorporate this function in order to govern the flow of patients and serve as
the primary processing point through which all patients must pass in order to
collect registration, alternate resource and financial information. Medical
Records will retain the responsibility for health record number assignment and
origination of the medical record. The Admitting Section is a vital part of
Service Unit public relations as its staff greatly influences the patients’
general impression of the facility.

A sensitive aspect of the admission process, however, is the financial
information that must be obtained. Because the patient wants to be admitted
smoothly, the patient and/or his family are generally more receptive to questions
about alternate resources at the time of admission than at any other ti
Therefore, the identification of alternate resource information must be obt jme&
at or before the time of admission. The following information is essentia?jne

patients full name, age address, income level a -
admittjng diagnosi;; : + 8 sualoyment;;
= Spouse’s name, age, address, income level, emplo
~ insurance infarmat%on; : 5 g anant
roup - name of employer, address, insurance carrier
idual - insurance carrier, address, policy numbeind qroue num
s/B1ue.Sh1e1d group number, agreement number; and
re/Medicaid/Workmen’s Compensation, etc. i

ber;

PA-2



Functions: Pre-
Admission Process

and Insurance
Verification

Pre-admission was encouraged to
streamline the admitting process. The

process should obtain any required
second opinions or pre-certifications
necessary for the admission.

Addressograph cards and armbands
should be ready at time of admission.

Insurance verification should be
completed.

FUNCTIONS

PRE-ADMISSION PROCESS

A pre-admission system will apply primarily to elective admissions, however,
emergency admissions could in some instances apply. This process allows for the
admitting section to verify that all third-party payer requirements such as
second opinions and pre-admission certification are met and that_ pat1eqt
demographic and insurance information is accurate. If the hospital waits uqt11
the patient’s admission before gathering the required information, the patient

would probably be discharged before all the necessary billing and insurance
information could be obtained.

The establishment of a pre-admission system will require cooperation and planning

with the physician intending to admit the patient, surgical staff and the
insurance carriers.

This pre-admission process may require that the admitting staff write to the
patient before admission to obtain the necessary information. The admitting staff
will have the responsibility for making up the addressograph cards and arm bands.

These functions could be done ahead of time once the preadmission information has
been obtained.

Therefore, the use of a pre-admission system will make the admission process much
quicker for the patient since most of the required information will have been
gathered and verified. The attached prototype form may be used as the first step

in implementing the preadmission system. It is recommended that the prototype be
tailored to meet the needs of your facility.

INSURANCE VERIFICATION

As part of the pre-admission program the admitting section should elect to verify
the patient’s commercial insurance, workmen’s compensation benefits, Medicare,
Medicaid, etc. Accurate insurance verification requires contact with the
insurance company or entitlement to answer the following specific questions.

3 Is the patient covered for the anticipated period of service, type of
service, procedure or diagnosis?
2= What is the extent of the coverage?

3. what applicable deductible have not been satisfied to date?

4. 1Is pre-admission pre-certification or a second surgical o

this service? Pinion required for

5. what attachments to the hospital claim are required, if any?

b4

6. wWhere should the claim be sent?

PA-3



PREADMISSION RECORD

DATE
ADM DATE
HRN ELECTIVE EMERGENCY
NAME MAIDEN NAME
ADDRESS
City STATE 2P COMMUNITY CODE
Sa I I I | e AGE DOB SEX SSAN MARRIED
YES NO
. N DIAGNOSIS DATE OF O.R.
Preadmission FROGESURE SOLATION
TRIBE OF MEMBERSHIP B8LOOD QUANTUM
R e C O rd TRNSFD FROM ACUTE CARE PHYSICIAN PHONE NUMBER
PATIENT OCCUPATION EMPLOYER PHONE #

EMPLOYER ADDRESS

SPOUSE ADDRESS

MEDICARE A B OTHER MEDICARE NUMBER
DEDUCTIBLE HOSP DAYS REMAIN COINSURANCE |LIFETIME

MEDICAID NUMBER ELIG DATE EXP DATE

VETERAN YES NO BRANCH SERVICE SEPARATION DATE

COMMERCIAL INSURANCE

NAME ADDRESS

POLICY NUMBER INSUREDS NAME




Sample
Insurance
Verification
Form

Inpatient Insurance Verification Form

INSURANCE VERIFICAT

PATIENT NAME

SSAN

CXDBAN"EFKDU\LlhﬂSLﬂ%AﬁN:EIQA&AE

CARRIER NUMBER

PLAN

ITHS PROTOTYPE FORM

CARRIER ADDRESS

STATE

ZIlP

POLICY NUMBER

DEDUCTIBLE AMOUNT

GROUP NAME

CERTIFICATION NUMBER

ELIGIBILITY DATE

AUTHORIZED DAYS

SUBSCRIBER

AUTHORIZED BY

SPECIFIC SURGICAL PROCEDURE

SECOND OPINION
(f required)

SPECIAL INSTRUCTIONS

Pre—existing Conditions




CONSENTS

Implied Consent: It is assumed that patients consent for care

when appearing for appointment, or presenting to ER. No
one is coercing patient to come for treatment.

Informed Consent: Required for any surgery and nonsurgical

procedures that involve more than a slight risk of harm to the
patient, or involve the risk of a change in the patient’s body
structure. Must be explained, understood, signed, and
witnessed and becomes a part of the legal health record.

48



Medicare Part A: Release of information (AOB) should be
signed to bill. Once in a lifetime requirement, file in the
record.

Medicare Part B: Signature necessary to release clinical data.
Lifetime signature for Part A also covers Part B authorization.

Confidential |ty Private Insurance: Assignment of Benefits should be signed
every time patient admitted to hospital. File in patient claim
Release of files

Drug & Alcohol Abuse: Extreme care of confidentiality of
these records should be taken to bill these records. Release
should have specific period of time and purpose.

Information

Privacy Act: Explain to the patient, verify understanding by
the patient. Sign, date and witness and file permanently into
the Medical Record.

