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Operator:
Good afternoon.  My name is (Shelly) and I will be your conference operator today.  At this time, I would like to welcome everyone to the Review Revenue Cycle Management Part One, Before and During the Client Visit.  


All lines have been placed on mute to prevent any background noise.  After the speakers’ remarks, there will be a question and answer session.  If you would like to ask a question during this time, simply press star, then the number one on your telephone keypad.  If you would like to withdraw your question, press the pound key.  Thank you.


Caitlin Hungate, you may begin your conference.

Caitlin Hungate:
Thank you, (Shelly).  Welcome and thank you for joining us for part one of our three-part Revenue Cycle Management Series, Before and During the Client Visit, presented by Lou Ann Wilroy, business strategies consultant at RT Welter and Associates.


My name is Caitlin Hungate and I am from the National Training Center for Management and Systems Improvement funded by the Department of Health and Human Services Office of Population Affairs.


We will begin shortly with the presentation.  Please be aware that there will be opportunities to questions of the presenter.  You may ask questions via the phone line by pressing star one or by chatting your questions in via WebEx.


If you have a question that is not addressed, we encourage you to direct your questions to the National Training Center for Management and Systems Improvement and we will direct your questions on to the presenter.


The presentation materials and transcript will be posted about a week after today’s Webinar on the National Training Center’s Web site, www.spntc.org.  After this Webinar, you will receive an e-mail with a link to an online evaluation.  Please complete the evaluation by Monday, August 5th.


The intended audience for this Webinar is Title X grantees and sub-recipient agency staff who would like to implement a structure for managing revenue that will contribute to long-term sustainability of their clinic.


The Revenue Cycle Management Webinar Series consists of three Webinars, with the first Webinar today that is covering key components of the revenue cycle management process before the client’s appointment and when the client arrives.


The next Webinar, After the Client Visit, on August 7th, will cover the framework for billing and collections process that takes place after the client is seen.  The final Webinar, Contracting with Payers, on Thursday, August 29th, will cover negotiating fee schedules and executing contracts with third party payers.  As a reminder, continuing nursing education credits will be awarded upon completion and full participation of each live Webinar.


After attending this Webinar, participants will be able to identify the vital components of revenue cycle management that takes place before entering the client visit, assess the agency’s level of capacity to effectively carry out these components of revenue cycle management, implement an effective workflow process for these components of revenue cycle management and utilize communication tips and suggested responses to request for payment from clients.


At this time, we have opened up a poll in the polling panel of your screen.  Please take a moment to answer who is participating in today’s Webinar.  We will leave it open for a minute, so please make sure to submit your responses now.


I would now like to introduce our presenter, Lou Ann Wilroy.  Ms. Wilroy serves as a business strategies consultant for RT Welter and Associates, a health care consulting firm based in Denver, Colorado.  Ms. Wilroy works with hospitals, clinics, public health agencies and non-profit organizations and focuses on sustainability of the safety net.


So maybe we’ll do about 10 more seconds of the poll before we close the poll.  So 10, nine, eight, seven, six, five, four, three, two, one.  And while we are compiling the results which you will shortly see in your screen, there is about 80 participants from local public health agencies, another – about 60 from non-profit organizations.  And you can see the results in your polling panel of your screen.


Now, let’s hear from our presenter now.  Please welcome Lou Ann Wilroy.

Lou Ann Wilroy:
Thank you, Caitlin, for the introduction.  Hello, everyone, and thank you for participating in today’s Webinar.  So, before we get started, let’s talk about what revenue cycle management is.


We’re participating in a three-part Webinar series on revenue cycle management for Title X agencies, but what does that mean?  What is revenue cycle management?


It basically applies to all industries, although we’re going to be talking about revenue cycle management in the health care setting today. Revenue cycle management is basically taking steps to make sure that you get paid for what you do and that you get paid in a timely manner.


The graphic on this slide demonstrates the components of the revenue cycle management process.  According to the revenue cycle wheel shown on the previous slide, the cycle is broken down into activities that take place before the client visit, during the client visit and after the visit.


Today’s Webinar covers some of the pre-visit components, from the time the client calls to schedule an appointment up until the time your client’s clinical care is rendered by the clinician.  The second Webinar in our three-part, scheduled for August 7th, will cover the components of the process that take place after the visit.  The third Webinar on August 29th will cover payer contracting and credentialing.


Basic information about coding and documentation in the medical record will be covered during the second Webinar on August 2nd, but coding will not be covered in-depth during this series because the National Training Center on Management and Systems Improvement will be launching a detailed e-learning course on coding in the fall.


Before we go any further, I want to clarify a little bit of terminology that we’ll be using today and throughout the Webinar series.  There are some terms that are tossed around and used interchangeably in the health care environment.


And just so we don’t cause confusion, when you hear the word “payer” or “insurer; “third party” or “health plan”; or “carrier” or “insurance company”; just be aware that those terms all apply to the same thing, an insurance company that covers insurance benefit.  And usually when we use those terms, we’re talking about all insurance companies, including the public providers – Medicare and Medicaid; SCHIP, the Child – the Child Health Insurance Plan.


