Finance a4 291

SECTION 4

Establishing Patient Fees

The previous section described the process by which the retail transport price
of providing ambulance services is calculated. While no further explanation would
be needed il all transports were charged at the same rate, in reality most services
have varying rate schedules depending on the type of transport (for example, ALS
or BLS), and use different methods for charging patients,

Two examples of different ambulance service billing methods are the all-
inclusive or flat-fee structure—in which all patients are charged the same amount—
and itemized billing, the laundry list approach in which every supply item used
and treatment performed is listed. Somewhere between these two extremes is the
billing process used by most services,

Developing a Rate Structure

While it is inappropriate for a service to set the amount of its charges ac-
cording to how much Medicare will reimburse, it is beneficial (o determine fiow
to charge based upon which items and amounts the local Medicare carrier will
reimburse. Significant differences in reimbursement levels may exist for provid-
ing the same services in different regions, depending on how the rates are struc-
tured and coded for Medicare filing. Also, since Medicare does not reimburse for
all supplies and treatments, it is necessary to determine whether it is worthwhile
to bill patients for items that will not be reimbursed by Medicare or are not coy-
ered. Covered services vary from one area to another. In some areas, Medicare
will reimburse for night calls, while in others no such provision exists.

Medicare classifies ambulance transportation as non-emergency, emergency
and ALS. Within these categories, particularly ALS, it allows for three methods
of billing charges: all-inclusive, all-inclusive with non-reusable supplies billed sepa-
rately, and ALS base rate plus all supplies. Obviously, revenue can be improved
if the billing most advantageous under Medicare is selected, since 30 percent to
50 percent of the patients transported by an ambulance service are likely (o be
Medicare beneficiaries. However, since it is illegal to charge Medicare patients at
different rates than other payers, the rate structure selected through this process
should be used for all patients, not just those eligible for Medicare. The reim-
bursement amounts can be obtained from the service’s Medicare carrier.

The two primary charges for which Medicare reimburses are the base rate
and mileage. These two items should represent the major income sources for the
service. Often the all-inclusive or all-inclusive with non-reusable supplies billed
separately categories offer the greatest Medicare reimbursement opportunities. All-
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prescheduling non-emergeney transports because this allows more elficient sched-
uling of the ambulance crews.

Special services

Many ambulance services provide and charge for special activitics that are
not classified as either emergency or non-emergency ambulance transports. Among
these activities are standbys for special events (for example, football games, races,
concerts, parades and so on), intensive care transports, long-distance transports,
wheelchair transportation and other activities.

Pricing for special services must be established based on costs, and it must
include a contribution to the financial strength of the organization. It must also be
undertaken cautiously. Although the initial intent may be to use on-duty personnel
at straight-time rates, when the service gets busier or there is less interest in the
duty it may be necessary to stall these activities with overtime personnel. Thus, it
is generally best to establish pricing based on the overtime costs.

The pricing of services is a fundamental issue in an ambulance service, since
underpricing can have far-reaching and long-term effects on the viability ol the
service. The price should be based largely on the actual cost of providing the
service, taking uncollectible amounts into account; subsidies can be used to pay
for uncompensated care or to reduce the rates to all patients.

Competitive Pricing

Many communities have more than one ambulance provider, prompting
pricing decisions based on what the competitors are charging. This is particularly
true with non-emergency, or transport, services. Typically, however, this type of
pricing is poor and can result in bankruptcies and service closures. Even if the
result is not quite this drastic, inadequate revenue can cause the performance and
quality of the service ultimately to decline. It is important to note that ambulance
services with higher quality and responsiveness have continued to increase their
market share in most communities even though they often have higher rates.

A service must consider the market in which it functions, and it must have
adequate knowledge of what competitors are charging when establishing rates. At
all times, though, the goal is to develop an attractive price and still be able to
maintain high levels of service and quality personnel.

Determining Marginal Costs

In certain circumstances, it is necessary to calculate the marginal cost of
providing service to a specific customer or contracting agency. This approach is
often used in determining how much to charge a hospital for round-trip transports
from the hospital to other facilities for tests or treatment (for example, diagnostic-

Finance a 295

related group DRG] tansports) and 1o establish fees for standby events, espe-
cially those that are community sponsored.

The marginal, or incremental, cost includes the actual additional expense
incurred on a per-transport basis for providing a group of transports. The concept
behind marginal costing is that the service alieady has the infrastructure in place:
vehicles, equipment, personnel, dispatch, and billing and collection services. There-
fore, a few more calls will not add significant expense.

Marginal costs can be calculated with or without personnel expenses. The
direct expenses of providing one additional transport would only include variables
such as gas, wear and tear on the vehicle, billing costs, linen expenses and sup-
plies used. However, this is based on the assumption that personnel are already
on-duty and available to accomplish the additional work. This is a risky assump-
tion. I oo many transports are based on marginal costs without the personnel
component, additional units will have to be stalled 1o service the other workload,

Direct personnel costs should be included in the marginal cost calculation
and should be determined by the average time needed to complete an assignment.
For example, if the typical round-trip transler averages 1.5 hours, direct personnel
costs will equal 1.5 times the combined personnel hourly rate.

Next, the personnel benefits percentage should be added to this figure. This
amount, combined with the other direct non-personnel expenses of providing the
transport, equals the marginal cost that needs to be recovered for the service to
break even on the transport. An additional percentage or amount should be added
to this figure as a contribution to the overhead or profitability of the organization.
Normally, the fees are guaranteed to be paid and there is no uncollectible amount
1o be considered. A formula for calculating the marginal transport costs and ap-
propriate price determination is provided in Figure 6.7.

Figure 6.7: Formula for Calculating Marginal Transport Costs

Personnel cost per transport $

Vehicle cost per transport + %

Supply cost per transport + %

Billing cost per transport + 3

= MARGINAL COST/TRANSPORT $ -
Contribution to overhead or profit

(percentage or amount) + $__
TOTAL TRANSPORT CHARGE B
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SECTION 5

Patient-Accounts Services

Every EMS and patient-transport service depends upon the money it receives.
Even though revenue is an important factor, it is amazing how many services pay
so litde attention to billing and collections. One reason that so little progress is
seen in this area is that many EMS organizations have evolved from, or are still,
governmental or quasi-public agencies. It is well known that private industry places
more emphasis than public services on recovering revenue.