49




Sample forms

Examples include:

Authorization to Consent to Medical or
Dental Care

Nonbeneficiaries

Emergency Room Visit Record

50



Sample
Authorization to
Consent to
Medical or Dental

Care

anlJS_nfo should be used to authorize treatment for a minor by

individual who has been given permission by the legal guardian

i E IZATI T E AL ENT

I, the undersigned, the natural parent/legal guardian of

(NAME OF CHILD)

hereby authorize and give my full permission to the following person(s):

(NAME OF PERSON(S)

to act in my behalf to consent to any medical, surgical or dental care
deemed necessary to be rendered to my child under the general or special
supervision and upon the advice of a physician, surgeon, or dentist at

(NAME OF FACILITY)

(DATE) (NAME)

(RELATIONSHIP TO CHILD)

(WITNESS) (ADDRESS)




MERGENCY
ICIARIES

Z 3 ici ies
This form is to be used when treating non—-beneficiari

REFERRAL FOR DETERMINATION OF(N;‘E]\Ir)(i(;%I;:NEF’
and AUTHORIZATION FOR ADMISSION O

CLINICAL RECORD >
IN EMERGENCIES
DETERMINATION OF ELIGIBILITY ; 5
S NOY EUGIBLE FOR MEDICAL T ARE
THIS PATIENT
D HAS NO DOCUAMENT AR Y EVIDENCE OF ELIGIBILITY
DETERMINATION OF MEDICAL EMERGENCY
PATIENT S CONDITION REQUIRES L T8€ATamens
D NO TREATAMENT
AUTHORIZATION FOR ADAMISSION
EMERGENCY CASE
THE PATIENT NAMED BELOW 15 ACAMITTED T [ INPATIENT [J OUTPATIENT EX ARAINAN ION ATOZOK FREATMENT AS A
PURSUANT TO PUBLIC HEALTH SERVICE RECGLN ATIONS ISECTION 32 114 (SECTICN 36 14; AS AMENDED. UNDER THE FOLLOWING COMNDITION!
P = rse si &
- Symptoms. and physical findings. (If additional space is needed, use reve side

circumstances

State nature of emergency.

Nonbeneficiaries

PATIENT'S CERTIFICATION OF ABILITY TO PAY

I am financially able to pay the necessary expenses of medical care, examination and/or treatment
[J ves [ ~no

gly making or using a false certificate with the intent of de

10.00C or imprisonment for 5 years, or both (18 U.S. Code 1001).

frauding the United States

I understand that willfully and knowin
Government . is punishable by a fineof $

SIGNATURE OF APPLICANT OR REPRESENTATIVE

UTHORIZING OFFICER

APPROVED
SIGNATURE OF A
(DIRECTOR OR DESIGNATED OFFICER)

SIGNATURE OF ADAMIT TING PHYSICIANG
STATION
REGISTER NO DATE OF ADMISSION

ORCANIZATIONAL T1TLE

FPATENT SIDENTFICATION

INSTRUCTIONS Prepare in triplicate. Origin < -

ﬂf":;ﬁ-?ées 0?'&:_Ca't oRre:O"'g- gul?licale in chrognoﬁ)lg:gaﬁifg t!a-;:‘aeg\edm
ec r his des i . S

the Financial Management Si1ignee Third COPY to be forwarded to

PA—-10

HRSA-36 (Formerly HSA-36)
aas




Emergency Visit
Record

Chnic Code

[ jimerpenl Durgem DNM Emergent

s Asrival Time ::

a :
l,ns of Arival: [Jambulance [dpoice [lpov [ J1am

EMERGENCY VISIT RECORD
IHS-114 (1/89)
PL 96571 NA.

1Ses nstructions os Back of Fermi

[CJwamkea [Jother

Affil

PRIMARY PROVIDER:

OTHER PROVIDERS:

INFORMANT:

NOTIFIED: [ Jgerative [ Jeouce [Jcoromer

Entered ER by: [ JAmbulatory [ wheel chair [ Istretcher [ Carried
TEMP PULSE RESP BIP :
CHIEF - l i 1
COMPLAINT — Ce— SEtSE i) VR AR SRRt ST Pl SRR G ST <4 < srad = ——
EMERGENCY CARE GIVEN TO PATIENT PRIDR TO ARRIVAL
SUBJECT [ OBJECTIVE
LAB TESTS ( X-RAYS ORDERED AND RESULTS
STATUS PURPOSE OF VISIT | PROBLEM LIST ADDITIONS OR CHANGES
Act | 3 | o New | Rev. | CODING SECTION
RY
S ince CJ2 — eTcH ReLaTED
CAUSE: L Cla — empPiov. ReL
PROCEDURES [ TREATMENTS
TREATMENT PLAN 2
MEDICATIONS Allergies: L IJNO [CIYES M “YES.” 1o what?
R o T e S R R S| Di l!ll:
it 3 ] agme
[ vranster
i AR SO [ oischarge
[ owmee
PATIENT'S CONDITION ON DISCHARGE OR TRANSFER sz
(Jo271d___ [Jo3DPT- CJos-opv- Cliimeasies (112410 C114RUBELLA [ ]15mMUMPS Olrases [ Tema - IA’:I.
PATIENT IDENTIFICATION REVISIT e Baas
REFERRAL TO: TIME ClsvtoRre
W PCIS

<= | Purrose

INSTRUCTIONS TO
TRIBE Pﬂmr l Fﬁu].y

DA’(Ev f

HEALTH

f




ADT Application

Admission and assignment of bed

Transfers within hospital, providing
accurate census reporting

Discharge and transfer to other
facilities

BED ASSIGNMENT, TRANSFERS, DISCHARGES
BED ASSIGNMENT - e s
. . r utiliza s
i i to bed assignments is the prope z _ These nee
The main focus with respect to g tient popul at1odn e ~dmitting

in accordance with the medical needs of the pa : an
should be determined by the medical staff, the nursing staff as a reference.