Also, you’ll hear us mention the word “client” and “patient” throughout the Webinar series.  And I just want to clarify that those words are interchangeable as well.  Usually, in the public health setting, we use the term “client” when we refer to individuals that are receiving services in your agencies.  In the private sector, you’re more likely to hear the word “patient”.  But for the purposes of our Webinar series, those terms will be interchangeable.


Also, I wanted to clarify before we get started, that I work with RT Welter and Associates, a consulting firm here in Denver, as Caitlin stated.  And the information provided during this Webinar series is based on a compilation of best practices that the staff at RT Welter and Associates, and other experts across the country that are our colleagues have developed based on years of experience working with medical providers.


Some of the recommendations that you hear during the Webinar series may not be a perfect fit for your individual agency, and some you may need to just put on hold on your to-do list for a later date if they’re not applicable at this time, so just keep that in mind as we go along.


Before we begin talking about revenue cycle management best practices, it is important for us to briefly review the Title X billing guidelines related to charges, billing and collections.


So if you look at bullet points on this slide, the first one is related to individuals that you serve that are below 100 percent of the federal poverty level.  There are no charges for services to these individuals unless they have insurance.


Second, clients with income over 250 percent of the federal poverty level must be charged based on reasonable cost of providing services.  And then, other clients between 100 percent and 250 percent of the federal poverty level must be charged based on your sliding fee scale.  In addition, you must make reasonable efforts to collect charges without jeopardizing confidentiality.


As a Title X agency, you are required to have policies and procedures in place to outline how you will make a reasonable effort to verify the client’s insurance and income status.  You may have clients who have insurance, but ask you not to file it because they are concerned about confidentiality.


The client may be concerned that an EOB, or Explanation of Benefits, or other documents about their medical care will be mailed to their address.  They may not want their parents, if they are minor; or their spouse to know that they have been seen in your agency.


While honoring these requests for confidential services is extremely important as a Title X agency, it is also important to explore your options for how to best handle the situation.  Title X agencies should consider exploring and addressing this topic with insurance carriers as you’re working – and you’re working and moving forward in contracting with payers.  The buzzword today for this is EOB suppression or suppressing the Explanation of Benefits that’s usually sent out to the patient’s address.


It’s recommended that this is addressed at the time of contracting.  And if the payer will agree to contractually hold the EOB in other communications regarding services, you should be able to feel comfortable in billing the client’s insurance and receiving reimbursement while also protecting confidentiality.


You should include in your written policies and procedures a process for how you will handle requests for confidentiality.  And most importantly, you must make sure that you follow your own policy across all clients consistently.  EOB suppression, as we all know, is already a challenge across the country and it most likely will become even more of an issue as more of our low-income and uninsured populations, including minors, become insured to health care reform.


The willingness of health plan to suppress EOBs actually varies greatly across health plans and across the country.  In my state, in Colorado, we’ve actually ran into some roadblocks with trying to convince payers to honor these requests.


The problem is that, especially the large insurers – they’re very large corporations and they have very complicated systems in place.  And sometimes it’s virtually impossible with the way they’re set up to be able to hold or suppress the mailing out of an EOB or other communications.


And in Colorado, one of our grantees, the Colorado Department of Public Health and Environment, our Colorado Family Planning Initiative has actually been meeting with our state insurance commissioner to try to address the issue.  So it’s important for Title X agencies to be proactive as health care reform is implemented.


Some service sites are making it strictly an opt-in for confidential services upon request.  Remember, if a minor requests confidential services and you are not following a claim under the parents’ insurance because of this request, the eligibility for discounts for minors must be based on the income of the minor, not the parent.  Also, it’s important to remember that clients must not be denied services based on an inability to pay.


So if you have any specific questions and concerns about the Title X guidelines for billing, please address these with your state Title X grantee or your regional program consultant.  And remember that some guidelines under Title X are actually state-specific or grantee-specific under your – driven by your particular grantee.


So what should happen before and during the client visit and why is this important?  Well, when we think about reimbursement for services in health care, we think about the billing process.


Claim submission and billing and collections are often considered to be the key components of receiving reimbursement.  However, the steps that are involved in collecting the pertinent information and ensuring that appropriate documentation is in place prior to claims submission are just as important and are vital to making sure that reimbursement is received.


It is imperative that your Ts are crossed and your Is are dotted before you start the process of submitting a claim in order to receive payment from commercial and public payers.  And most of this information is collected prior to and during the actual client visit.


It’s much more efficient to collect the information you need at this time when you’re interacting with the client than to have to go back and try to pull together the information after the visit at the time of billing.  There are some common missteps during this phase of the revenue cycle management process that can be detrimental to collecting revenue and ensuring your sustainability.


Some of those common missteps include not obtaining current client information, failure to collect previous balances from clients and inconsistency or failure to collect copayment.


So what happens during patient scheduling?  Here are the best practices or steps you need to take to make sure that this works effectively.


