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Presenter
Presentation Notes
Show of hands: who looks like this when you hear talk about third-party billing?

Why? What makes you want to roll your eyes? Here are some things I often hear people site as some of the reasons not to institute billing activities:

These have been and may still be valid points for publicly funded health care providers. 
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Fewer U.S. women of reproductive age were
uninsured in 2017 than in 2013

% of women aged 15-44 who were uninsured
33.9% 2013 I 2017

23.9%
19.9%

17.4%

3

38%
Nationwide Below the ACA Medicaid ACA Medicaid
poverty level expansion states nonexpansion states

Notes: The federal poverty level was $20,420 for a family of three in 2017. ACA=Affordable Care Act.
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But things continue to change. 

The proportion of women of reproductive age (15–44) who were uninsured dropped by 41% between 2013 and 2017. This is true for individuals below the poverty level, regardless of whether the patient resides in a state that expanded Medicaid.

https://www.guttmacher.org/article/2018/12/gains-insurance-coverage-reproductive-age-women-crossroads



71 O/ of Title X patients had some
O form of insurance

8 3 O/ of insured Title X patients
O planned to use insurance

Guttmacher Insfitute, “Use of Health Insurance Among Clients Seeking Contraceptive Services af Title X Facilities in 2016,” June 2018.
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A nationally representative sample of patients seeking contraceptive care at 43 Title X–funded sites in 2016 completed a survey assessing their characteristics and insurance coverage and use.

Most clients (71%) had some form of public or private health insurance, and most of these (83%) planned to use it to pay for their services. 

Foreign‐born clients were less likely than U.S.‐born clients to have coverage (46% vs. 75%) and to use it (78% vs. 85%). 

Clients with private insurance were less likely than those with public insurance to plan to use their insurance (75% vs. 91%). More than one‐quarter of clients not planning to use existing insurance for services indicated that the reason was that someone might find out.

Use of Health Insurance Among Clients Seeking Contraceptive Services at Title X–Funded Facilities in 2016 By Megan L. Kavanaugh, Mia R. Zolna, Kristen L. Burke First published: 12 June 2018




TITLE X PROJECTS: SOURCES OF REVENUE
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Family Planning Annual Report, 2017
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Third-party payer revenue makes up a large portion of the budgets of Title X projects – 50% (Medicaid, Medicare, Commercial). This confirms that – YES – many patients in Title X health centers do actually have insurance coverage and use insurance coverage!
 
https://www.hhs.gov/opa/sites/default/files/title-x-fpar-2017-national-summary.pdf, FPAR 2017
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Grant dollars aren’t keeping up with inflation. So your grant has a lower purchase power than it did 10 or 20 years ago.
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But it’s important to consider implementing billing activities as a way to ensure the sustainability of your organizations.


Components of Revenue Cycle
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Most of you are probably familiar with the concept of a revenue cycle. Some of you might not be and that’s okay. Here’s the definition, just to make sure we’re all on the same page.

A revenue cycle is defined as all administrative and clinical functions that contribute to the capture, management, and collection of patient revenue. In simplest of terms it is the entire life cycle of the patient account from creation to payment. 

The revenue cycle is typically broken down by the front-end operations, the clinical encounter, back-end billing and the administrative tasks necessary to support the cycle. Revenue cycle management is the act of monitoring the components of the revenue cycle with the goal of increasing revenue. 



Scheduling
Registration

Reporting and Charge capture
benchmarking Com pon ents

of Revenue

Coding and
Patient collections Cyc I e documentation
review
Claims processing

A/R follow-up
: Denial
Payment posting management

National

Family Planning

& Reproductive Health Association



Presenter
Presentation Notes
Mastering revenue cycle management first requires further defining the components of the cycle. If we list out the discreet tasks that take place within the four categories we saw on the previous slide, you’ll see the actual cycle of revenue collection take shape. These tasks may overlap into more than one bucket. For example, charge capture could be considered part of the front-end operations and the clinical encounter. The important part isn’t defining which bucket it falls into, but rather ensuring that all areas of the revenue cycle are considered. 