¢ 3 se -
staff and should be documented for the admitting staffrhgon‘l;ed Fov an iSO1dat;g2
an

Other factors to consider are the patients sex and age. g
room should be guided by the hospital infection controc'lia%t)og(;l;""l i, e
admitting physician. Other types of patients requiring adsp;e A b thé admitting
terminal illness, etc., should have an admitting or ed because third party

hysician. The need for special rooms must be documente 4
ga:))/,ers reimburse according'ly based on whether they were deemed smtead;;‘:a'lljs(
necessary. The admitting staff, 1in coordination with t-he nursing il ,must
usually responsible for bed assignment. Procedures regarding thi 5_func.1°h a/
be established at each hospital. Those hospitals runn1ng_tr.1e.Adm1 ss1on(D1 SE a:g
Transfer (ADT) RPMS software must transfer the responsibility for this function

to the admitting office section of the Business Office.

TRANSFERS WITHIN THE HOSPITAL

Usually, a physician or nurse may request that a patient be transferred from one
room to another. Patients/families may also request a room change but Admitting
will need the consent of the physician prior to making the change. The admitting
section must be notified, in all instances, in order to document the transfer.
The hospitals running the ADT RPMS software program must establish procedures
regarding input into this system. The admitting section will be ultimately
responsible for the hospital automated 202 monthly census report that is required
by D.ivision of Program Statistics, Headquarters. The hospitals who are not
running the ADT software may wish to retain this function in the medical records
depe_lrtrpent. Hovgever‘,_ coordination between medical records, nursing and the
admitting section will need to be established to ensure accurate census

reporting.

DISCHARGES & TRANSFERS TO OTHER FACILITIES

The admitting section should be informed immediat i
nursing depal:-tment. This will enable them to ma1kae (z_.s1p;yecc*’if;-‘ie::1 Le?j1 i(;l;qrges 2% sthe
12c9?;r)g patients. The transfer of patients to other facilities ma guaments for
admitting staff to help coordinate the transfer. A pol icy shou1dyb<;nc\l,g\1/v‘le thg
5 elope

PA-22




Staffing
Requirements

Dependent on total number of
admissions including newborns.

1 admitting clerk per 1,000. part time
clerk for each additional 1,000
admissions.

11low for peak work load

3. Use maximum standards in allocating work space to %11 allow for growth.
rather than for bare minimum requirements. This wi 2 Ao

. in, to the wait
The ideal traffic pattern is from the reception desk, to check 1h. ¢ fi" oo¢ient

room Y teSt‘ athl‘I/1ntelVlew1ng area
- Py
Ub'"I tted b.y tlle “be‘ dee“

Attached is Exhibit VIIb, Patient Admissions Flow Qhart S 1 ;
Area Indian Health Service in their Business Office Implementation Plan

STAFFING REQUIREMENTS

The Business Office in hospitals operate 24 hours a day, > z
admission of emergency patients cannot be scheduled nor controlled. The majority

of admissions occur after hours creating the need for the admitting staff to be
available to process unexpected admissions.

7 days a week as the

Several admitting functions can be performed on the evening and night shift §uch
as compilation of the daily census, gathering of preadmission information,
patient registration, preparation of letters to patients, coding, etc. In Fhe
smaller facilities, however, the admitting responsibilities during the evening
and night shifts may be combined with another position as long as the incumbent
has had documented training in the admitting process. If this is the case, the
admitting staff must maintain a close 1iaison with the designated staff to ensure

that the required information is collected and the proper admitting procedures
are carried out.

In the larger hospitals it may be feasible to se
ambulatory care registration for those amb
hospitalization. The Outpatient/Emergency Room Departments may also require that
erk be located within their department to obtain the required
information. This function can be included within the admitting section’s
responsibility, however, documented training of the admitting process for the
ambulatory/emergency room registration clerks will be required by the admitting

staff.

The driving variable to adequately staff the admitting secti i

number of admitting clerks is the total number of adé%ssiggénxngﬁagge 2geguate
to the hospital. The acceptable formula published by the Quality Mana e%e tyGorns
reads that egch_hospita1 having 1000 admissions and above should prgvidn |5 S
1ea§t.1 admission clerk and a part-time admitting clerk ositi RIS at
additional 1000 admissions. Raal slon: fiondeach

The consolidation of various Business Office i -
estab1ishfng staffinq requirements. In the iﬁﬂﬁ%¥gpsf§2?¥}gigi C°1§1dereq in
yegistrat1on peghn1g1an may also be required to perform r~.dt~e Patient
insurance verification duties as well as other duties at 1glea isSTon . and
Business Office implementation. Subsequent reorganization of QE{ ghaat. of the
to occur until the correct mode of operation and adequate st F ke may need
been established. aff complement have




Equipment
Requirements

Addressograph embosser

Imprinter
Computer
Printer
Photocopier
Typewriter

ID bracelet machine

EQUIPMENT REQUIREMENTS

The actual needs, capabilities and space of the admitting section must be
assessed before deciding to purchase new equipment.

Recommended basic equipment for the admitting section is as follows:

1. Addressograph embossing equipment preferably the automated card maker that
1s compatible with the RPMS patient registration software.

2 Imprinter for use with the embossed patient identification card.

Se Computer terminal with direct input capability.

4. Printer

5 Photocopy machine located in the Business Office.

6. Typewriter

7 Typical office type furniture such as: desk, interviewing table, chairs,
telephone, etc.

B Patient identification bracelet machine.

FORMS

An inventory of the forms currently in use in each IHS Area is required in order
to facilitate consistency in data-collection by utilizing the best form and/or
developing a new form.

Prototype forms may be designed to facilitate the recording of all the necessary
information that your particular facility requires. These forms should be
reviewed periodically to ensure that only relevant information is included and
all unnecessary information eliminated. The forms utilized in this chapter are
a combination of standard Government forms and locally developed forms.