This aditude is gradually changing as public money becomes tighter. Tax-
payers are increasingly concerned about government efficiency and how their
monies are being spent, and services are collecting more revenue from patients
and their insurance companies rather than relying on public subsidics. All this
has caused many public service managers to re-evaluate their billing and collec-
tion system. What they often find is a financial nightmare. One public EMS
service reported that it collected only 13 percent of its receivables, and others
discovered they are indulging in inadequate, ineflicient and sometimes illegal
activities. This section is devoted 1o helping managers evaluate and change their
hilling and collection systems to maximize the money rececived from patient ser-
vices. This will have the long-term elfect ol keeping the total price of the ser-
vice lower.

The secret to an outstanding billing-and-collection process is systemization.
This means developing step-by-step procedures for handling patient accounts. It
also means establishing clearly defined, written procedures that eliminate all con-
fusion and any questions about how particular accounts are processed. The per-
sonnel involved should be well-oriented and trained in these procedures. Finally,
there should be a clear audit trail.

The system described here involves three principles. First, maximize income,
then decrease the time it takes to receive the payments, and, finally, handle in-
come in the most cost-effective manner possible.

The essential ingredients for maximum collections include the following:

Medical care must be timely and of the highest quality. Field and office
personnel must be courteous, competent and professional at all times.

Accurate and professional-looking invoices and statements should be pro-
vided to customers.

Third-party reimbursement procedures must be understood, and any neces-
sary assistance for filing or helping patients file insurance claims should be made
available.

A current accounts-receivable system should be established to reduce the
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backlogs ol statemients o be sent, claims to be filed, calls to be made or action to
be taken on past-due accounts.

A means of measuring. documenting and analyzing accounts should be es-
tblished so that managers can maintain: control and determine the system’s re-
sults,

Finally, personal attention and contact with patients should be developed
and maintained.

Establishing Patient-Accounts Services

The number of employees required in the patient account department is
determined by the size of the service and the number of accounts to be processed.
[t may be that one person can do everything or that dozens of individuals are
required. Still, regardless of the number of people, certain activities must be ac-
complished in the billing-and-collection process. These steps should be accom-
plished accurately, in a methodical manner and in a logical order.

Source documents

The billing-and-collection process begins when the source documentation
is prepared. This data is produced by two primary groups: dispatch and field
personnel.

The dispatch log or card, whether automated or manual, provides initial
information regarding the assignment. In many communications centers, much of
the patient information required for billing and collection is gathered at the time
ol the request for non-emergency transport. In the case of emergency responses,
which do not allow for the opportunity to gather information prior to the ambu-
lance response, primary collection of patient and insurance information falls to the
ficld personnel.

Field personnel, as a part of their job responsibilitics, are required to care-
fully document all aspects ol their interaction with the patient. Part ol this pro-
cess includes collecting patient demographic information, insurance documentation
and carefully noting medical care and treatment. All of these categories are es-
sential for billing and collection efforts. Figure 6.8 is an example of a patient-
care report that is also designed o comprehensively collect patient and insurance
information.

Dispatch/field reconciliation

Just as one would reconcile a monthly bank statement by matching checks
and deposits with the information provided by the bank, it is necessary (o recon-
cile dispatches with the paperwork. This requires that each dispatch originating at
the communications center results in the proper paperwork being prepared in the
field.
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The reconciliation process ensures that each dispatch logged by communi-
cations personnel is supported by patient-care reports from field personnel. Since
it is not uncommon for patient-care reports to be incomplete or lost, this process
makes it possible for the omissions o be discovered quickly and ensures that all
patients who are transported or who are due an invoice are billed.

Documentation verification

The next step in the process is to verify that dispatch records, patient-care
reports and billing information are complete, accurate and legible. Those reports
without adequate or complete information should be pulled from the process at
this time for prompt action. This may involve phoning for additional information
or re-routing the report back to the ambulance crews for completion.

Another part of the verification process involves monitoring the quality of
the medical care and establishing that all supplies and procedures are accounted
for and appropriate for the patient’s condition.

Coding patient-care reports

Most services require that various aspects of the source documentation be
coded. The type of call may need to be identified, as might the payment source
(for example, the hospital contract). A universal or service-specific code may be
used when processing insurance claims or entering data on treatments, diagnosis,
presenting patient condition, procedures and supplies.

Data entry

Data such as dispatch, patient care, and patient and insurance information
must be entered for those services that compulerize their billing-and-collection
process. In the case of computer systems that are interfaced with dispatch com-
puters and even field personnel computers, much of the information may be di-
rectly translerred into the files used in the patient-accounts department.

The data entry process for services using a manual billing system corresponds
to the entry of information on the daily charge log and the preparation of the patient
ledgers.

Charge posting

The charge posting process is essentially the creation ol a list of patients
and their corresponding charges for the day. The charges generated for each day’s
work are posted (that is, added) to the total accounts receivable for the service on
that day. Computerized systems generally allow for an edit printout of the daily
charges prior to posting. Once the charges are posted, they cannot be changed
except through specific accounting procedures for adjustments.

Finance a 303

Invoice preparation and mailing

The invoice is the first notification to the patient or contracting agency re-
questing payment and may include patient instructions with regard to the service's
billing policies, The preparation and mailing ol the first invoice should occur as
soon after the patient transport as possible, generally within 72 hours.

Claims processing

Many patients will have commercial insurance, Medicare, Medicaid or a
combination of benefits that will pay the ambulance service charges. Most ambu-
lance claims are filed on either a Medicare form specifically designed for ambu-
lance services (Form 1492) or a universal insurance form (Form 1500), or on the
specific form required by the state’s Medicaid program. Most commercial insur-
ance companies will accept the universal 1500 form for ambulance service filing.

A computerized service may be able to file claims electronically with Medi-
care, Medicaid and commercial insurers. The claims may be loaded onto a disk or
tape, or filed over a modem for processing by the third-party payer's computer
system. This process will reduce the turnaround time for the processing ol pay-
ments {rom the insurer.

Statements

A statement is periodically sent to notily the patient of any payment received
and balance still owed. Many services send statements out every 30 days. An al-
ternative to this 30-day cycle is 21 days. This accelerated statement cycle has the
advantage of being sent at different times of the month, so that the patient may be
more able to pay the bill. More frequent statement processing also exposes the
patient (o the payment obligation more often.

Account follow-up

The collection ol accurate information and the direct notification Lo payers
of their obligations is only the beginning of the billing-and-collection process.
Follow-up 10 ensure that accounts are paid is equally important.