RSTL

Family Planning Revenue Cycle Assessment Tool

Instructions: It 15 recommended that you convene a mult-disciplinary team to review and respond to
the questions below, which are broken into categories representing the different steps in the revenue
cycle. For multiple choice questions, please select the response that is most applicable to yvour

organization. Please type your responses to open-ended guestions directly into the document.

Abbreviations:

PMS5: Practice Management System
EHR: Electronic Health Record
ERA: Electronic Remittance Advice
AR: Accounts Recervable

KPl: Key Performance Indicator
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NFPRHA has developed a revenue cycle assessment tool to help you identify things you need to do to implement RCM for the first time. It’s also useful for those of you who already have some billing activities in place and are looking to review your practices to identify areas for improvement.



Nafond | SMRT Welter
Family Planning .. " &Associates, Inc.

& Reproductive Health Association 57

Revenue and Expense Projection Pro Forma

This document is intended to give your practice insight into the potential revenue and expenses associated with incorporating family planning services into your
practice.

The worksheets in Tabs 2 and 3 function based on data points that you enter. Please follow the instructions to populate the cells highlighted in blue to the best of your
ability. As you make changes to the blue cells, you should notice a corresponding change in other fields within the worksheet.

Tab 2) Revenue

This worksheet includes a list of services typically offered by your setting type [sorted by Current Procedural Terminology (CPT) code, as well as corresponding
description]. Based on information entered into blue cells, the workbook will automatically project potential revenue for services. These projections are derived from a
methodology that i1s based on Medicare reimbursement rates’, which is a widely used industry practice for determining third-party payer reimbursement rates.

Tab 3) Expenses
This worksheet includes space to document possible expenses your site may incur as a result of expanding services to include family planning, including personnel

and other costs. It will automatically project potential expenses based on information entered into blue cells.
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This is a tool you might find useful if you’re implementing billing for the first time, OR if you’re adding a new payer to the mix.  


Revenue Projection

Practice Assumptions E&M Distribution New | E&M Distribution Estab Projections
l&stimated individual famity planning vigits per year 99201 99211 0 Yisits/month
average % of patient visits that are new patients 99202 99212 0 Weekhy E&M
average % of patients covered by insurance 99203 99213 0 E&M New
average % of claims paid 99204 g99214 0 E&N Estab
0205 00215
90385 993095] § 36.04 Med. Conv.
0336 OO306] § 41.45 Comm. Conv.
Services® Medicare Rates® Patient Volume?® Commercial Insurance Rates
CPT Code Code Description 28 Texas | oo oo RBRVS | Patient visits PER WEEK | Teimbursement | Projected Total
Mon-Fac Per Service* Reimbursement®
E&N Services
99201 E + M, new patient, self-limit or minor problem, 10 min ‘] 44 47 1.23 0 > 2088 | 3 -
99202 E + M, new patient, low to moderate severity, 20 min > 74,35 2.06 0 > 0030 | 5 -
99203 E + M, new patient, moderate severity, 30 min > 105.56 2.93 0 > 12144 | 3 -
99204 E + M, new patient, moderate to high severity, 45 min ‘] 160.87 4 45 0 > 18485 | 3 -
99205 E + M, new patient, moderate to high severity, 60 min ‘] 202 44 2.62 0 > 23293 | 3§ -
99385 E + M, new, comprehensive preventative, age 18-39 > 125.43 3.09 0 > 14379 | 3 -
99386 E + M, new, comprehensive preventative, age 4054 > 120.53 413 0 > 173.24 | 3 -
99211 E + M, establizhed patient, minimal, 5 min . 21.99 0.61 0 > 2028 | & -
99212 E + M, establizshed patient, self-limited or minor, 10 min > 43.80 1.22 0 > o056 | § -
99213 E + M, established patient, low to mod severity, 15 min > 72.45 2.01 0 > gd.31 | 5 -
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Here’s a screen shot of the tool – it is based on a set of assumptions that you can play around with. 
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Here’s a closer look at the fields to play around with. Let’s use these assumptions to help project revenue.