So you tend to want to find out what the patient needs when you’re on the phone making the appointment and get the appointment set on your schedule and get off the phone.  It’s often challenging for some Title X agencies to collect comprehensive information from the client on the phone when the appointment is scheduled.  And this may be due to language barriers, time constraints with your staff or hesitancy on behalf of the agency as it really hasn’t been incorporated into your common practices or culture yet.


However, as the number of insured clients increases over the next few years, it will be imperative to collect as much information as possible in advance.  Title X agencies and all medical practices really should have an automated scheduling system in place today.  And you should have the capacity to enter detailed information at the time of scheduling into your system.


These systems can range from anything from a basic software – scheduling software program to a practice management system to an electronic medical record or electronic health record system.  But at a minimum, your agency should be able to enter basic demographics, the client’s insurance information and the reason for the client visit – their clinical needs at the time of scheduling.


I actually think I can hear some eyes rolling through the phones right now.  Yes, these scheduling calls are time-consuming and can take up to 10 minutes or more if you’re collecting all this comprehensive information on the phone rather than just scheduling an appointment time.


But the effort to do this will be worth it.  You’ll definitely have a return on your investment because it’s much more efficient to address this up front when you are interacting with the client, rather than the after the visit.


Also, for maximum efficiency, whenever possible, it is suggested that an appointment confirmation and client paperwork should be mailed our e-mailed to the client prior to the appointment.  And your client should be asked to complete the form and bring them to the appointment.


For appointments that are scheduled in advanced, a good practice in order to prevent or reduce no-shows is to make confirmation phone calls or send out text as reminders within 24 hours of the appointment.  It probably won’t come as a surprise to any of you that we have found that texting works especially well with our teen clients.  Of course, appointment reminders would not be applicable with your same-day or next-day scheduling, which also helps to reduce the number of no-shows.


All clients should be asked at the time of scheduling whether or not they have any type of insurance coverage.  And this information should be entered into your system prior to the visit if at all possible.


Your clients should be instructed to bring their insurance cards to the appointment regardless of whether or not the insurance will be billed or whether or not the services will be actually covered.  You need to get in the habit of collecting this information and tracking it in your system.


Imagine that your number of insured clients will increase by 40 percent to 50 percent or more in the next couple of years based on the implementation of health care reform, especially if you’re in a state that’s implementing Medicaid expansions.  You’ll have a much higher volume of clients coming in with insurance and you need to get in the habit of collecting this information and doing so in an – in an efficient manner.


At this point, when you’re on the phone scheduling the appointment, you should also have a conversation with the client to review your financial policy.  If at all possible, try to provide the client with an estimate of the cost of the services.  And this should be – and it should be made clear to them before they come in for the appointment what your financial policy is and what their financial obligation will be.


In addition to collecting insurance coverage information and demographic information from the client on the phone, eligibility verification should be conducted prior to the patient’s visit to confirm their insurance status and whether or not the services will be covered.


There are a couple of ways to do this.  Eligibility and benefit verification may be conducted electronically by using software which must be purchased.  Usually it’s on a subscription basis.  Or, you can verify coverage and benefits for free through each individual payer’s Web site at no cost.


Verification to the payer Web site is actually pretty time-consuming cumbersome.  And it might be prohibited as your number of insured clients increases and if you have a number of multiple health plans that you’re contracting with.


Currently, unfortunately, we don’t have a free service or a centralized mechanism in place to allow us to verify income – verify, excuse me, benefits and coverage across all health plans.  But you can subscribe, and some of these software programs or Web-based resources are pretty reasonable cost – reasonably cost set up – reasonably – have reasonable fees, excuse me.  And you can subscribe to them on a monthly or annual basis.


You can also call the insurer on the phone.  There’s a phone number usually on the patient’s insurance card and you can call the carrier to verify benefits.  But this can be really time-consuming.  You should be prepared if you’re going this direction to be on hold for a long time.  It’s not ideal.


Let’s take Blue Cross Blue Shield as an example.  So you have a client come in that’s covered by your local Blue Cross Blue Shield carrier and you have a contract with that insurance company.


You would have provider log-in instructions that you have received from the insurance company as you’re contracted with them as part of their network, you’ll go on the Web site and log in and then you’ll verify that that patient is insured and verify what the patient’s insurance coverage is and whether or not the services you’re going to be providing are covered.


This slide provides you with the information that you’ll need to have in place in advance in order to make this happen effectively.  The first column on that last slide provides you with the information that you’ll need to have ready before you attempt to verify eligibility and benefits.  You’ll get this information from the client directly or from their insurance card.


You’ll need to know their name; their date of birth; their mailing address; their social security number; of course, the insurance carrier ID number; group number; and the insurance carrier’s phone number.  Once you log on to the payer’s Web site or once you log on to the software program that you’re using, you’ll find out whether or not authorization is required prior to the patient visit, find our if referral is required – referrals are usually not required for family planning services.


