
Indian Health Service 
IHS Revenue Cycle 
History – Rainbow Book 
LESLIE REECE 

BEMIDJI AREA BOC 

AUGUST 22-24, 2023

RAHO ORTIZ 

DIRECTOR, DBOE 

ADRIAN LUJAN 

IT SPECIALIST 

 



1992 
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First Motorola Flip Phone - 1992 

Bill Clinton wins 
1992 Presidential 
Election 

Goosebump series by R. L. Stine is 
released 

Mall of America 
Opens - 1992 



Slang terms - 1992: 
Talk to the hand! 

As if! 

Booyah! 

Not! 

Aiight! 

Whatever! 

Sup 

You go, girl! 
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Country Music and Line Dancing 
Billy Ray Cyrus:   Achy Breaky Heart 

Brooks and Dunn:   Boot Scoot’in Boogy 

Entertainer of the year:   Garth Brooks 
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INTERACTIVE 
WHAT  WERE  YOU DOING  IN  1992?  
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Leslie - 1992 
CBO Manager-St. Luke’s Health System 

Adopted 2 children 3months apart, one 5 year old girl and 1 baby boy:   Black Hills Camping Trip 
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Now 
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Adrian 
THEN: JUNIOR IN HIGH SCHOOL NOW: ?? 
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Business 
Office?1? 

HUH? 



Raho 
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Audience time: 

Does anyone want to share what was happening in 1992? 

What were you doing? 
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RAINBOW BOOK 
BUSINESS  OFFICE  MANUAL  

12



13 

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 
Chapter Six:   Quality Improvement 



Training Tapes 
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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 



Official “WORD” 
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Creation of the Business Office - FY1992 

First Edition:   
IHS BUSINESS OFFICE MANUAL 

“HOW TO” 



Update Schedule 
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FEES 
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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 



Chapter One: ORGANIZATION 
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Organization 
Chart 
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Staffing 
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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 
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Staffing/Scheduling 
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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! 
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Marketing the 
Business Office 
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The Creation of the term” 
“Rainbow Book” 



Marketing p2 
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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 
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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 
◦ User Manual 
◦ Flow Charts: Outpatient, ER and Dental 
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Outpatient 
Visit 
Flowchart 



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 

30 



31 

Chapter Three: Patient Benefits 
Coordination 



Patient Benefits 
Coordination 
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CHAPTER GOAL 

CHAPTER OBJECTIVES 

USER EXPECTATIONS 



Patient Benefits 
Coordination 
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This emphasizes that PBC is vital component of the IHS claims 
management system. 

GOAL =   is to provide on-site, a qualified person prepared with in-depth 
knowledge and experience of third-party alternate resources who has the 
ability to successfully communicate with staff, patients, and 
representatives of alternate resource agencies. 

The success of the IHS claims management system depends on the joint 
effort among service unit management, beneficiaries, and third-party 
alternate resources. 



Patient Benefits 
Coordination Flowchart 
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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. 



Patient Benefits 
Coordination Local Policy 
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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, its responsibility to provide accurate information to staff, 
beneficiaries, and alternate resource agencies, and its obligation 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. 



Patient Benefits 
Coordination & PRC (CHS) 

36 

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. 



Identification 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. 

37 



Medicare and 
Medicaid: 
Medicare Eligibility 
and Enrollment – 
Part A 
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Medicare and 
Medicaid: 
Medicare Eligibility 
and Enrollment – 
Part B 

39 



Qualified 
Medicare 
Beneficiaries 
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Medicare and 
Medicaid: Workers 
Compensation, 
CHAMPUS, and 
CHAMPVA 
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Chapter Four: Patient Admissions 



Chapter 4: 
Patient 
Admissions 
Table of Contents 
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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.   
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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. 
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Sample 
Preadmission 
Record 
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Sample 
Insurance 
Verification 
Form 
Inpatient Insurance Verification Form 
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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 



Confidentiality 

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. 

Private Insurance:  Assignment of Benefits should be signed 
every time patient admitted to hospital.   File in patient claim 
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.   

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

Release of 
Information 
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Sample forms 
Examples include:   

Authorization to Consent to Medical or 
Dental Care 

Nonbeneficiaries 

Emergency Room Visit Record 
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Sample 
Authorization to 
Consent to 
Medical or Dental 
Care 

51 



Nonbeneficiaries 
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Emergency Visit 
Record 
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ADT Application 
Admission and assignment of bed 

Transfers within hospital, providing 
accurate census reporting 

Discharge and transfer to other 
facilities 



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. 
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Equipment 
Requirements 
Addressograph embosser 

Imprinter 

Computer 

Printer 

Photocopier 

Typewriter 

ID bracelet machine 
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Patient 
Admissions Flow 
Chart 
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Chapter Five: Claims Processing 



2003 Directors 
Award 
National Business Office Coordinators 
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Goals, Objectives and Expectations 
Chapter Goal 

◦ Provide reader with information necessary to generate all third party bills (claims) 