=

Services®

Potient Yolume?

Commercial Insurance Rafes

Code Description Paientvisis PERWEEK | DETRLESTEN | CIRERC SR
Remaoval of ILID 1 ¥ 107,35 | 4234
A, by dipstick or tablet reagent, non-auta, wi micro 10 ¥ d.56 | % 15,24
1A, by dipstick or tablet reagent, non-auto, wio micro [ ¥ 414 | % -
|rine pregnancy test 1o ¥ 395 | % 59.68
|LEN - B * S _
[ _
[= T
[k - T
[F Projected Insurance Revenue/Week” $§ 2.261.01 B
H - g
5 Projected Insurance Revenue/Month' $ 9,044.06 | —
H &
[F _
E _
Wet mount for infectious agents 2 ¥ B.E3| % 5371
Chlamydia trachomatiz, amplified probe technique 10 ¥ 43,74 | % 135,34
onorthoeae, amplified probe technique 10 ¥ 43.7d | 135,94
Papillomavirus, human, [HPY] low risk [ ¥ 4374 | % -
Papillomavirus, human, [HPV] High risk [ ¥ 4374 | % -
Cutalogy, cervical or vaginal ([CMY], thin prep, manual [ ¥ SB06 | % -
i, FHuid, thin prep, automated 10 ¥ S0.26 | # 121.02°
Gardaszil 3 3 ¥ 13263 | 123,15 |
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The pro-forma also includes some of the commonly billed services for family planning providers. You can play around with these numbers and the tool will auto calculate the projected reimbursement rate taking into consideration your other assumptions.

So we used the previous assumptions and taking that into consideration, this hypothetical clinic could expect to see around $9,000 in revenue a month.



Revenue

Monthhy Annualhy
Net Revenue! > - . 3 -
Expenses
One-Time Monthhy Annualhy
Physical Practice
Supplies - reoccuring (e.g. test strips)
supplies - one-time (e.q. anatomical model)
HIT {e.g changes to EHR templates)
Training (e.q. ingertion training)
Other
SubtotalF| 3 - > - > -
Physical practice subtotal? > -

% of Time on Family Planning Annual Salary Annual Expense”

Personnel - Salaries

Biller(s)

Front office

Office manager

Medical azsistant(s)

RN/LPN

LA | |G | (R
i

MP
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The tool also includes a separate tab to help you track your clinic expenses and compare them to your anticipated revenue.


LESSONS LEARNED
FROM THE PROCESS

Mary Bucher, USC Upstate
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I’ve asked Mary to speak about her experience using these tools, but also her broader experience looking into RCM implementation.


UPSTATE

University of South Carolina

Regional comprehensive university in
Upstate South Carolina
Campus Population: ~ 6,000 & growing
~66% female students



Facility

Clinical staffing: 2-3 FTE nursing staff, 3 APRNs
Administrative support & billing staff: 1.5 FTEs

4 exam rooms, large and mini lab
Electronic Health Record (Point & Click)

Fiscal Structure
Student Health Fee funded
Small revenue gained from various testing & procedures
Choose Well Grant Funding 2017-2020
Fee schedule for in clinic labs, credit or student account billed
Quest bills insurance when desired for STl testing
Cash pricing or referral when desired for Title X services



Scheduling

Registration

Components

of Revenue
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Process Mapping




Lesson Learned #1;
Start with a clean slate

STOP DOING LIST: Minimize duplication, identify & resolve errors
AREA  ERROR  |Resoutn

Scheduling Pt scheduled & not eligible for services Stops in systems, guidance on referrals

Registration Insurance status not accurately captured Collect on all, create uninsured category
Patients do not have needed information at time of visit Info to parents & students at orientation

Health literacy initiatives

Charge capture Fee schedule discrepancies in online, in clinic, in EHR Systematize fee schedule updating to
information annual process
Inappropriate charge creation — clutter Ask staff what charges are incorrect,
(E&M codes, dx codes) prioritize fixing, clear guidance

Claims processing  Duplication: Electronic and paper claims and tracking Claims processing

systems



Lesson Learned #2:
Complex problems require content experts

« Build up your network of helpful, experienced problem
solvers and content experts to determine why & how

* Innovation & growth requires information seeking
 Don’t create what you can borrow



Revisiting HIPAA Compliance

“"Knock knock.”
“Who's there?”
“Mana.”