Account follow-up takes many forms. Of primary importance is responding
to requests for information and assistance from patients, insurance companies and
other payers. Many ambulance accounts remain unpaid because of the service’s
failure to respond to simple requests Tor additional information. Also, il an ac-
count goes unpaid or shows no action for a period of, say, 30 days, direct inter-
vention by the service’s personnel is indicated. This may require a telephone call
to the insurer, re-filing of the Medicare claim, or a phone call to the patient. These
are some of the activities most critical to ensuring the ability of the service to
maximize revenue recovery.
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Receipt of payments

As payments for services are received, a careful trail of documentation should
be processed daily. The payments need to be matched to the proper patient ac-
count and a deposit slip needs (0 be prepared for the bank. Daily deposits are
required even i the amount of money received is small.

Payment posting

The posting of payments is similar 1o the posting of charges. The incoming
payments are received and matched (o the patient accounts, and the patient led-
gers are updated to reflect the transactions. Once the payments are posted, regard-
less of whether a computer or manual system is used, the amounts cannot be
changed except by official adjustments. The posting list generated by this process
should be compared with the bank deposit slip to make sure that all payments are
accounted Tor and posted and that no errors oceurred during the process.

Writing off charges

Writing off a charge or a portion of a charge indicates that the organization
no longer expects to be paid this amount. There are a number ol situations in
which this is appropriate. For example, certain agreements, particularly with Medi-
care and Medicaid, provide for contractual allowances (see Caleulating Costs on
page 285).

Take Mcdicare for example. As previously noted, il a service takes assign-
ment on a particular transport, that service agrees not (o charge or collect for any
charges not allowed by Medicare. Only the annual deductible, charges for non-
covered services and the 20-percent Co-payment amount can be collected. If the
ambulance service submits a base-rate claim to Medicare for $300, for example,
Medicare may indicate that the allowable charge for this item is $200 and will
reimburse the ambulance service approximately 80 percent of that amount, or $160.
The ambulance service is then only allowed to bill the patient or other insurance
company the difference between the allowable amount ($200) and the amount paid
($160), or $40. The remaining $100 of the ambulance bill cannot be collected and
must be written off. This is called the contractual allowance.

Medicaid typically also requires that a service accepting Medicaid payments
consider that reimbursement as payment in full. The service is not allowed to send
invoices or statements to the patient once the patient is identified as a Medicaid
beneliciary. Using the above example of a $300 charge, it Medicaid paid the
ambulance service $75 for the transport, the ambulance service would not be al-
lowed to collect any more money. Therefore, the remaining $225 also would have
to be written off to Medicaid contractual allowances.

Other write-offs that an agency may include are discounts for specific ser-
vices or charges to patients who are unable to pay.
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Collection activities

Some collection activities have been described above in the follow-up sec-
tion. Other collection activities include notification of delinquent accounts in a serial-
letter process, which clearly notifies the patient of the account’s delinguent status,
More aggressive telephone contacts also can be included in the collection activi-
ties. These steps can be undertaken by the service, or the accounts can be turned
over o a collection agency. Care must be taken with collection activities, as there
are many state and Tederal laws and regulations that define which types ol activi-

ties are allowable.

Patient-Accounts Personnel

The number of people required to maintain paticnt-account services is de-
pendent on the ambulance service’s volume. Personnel should be selected (or their
attention o detail, organization and communication skills.

Ambulance services employing a number ol patient-accounts personnel have
to rely upon specialization. In other words, each person is given a delined arca on
which to Tocus. For example, one person may be given responsibility for complet-
ing all functions relating to Medicare beneficiaries and another may work on
Medicaid, while others focus on private-pay and commercial insurance accounts.
Other methods ol allocating work through specialization include all accounts be-
ing entered by data entry personnel regardless of the payer type, and C(l”(.‘f..'li‘(lll
personnel working on all types of accounts, and so forth. Both structures divide
the labor and require specialization.

If personnel are highly specialized, it becomes important for the service (o
ensure that they also are adequately cross-trained. In the event that someone ter-
minates employment, takes a vacation, or is unavailable for other reasons, some-
one within the olfice should be able to substitute for the absent employee.

Processing Various Types of Accounts

It is necessary to determine the primary payment source for patients’ ac-
counts carly in the billing-and-collection cycle. Accounts can be separated ill!t: a
number ol different payer classes: private pay, Medicare, Medicaid, a combina-
tion of Medicare and Medicaid, indigent, contract accounts, commercial insurance,
and so on. The processing ol three types ol claims—private pay, Medicare and
Medicaid—is more fully discussed in this section.

The procedures for other types of payers are similar, but still have to be
customized to fully enhance revenue potential. In this discussion, all other types
of payers are said to be included in the private-pay system, in which patients ac-

cept responsibility for filing their own claims.
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Accounts may move from one payer type to another. For example, il a patient
is not listed initially as having Medicare, but later it is learned that the patient is
indeed a Medicare beneficiary, that account would move from the private-pay
system to Medicare processing. Thus, there really are not separate billing and
collection systems based on payer types, but one billing and collection system with
different types of accounts handled in specific ways. For discussion and learning
purposes, it is easier to understand and describe the system by dividing it into
separale collection procedures,

First, for Medicare and private payees, an itemized invoice should be mailed
to the responsible party. This invoice should include all the necessary information
needed by the patient to file insurance forms. Because people are more likely to
pay an ambulance bill while the incident is still fresh in their minds, the invoice
should be mailed within 48 to 72 hours of the transport.

The second step—personal and direct phone contact—is used for all patients.
A phone call performs a number of functions. Although not part of the actual
collection process, it is used to determine the patient’s satisfaction with the ser-
vice and to offer assistance with processing claims.

Courteous and friendly interaction via the phone should reassure the patient
that the ambulance service is genuinely and personally concerned with its cus-
tomers. The patient or responsible party should be asked about the services re-
ceived. Was the service satisfactory? Were the crews helplul and timely? Are
there any suggestions for improvement? Is there any other way the service can
be of help to them? These types of questions serve two purposes. They break the
ice with the patient and exhibit a sincere desire to know whether the patient was
satisfied with the service. They also help measure the performance of the involved
field personnel to determine how well they were received by the patient and fam-
ily members.

Alter breaking the ice and measuring performance, it is possible to go on to
the third step: gathering account information about insurance and discussing other
missing items. Again, the emphasis should be on helping the patient and family
members during this trying time. This is a good time (o discuss the service's poli-
cies on insurance assignment, Medicare filing and so on. It is also a good time to
find out if there is anything unique about the patient’s situation that could affect
how the account will be handled.