And then, you’ll need to make sure that you understand the instructions for claim submission, find out if there is a copay and, if so, how much; and if there a deductible, also, you’ll need to know whether or not you, as a provider, are an in-network provider or out-of-network provider.


We’ll talk a little bit about what in-network and out-of-network means.  You may have clients seeking care at your agency who are covered by insurance plans that you have not contracted with at a negotiated rate.  You would be considered an out-of-network provider in this case.


Some health plans do not reimburse out-of-network providers at all which means that if you see the client, the client will be responsible for the full amount of the charges.  Other health plans offer some coverage for out-of-network providers, but the client’s responsibility is usually much higher than it would be if you were in-network.


No matter what type of health plan the client have, and it could be an HMO, a PPO, a point of service or other type of plan; there is no question that out-of-network care will generally be more expensive for the client.  HMOs, in particular, usually will not cover out-of-network services at all.  It is extremely important to discuss this with the client prior to the visit.


So once you have made the client aware that you are not contracted with their insurance company and that the services will be considered out-of-network, you want to have the client sign an agreement outlining their financial responsibility.  I’ve touched on this already during the Webinar.  This can be the same financial policy with the same wording that the patient that outlines that the patient will be responsible for the outstanding balance.


This should be outlined in your financial policies and procedures and you should consistent follow the same process with all clients.  Some health plans will not reimburse out-of-network providers and will send the payment directly to the patient.


In order to try to avoid this, you might ask the client to assign benefits to you. An Assignment of Benefits form is signed by the patient and actually appoints you as the provider – as the authorized representative to receive payment for the medical claim.  Some health plans will recognize the assignment of benefits and make the payment directly to the out-of-network provider and some will not.


In this case, the client will actually receive the payment directly and will need to make a payment to your agency to cover the cost of their services.  This is where the payment plan agreement with the client signature is really important.  At the bottom of this slide, we have provided a link to a sample Assignment of Benefits form.  It’s available on the American Medical Association’s Web site.


So this next slide provides you with an agency capacity assessment checklist.  For the information that we’ve covered thus far, you can use this checklist sort of as a self-assessment to really determine whether or not you have the components in place that you’ll need to carry out these activities related to the revenue cycle management process.


You’ll need to make sure that you have a staffing structure in place to support the collection of the data elements you need at the time of appointment scheduling.  You’ll need to have a mechanism in place for making confirmation phone calls or text.


You’ll need to have practice management or scheduling software, a process of e-mailing or mailing forms out prior to the appointment.  You can also make your forms available on your Web site, if you have a Web site that you have the capacity to make those forms downloadable.


Also, you’ll need to have resources in place for electronic eligibility and benefit verification as we talked about.  It can be a software program or a Web-based service that you subscribe to or you can do this through the payer Web site.  You’ll need policies and procedures to outline your financial processes and a financial policy that has a signature that you’ll obtain by your client to make sure that they have read and agree to meeting the financial obligations.

Caitlin Hungate:
At this time, we will open up for questions.  If you have a question, please either chat your question to everyone via chat or press star one on your telephone.


And we have a question that already came in from the chat earlier.  Can we get specifics about what demographics to get?

Lou Ann Wilroy:
Demographics to get for the insurance benefits verification?

Caitlin Hungate:
Yes.

Lou Ann Wilroy:
It would basically be whether or not the client is a male or female, their mailing address.  The items that were listed on the slide – let me go back to that slide – it’s slide number 13.  The items that are on the left side on that column that – are the items that you’ll obtain – the demographic items that you’ll obtain from the client.

Caitlin Hungate:
Great.  Thank you.  Here is another question.  My agency does not verify insurance eligibility at the time of scheduling.  What strategies do you recommend to begin that process?

Lou Ann Wilroy:
I would say the first thing that you would want to do is check and find out what resources are available to you in your state for Medicaid eligibility check.  Usually there is an online resource to verify eligibility for Medicaid in every state.  So I would first make sure that you have access to that.


And then, if you only have one or two commercial payers that you are currently accepting or that you’re planning to accept in the near future, you could start by learning how to log in to the payer Web sites as we discussed earlier.  And then, if you have multiple commercial payers – this is where it gets a little bit more complicated – I would suggest subscribing to an online verification tool as we talked about earlier.


And there are a lot of different tools on the market today that are reasonably priced.  A few that come to mind – there is one called (MDOnline) or it’s called the (MDOn) for short.  There’s OmniMD, there’s one called Data Link and these are some of the most popular resources out there that are reasonably prices as I – as I mentioned that you can subscribe to.


Additionally, if you are submitting claims and using a clearing house, clearing houses usually provide verification as well.  So if you’re using a clearing house for claims submission, you should find out if they offer eligibility verification.  Usually they do and you can add that to your subscription for services with your clearing house.

Caitlin Hungate:
Great.  Thank you, Lou Ann.  And before we continue with additional questions through the chat or the phone line, we have opened up another poll in the polling panel of your screen.  Please take a moment to answer what types of technology does your agency have in place and you can select all that apply.