 HIPAA Privacy Rules “Nana who?”
« HIPAA Security Rules

"Nranna yuur __
husmessh”




Partners in HIPAA Compliance

HIPAA Privacy Officer

HIPAA Security Officer & IT Leadership
Parent organization policies & procedures
nstitutional legal counsel

Chief Financial Officer

Partner institutions

NFPRHA & other professional organizations
State & Federal governmental agencies




EIF

| HIPAA Security Rule

ElF

-"'-\l HIPAL Federal Register Statutory Text

2017 NACUA Cybersecurity Training
cybersecurity-newsletter-july-2018-Disposal
Verizon Data Breach Investigations Report - White Paper

M= SHS.HIPAA.BNR.D01 Notification in the Case of Breach of Unsecured PHI
M= SHS.HIPAA.PR.O0T Hybrid Entity Organizational Requirements

M=| SHS.HIPAA.PR.O02 Administrative Requirements

=] SHS.HIPAAPR.OD2 Security and Privacy Provisions

M=| SHS.HIPAAPR.O4 Business Associates

M=| SHS.HIPAA.PR.ODS Woaorkforce Training Policy

M=| SHS.HIPAAPR.ODS.A Transition Provisions

M= SHS.HIPAAPR.ODG Safeguards

=] SHS.HIPAA.PR.OOT Compliance & Enforcement

M| SHS.HIPAA.PR.OOT.A Imposition of Civil Monetary Penalties

=] SHS.HIPAA.PR.ODE Computer & Information Usage Agreement - Minimum Mecess...

M= SHS.HIPAA.PR.O0S.A Confidentiality & Security Agreement

M= SHS.HIPAAPR.ODE.E Minimurm Mecessary

M= SHS.HIPAA.PR.O0Y Sanctions for Violations of HIPAA

M| SHS.HIPAA.PR.O10 De-ldentified Protected Health Information
=] SHS.HIPAAPR.OT1 Privacy Related Complaints

M=| SHS.HIPAA.PR.012 Notice of Privacy Practices

M=| SHS.HIPAA.PR.013 Authorization Requirements

M=| SHS.HIPAAPR.D14 Accounting of Disclosures

M= SHS.HIPAAPR.OT4.A Request for an Accounting of Disclosures

M=| SHS.HIPAA.PR.015 Consent for Uses & Disclosures to Carry Out TPO

M=| SHS.HIPAA.PR.O16 Use & Disclosure of Psychotheapy Motes

M=| SHS.HIPAAPR.017 Access to Protected Health Information

M=| SHS.HIPAA.PR.O17.A Request for Access to Protected Health Information

M=| SHS.HIPAA.PR.OTE Right of an Individual to Request Restriction of Protec...

M=| SHS.HIPAAPR.OTS.A Request for Restrictions of Protected Health Informat...
M=| SHS.HIPAA.PR.019 Right of an Individual to Request Revocation of Protect...
M= SHS.HIPAAPR.O19.A Request for Revocation of Protected Health Informatio...
M=| SHS.HIPAA.PR.020 Individual Right to Request Confidential Communications...
M=| SHS.HIPAA.PR.O20.A Request for Confidential Communications

0= SHS.HIPAA.PR.O21 Right to Amend Records (PHI)

M=| SHS.HIPAAPR.021.A Request for Amendment of Protected Health Information...
M=| SHS.HIPAA.PR.021.B Acceptance of Request for Amendment of PHI