The timing of the call is important. Ideally, this conversation should take
place after the invoice is mailed but prior to it having been received by the pa-
tient. It often seems that a patient’s satisfaction with the service is inversely pro-
portionate to the amount of the bill. Thus, a more objective opinion about the service
is usually received before the patient is billed. It also may reduce complaints about
the service later on.
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All three procedures of dealing with accounts are based on a 90-day maxi-
mum cycle. If the service doesn’t receive payment within 90 days, the chances of
getting paid drastically decrease. Every effort should be made to collect payment
as soon as possible.

Private-pay accounts

Aller phone contact, private-pay accounts essentially follow one of three
paths: the account is paid promptly in full, the patient makes a partial payment, or
no action takes place,

If the account is promptly paid in full, no further collection action is needed
unless the patient requests assistance in filing insurance claims. This is the ideal
way for an account to be cleared. It may be advantageous to offer a discount,
such as 5 pereent, to patients who pay their accounts in full within 30 days.

Following the second path, a patient may begin making partial payments.
Many people have limited financial resources, especially after a medical problem
that requires ambulance transport. As long as payments are regular, at least monthly,
patients should be supported in their paying efforts. Their accounts should be re-
viewed periodically to make sure that the agreed-upon payments are being made,
and monthly statements should be sent as reminders. Eventually, most of these
accounts will be paid in full. '

Unfortunately, no payment action will occur on some accounts. These ac-
counts require special attention. One option is (o write to and phone these custom-
ers after 30 days to remind them of their account status. This direct contact may
initiate payment on inactive accounts.

Il an account goes 65 to 70 days with no payment or without adequate
explanation, it likely will be necessary to take firmer action by initiating collec-
tion efforts as previously described. This type of effort is also required on ac-
counts toward which previous payments were made but that have been inactive
for 45 days or more.

If no money is received and no adequate plan for payment is arrived at, it
will be necessary to take final action. Depending on the patient’s economic situ-
ation and efTort, the account should either be turned over to a collection agency or

written off as a charity case.

Medicare accounts
The itemized statement and phone call are initially directed toward the pa-
tient or responsible party. If the patient is economically depressed or a likely non-
payer of debts, it will probably be best to file assignment for Medicare.
Sometimes, full or partial payment will be made. If payment is made by the
patient, no other action is needed except filing non-assignment for the patient so
Medicare will reimburse part of the out-of-pocket expenses. Often, patients will
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apply their wotal reimbursement checks o the account. Ambulance services are
required 1o file Medicare claims for patients, regardless of whether assignment is
taken or not.

Al patients, except those with Medicaid, should receive regular statements
that show the current status of their accounts. If a patient pays on a Medicare-
assignment account and then payment is also made by Medicare, it will be neees-
sary to reimburse any money the patient previously paid to the service over and
above the co-payment and deductible amounts.

Assignment accounts

If no activity occurs within 60 days of filing a claim, the claim should be
re-filed with the Medicare carrier. When payment is received, items which are not
covered, the 20-percent Co-payment and the remaining annual deductible should
be billed to the patient. If Medicaid is involved, write off the remaining balance
as a contractual allowance for Medicaid. Also write off any non-allowed charges
to Medicare allowances.

Sometimes, the claim will be denied. In that case, the full charges then can
be billed to the patient.

Non-assignment accounts

As with assignment accounts. il the patient notifies the service that nothing,
has been received from Medicare 60 days after the claim has been liled, the ser-
vice should re-file with the carrier. Otherwise, the account is handled as i private-

pay account, with regular statements mailed indicating payments as they oceur. If

no further activity has taken place after another 30 days, other collection proce-
dures should be used, such as reminder letters, phone calls, pre-collection letters

and, finally, a collection agency.

Medicaid

Medicaid regulations are generally strict, and it is important that these zce-
counts be handled properly. I Medicaid is liled, or il it is known that the patient
has Medicaid, the service is forbidden to bill the patient or aceept payments on
the account.

Once Medicaid is filed, do not send statements to the patient. If a Medicaid
payment is not received within 60 (o 90 days (it usually takes longer than Medi-
care), the claim should be re-filed. When a payment is received from Medicaid,
the remaining balance must be written off o Medicaid contractual allowances.

The other possibility is that the claim may be denied. In this case, the pa-
tient may be billed directly for all charges, and the claim is processed similarly to
the private-pay system. The only difference is that the unpaid accounts will prob-
ably be written off to charity rather than turned over to the collection agency.
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Miscellaneous Information

* Returned mail: Patient accounts with incorrect or incomplete infor-
mation, such as wrong addiesses or paticnt mames, need carly ac-
tion. I accurate information cannot be obtained from hospitals or
by other means and it is impossible to reach the patient or respon-
sible party, these accounts should be traced or turned over to a
collection agency as soon as possible. The sooner the agency can
start its investigation, the better the results,

-

Collection agency: Collection agencies are like any other business;
Some are more effective than others. The selection of a collection
agency requires the evaluation of its past experience, especially re-
garding medically related accounts, Also, if the organization is go-
ing through the evaluation process, it may be possible to negoliate
a better percentage for service with competing agencies. Another
strategy is to split similar accounts between two different agencies
to determine which one brings a higher return.

* Bankruptey: Often, the service will be notified that a patient has
declared bankruptey. The remainder of that patient’s account will
be written off to charity or as bad debt.

Probate: A deceased patient’s estate can be tied up in probate for a
considerable period of time, Keep these accounts upen, and Tollow
all proper procedures for tecovery of funds through probate.

Liens: Hospitals have, for a long time, filed liens with insurance
companies for auto accident victims, This ensures them of the bes
possible recovery of funds. Since EMS is also health-care related, ot
may be possible for ambulance services 1o use such lien laws (o
their advantage. This avenue can be researched with the service's
legal adviser to evaluate the possibility of ncluding itin the service's
procedures,

Over-90-day reviews: A collection System-can work effectively only
with close monitoring. At least once a month, every account that is
more than 90 days old should be reviewed to delermine what is
happening with the account and what action, il any, is necessary,
Actions that may be needed include a phone call to the payer, writ-
ing off the claim, turning it over to collections, re-liling, and so on,
* Computerization: Many services have grown to the point that ac-
counts receivable requires computerization to increase efficiency and
elfectiveness, Selecting a computer system for an ambulance ser-
vice can be a difficult, if not overwhelming, responsibility for (he
manager. Often, the selected system has many flaws, especially if it
is not specifically designed for ambulance services. Ambulance ac-
counts-receivable systems come in three basic varieties.
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= Packaged system: Although these generic systems may be
generally designed for ambulance services, managers niay
find it frustrating that they do not meet the particular needs
of their service. S
= Fully customized: 'This soltware is usu;hnlnly a basic EMS com-
puterized medical-billing system, modified by consultants to
meet specific service requirements.
= Home-grown: This type of system usually causes lhcl |:1(1:s'l
frustration and, in the end, may be the most expensive in
terms of time. It is usually developed by a local program-
mer and may need to be replaced within six to 12 months. ‘
Most services underestimate both the initial cost and the ongoing mainte-
nance and programming costs for computers, EVL‘III .'\'ITI_Z'l“ scrvu."us. hnwcvut\. sll_uulfl
seriously consider computers, since they can s:gtllllcam‘lly nnpruvc‘cilsh IIOY\,.
Regardiess of whether the billing and collection system I.‘iblllilllllil‘l UII compulter-
ized, it will require increased attention by EMS managers in the future.