And so while you – while the participants are responding to the poll, we’ll continue with another question in – from the chat.  What reasonable – what reasonable efforts to other – OK.  I’m sorry.


If an insurance plan will not pay a provider who was out of network, how would handle this?  Collect up front, payment plan, et cetera?

Lou Ann Wilroy:
Most importantly, in this situation, it’s – you’ll need to decide how you’re going to handle this and then put this in writing in your financial policies and make sure that you practice whatever your policy says and that you make that consistent across all of your client.


What you can do is you can – you can – there are several options.  You can charge the patient up front at the time of the visit for the charges.  And the patient would be responsible for making that payment out of pocket to your agency.


You can then provide the client themselves with the claim for and the client can actually submit the claim to the payer for a receipt of payment.  You also should probably check with your state grantee just to clarify whether or not there’s any reason you cannot do this based on any specific local or state regulations.  But usually, you can slide the out-of-pocket expense for the charges on your sliding fee scale based on your financial policies.


So just make sure that you describe how you’re going to handle it and be consistent.  But you can collect payment up front, the patient can submit the claim form.  You can try submitting the claim yourself.


Even though you’re not contracted with the insurance company, you can – you can submit the claim to the payer even if you’re not contracted.  It just depends on the payer’s policy of whether or not they will reimburse the out-of-network providers.

Caitlin Hungate:
Great.  Thank you, Lou Ann.  Here is another question from the chat.  What reasonable efforts do others use to collect outstanding bills?  This agency has mailed letters in the past but found it was not helpful.

Lou Ann Wilroy:
We are going to be covering accounts receivable and collection processes during our second Webinar which is scheduled for August 7th.  So, Caitlin, I don’t know if we want to defer this question until we get to that Webinar.

Caitlin Hungate:
OK.  That sounds great.  Thanks, Lou Ann.  Are there any questions in the phone queue, (Shelly)?

Operator:
No.  There are no telephone questions.

Caitlin Hungate:
OK.  And we’re going to turn over the line to Sue Moskosky.

Susan Moskosky:
Yes.  I just wanted to clarify something with regard to insurance billing and reimbursement.  In terms of how you should figure out what the client owes, the very first step should be, before you figure out insurance or anything else is to determine where that client falls on the sliding fee scale.


If the client’s income on the sliding fee scale is actually – and then you need to figure out what the copay that the client would pay.  So let’s say, for instance, that a client on the sliding fee scale should pay $25.  And their copay for their insurance is $20.


The client should pay the $20 and the clinic then or the service site should then be billing insurance and whatever they get back.  But if the insurance company does not pay – let’s say, that the client owed $25 on the sliding fee scale, the clinic collected the $20 for the copay, billed the insurance company for the full amount of the visit.  Let’s say that the insurance company did not reimburse at all.


The only thing that the clinic could then recover would be the other $5 that the client would have owed have they paid on the sliding fee scale.  So a client should never pay more than they would have paid for their services based on the sliding fee scale.


Let’s say that a client comes in and, again, the client would have paid $25 on the sliding fee scale and the copay is $25.  The only thing the client should pay is the $25 that they would owe on the sliding fee scale and then the service site would need to make up the difference on the copay.


Clients should never be paying more than they would have paid based on the sliding fee scale.  So I hope that that helps a little bit.  I’m not trying to contradict anything that our presenter was presenting, but, you know, with Title X, you need to make sure that clients are never paying more than they should pay based on the established sliding fee schedule.

Caitlin Hungate:
Great.  Thank you.  And while we have further questions from the chat, we’re going to move on with the presentation and there will be another opportunity to address those answers.


And just to recap from the poll, it looks like a majority of participants have electronic medical records, electronic scheduling software and then a few people have practice management systems.  So we’re going to turn this back over to Lou Ann.

Lou Ann Wilroy:
Great.  And thank you, Sue.  That was very valuable for you to jump in and provide us with that clarification.  And, as I mentioned earlier, these – the information that we are providing today is based on best practices for billing and revenue cycle management in medical practices.


And most of the items that we’re discussing today really apply to folks that don’t fall under – on – into the sliding fee scale under 250 percent of the federal poverty level.  So thank you for that clarification.


So we’ll move on now to the registration process.  First, we’ll talk about HIPAA.  If you’re not familiar with HIPAA, you should become familiar with HIPAA as soon as possible.  And if you have electronic health records – it’s great to hear that so many of you do have this technology in place – you should be already familiar with the HIPAA privacy and security rules.


HIPAA is the Health Insurance Portability and Accountability Act.  It became effective in 1996 and has had many different rules and revisions and clarifications since then.  The privacy rule of 2003 regulates the use and disclosure of protected health information, PHI, held by covered entities.


PHI is basically any information concerning health status, provision of health care or payment for health care that can be linked to an individual.  Covered entities are organizations that are engaged in electronic transmission of protected health information.


If you have ever filed a claim with a payer, you are a HIPAA-covered entity and you must comply with HIPAA privacy and security rules.  HIPAA is a federal law and the Office of Civil Rights enforces the privacy rule and will investigate potential violations.