M=| SHS.HIPAA.PR.021.C Denial of Request for Amendment of PHI

M=| SHS.HIPAA.PR.022 Uses & Disclosures Required by Law

M= SHS.HIPAA.PR.023 Uses & Disclosures for Law Enforcement Purposes

M=| SHS.HIPAA.PR.024 Uses & Disclosures for Employment Related Decisions
M=| SHS.HIPAA.PR.025 Uses & Disclosures of PHI for Workers' Compensation
M=| SHS.HIPAAPR.026 Uses & Disclosures for Judicial & Administrative Procee...
M=| SHS.HIPAA.PR.027 Uses & Disclosures for Other Purposes



8.50x 11.00 in

IHS HIPAA Security Checklist

HIPAA SECURITY
RULE
REFERENCE

SAFEGUAERD

(R) = REQUIRED, (A) = ADDRESSABLE

STATUS

COMPLETE. N/A

Administrative Safeguards

164.308(a)(1)(i)

Security Management Process: Implement policies and procedures to
prevent, detect, contain, and correct security violations.

164.308(a)(1)(i)(A)

Has a Risk Analysis been completed TAW NIST Guidelines?
(R)

164.308(a)(1)(i)(B)

Has the Risk Management process been completed IAW NIST
Guidelines? (R)

164.308(a)(1)(ii)(C)

Do you have formal sanctions against employees who fail to
comply with security policies and procedures? (R)

164.308(a)(1)(ii)(D)

Have you implemented procedures to regularly review records
of IS activity such as audit logs. access reports. and security
incident tracking? (R)

164.308(a)(2)

Assigned Security Responsibility: Identify the securitv official who is
responsible for the development and implementation of the policies and
procedures required by this subpart for the entitv.

COMPLETE

164.308(2)(3)(1)

Workforce Securityv: Implement policies and procedures to ensure that all
members of its workforce have appropriate access to EPHI, as provided
under paragraph (a)(4) of this section, and to prevent those workforce
members who do not have access under paragraph (a)(4) of this section
from obtaining access to electronic protected health information (EPHI).
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Magnitude of Impact
(Very low, low,
moderate, high, very

Security Measures in Place
(e.g. excryption, firewall,
antivirus, email scans,
training, audit access log,

expiring passwords, lock and

Timeline for
Implementing future

B4 Level of Risk 4 key, vendor due [Iiligenc:e]ﬂ Security Measures Needed B Measures [~

Inventory of PHI B4 Potential threats B Likelihood of Event B high)

Desktop Computers hacking/malware
Cloud based Network  hacking/malware
Cloud server hacking/malware

Copy machines

failure to scrub data
prior to disposal

Employee Smartphones

theft / loss

Employee laptops

theft [ loss Moderate Very high

very high

password protected,
encrypted hard drive,
lockable carrier

automatic timed logoff

Policy on taking laptops off-
site

Education and training

End of Q4 2019

Shredding bins

Physical servers

web-based email
system

sending PHI to
wrong recipient

~|[Employee offices

natural disaster




Lesson Learned #3:
| still think like a clinician

Sometimes little changes have more ripple effect than you appreciate from your
primary lens....

« Administrative staff functions
« Scheduling
» Registration
* Billing
« Other

e Clinical staff
« Patient workflow impact
« Documentation
e Orders & results

e Other
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Who’s going to do all of the work that is required of revenue cycle management?

Some of you have the ability to employ staff to work on this. Others may have to split up the work between center managers, front desk staff, and other administrative job functions. 

Doing the work of RCM can pay off, literally. Especially when you do it well. But how do you do it well?



'S
Research tells us...

High performing organizations have a culture that elevates the
importance of the revenue cycle.

High performers...

« Master areas important to their particular circumstances. Simply
put: They are good at what they need to be good at.

« Aren'tjust good at setting goals; they are good at how they take
action and execute strategies to achieve these goals.

Healthcare Financial Management Association (HFMA), “Strategies for a High-Performance Revenue Cycle:
A Report from the PATIENT FRIENDLY BILLING® Project.” 2009.
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Research tells us that organizations which place an importance on revenue cycle management tend to perform better in revenue capture. 