SECTION 6

Third-Party Reimbursement

A pivotal factor in the success of any ambulance a.:)perz.xlinn. is l‘he zu‘nou:t l0t
revenue generated from patient services. This revenue {s prmlmrlly |11[‘]uc_m:e‘I :Iy
the reimbursement practices of various health insurers, .lncludmg Medicare, .N_‘e l
icaid, private insurance firms and Worker’s Com;?cnsallon, More .lhan E?{) ‘pch.lu:.n
of all U.S. citizens are covered by some form of health and ilC_(.‘ldCll[‘Illhlll‘lllijc.
The ambulance manager’s task is to appropriately capture lhc:se funds for the ‘p_ni-
vision of prehospital care and medical transportation, lowering the actual direct
cost of service for both user and taxpayer. . ,

There are thousands of companies providing health msurancct but the 1:14
jority of the patients transported by ambulance :lf‘e cnv‘crcd ilay MC(I_M“LK,IT;(..I%.
-uid, Blue Shicld or a combination of the three. This ,“%L:t:lmn will lucu‘siun ¢ I-‘T‘“L
and Medicaid, since most services receive a significant amount of income from

these two sources—and understand them the least.

History

Both Medicare and Medicaid went into effect in 1966 as a n.:sult (?!' Presi-
dent Lyndon B. Johnson’s Great Society program. Medicare provides federally

—
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tunded government health insurance for people 65 years of age and older. Admin-
istered by the Health Care Financing Administration (HCFA), it is composed of
tWo programs—hospital insurance funded through the Federal Hospital Insurance
Trust Fund (Part A of Medicare) and medical insurance funded through the Fed-
cral Supplementary Insurance Trust Fund (Part B of Medicare). Medicare cover-
age is available only after appropriate medicul-neccssily guidelines re met, Unless
ambulance-service managers understand entitlement and s qualifications, they
cannot secure the maximum benelits patient may be able (0 receive.

Medicare regulations are extremely complex. Certain types of care are only
covered under Part A, while others are only covered under Part B, For example,
Part A helps pay for inpatient care in a hospital or a skilled nursing facility (SNF),
Part B covers ambulance services, doclors’ services, outpatient hospital care and
health services and supplies not covered by Part A, If a provider ambulance ser-
vice is considered a department of g hospital, however, medical transportation
services are covered under Part A,

Medicaid is a combined federal-state program in which the federal govern-
ment contributes a portion of the total funds required. The program is adminis-
tered by individual states to provide medical care for people whose low incomes
would otherwise prevent them from receiving care. Unlike Medicare, Medicaid is
intended to cover all medical needs of the recipient regardless of age,

Since each state defines the qualifications for Medicaid differently, there are
wide variations in programs. Also, although most states have medical-transporta-
tion benefits available for is recipients, the Medicaid program has been the victim
of the budget axe in recent years. Because of these cutbacks, Medicaid usually
reimburses ambulance services at amounts far below their actual costs,

Medicare

The largest single payer for ambulance services in (he United States is
Medicare. Thus, a clear understanding of the Medicare program as it relates 1o
ambulance services s important for the EMS manager. To understand the pro-
gram, it is necessary to first learn the following Medicare terminology:

Carrier: A commercial insurance firm or Blue Shield plan administering
Part B of Medicare. There may be a single carrier or multiple carriers in cach
state. Each carrier is responsible for o specified region, and all of the providers in
that region file with that carrier. The problem with this approach is that each car-
rier formulates many of its own policies. In other words, even though the federal
government has specific guidelines for all carriers, each carrier interprets these
guidelines differently so that reimbursement practices vary.

The carrier provides the ambulance service with a manual of specific
guidelines used to obtain reimbursement for services. This manual describes in
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detail how to fill out cach claim and gives instructions on what information is
necessary.

Accuracy when filing a claim is critical. An ambulance service should achieve
at least a 98-percent accuracy level on claims submitied (o Medicare. Lach time a
claim is improperly completed, it delays reimbursement and adds expenses lor re-
handling time.

Beneficiary: A patient receiving the service or supply who is an cligible
participant in the Medicare program.

Provider: An ambulance service, physician or supplier who is an eligible
and bona fide member of the Medicare plan, as determined by the carrier through
an application and approval process.

Co-insurance: A provision by which a portion of the medical expenses are
paid by the patient. This refers to the 20 percent of reasonable charges for which
the Medicare beneliciary is responsible after the deductible has been met,

Covered services: These are medical and health services covered under Medi-
care Part B. Certain field procedures are covered, while others are not. When a
payment is received from the Medicare carrier for services, the non-covered ser-
vices and amounts are listed. These non-covered services can be billed directly to
the patient.

Types of covered transports: Not all ambulance transports are covered un-

der Medicare Part B. However, cach carrier will have guidelines that determine iff

a transport is covered. Some of the transports that are covered include:

* Transport from an injury scene to the closest hospital;

* Transport from hospital to hospital if the discharging hospital does
not have the medical services required for the patient’s condition;

* Transport from a hospital to an SNF if, and only if, medical neces-
sity can be established and the facility is near the institution:

* Transport from an SNF to a hospital and back to an SNF if the
pickup point is within the service area of the destination, and the
service is determined to be medically necessary;

* Transport from a hospital to a hospice center if the hospice center
is determined by the carrier to be the medically best-suited facility
for the patient’s condition.

Some of these covered transports may be denied if it is determined the trip
was not medically necessary or if the patient could have been transported by other
means—even if the other means of transportation were not available to the pa-
tient. Many other claims are rejected because of poor documentation.