Chapter Objectives 
◦ 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 

User Expectations 
◦ How to generate a Medicaid claim for health services 
◦ How to generate a Medicare claim for health services 
◦ How to generate a Private Insurance claim in the manual or automated TPB system 
◦ How to generate a claim under FMCRA 
◦ How to use the automated “Area Office TPB Tracking System” to track Private Insurance claims and payments 
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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 
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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 
◦ Section 1880 & Section 1911 of the Social Security Act authorizes IHS to participate in the Medicare and 

Medicaid programs 
◦ Section 1880 allows for billing to Medicare for covered services provided to Indian patients covered by Medicare for hospitals and 

Skilled Nursing Facilities (SNF) 
◦ Section 1911 allows the same authority for Medicaid but adds free standing ambulatory clinics and other providers 

◦ IHCIA 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 
◦ Covers rationale behind Medicare/Medicaid billing, facility identification and how funds are to be used 

by IHS facilities 
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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 
◦ Outpatient billed by the Albuquerque Data Center (ADC, now NPIRS) 

◦ 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 
◦ Inpatient 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 
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Medicare ASC and Federal Register 
Notice 
ASC’s reimbursed using one of eight groups 

◦ Group 1 - $271 Group 5 - $585 

◦ Group 2 - $363 Group 6 - $752 
◦ Group 3 - $400 Group 7 - $812 

◦ Group 4 - $513 Group 8 - $871 

Guidance provided on how to bill if more than 
one procedure was provided 

Rates published by Medicare and provided 
through “Medicare Certified Indian Health 
Service Hospital Newsletter” 
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Medicaid Claim Generation 
Contains 

◦ Medicaid billing process 

◦ Federal Register Notice 
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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 
◦ Claims and be automatically or manually generated in RPMS 

◦ Only services provided in an IHS facility may be 
billed 
◦ 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 
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Definitions and Charges 
Definition for Level of Service provided, with 
examples 

◦ Minimal 
◦ Brief 
◦ Limited 

◦ Intermediate 

◦ Extended 
◦ Comprehensive 

◦ Patient Types 
◦ New vs. Established 

STANDARD FACILITY CHARGES 

Emergency Room Charge $50.00 

Pharmacy Dispense Fee $4.50 

Standard Room and Board/Daily $260.00 

ICC/CCU Room and Board/Daily $520.00 

Operation Room Charge $250.00 

Obstetric Delivery Room Charge $100.00 
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Prototype Policy 
Outpatient Claims 

◦ Claim generated using TPB or manual system 

◦ Ensure Authorization to Furnish Information and 
AOB-PI on file 

◦ Worksheets placed in patient chart by BO Staff so 
level of service & diagnostic services can be noted 

◦ Physician must check LOS and sign/initial worksheet 
◦ ER visits must be noted in ER LOG 

◦ If not logged, bill as routine outpatient visit 

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

◦ Manual bill added to system if not billing on the UB-
82 or HCFA-1500 and will be used for posting 
◦ A manual bill may be typed out and submitted to the payer 

Inpatient Claims 
◦ Ensure Inpatient Worksheet is in the chart 

◦ Attending physician notes level of service for each visit during 
the inpatient stay along with date of visit and provider initials 

◦ Each consulting physician will have their own separate 
worksheet and a separate bill must be submitted for their 
services 

◦ Upon discharge, Inpatient Record Brief completed, 
◦ Record is ready to abstract for claim preparation 

◦ Completed on Inpatient Worksheet and Ancillary Worksheet 

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

Guidance provided for each type of service (i.e., 
Surgical, Anesthesia, R&B, OR) 
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Inpatient & Ancillary Worksheet for PI 
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Guidance and Reports 
Additional Guidance 

◦ Copy of the UB-82 manual along with each form 
locator definition 

◦ Revenue Code requirements by payer and 
service 
◦ Example: 21x requires number of days and may be billed to 

Medicare, Commercial and Champus for Inpatient only 

◦ BLBS Plans for Institutional billing only with plan 
codes for each state 

Collections Report 
This report, or a similar report, will be distributed 
to Area Business Office Coordinators by HQ on a 
monthly basis. BOCs are expected to share this 
report with appropriate staff in their respective 
Areas 

PRIVATE INSURANCE COLLECTIONS 
MONTHLY REPORT 

IHS 

PRIVATE INSURANCE – MAY 1991 YTD 

TOTAL 
DOLLARS 

BILLED 

TOTAL 
DOLLARS 

COLLECTED 

ABERDEEN $         99,009 $         51,354 

ALASKA $   2,497,787 $   1,177,330 

ALBUQUERQUE $      476,353 $      259,007 

BILLINGS $      470,607 $      225,359 

BEMIDJI $      136,716 $        43,443 

NASHVILLE $      543,350 $      138,145 

NAVAJO $   3,669,129 $   1,397,852 

OKLAHOMA $   3,094,884 $   1,451,692 

PHOENIX $   1,185,971 $      272,211 

PORTLAND $      653,931 $      114,250 

TUCSON $      118,353 $        42,205 

TOTAL $12,946,090 $ 5,172,818 
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Year-To-Date Report 