HIPAA requires that you take certain measures to protect your client’s protected health information and that you disclose information about HIPAA and you HIPAA policies to your client.  If you haven’t already, you should think about engaging in an assessment to determine your level of compliance with HIPAA and correct any non-compliance findings as soon as possible.


We actually are going to provide you with some online resources later during today’s Webinar that you can explore to help you with HIPAA compliance.  Credit card machines – another tip for the check-in area.  For convenience, you should make sure that there are the credit card machine, if you do accept credit card, and preferably also check scanning equipment.


Make sure these tools are available and within easy access to the front desk.  If your front desk receptionist has to leave the front desk area to walk to another location to run credit cards or to – you know, in order to accept the copayment or to copy or scan an insurance card, this will cause significant delays and some bottlenecks in your check-in area.


And then, finally, the superbill.  As we talked about earlier, the level and types of technology utilized by Title X agencies varies and it’s extremely diverse across the country.  It can range from small agencies that are still using – scheduling books and paper charts to agencies, like many of you, who have implanted electronic health records that meet the Center for Medicare & Medicaid Services’ meaningful use requirement.


Most electronic health record systems have the option of setting up pre-populated superbills with basic client demographics in order to alleviate the need for completion of the superbill by hand or at least these systems will have the capacity to print the pertinent information on a pre-printed label and then affix that to the superbill.


This might not be possible for every agency currently, however, as we’re moving toward electronic forms and away from manual processes, it’s recommended for you for the future.  Although some agencies still do not yet have automated systems in place, it’ll necessary to implement electronic billing at a – at a minimum as soon as possible in order to carry out electronic claim submission because many payers will only accept electronic claim submission and will not accept paper claims any longer.


A little bit more about the superbill.  It’s one of your most valuable tools.  It’s basically a one-page snapshot what happened during the client visit.  And just to clarify, this is another one of those interchangeable confusing terms.  “Encounter form” means the same thing as “superbill”.


It should contain basic information – the client name, the date of the appointment, their insurance information, the copay min amount as well and the balance due.  You can use your superbill as your receipt.  You can print superbills in duplicate and then provide a copy to the client.


The superbill typically includes a list of the common codes used in your clinic and includes CPT codes, your procedure codes; as well as your ICD-9 or diagnosis codes.  Your providers will use the superbill the select the appropriate codes to document the client visit.


The superbill should be completed during the visit, and if it’s on paper, you should make sure that the superbills are submitted immediately following the visit to the individual who will be doing the entry into your billing system.


Although many agencies still use superbills, some have transitioned to electronic versions.  Electronic superbills, as you can imagine, eliminate legibility challenges and errors and can include a greater number of codes than a paper superbill.


Another advantage of electronic superbills is that your superbill is constantly because your coding practices constantly change and the services you provide may change.  Having an electronic superbill prevents you from having to revise and reprint your superbill.  And if you have an electronic version, you can just go into your system and revise it whenever you need to.


Also, under registration, at the time of check in, if your agency is using paper chart, a copy of the client’s insurance card should be made and make sure you copy the front and back of the card.  Agencies with automated practice management systems or electronic health records, if at all possible, should scan the cards automatically into the system.


There’s a difference between scanning an insurance card on a copier and save any copy of it or even scanning it into your system from a scanner to using what’s called an OCR card reader.  OCR stands for Optical Character Recognition.


OCR card readers are actually not very expensive.  And you can set one up at your front desk.  You can use that to scan the insurance card and it’ll automatically scan the information into the appropriate field in your electronic system, so you don’t have to actually enter anything or move the information around.


You’ll automatically have the patient’s insurance information; not just a copy of it, but it will actually be entered into the appropriate field in your system.  And most systems will allow you to take that information then and pre-populate the claim form to submit the insurance.


Your client should be required to sign any applicable paperwork, such as the Assignment of Benefits for insurance; we talked about it earlier; and your financial policy which outlines the client’s financial obligations.


And if you haven’t already, the income verification process should take place here.  And, as Sue mentioned, you want to figure out where the client falls on your sliding fee scale.  At this time, payment can be collected as well if the final amount for the visit charge is known or if the patient has a copay.


In general, safety net clinics or clinics that serve low-income and uninsured populations, don’t usually consistently collect copays.  It’s not really a common practice in most agencies today.  In fact, many agencies do not bill insurance or contract with payers now, so collecting copays is not something that has been necessary or applicable to the agency’s business practices in the past.


However, as we see the number of insured Americans increase in the coming years due to the provisions of the Affordable Care Act, and through Medicaid expansion, the creation of marketplaces in some of our states and other programs; Title X agencies will need to collect these funds up front at the time of the visit from insured clients whose insurance policies require copayment.


The copayment is the out-of-pocket portion of the cost of the visit that the insured individual is required to pay at the time of the visit.  If your agency is contracted with health plans and a copayment is required, failure to collect that copayment at the time of the visit is actually a contract violation.