Non-covered transports: The following transports are not covered by Medi-
care:

* Transport from an SNF to an airport or any other non-medical des-

tination;
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* Transport from a hospital to a physician's office. from an SNF loa
physician’s office or from a home 1o a physician’s office. Medicare
will not cover transport to a physician’s office unless it is medically
necessary o stop en route o a hospital. However, it is best to check
with the carrier on this point, as recent interpretations indicate that
carriers have been paying for specific physician trips when the pro-
cedure could be done less expensively than in a hospital;

* Transport 1o a free-standing medical lacility;

* Long-distance transport by ground ambulance:

* Transport from hospital to hospital if the carrier determines the dis-

charging hospital to be medically suitable for the patient’s condi-
tion, regardless of whether the patient’s physician is on stafl at the
discharging hospital;

* ‘Transport for the convenience ol patient or family;

* Transport from home to an SNF or from an SNF (o home.,

There are other times when transports are unlikely to be covered, but these
are considered on an individual basis by the carrier. Transport from a hospital to
the patient’s home is often denied, as the carrier may believe that a patient who is
well enough to be discharged should be able to travel by other means. Also, many
transports from an SNF and back are considered medically unnecessary and are

therefore denied.

Should a Service Accept Assignment?

There are two ways (o file a Medicare claim: for assigniment or non-assign-
ment. If the service accepts assignment on a Medicare claim, that service then agrees
to accept the Medicare allowable charges as payment in full for the service.

For example, a $200 ambulance bill is submitted to Medicare. The carrier
determines that all the charges are covered. It also determines that the allowable
charges for the services are $140. If the service accepts assignment on this claim,
the provider will be eligible to receive 80 percent of the allowable charges, or
$112, from the Medicare carrier. In addition, the service could then bill the pa-
tient for the remaining 20 percent of the allowable charge, which in this case would
be $28. The balance of $60 would have to be written off to Medicare contractual
allowances. The patient cannot be billed for any part of the non-allowed charges
by the carrier. To be eligible (o bill the patient for the deductible, however, the
service must obtain the patient’s signature authorizing it to file the Medicare claim.

There are a few more peculiarities and rules when filing for assignment. If
the service accepts an assignment, it receives payment directly from the carrier.
Also, if the deductible has not yet been met by the patient, this amount is directly
billable (o the patient. Once an assigned claim is submitted, it cannot be changed
before the claim is paid.
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Finally, even it the ambulance service files for assignment, the service can
bill non-covered services to the patient at full charge. (In the example above, all
of the charges were covered, so this did not apply.) Many services miss this step
and, thus, they miss an opportunity to increase their revenue. The Medicare ben-
eficiary is responsible for the co-payment amount as well as the annual deductible
that has not been met—plus any non-covered services.

Ambulance services must bill the patient for the co-insurance amounts and
deductibles. The purpose behind this requirement is (o reduce service utilization
by forcing beneficiaries to pay for a portion of the charges.

Many ambulance services receive requests from Medicare to sign provider
agreements and accept assignment. While this agreement says the service will
accept what Medicare determines as allowable on claims as payment in full ex-
cept for the annual deductible, it also stipulates that the service will accept as-
signment on all Medicare claims, It is important to note that there is no penalty
for those ambulance services that do not sign the agreement. It is also important
that managers carefully determine the impact of signing such as agreement be-
fore doing so. It is possible that the agreement may not be in the service's best
financial interest.

The other option for the service is to file non-assignment. If this option is
taken, the ambulance service must file the non-assignment claim form for the
patient. In this case, the reimbursement check from the carrier will go directly to
the patient.

If a non-assignment claim is filed, the service can bill the entire service
charge to the patient, often collecting the total bill before the Medicare claim is
processed. The service is not bound by any agreement with Medicare to accept
what the carrier has deemed to be reasonable charges for the services provided.

Consider the previous example of the $200 ambulance bill. In the case of
nnn—assignmenl. the entire $200 bill is sent to the patient for payment. The service
submits a claim to the carrier, and the patient receives reimbursement of $112.
Regardless of the amount that Medicare pays, the patient is responsible for the
entire $200 bill.

There are many arguments for filing non-assignment. Unfortunately, many
are not based on the issues. It should be emphasized that services can decide as-
signment status on a claim-by-claim basis, as long as the service has not signed
the participating supplier agreement. Returning to the example, if the service bills
the patient $200 for services rendered and makes diligent attempts to collect over
a 60- to 90-day period, but is unsuccessful, it can still file for assignment and
receive the $112 from Medicare. It can then try to collect the $28 from the patient
once the claim is paid by Medicare. It is more appropriate to file non-assignment
or assignment as soon as possible after the date of service, however.
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There are two exceptions (o this. I the service has previously signed a
Medicare Provider Assignment Agreement, and if Medicaid is filed (Medi/Medi),
then assignment on Medicare is required.

Deciding on a claim-by-claim basis eliminates many of the arguments lor
accepting assignment on all claims. One argument frequently heard is, “If the patient
gets the money, we'll never see it.” This is a valid argument in some cases, but it
is more likely a reflection on the service's billing and collection practices. Com-
petent billing personnel and an efficient billing system, whether manual or com-
puterized, will identify many of the bad risks prior to filing. If not, the next time
the patient who failed to reimburse is transported, the service can file an assigned
claim to ensure that funds go directly to the service.

This non-assignment approach does require more sophisticated billing and
collection procedures. However, most services that have done a cost-benefit analysis
indicate that it is well worth the investment when considering the net return to the
organization.

Many publicly operated services historically have filed for assignment on a
routine basis to simplify the billing process. Times are changing, however, and services
are searching for additional revenue. These same services may be able to signifi-
cantly increase their reimbursements simply by improving their billing systems.

Reasonable-Charge Determination

If' the reasonable charges allowed by Medicare carriers were actually rea-
sonable and uniform, assignment would not be an issue. Unfortunately, this is not
the case. The means by which reasonable charges are calculated are inherently
inequitable. In many cases, the process results in an allowable charge that is far
below the cost of the service.

The procedure used by Medicare carriers to determine the reasonable or
allowable charge is complex. The carrier is required o pay the lowest of our dif-
[erent amounts for a particular service: the provider’s customary charge, the ac-
tual charge, the prevailing charge for the locality, or the indexed inflation charge
(1IC).

The following is a simplified explanation of how the charges are calculated.
Each item charged (such as base rate, oxygen, mileage, bandages, etc.) is calcu-
lated separately.

Customary charge

The provider’s customary charge for a given procedure is determined by
identifying all of that provider’s actual charges for a specified procedure during a
certain period (for example, a screen year). These charges then are placed in as-
cending array (from the lowest amount to the highest). To establish a customary
charge, this array must contain at least three charges for the procedure. The me-
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dian or mid-point charge then is identified (not the average). This median charge
is the provider’s customary charge for the procedure.