Patient
Admissions Flow
Chart

Source: Aberdeen Area Indian Health Service
Business Office Implementation Plan

SOCIAL
SECURITY

e b adh e ed

EXHIBIT VIIb.
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Chapter Five: Claims Processing
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Goals, Objectives and Expectations

Chapter Goal
o Provide reader with information necessary to generate all third party bills (claims)

Chapter Objectives
o Provide instructions for generating Medicaid claims
Provide instructions for generating Medicare claims
Provide instructions for generating Private Insurance claims
Provide instructions for tracking Private Insurance claims and payments
Provide instructions for generating Hospital and Medical Care Claims under FMCRA

(¢]

(e]

o

o

User Expectations
o How to generate a Medicaid claim for health services

o How to generate a Medicare claim for health services

o How to generate a Private Insurance claim in the manual or automated TPB system

o How to generate a claim under FMCRA

o How to use the automated “Area Office TPB Tracking System” to track Private Insurance claims and payments



Policy

It is the policy of the IHS that all eligible IHS facilities submit claims to Medicare, Medicaid and
Private Insurance for services provided to patients who have third party eligibility




Medicare and Medicaid Rules

Title IV of P.L. 94-437, Indian Health Care Improvement Act, as amended, authorizes IHS

facilities to receive payments for care provider to eligible Medicare and Medicaid patients in
these facilities

General Policy
o Section 1880 & Section 1911 of the Social Security Act authorizes IHS to participate in the Medicare and
Medicaid programs

o Section 1880 allows for billing to Medicare for covered services provided to Indian patients covered by Medicare for hospitals and
Skilled Nursing Facilities (SNF)

o Section 1911 allows the same authority for Medicaid but adds free standing ambulatory clinics and other providers

o |HCIA states that funds will be used for the purpose of making any improvements to IHS hospitals and facilities to make
improvements that allow compliance with applicable conditions and requirements to meet conditions of participations in the
Medicare and Medicaid programs and will be available to the facility for two fiscal years

General Medicare/Medicaid policy

o Covers rationale behind Medicare/Medicaid billing, facility identification and how funds are to be used
by IHS facilities



Medicare Claim Generation

Inpatient, Ambulatory Surgery and Outpatient services were billed and paid by the fiscal
intermediary, Blue Cross Blue Shield of New Mexico

Policy and Guidance
o Qutpatient billed by the Albuguerque Data Center (ADC, now NPIRS)
o Export from PCC to ADC done once a month
Outpatient billed using the per diem rate
ASC claims are billed using the published procedural groups charges Medicare

(¢]

(¢]

(¢]

Inpatient claims generated to the HCFA-1450 on a per diem basis
° |npatient reimbursement uses the DRG methodology
Although IHS does not have Medicare Part B authority, Part B must be entered into Registration

(¢]

Instructions provided on completing the UB-82/HCFA-1450 paper claim form



Medicare ASC and Federal Register
Notice

ASC’s reimbursed using one of eight groups india Health Service: Medical

o Group 1-5271 Group 5 - S585 Year 1991; Inpatient and Outpatient
Medical Care

o Group 2 - $363 Group 6 - $752 Notice is given that the Assistant
for Health, under the authority

Secretary
o Group 3 - $400 Group 7 - $812 B T A L ot

248(a) and 249(b)), has approved the

o Group 4 - $513 Group 8 - 5871 following rembursement rateefor

faullﬁu‘:pcandby‘:llchdhnm
Guidance provided on how to bill if more than s o v-srvére
Beneficiaries of Other Federal Agencies.

one procedure was provided Medicare and Medicaid Beneficiaries.
Inpatient Services Per Day; Hospital—
$414; Physician—$23.

Rates published by Medicare and provided o i e T
through “Medicare Certified Indian Health Outpstient—878 Per Vel (I

i i ” Am shall be

Service Hospital Newsletter Al e puiy stk s
in the Federal Register by the Health
Care Financing Administration.

Dated: February 4, 1991.

James O. Mason,
Assistant Secretary for Health. :
(anoammodz-m-m.wml
BILLING CODE 4180-16-M




Medicaid Claim Generation

Contains
o Medicaid billing process

o Federal Register Notice



Private Insurance
Claim Generation

Claims Process

(¢]

(¢]

(¢]

CPT and ADA codes will be utilized
Diagnosis are coded using ICD-9
Physicians required to determine level of service

Process involves using worksheets, claim forms
and RPMS

o Claims and be automatically or manually generated in RPMS

Only services provided in an IHS facility may be
billed

o Contracted providers are billed as staff providers
Reference lab is billed as if IHS provided the test

A national fee schedule will be published (by
who?) annually




(SHEET
2 7‘ [ FOF
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Definitions and Charges
Definition for Level of Service provided, with

ez(al\r;lqisilri; Emergency Room Charge $50.00
> Brief Pharmacy Dispense Fee S4.50
o Limited Standard Room and Board/Daily $260.00
° Intermediate ICC/CCU Room and Board/Daily $520.00
* Extended Operation Room Charge $250.00

(¢]

Comprehensive
Obstetric Delivery Room Charge $100.00

(¢]

Patient Types

o New vs. Established



Prototype Policy

Outpatient Claims Inpatient Claims

o Claim generated using TPB or manual system o Ensure Inpatient Worksheet is in the chart

o Ensure Authorization to Furnish Information and o Attending physician notes level of service for each visit during
AOB-PI on file the inpatient stay along with date of visit and provider initials

. . o Each consulting physician will have their own separate

° Worksheets placed in patient chart by BO Staff so worksheet and a separate bill must be submitted for their
level of service & diagnostic services can be noted services

o Physician must check LOS and sign/initial worksheet ~ ° Upon discharge, Inpatient Record Brief completed,

> ER visits must be noted in ER LOG o Record is ready to abstract for claim preparation

o Completed on Inpatient Worksheet and Ancillary Worksheet

o Bill using the Third Party Billing system or manual
system on the UB-82

° If not logged, bill as routine outpatient visit

o Pharmacy billed at actual cost to IHS plus a
dispense fee

o Manual bill added to system if not billing on the UB- Guidance provided for each type of service (i.e.’
82 or HCFA-1500 and will be used for posting Surgical, Anesthesia, R&B, OR)

° A manual bill may be typed out and submitted to the payer



Inpatient & Ancillary Worksheet for Pl

HiE

£ (INPATIE
‘PRMTE msunmc 1HS FACILITY 1HS UNIT NUMBER
bl Ko = e :
— i LR e e p
TE :%mssnou DATEOFDISCHARG
h‘. ,IM AL s
AN |[NUMBER GFDAYS
NUMBER
ey

ANCILLARY WORKSHEET FOR PRIVATE INSURANCE (INPATIENT)