These organizations focus on mastering areas that are important to their particular circumstances. For example, if they have a high percentage of Medicaid patients, they will master claims submission to Medicaid and Medicaid MCOs. These high performers are also good at pinpointing areas for improvement and acting on them in a timely fashion. 

In a nutshell: a finely tuned revenue cycle process comes from identifying priority areas to develop expertise and from laser-focused oversight. They zoom in and interpret. Let me demonstrate. 
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Presenter
Presentation Notes
Who can read what’s on the screen? It’s tough, right? We’re overwhelmed with data 


Esist Zeit fUr Ihre Kaffeepause am Nachmittag
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Presentation Notes
And how about now? Is it easier to see if we narrow it down?



Es ist Zeit fUr lhre Kaffeepause am Nachmittag
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And now? 



ES |St Zelt furE:slist ZeithUFIhrer}ZaffeeE)auseam Nachmittag NaChmrttag
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Presentation Notes
Just like plain reading, in RCM it helps to zoom in on the data to be able to actually read it. That’s important, for sure. 

Now, who here knows what this text says? 


I

narrow in interpret
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Presentation Notes
The moral of the story is that you have to be able to narrow in on your data. But you also have to be able to interpret it. 
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Key Performance Indicators

Baseline KPI
* Days in A/R
* Aged A/R
- Net collection rate
- Denial rate
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Presentation Notes
The most common measurements include gross and net receivables over 90 or 120 days by payer, days receivables outstanding, net collection rates, 
charge lag, as well as claim rejection and denial data. Baseline KPI’s are often included in monthly financial reports and reported to organizational 
stakeholders.



'S I
Key Performance Indicators

Advanced KPI
» Underpayment review
 Denial appeal rate
 Denial appeal success rate
- Self-pay collections
* First-pass resolution rate
* Clean claim rate

Hayes Management Consulting, “Beyond the Basics: Accelerating the Revenue Cycle Through Advanced KPIs.”
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Presentation Notes
Underpayment Review
In many cases, organizations don’t invoice the exact amount allowed by contract. There should be a regular review that 
compares actual paid claims vs. contracted rates. This has not been well developed in most institution, but plugging this underpayment hole can result in a significant boost to cash flow.

Denial Appeal Rate
This metric tracks the volume of denials that get appealed. It’s calculated by taking the total number of denials appealed divided by the total volume of denials. You can use either the claim or line item level for the calculation. If the percentage of appeals is not high then there is most likely an opportunity 
for automation to handle write-offs or adjustments. Another alternative is that staff is not focusing enough on denials.

This measurement can help prioritize work efforts and identify areas that can aid in reducing denials. One way to dig  deeper is to analyze by payer, type of denial, track and trend for patterns and fine tune the system to automate where it makes sense, provide training or retraining, and share best  practices.

Denial Appeal Success Rate
This is the next logical metric following Denial Appeal Rate. It measures the volume of appealed denials that get ultimately get paid. It is calculated by taking the total volume of denials that are paid divided by the total volume of denials that get appealed. 

Self Pay Collections
This metric tracks the successful front end collections of patient self pay charges and is calculated by taking the amount of patient responsibility collected divided by the total amount of patient responsibility collectibles.

First Pass Resolution Rate
This metric tracks the percentage of claims that get paid on first submission. First Pass Resolution rate provides a look at the effectiveness of your revenue cycle management program. 

Clean Claim Rate
This is the percentage of claims that pass internal claim scrubber edits and EDI (claims clearinghouse edits) and go directly to payer. Ensuring a high clean claim rates accelerates cash collection


>
VMGMASER

HOW OFTEN DO
YOU COMPARE
REIMBURSEMENT
WITH CONTRACTED
PAYMENT RATES?

JAMUARY 31, 2017 POLL
837 APPLICABLE RESPONSES OUT
OF 899 TOTAL RESPONSES

MGMA.COM/STAT
EMGMASTAT

21%
DAILY

GU;I-'{?ERLY
14%

MONTHLY

22%
OTHER

26%
UNSURE
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Presentation Notes
Here’s an example of how often private practice offices are looking at one of these KPIs. Interesting example. What’s your experience like? How often are you checking these baseline and advanced KPI? How often you would LIKE to be checking?
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Where and how to look?