INPATIENT OUTPATIENT TOTAL 
UNDUPLICATED NO. 
PATIENTS SERVED TOTAL 

UNDUPLICATED 
SERVED AREA 

SERVICE UNIT 

NUMBER 
DISCHARGES 

BILLED 

NUMBER 
DAYS 

BILLED 
DOLLARS 

BILLED 
DOLLARS 

COLLECTED 

NUMBER 
VISITS 
BILLED 

DOLLARS 
BILLED 

DOLLARS 
COLLECTED 

DOLLARS 
BILLED 

DOLLARS 
COLLECTED INPATIENT OUTPATIENT 

BILLINGS 

BLACKFEET 

CROW 

FT. BELKNAP 

FT. PECK 

NO. CHEYENNE 

ROCKY BOY’S 

WIND RIVER 

FLATHEAD 

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



Monthly Report 
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PRIVATE INSURANCE BILLING REPORT FOR FISCAL YEAR 1991 __________________________________________ 

INPATIENT OUTPATIENT TOTAL 
UNDUPLICATED NO. 
PATIENTS SERVED TOTAL 

UNDUPLICATED 
SERVED AREA 

SERVICE UNIT 

NUMBER 
DISCHARGES 

BILLED 

NUMBER 
DAYS 

BILLED 
DOLLARS 

BILLED 
DOLLARS 

COLLECTED 

NUMBER 
VISITS 
BILLED 

DOLLARS 
BILLED 

DOLLARS 
COLLECTED 

DOLLARS 
BILLED 

DOLLARS 
COLLECTED INPATIENT OUTPATIENT 

BILLINGS 

BLACKFEET 

CROW 

FT. BELKNAP 

FT. PECK 

NO. CHEYENNE 

ROCKY BOY’S 

WIND RIVER 

FLATHEAD 

TOTAL 



2000 RPMS 
TPB/AR 
Development 
Team 

74 



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

◦ 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 
◦ File may be transmitted to the Area Office for tracking payments 

Third Party Billing Software 
◦ Released as Version 1.2 on May 23, 1991 
◦ Emphasis placed on Registration data accuracy so the system will be “correct and efficient” 

◦ Updates to the insurer file must be correctly entered 

◦ Software manual included as part of the Rainbow Book 
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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 
◦ It is the policy of the IHS that the generation of private insurance bills (claims) must be separated from the 

collection of payments 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 
◦ Receives individual claim information from each facility, matches to EOB   information which provides a 

tracking of bills and claims by patient and insurer 
◦ Tracks aging of bills and payments for each provider of service, insurer and individual patient account 
◦ Provide the logging of checks received each day and daily check transmittals for finance 
◦ Process payment data relative to issuing and voiding refunds 
◦ Allows for daily and monthly reconciliation with finance on check transmittals and collections by provider 
◦ Provides information on the amount of co-payments, non-covered services and non-collectibles (write offs) 
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Area Office Tracking System (con’t) 
System “should be run in the Area Office” 

◦ Which functional Division will log payment checks? 

◦ Which functional Division will log EOB information? 

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

Emphasis placed on developing a correct insurer file 
◦ File developed and maintained by the Area Office for the system and all of the field facilities 
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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. 
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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.". 
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Additional Attachments 
FMCRA Guide 

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

81 



Additional Forms 
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Forms (last page) 
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Picture it… 
Imagine coming into the newly created business office and you are getting ready to bill. You: 

◦ Run a claims listing report to get a list of claims to bill 
◦ Mark off the claims that are orphans generated too soon 

◦ Place a request with your File Clerk to pull charts from Medical Records 
◦ If no file clerk, you pulled your own charts 

◦ Review the superbill or charge sheet to view the charges marked 
◦ Continue to scan the chart to review procedures and look for other services provided to the patient that are billable 

◦ Add charges and ensure diagnosis is accurate and complete 
◦ Approve claims print transmittal listing 

◦ Print claims 
◦ Sort claims by payer and mail 
◦ Checks received. Yay! 
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Chapter Six: Quality Improvement 



Chapter 6 Goals, 
Objectives, & 
User 
Expectations 
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Responsibilities 
of the Business 
Office 
Step by step identifiers; 

Continuous quality improvement must 
be day-to-day, pervasive activity for 
Business office operations. 
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Business Office 
Monitoring and 
Evaluation Process 
and Compliance 
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Sample 
Monitoring System 
for Business Office 
Implementation 
Results tabulated according to these 
values 
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Each dept area 

Standard Organization (Service Unit) 

Registration (to include Productivity) 

PBC 

Patient Admissions 

Area Office 

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

Claims Processing 

Subject to CQI reviews at SU, 
Departmental, Area, HQ level 
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Area Office CQI 
Responsibilities 
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The Role of the 
Business Office 
Coordinator 
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Role of the Area 
Coordinator 
(Cont.) 
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Headquarters CQI 
Responsibilities in 
the Business Office 
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Internal Reports 
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Internal 
Reporting: 
Headquarters 
Requirements 
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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. 
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Summary (continued) 
▪ Are we through, finished, all good?   We can relax and continue to collect?   What was the 

saying in 1992?    NOT! 

▪ Now we begin the rebranding…… 

▪ Take everything to the next level! 

98 



99