DT OF SV LABORATOPY ;ESTS‘ CET CODg  TESTS | CHARGE |

FPATIEN‘T ADMISSION DATE  DISCHARGE DATE o
s Low 200ud
s v1 S R bt i ailie 32 2 ek ) 30 Tl
. Sy lantys il X L RAY 2 lfw_
SO ATy - [NO.uNITSI “UNM“ TOTAL

o

i e Ry amlltxmmqmm
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PRIVATE INSURANCE COLLECTIONS
MONTHLY REPORT
IHS
G . d d R t PRIVATE INSURANCE — MAY 1991 YTD
ulaance an €pPorts OTAL
DOLLARS
Additional Guidance BILLED
o Copy of the UB-82 manual along with each form S 99,009
locator definition
_ $ 2,497,787
o Revenue Code requirements by payer and
service $ 476,353
o Example: 21x requires number of days and may be billed to $ 470,607
Medicare, Commercial and Champus for Inpatient only ’
o BLBS Plans for Institutional billing only with plan $ 136,716
codes for each state
$ 543,350
_ $ 3,669,129
Collections Report
This report, or a similar report, will be distributed > 3,094,884
to Area Business Office Coordinators by HQ on a $ 1,185,971
monthly basis. BOCs are expected to share this
report with appropriate staff in their respective $ 653,931
Areas
$ 118,353

$12,946,090



Year-To-Date Report

PRIVATE INSURANCE BILLING REPORT FOR FISCAL YEAR 1990 (OCTOBER 1, 1989 — SEPTEMBER 30, 1990)

UNDUPLICATED NO.
INPATIENT OUTPATIENT TOTAL PATIENTS SERVED TOTAL
UNDUPLICATED
NUMBER NUMBER NUMBER SERVED
AREA DISCHARGES DAYS DOLLARS DOLLARS VISITS DOLLARS DOLLARS DOLLARS DOLLARS
SERVICE UNIT BILLED BILLED BILLED COLLECTED BILLED BILLED COLLECTED BILLED COLLECTED INPATIENT OUTPATIENT
BILLINGS
BLACKFEET
CROW
FT. BELKNAP
FT. PECK

NO. CHEYENNE

ROCKY BOY’S

WIND RIVER

FLATHEAD

TOTAL




Monthly Report

PRIVATE INSURANCE BILLING REPORT FOR FISCAL YEAR 1991

UNDUPLICATED NO.
INPATIENT OUTPATIENT TOTAL PATIENTS SERVED TOTAL
UNDUPLICATED
NUMBER NUMBER NUMBER SERVED
AREA DISCHARGES DAYS DOLLARS DOLLARS VISITS DOLLARS DOLLARS DOLLARS DOLLARS
SERVICE UNIT BILLED BILLED BILLED COLLECTED BILLED BILLED COLLECTED BILLED COLLECTED INPATIENT OUTPATIENT
BILLINGS
BLACKFEET
CROW
FT. BELKNAP
FT. PECK

NO. CHEYENNE

ROCKY BOY’S

WIND RIVER

FLATHEAD

TOTAL
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Third Party Billing System

New Third Party Billing software designed to use Patient Registration system, APC, ADT,
Pharmacy and PCC.

o Very important that the information in these systems are correct so billing information will be correct

Claims may be printed on the paper UB-82 or the 1500

Data file is generated and used for tracking at the facility by patient and third party payer
o File may be transmitted to the Area Office for tracking payments

Third Party Billing Software
o Released as Version 1.2 on May 23, 1991

o Emphasis placed on Registration data accuracy so the system will be “correct and efficient”
o Updates to the insurer file must be correctly entered

o Software manual included as part of the Rainbow Book



Area Office Tracking System

AOTS developed to track Private Insurance claims and process payments which uses data imported
from the Third Party Billing system

Policy

o [t is the policy of the IHS that the generation of private insurance bills (claims) must be separated from the
collection of pa}/ments for those claims. Private Insurance claims are generated at the facility level thus the
payments should be handled at the Area Office level

° In addition, Private Insurance claims and payments must be accounted for by individual patient

Using the system

o Receives individual claim information from each facility, matches to EOB information which provides a
tracking of bills and claims by patient and insurer

o Tracks aging of bills and payments for each provider of service, insurer and individual patient account

o Provide the logging of checks received each day and daily check transmittals for finance

o Process payment data relative to issuing and voiding refunds

o Allows for daily and monthly reconciliation with finance on check transmittals and collections by provider

o Provides information on the amount of co-payments, non-covered services and non-collectibles (write offs)



Area Office Tracking System (con’t)

System “should be run in the Area Office”
o Which functional Division will log payment checks?

o Which functional Division will log EOB information?

Area Office Third Party Billing Tracking System User Guide, Version 1.4, released July 29, 1991
o A copy of the guide is included in the Rainbow Book

Emphasis placed on developing a correct insurer file
o File developed and maintained by the Area Office for the system and all of the field facilities



Appendix: Federal Managers Financial
Integrity Act of 1982

P.L. 97-255 -- (H.R. 1526) Federal Managers Financial Integrity Act of 1982 September 8, 1982
An Act to amend the Accounting and Auditing Act of 1950 to require ongoing evaluations and reports of the adequacy of the systems of internal accounting and administrative
control of each executive agency, and for other purposes.

Be it enacted by the Senate and House of Representatives of the United States of America in Congress assembled,

Sec.1. This Act may be cited as the "Federal Managers' Financial Integrity Act of 1982".
Sec.2. Section 113 of the Accounting and Auditing Act of 1950 (31 U.S.C.66a) is amended by adding at the end thereof the following new subsection:

(d) (1) (A) To ensure compliance with the requirements of subsection (a)(3) of this section, internal accounting and administrative controls of each executive agency shall be
established in accordance with standards prescribed by the Comptroller General, and shall provide reasonable assurances that --
(i) obligations and costs are in compliance with applicable law
(ii) funds, property, and other assets are safeguarded against waste, loss, unauthorized use, or
misappropriation; and
(iii) revenues and expenditures applicable to agency operations are properly recorded and accounted for to permit the preparation of accounts and reliable financial and
statistical reports and to maintain accountability over the assets.