However, as we talked about just a moment ago, you can slide the copayment on the sliding fee scale based on the client’s income level.  Agencies should make every effort to collect the copayment up front, even if it’s just $5 at the time of the visit.


Billing for copayment is very costly and is seldom successful after the visit.  Attempting to collect the copayment like this on the back end is actually much more expensive because you have to send out a statement and rarely do you ever collect that copayment after the visit itself.


Moving on to the checkout process, after the client has been seen by the clinical provider, we move on to checkout.  It might not be possible logistically in your facility to provide a private area for private conversations, but if at all possible, it is ideal to be able to discuss financial matters in a somewhat private area to protect the client’s privacy.


As we discussed earlier when we talked about check-in, it is equally important to have a credit card machine located in the checkout area, if it’s different from the check-in area for convenience and efficiency.  This is the point where you will notify the client of the amount they owe for the visit, if any, or if – or let them know that you’ll be submitting their insurance.


If you haven’t collected the amount during check-in, you can – you can decide that you’re going to collect it during checkout.  If they are insured and you’ve already collected the copay, most likely they won’t owe a balance at the time of checkout.


If there is an amount due, make sure you collect it before the client leave, provide a copy of the superbill or the visit summary – whatever you’re using for a receipt – and make sure the checkout staff had access to your scheduling system so that if the client needs to make another appointment, that next appointment can be scheduled at this point.


Some agencies actually have the scheduling technology in the exam room, so that the medical assistant or the clinic assistant or the clinician can schedule the next appointment during the actual visit.


So once you receive the payment from the client, whether it’s a copayment up front or if you’re collecting at the time of checkout, you’ll want to make sure that you record that payment in your system immediately.  And we’ve already covered making sure that you provide a receipt to your client.


So our agency capacity assessment checklist for this portion of the Webinar, you’ll want to make sure that you have HIPAA-compliant policies and procedures in place and make sure that you’re following your own policies.  Make sure that you have staffing in place and technology to support efficient check-in and checkout processes.


Ideally, you’ll want to have card readers in your check-out and check-out areas and make every effort to pre-populate your superbills if you can possibly do that electronically to prevent you from having to manually fill those out.


Here are a few Web sites for you related to HIPAA compliance.  As we talked about it, it’s suggested that you engage in a compliance review or a HIPAA assessment.  You can check out these resources online.


There are many consultants out there who have expertise in HIPAA compliance who can visit your agency and do a walkthrough and provide you with recommendations for improvement.  Some of the Web sites listed here actually have self-assessment tools that you can purchase or subscribe to, so you can go through and conduct the HIPAA assessment yourself.  You might want to check with your state grantee regarding any resources they might have available for you related to HIPAA compliance as well.

Caitlin Hungate:
At this time, we will open up the presentation to questions again.  If you have a question, please either chat your questions to everyone or press star one on your telephone.


And we’ve had several since the last question and answer.  And so, we’re going to try to revisit one of those now.  We have had some follow-up questions from the chat asking whether copays have to slide.  Maybe I can turn this over to OPA to address.

Susan Moskosky:
So the way that I explained it before, and I just wanted to reassure folks that I have actually had conversations with our Office of the General Counsel who gives us legal advice in terms of what actually fits within Title X regulations.


And so, as I mentioned before, if – the first thing that you’re going to do is figure out where the client falls on the sliding fee schedule.  A client should never pay more than they would pay on the sliding fee schedule, whether that’s a copay or whether that’s the fee that they are going to pay for their services.


So if the client is at or below 100 percent of poverty, you cannot charge them even the copay.  That would be a violation of Title X.  You have to slide people to zero, so they cannot be charged the copay.


If – and in terms of whether you slide the copay, like I explained before, depending on what the copay is, the client should either be paying all or a part of the copay, so the copay is more than they would have paid on the sliding fee scale.  They pay what they would have paid on the sliding pay scale.


So if the copay is $35 and they would have owed $25 on the sliding fee scale, they pay $25.  If they would have paid $25 on the sliding fee scale and the copay is $20, they pay $20.  And then, the clinic would bill insurance for the cost of the visit.


If the insurance company pays, great.  If the insurance company comes back and doesn’t pay anything, the only balance that you could bill the patient for would be the other $5 that they would have owed on the sliding fee scale.  So I hope that that’s clear.


I did see some of the questions on the chat.  I saw that one where somebody was asking about if a client who’s at or below 100 percent of poverty doesn’t pay their copay that you’ve been told that that’s insurance fraud.  And I’m not sure whether that’s the insurance company saying that or somebody else saying that, but you cannot charge a patient.


Under Title X regulations and statute, a client that falls at or below 100 percent of the federal poverty level cannot be charged.  Whether that’s a copay or whether that’s a charge for services, they cannot be charged.  I hope …

Lou Ann Wilroy:
If I could add to that, if you could – I would encourage you all to check with your state Medicaid agency.  If your low-income clients are covered by Medicaid, and this is especially important in the future with health reform if your state is engaging in expanding Medicaid.