Figure 6.9 contains an example of the customary-charge calculation proce-
dure. In this example, the procedure being determined is the base rate for ALS
transport. To calculate the rate, the provider that filed Medicare claims for 12,000
ALS base rates would have an array containing 12,000 charges. For demonstra-
tion purposes, the example has the provider only filing 21 ALS base-rate claims
to Medicare. The example also shows that the provider had four dilferent charges
for the ALS base rate during the year. The charges are placed in an ascending
array with the lowest charge ($200) at the bottom and the highest ($500) at the
top. The mid-point of the array is at position 11 from the bottom: there are 10
charges above and 10 charges below this point. The charge at this mid-point is
$250. This is the provider's customary charge for ALS base rate.

Actual charge
The actual charge is that charge submitted on the claim filed with the Medi-

Figure 6.9: Calculation of Customary Charge

ALS Base Rate Charges
$500
$500
$500
$500
$500
$500
$400
$400
$400
$400

Median Point » $250  » Customary Charge
$250
$250
$250
$200
$200
$200

’ $200
$200
$200
$200
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care carrier. I the actual charge is less than the other three charges caleulated by

the carrier, that amount determines the reimbursement.

Prevailing charge

The process used o caleulate the prevailing charge is the most difficult to
understand. To establish the prevailing charge for a particular procedure, the car-
rier first groups all services into a “locality” for comparison (this locality is not
necessarily a geographic region, which most providers would prefer for more
uniformity in charges). Again, all charges for the procedure are placed into an
ascending array, except this time all charges from every provider in the locality
are included. The carrier then determines the 75th percentile: the charge located
75 percent of the way up from the bottom of the array. The charge located at this
position is the prevailing charge for all of the services in the locality.

The procedure for calculating the prevailing rate is demonstrated in Figure
0.10, which uses an ALS base rate as an example. The charges presented in the
customary-charge calculation can be noted as part of the screen for this exercise.
In this example, only 100 charges are listed, while in the actual calculation thou-
sands of charges are likely to be included.

The 100 base-rate charges have been listed in an array with the highest at
the top left and the lowest in the bottom right. The prevailing rate can be deter-
mined by counting up from the bottom of the array to the 75th percentile. Since
there are 100 charges in the example, the position of the 75th percentile would be
75 from the bottom of the array. The charge located at this position ($250) is the
prevailing charge for all providers in the locality.

All services that have charged for the procedure in the locality are included
in the development of this screen. The reasons for significantly different charges
have no effect on the calculations. For example, it makes no difference that many
publicly operated services™ charges are lower because of local tax subsidization,
while their rrue cost for providing the service may be as high as that of any other
providers.

Therefore, the service that charges $100 per trip is actually undermining the
reimbursement levels for the patients of all the other services in that region—even
if those patients are being charged a fee more closely representing the cost to
provide the service. The subsidized service that charges significantly less than actual

costs is referred o as a “profile-smasher.”

Indexed inflation charge (lIC)

The 1IC is a relatively recent development arising from government’s at-
tempt to limit Medicare expenditures; it limits increases in a particular provider’s
Medicare reimbursement. Each year, a percentage increase is calculated that may
or may not correspond to the inflation rate. This allowable increase, which may
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Figure 6.10: Calculation of Prevailing Charge

Cumulative Cumulative Cumulative

Base Rate # of Base Rate # of Base Rate # of
Charges  Base Rales Charges Base Rates Charges  Base Rates

$600 100 $225 065 $150 30

$600 $225 $150

$600 $225 $150

$550 £225 $150

$550 $225 $150

$550 95 $200 60 $150 25

$550 $200 $150

$500 $200 5150

$500 200 $150

$500 $200 $100

$500 90 $200 55 $100 20

$500 $200 $100

$500 $200 $100

$475 $200 $100

$475 $200 $100

$475 85 $200 50 $100 15

$400 5200 $100

$400 $175 $100

$400 5175 $100

$400 $175 $100

$400 80 $175 45 $100 10

$275 $175 $100

$275 $175 $100

$275 $175 $100

$250 $175 $100

$250 75 $175 40 $100 5

$250 $175 $100

$250 $175 100

$250 $175 $100

$250 $175 $100

$250 70 5175 35
< $250 $175

$225 $175

$225 $175

$225 $150

.
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be (and has been) zero, is applied to the charges previously discussed. The easiest
way to understand this is to demonstrate by example. Consider a provider with a
customary charge of $100, and a prevailing charge of $200. The provider may
believe that, by doubling the service's charges, reimbursement would be based on
the $200 figure after a year, since the customary rate will now be the same as the
prevailing rate. The 1IC, however, would only allow reimbursement to be increased
by the set percentage, say 4 percent. If this were the case, the provider's IIC charge
would be $104, and reimbursement would be based on that amount.

After determining all four of the above charges, the Medicare carrier will
select the lowest one as its basis for reimbursement. This lowest charge will be
the amount determined to be reasonable and will be described as the allowable
charge for the given procedure. The carrier then reimburses the provider 80 per-
cent ol this aunount.

The federal government has occasionally reduced reimbursement below the
80-percent level by sequestering funds. They do this by deducting a small percent-
age (110 2 percent) directly from the reimbursement. The provider is then unable to
bill the patient for the reduced amount because of the Medicare sequestration.

In summary, deciding whether or not to accept assignment should be done
with attention to costs and the amount the service receives from Medicare. Sev-
eral activities will aid the manager in understanding the service’s position and
reimbursement performance before making this decision. This information will also
be helpful in justifying rate increases and determining how to structure charges.

Specific information can be obtained from the provider’s Medicare carrier.
One particularly helpful item is a printout of a service's charge mix and the cus-
tomary rate for each charge. This shows exactly how much the carrier allows for
each item, and what reimbursement levels are. I charges are to be raised, it is
important to remember that the carrier will only re-evaluate charges once a year.
A second document is a list of current prevailing charges for a particular region,
This list will help the manager identily reimbursement levels for each procedure
and will aid in the comparison ol other services' charges.

Another uselul strategy is to review what items or services are charged for
separately, and which ones are included in the base rate. 1 the carrier allows a
charge for defibrillation, for example, and the service does not charge for that

procedure, a change can be considered.