(B) The standards prescribed by the Comptroller General under this paragraph shall include standards to ensure the prompt resolution of all audit findings.
(2) By December 31, 1982 the Director of the Office of Management and Budget, in consultation with the Comptroller General, shall establish guidelines for the evaluation by
agencies of their systems of internal accounting and administrative control to determine such systems' compliance with the requirements of paragraph (1) of this subsection.
The Director, in consultation with the Comptroller General, may modify such guidelines from time to time as deemed necessary.




Appendix: Federal Managers Financial
Integrity Act of 1982 (con’t

(3) By December 31, 1983, and by December 31 of each succeeding year, the head of each executive agency shall, on the basis of an evaluation conducted in accordance with
guidelines prescribed under paragraph (2) of this subsection, prepare a statement --

(A) that the agency's systems of internal accounting and administrative control fully comply with the requirements of paragraph (1); or
(B) that such systems do not fully comply with such requirements.

(4) In the event that the head of an agency prepares a statement described in paragraph (3)(B), the head of such agency shall include with such statement a report in which any
material weaknesses in the agency's systems of internal accounting and administrative control are identified and the plans and schedule for correcting any such weakness are
described.

(5) The statements and reports required by this subsection shall be signed by the head of each executive agency and transmitted to the President and the Congress. Such
statements and reports shall also be made available to the public, except that, in the case of any such statement or report containing information which is --

(A) specifically prohibited from disclosure by any provision of law; or

(B) specifically required by Executive order to be kept secret in the interest of national defense or the conduct of foreign affairs, such information shall be deleted prior to
the report or statement being made available to the public".

Sec.3. Section 201 of the Budget and Accounting Act, 1921 (31 U.S.C.11), is amended by adding at the end thereof the following new subsection:

(k) (1) The President shall include in the supporting detail accompanying each Budget submitted on or after January 1, 1983, a separate statement, with respect to each
department and establishment, of the amounts of appropriations requested by the President for the Office of Inspector General, if any, of each such establishment or
department.

(2) At the request of a committee of the Congress, additional information concerning the amount of appropriations originally requested by any office of Inspector General, shall
be submitted to such committee".

Sec.4. Section 113(b) of the Accounting and Auditing Act of 1950 (31 U.S.C.66a(b)), is amended by adding at the and thereof the following new sentence: "Each annual
statement prepared pursuant to subsection (d) of this section shall include a separate report on whether the agency's accounting system conforms to the principles, standards,
and related requirements prescribed by the Comptroller General under section 112 of this Act.".




Additional Attachments

FMCRA Guide

Attorney General’s Regulations
o PL 87-693, September 25, 1962

o To provide for the recovery from tortuously liable third persons of the cost of hospital and medical care
and treatment furnished by the United States

FORMS




Forms

OEPARTMENT OF MEALTH, EDUCATION, AND WELFARE

PUBLIC MEALTH SERVICE

O PATIH
[ Thied Parry Cane - v :":"'
e S—
. muqaaumhmm-nmn«hb‘nanhm-lm
st ehe enpense of the Uniced States G may have reswlied from the syl of one
o0 mave hiod pamien. U ehis i the cone, the Uniced Scaten in entitled co recover the cost of
&-ﬁumhﬁmummﬂchmlohya“dn
 PeMic Law 87465N42 US.C. 2631-2633).

| YOUARE NERESY REQUESTED,

OEPANTMENT OF HEALTH, EDUCATION, AND WELFARE

FURLC HEALTR SEACE
REPORT ON DISCHARCE

81



Additional Forms

ol

-0 IS TRUCTIONS T Thid Pacry Lishiling Cone
V. a4 NONSERVICE 'ACI.I“(S

1. The aetached foem PHSAITH, THIRD PARTY REPORT, shauld b :-ﬁdm
Ao indaomation collad for in 1endily svailable recands or wiher
Tegon o " easmatiag ollice wakia 48 e luum
Ee Form PHS-4206, NOTICE TO PATIENT, and PHS4685, AGREEMENT TO ASSIGN CLAIM UPON
REQUEST, showld be given o the patienr. I the the patiens wishen 19 execwe e Foom PHS- 4685,
in yout faciliey and the foem shauld be rerursed w
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Picture It...

Imagine coming into the newly created business office and you are getting ready to bill. You:
o Run a claims listing report to get a list of claims to bill
o Mark off the claims that are orphans generated too soon
o Place a request with your File Clerk to pull charts from Medical Records
o If no file clerk, you pulled your own charts

o Review the superbill or charge sheet to view the charges marked

o Continue to scan the chart to review procedures and look for other services provided to the patient that are billable
o Add charges and ensure diagnosis is accurate and complete
o Approve claims print transmittal listing
° Print claims
o Sort claims by payer and mail
o Checks received. Yay!



Chapter Six: Quality Improvement




Chapter 6 Goals,
Objectives, &
User
Expectations

CHAPTER GOALS

The GOALS of this chapter are:

1.

2.

Upon completing the chapter on CONTINUOUS QUALITY IMPROVEMENT, it
that the user will know:

1=

To provide continuous quality improvement concepts that include a
prototype monitoring system for the (IHS) Business Office.

To provide current IHS required internal reporting policies qu Medicare;
Medicaid; private insurance; and for the annual plan of correction for use

of Medicare and Medicaid funds.
CHAPTER OBJECTIVES

To ensure that continuous quality improvement concepts are incorporated
into all levels of the IHS Business Office system.

To clearly identify the requirements of the IHS internal reporting system.

To describe the three-tier system assessment conducted by the Service
Unit, Area Office, and IHS Headquarters.

To promote the philosophy of continuous improvement which assumes that

attention to quality must be a day-to-day pervasive activity in all
aspects of Business Office operations.

USER EXPECTATIONS

is expected

HOW TO identify the important aspects of service and functions of the IHS
Business Office.

HOW TO identify the indicators wused to monitor the quality and

appropriateness of the important aspects of services and functions of the
Business Office.

HOW TO evaluate the quality and appropriateness of services and functions
of the Business Office.

HOW TO compIeggf b }H§ required reborts for internal control regarding
Medicare; Medicaid; private insurance; and the annual plan of correction
for the use of M&M funds. ,




Responsibilities
of the Business
Office

Step by step identifiers;

Continuous quality improvement must
be day-to-day, pervasive activity for
Business office operations.