- Compare codes on fee schedule to covered services of
contracted payers
* Review charges over a 3-6 month period of time

. CorrC\Ipare to fee schedule to look for trends in codes not
use

« Compare between sites to identify inconsistencies
» Compare E/M codes to:

* Industry standards

 Across providers
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Frequency of Contra Dispensed
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99401 99402 99403

Reimbursement 19.000 S 30.00 S 41.00
Total

Original 2654 0 0
50,426 S - S - $50,426

Conservative 2256 265 133
42 864 S 7,950 S 5,453 S 56,267

Moderate 19917 398 265
37,829 S11,940 S$10,865 S 60,634
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Conservative (85+10+5)

Moderate (75+15+10)



What would you
do if you found
these results?



LARC Billing Quiz

Coding Resources

Coding for Long-Acting Reversible Contraception
| Billing Quiz
-l AP, Coding 2018 UPDATE

Solutions

How can we help you today?

[ Enter your search term here...

Knowledge base

Check to see if your coding question has already been answered in o
coding news, and learn more about ACOG's coding workshops and

TOP CODING QUESTIONS OF THE MONTH (41) FREQ

March 2019: ICD-10 Category 026 vs 099 Sperm Washing CPT codes 58323 vs. 89260
February 2019: Ureterolysis

January 2019: CPT Code 58661 and Modifier 50

Reporting a Service with Modifier 22
Normal First Pregnancy vs Other Normal Pregnancy
December 2018: Endometrial Biopsy Same Day Admission and Discharge Services

Failed IUD Insertion

Q<
Q<

November 2018: Choosing the Correct Diagnosis Code for Medicare Preven...

Caa all A1 artirlac oo Q inla
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https://www.acog.org/About-ACOG/ACOG-Departments/Long-Acting-Reversible-Contraception/Coding-and-Reimbursement-for-LARC?IsMobileSet=false

https://www.fpntc.org/resources/coding-reproductive-health-care-environment-fundamentals-coding-elearning-module-1

https://acogcoding.freshdesk.com/support/login



How do you fine-tune
your revenue cycle?



Es It's time for your afternoon coffee break!tag
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Presentation Notes
It's time for your afternoon coffee break
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Thank you!

Contact Amanda Kimber at
akimber@nfprha.org or 515-710-8882



mailto:akimber@nfprha.org

Resources

* NFPRHA Back-End Bootcamp Training slide deck:
www.nationalfamilyplanning.org/file/Sunday-3-18---Back-End-RCM-
Bootcamp.pdf

 NFPRHA Revenue Cycle Assessment tool:
www.nhationalfamilyplanning.org/file/Family-Planning-Revenue-Cycle-Assessment-

Tool---FINAL-with-RSF-logo.pdf
« FPNTC Financial Management Toolkit: www.fpntc.org/resources/financial-

management-toolkit

 FPNTC Coding Modules: www.fpntc.org/resources/coding-reproductive-
health-care-environment-fundamentals-coding-elearning-module-1

« ACOG LARC Coding Guide: www.acog.org/About-ACOG/ACOG-

Departments/lLong-Acting- Reversible- Contraceptlon/Coqu and-
Reimbursement-for-LARC?IsMobileSet=false



http://www.nationalfamilyplanning.org/file/Sunday-3-18---Back-End-RCM-Bootcamp.pdf
http://www.nationalfamilyplanning.org/file/Family-Planning-Revenue-Cycle-Assessment-Tool---FINAL-with-RSF-logo.pdf
http://www.fpntc.org/resources/financial-management-toolkit
http://www.fpntc.org/resources/coding-reproductive-health-care-environment-fundamentals-coding-elearning-module-1
http://www.acog.org/About-ACOG/ACOG-Departments/Long-Acting-Reversible-Contraception/Coding-and-Reimbursement-for-LARC?IsMobileSet=false
https://acogcoding.freshdesk.com/support/login
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