Interhospital Transfers

Transportation from hospital to hospital or to another free-standing medical
facility, and return for specialized diagnostic or therapeutic services not available
in the inpatient’s hospital, must be billed to the sending hospital. Simply stated, if
the Medicare beneficiary remains an inpatient at one hospital and is transported
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somewhere clse for tests or treatment and returned, the hospital, not the patient,
must be billed. Hospitals billed for these services are required to pay the provider
of the service. It is acceptable to set a discounted rate with hospitals for these
transports, and it is generally in the service’s best interest o establish contractual
relationships with medical facilities. This policy does not cover transports for ad-
mission, transfers between a hospital and the patient’s home or transfers between
hospitals and SNFs.

Documenting Medical Necessity

It is impossible to detail how to fill out each type of claim form and the
specific codings used. A manual for ambulance providers is available from the
carrier with step-by-step instructions.

The critical aspeet of submitting a claim, which determines whether or not
the claim will be paid, is the presumptive medical diagnostic information and
presenting conditions of the patient as documented by the field technicians. It proves
to the carrier that the patient could not have traveled by other means because of
the need for medical care.

Many times claims are denied solely because of semantics. For example, a
heart condition does not, by itself, justify ambulance transportation, while an acute
myocardial infraction (AMI) does. The wording and completeness of the diagnos-
tic information, then, is essential in determining payment.

Some acceptable and unacceptable examples of diagnoses are listed below.
They are presented here to illustrate why ambulance personnel must fill out the
patient-care report completely and accurately. Although field employees should
not be allowed to write creative reports to artificially increase reimbursement for
services rendered, many services claim that when employees are (rained in accu-
rate report writing, and when documentation improves, there is a significant posi-
tive effect on reimbursements.

Some acceptable diagnoses of patient conditions include UNConsciousness,
shock or coma, cardiac arrest, acute or complete stroke (CVA), AMI and convul-
sions. Also acceptable (o carriers are the need for oxygen, IV maintenance, ECG
monitoring or other emergency care or treatment. A patient confined to a bed,
unable to walk and movable only by a stretcher, with a spinal or back injury or
who needs restraining en route is also considered acceptable.

Unuca}cptahlc diagnoses, on the other hand, include intoxication, behavior-
ally disturbed, possible bleeding (sometimes acceptable depending on severity),
fractured arm, nausea or vomiting or a heart condition with no further explana-
tion. Other diagnoses in this category are doctor-ordered ambulance transports, if
the patient is dead prior to a call for an ambulance (this is an acceptable claim if
the patient dies en route to hospital); severe illness with no further explanation;
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patient oo sick to walk with no further explanation; and a patient requiring dialy-
sis treatment (unless significant diagnostic information is supplied that proves
ambulance transport is medically necessary in each case).

Accurate saind complete diagnostic and treatment information results in fewer
claims being denied as medically unnecessary.

Medicaid

Since Medicaid is administered by individual states; the rules and regula-
tions are not universal. What is universal is that, as with Medicare, the service
must apply to the state for approval as a provider. Medicaid forms are unique to
each state, and the state may require various supporting forms of documentation,
including copies of patient-care forms, physician’s medical-necessity statements,
pre-authorizations and other documents.

The amount of money that Medicaid programs reimburse providers varies
widely from one program to another. The amount may be fixed, such as $50 per
transport, or it may be tied to what is allowed by Medicare. Medicaid programs
are often more restrictive than Medicare regarding which transports are approved,
and reimbursement may be limited to only life-threatening emergencies or other
specific criteria.

For example, in the state of Missouri, the reimbursement from Medicaid only
applies to emergency transports. A fixed amount is paid for each call, and a lim-
ited number of add-on procedures or supplies are covered. A copy of the Missouri
state ambulance run report must accompany each Medicaid claim form, and each
Medicaid claim is reviewed by a physician to determine the medical necessity of
ambulance transportation. This clearly shows that documentation and the complete-
ness of the patient diagnostic and treatment information is of utmost importance.

Even though Medicaid may pay only a small portion of ambulance service
costs, it should not be overlooked as a source of revenue. Participants in Medicaid
programs have already met requirements that determine they are unable to pay for
medical care, This pre-screening should indicate to the manager that Medicaid may
be the only option by which the service can collect available funds to help cover
its costs.

By filing a Medicaid claim, the ambulance service agrees to accept the
Medicaid reimbursement as payment in full for services provided. The provider is
not allowed to bill the patient if it is known that the patient is a Medicaid recipi-
ent. Only in a situation in which a Medicaid claim is denied or the person is not
covered by Medicaid can the patient be billed for the full charges. However, the
collection percentage on these accounts will be low. Because the Medicaid patient
is poor, collecting money on this account should be handled with compassion. Many
of these accounts will eventually be written off to charity.
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Filing a Claim

Honest claim filing: Many doctors and health care providers have been
charged with Medicare or Medicaid fraud. To counteract such practices, agencies
have established programs and procedures to prevent and discover fraud. An EMS
manager must establish procedures to ensure that intentional wrongdoings are not
allowed, and to make sure the service eliminates accidental errors or oversights.

Medicare can only be filed with permission [rom the beneliciary, for cither
assignment or non-assignment. This is why it is necessary for the patient to sign
either a Medicare form or another appropriate release form. The EMS manager
must ensure that signatures are collected before filing Medicare or other insurance
claims.

Other insurance: Insurance companies can be billed directly for services
rendered to their clients. Most hospitals file insurance claims for patients and gen-
erally are paid directly by the companies. Ambulance services can also follow this
policy, but there are numerous insurance companies, and many require individual
forms. Even though this policy can increase collections and reduce the time re-
quired to receive reimbursement, the amount of time and the number of personnel
required to process insurance claims in-house may offset the additional income.
The benefits or downfalls should be evaluated carefully before deciding which
procedure to use.

Instead of filing directly with the insurance company, the ambulance ser-
vice can send an itemized bill directly to the patient. It is then the patient’s re-
sponsibility to file with the proper insurance company or companies.

Crossover: Many Medicare carriers have developed a crossover system with
other insurance companies such as Medicaid or Blue Shield. In such cases, only
one claim is filed, probably to Medicare or Blue Shield, but the information and
account numbers for the crossover insurance companies are included on the claim.
After the primary carrier acts on the claim, it is transferred to the appropriate re-
imbursement agencies for consideration. This process eliminates the necessity of
filing multiple claims. It is important to determine which crossovers, il any, are
available with the carrier.

Third-party reimbursement is complicated, but an efficient system of han-
dling insurance claims can dramatically increase the revenue generated from pa-
tient services. All aspects of the billing and collection system should be thoroughly
evaluated to make sure needed dollars are not slipping through the cracks.
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