TIES
SERVICE UNIT CONTINUOUS QUALITY IMPROVEMENT RESPONSIBILI
IN THE BUSINESS OFFICE

a1l aspects of

In concert with the implementation of the IHS Business Off1ce’-tion At every
designing a new management system have been taken into C0P51d?ra eﬁent system
level attention has been made to include continuous quality Tmpr:v’bute to its
concepts into each Business Office process. These processes con r1cting e
operational objectives to make it self-monitoring, self-corre >

self-directing through:
the development of a mission statement;

the determination of functions and objectives that clearly desg;?ggsvhat
the IHS is attempting to accomplish by establishing Business O 1 >
the development of prototype position descriptions and evaluation
statements;

the development of standards of performance that clearly state what
expected at each level of the Agency;

the development of written policies that govern the Business Office and
the procedures by which managers will be held accountable;

information to successfully

is

the commitment to provide managers timely
manage the system;

an organization chart delineating authority and responsibility;

defining cross-functional elements and organizational linkages to other
related department, programs, and functions;

stating specific organizational relationships between Medic
the Business Office; al Records and

the creation of a computerized third party billing system;
the establishment of patient admitting offices;

patient eligibility criteria;

patient registrat guidelines;

the provisio 1 as p AP R :



Business Office
Monitoring and
Evaluation Process
and Compliance

BUSINESS OFFICE MONITORING AND EVALUATION PROCESS

3 X Assign responsibility;
2= Delineate scope of work;

3T Identify important aspects of Business Office operations;

4. Identify indicators related to these aspects of Business Office
operations;

< Establish threshold for evaluation related to the indicators;

6. Collect and organize data;

Evaluate specific Business Office operations when thresholds are

reached;

8. Take actions to improve performance/products;
9. Assess the effectiveness of the actions and document improvement; and,
10 Communicate relevant information through appropriate channels.

In addition to the above, the IHS Business Office must be given the
opportunity to be the best it can become because of its direct bearing on the
of revenue from third party

resources. To do this the Business Office must comply with appropriate JCAHO

standards which impact accreditation, HCFA certification, and/or other

permanent licensure; IHS Headquarters and Area Office reviews; and other
quality of services Provided by the

approved groups that will enhance the 1
Business Office according to federal, national, and/or professional standards.




MONITORING SYSTEM FOR BUSINESS OFFICE IMPLEMENTATION

The i i i resented on the next few pages may be utilized
monitoring system that is p & eIty asid ce1f-assessment

ES III | by both the IHS area office and service uni S 3
Ea F) EE guide in the self-monitoring and self-correcting and self-directing process.

hich is used b IHS surveyors to assess and report Tevels
Tt ands & 4 the numbers 1 through 5

Monitoring System irveyors
of compliance with standards, contains siX rankings -
and NA (not applicable). An explanation of the scale follows:
IHS-managed service unit

for Business Office 1. SUBSTANIIAL COMPLIANCE. indicates that the INS-maneged servico unit, .

||I|F)|EEIIIEEr]tEat|C)r] 2. SIGNIFICANT COMPLIANCE, indicates that the IHS-managed servicg :
unit/facility meets most provisions of the required characteristic.

= Yo PARTIAL COMPLIANCE, indicates that the IHS-managed service unit meets
some provisions of the required characteristic.

4. MINIMAL COMPLIANCE, indicates that the IHS-managed service unit/facility
meets few provisions of the characteristic.

Results tabulated according to these
values

5 NONCOMPL IANCE, indicates that the IHS-managed service unit/facility
fails to meet the provisions of the required characteristic.

NA - NOT APPLICABLE, indicates that the required characteristic does not

apply to the IHS-managed service unit/facility.




Each dept area

Subject to CQl reviews at SU,
Departmental, Area, HQ level

Standard Organization (Service Unit)
Registration (to include Productivity)
PBC

Patient Admissions

Area Office

HQ: Review of Area Offices (assure SU compliance to CQl
concepts in establishment of the Business Office), as
well as;

Executive Program Review (in relation to the Business
Office)

Claims Processing

90



Area Office CQl
Responsibilities

AREA OFFICE CONTINUOUS QUALITY IMPROVEMENT
RESPONSIBILITIES IN THE BUSINESS OFFICE

The area office assists the service unit business office by assertively
p1anning for a system of monitoring in support of continuous quality
Tmprovement processing and by their participatory role in overall JCAHO

accreditation and/or other types of certification and/or licensure as
required.

Most area offices employ a program specialist for clinical and auxiliary
programs operated by the service units in their Area. The persons fulfilling
this role for service unit business offices are the designated Area
coordinators. The Area coordinators work closely with the service unit
business offices to assist them in designing programs that will be
self-monitoring, self-correcting, and self-directing, by

1€ developing their internal capacities to ensure and enhance continuous
quality improvement;

2 by promoting compliance with the standards established by JCAHO, IHS or
other recognized licensing or accrediting bodies; and

< 355 by institutionalizing and maintaining business office standards in the
day-to-day operations of the program.

The business office participates service in the overall JCAHO accreditation
process specifically under sections such as:

J&s Governing Body;

2- Management and Administrative Services.
The area office also con
adopted, or if stanc

Judgments of e:
office in co

ducts an external review usi

S

ng the standards that IHS has
ted, using the professional
t the_service unit business




E
THE ROLE OF THE AREA COORDINATOR IN THE IHS BUSINESS OFFIC
- ssS O‘Ff'i ce
technical consultant to all service unit/facility busine
to all

Serves as the
man g -
agers c€oncerning all third party billing and collections.
c in
nsultant to the Area Director on all policy issues velasiny

Serves as a co

business office operations.
: ctions-
Conducts On-site reviews and audits of service unit business o

Must keep abreast of new policy changes relative to Title 18 and 19.
% i in
implementation of all third party bEldang

Provides technical assistant for

Procedures and processes.
F 1
cal assistance for correction actions of problems refative to o
and

Provides techni
third party billing procedures.
service unit/facilities and develops

Iden?ifies training needs of IHS
provides training/workshops to meet these needs.
Evaluates business office pro i kin third party
gram effectiveness by tracking |
ring in all IHS service units/facilities to ass¥re
if disruption appears, assess reason Tor
ded appropriate

C dinator
reimpursement activity occur
no d1sryption in revenue. However,
disruption and advises service unit/facility managers on recommen

action.

Identifies business office objectives and organizational needs for individual
service unit/facilities and provide recommendations to facilitate changes.
but is not Timited to,

Implements internal control measures throughout the area for accountability and
This includes,

management of accounts receivable systems.

providing appropriate interaction between financial management and the business

office.

Provides intervention and corrects information on trans-area and/or inter-service

inconsistency in critical RPMS data, (i.e., social security number,
etc.) fields.

unit
medicare/medicaid/private insurance eligibility,
Coordinates

Serves as subject matter coordinator for RPMS billings module, RPMS patient
appropriate.

and assures

and others as

registration module,
transmission of data.

ADT admitting/discharge transfer.
Researches, develops and maintains current (up-to-date
available through private/charity foundations, i.e.
Hospital, March of Dimes, St. Judes, etc.

) 1i§t of resources
Shriners, Deborah




Role of the Area
Coordinator
(Cont.)

Develops/presents annual training seminars to area business office
personnel (23 sites). Also regional training on an as needed basis.

Interfaces with CHS staff closely as both programs utilize common RPMS
data bases i.e. patient registration, provider file, vendor file, etc. and
must rely on common alternate resource eligibility information.

Manage§ patient registration systems data integrity including all
reporting i.e quality improvement, etc.

Works with DHHS regional offices and state and county agencies to identify
resources available, eligibility criteria, funding, changes in
registration, etc.

Develops and implements managed care concepts in all areas of business
office and third party, i.e. CQI, reviews, provider compliance, PRO
activities, etc.

Works closely with Data Processing Service Branch in ABQ to reconcile the
Part B Medicare claims processing and to recommend program changes update
edits, etc. to enhance the Part B automated program with the goal of
reducing the Part B claim denial rate.




Headquarters CQl
Responsibilities in
the Business Office

HEADQUARTERS QUALITY IMPROVEMENT RESPONSIBILITIES IN THE BUSINESS OFFICE

Headquarters provides the area offices and service units the support and guidance
they need to set and meet their business office continuous quality improvement
(CQI) goals which have been built into every aspect of the business office.

In order to make certain that area offices are meeting their CQI responsibilities
to the service units in the Area, two types of reviews will be conducted:

4 C

Review of business offices on an Areawide basis - the main purpose of this
review is to assess and 1improve the Area office’s capacity to assure
S?FVice unit compliance to CQI concepts in the establishment of business
o ices.

Executive Program Reviews - the main purpose of this review is to review
and improve the Area’s overall strategy for assuring the quality of the
facilities and programs within the Area, in this instance in relation to
the business office.



Internal Reports

INTERNAL REPORTS

Reporting is a function of the service unit facility, area office and IHS
headquarters. Reports are required and are generated at all levels. This
activity is necessitated from a management standpoint so all levels of Fhe
organization can be informed as to the progress of the business office relative
to claims generation, resources collected, and of the utilization of such
collections. The required reports flow in all directions, i.e. service unit, area
office, IHS headquarters and vice versa. Timely reports and required responses
demonstrate both professional courtesy and legal awareness.

Each level of business office management must identify and establish the type of
report requirements needed on a continuous basis. A1l reports should include the
following minimum components.

352 Identification of the origin of required reports by Service Unit, Area,
IHS Headquarters

27 Expected data of response

3. Subjects include but not limited to

Monthly and Annual Activity Reports
Staff Productivity levels
Area Tracking System
Outcome Levels
Maximum billing
Maximum collections
Reconciliation process
Billing vs. Collections

4. -Purpose
55 -Format

-Generated by



Internal
Reporting:
Headquarters
Requirements

INTERNAL REPORTING: HEADQUARTERS REQUIREMENTS =
= documen
rters requirement 1° ton regards

The purpose for internai reporting per Headqua d spending activities i

and monitor Medicare and Medicaid collections an
to appropriate Jlaws and regulations.

Medicare:
: : Total as _
4. A monthly report of collections by Service U";__t :,ncéaAcrheaArea due in IHS
is required ro 4 of the month.

well as a year to date report
Headquarters no later than five days after tbe enda Fovit
to each Service Unit fo

This report should also be sent v . : :
information (see sample report Medicare/Medicaid Collections)
nual Plan of Correction for

2 Each service unit is required to develop an Ann s ing of
the Use of Medicare/Med?caid Funds. This Plan is due at the biﬂ:?€1p$ans
the Fiscal Year. Each Area must transmit all of the service e T ater
in one package plus provide an Area summary to IHS.Headquartersd Lo
§h$? October 15. The instructions and plan format is attached and m

o owed.

heir

Area is required to report annually on the actual

S Each service unit and
This report is due in IHS headquarters,

use of Medicare/Medicaid funds. :
December 15. The Area is required to summarize the service unit reports
as well as send a copy of each individual service unit report.
Instructions, required forms, and samples of reports are included. The
finance report SHR 111 M should be used as the source document for the
finance data.




Summary

=  We reviewed the national roll-out of Indian Health Service Business Office 1992. Many
memories were brought forward as we remembered 30 years ago.

= Throughout history, a good plan is adaptable over time. Equipment to accomplish the task
may be more efficient, streamlined, modernized. Good processes change very little. For
example, we still need to collect demographics, correct billing information, communication
details, POV and triage, visit information, correct coding information, correct documentation,
correct billing charges, correct payment, correct adjustments. The process was outlined 30
years ago and has changed very little.

= We started out with zero collections, we are now at the 2-billion dollar milestone; has our
process changed? Not really, we started with a GREAT process, and although we have become
more efficient with technology, the process remains essentially the same. Electronic claims
submission, receiving electronic payment and remittance advices, we even no longer manually
post those millions of dollars. We are much more efficient at collecting those 2-billion dollars.



Summary (continued)

= Are we through, finished, all good? We can relax and continue to collect? What was the
saying in 19927 NOT!

= Now we begin the rebranding......

= Take everything to the next level!