In my state, Colorado, we have a copay for Medicaid services.  It’s $2 for a medical office visit.  However, our state has made the decision to waive that copay for family planning services.  So it’s not an issue if the client is a Medicaid client.  So I’d encourage all of you to learn what your state policies are with Medicaid.

Susan Moskosky:
Thanks.

Caitlin Hungate:
OK.  And here is another question from the chat.  If on the sliding fee scale the patient would have owed $70 and their copay was $10, do we charge the $10 and then bill the remaining $60 later?

Susan Moskosky:
You charge – what you would do is the client would pay the $10 copay, insurance would be billed for whatever the amount was.  Let’s say that the actual cost of the visit was $100, but the client would have paid $70 on the sliding fee scale.


So the client pays the $10 copay, you bill the insurance.  If insurance pays, great.  If insurance comes back and doesn’t pay anything, then, the client would be billed for the $60 that they would have paid on the sliding fee scale if the insurance does not pay.  Is that clear?  Should I say it again?

Caitlin Hungate:
That’s great, Sue.  We have another question for you from the chat and this is about proof of income needed for Title X patients.


Is a handwritten letter by a patient acceptable for self-employed patients?  What can be done if a partner or a spouse refuses to provide income – proof of income to a patient over the age of 18?  What steps can be taken if a patient refuses to get proof of income even in the second visit?

Susan Moskosky:
OK.  What I would – I would refer folks to the OPA program instruction series which is posted on the OPA Web site.  And there’s an OPA, excuse me, program instruction; that’s OPA 0801.  That’s titled “Verification of Income for Title X Clients”.


And it basically talks about the fact that there is a fairly – a fair amount of discretion in terms of how grantees set their policies.  So if folks who are on the phone are grantees, great.  You should have policies for how you go about giving guidance to your sub-recipient agencies if services are provided at the sub-recipient agency rather than at the grantee level.


That you should have policies at the grantee level for what actually – how you will go about documenting family income.  You do not have to require proof of income.  I know that for Medicaid and things like that that there may be proof of income that is required in conjunction with it.


But in Title X, there’s not a requirement that you verify income.  There is requirement that you document what family income is.  But a grantee could very well set their policy that they will take client declaration of what their income is as proof of income.


There’s a fairly wide amount of latitude that grantees have in setting their policies for how they will go about verifying clients’ income.  It’s not – Title X does not have any set ways that you can or cannot do that.  The only thing that Title X is – the only thing in terms of Title X is that, however those policies are set and however that verification of income – that policy for verification of income – it can’t be a barrier to low-income clients.


And I know there is a fine line between clients that cannot provide proof of income versus clients that refuse to provide proof of income.  And the only thing that I would say to that is you need to have clear policies at the grantee level that are applied consistently across your system because it is one of the big issues that does get looked at and will get looked at on program reviews in terms of how you set those policies and whether the way that you’re implementing them in any way presents a barrier to care for low-income folks.  I hope that helps.

Caitlin Hungate:
Great.  Thank you very much.  And we’re going to move forward with the presentation, so please be aware that we are tracking all of these questions and there will be one more opportunity to ask questions of the presenter and of OPA.


And if any questions that are not addressed during today’s Webinar, they will be answered and archived with the Webinar materials within a week after today’s Webinar.  So we’re going to turn this back over to Lou Ann.

Lou Ann Wilroy:
Thank you.  So we’re going to talk about some tips for requesting payment from clients.  This is a touchy subject, I know.


And we had a question about the collections process, how to go about collecting payment from clients.  And that would be your account receivable billing and collections process.  And as I stated earlier, we’re going to cover that in detail on the second Webinar.


Today, we are going to talk about tips for asking clients for payment when they’re on site in the clinic at the time of the visit.  So a couple of things.  As we all as aware, with health reform being implemented, and some of the provisions of health reform that are going to be implemented in 2014 and the coming years, we’re inevitably going to see a larger number of insured clients in our agencies.


So it’s important for you to start thinking about how you might want to change your financial policies.  You’ve not – you may not have had to deal with this copayment issue before.  You may not have had to deal with billing insurance before for this – for this high of a volume of your client.


So it’s important for you to sit down and think about how you want to structure your financial policies.  And as we talked about earlier, it’s really important for you to communicate that information to your client prior to the visit.


Some suggestions for effectively communicating.  Once you decide how you’re going to approach this – if you have – if don’t already have a financial policy that addresses these issues, you’ll want to put one in writing and then take some – make some effort to get the word out to your community and to your clients in advance.


Display prominent but tasteful signage in your clinic that states something like, “Your insurance company requires that we collect your copayment.”  Just to give folks a head up – heads up that this is happening.


You can send out a letter outlining your financial policy to your client so that they will know in advance that this is happening.  Also, you can create a brochure or a flyer that outlines the changes or outlines your policy and display that in your waiting room or your checkout area.


These changing expectations should definitely be communicated thoughtfully and thoroughly to your community and to your clients in advance of January 1, 2014 when Medicaid expansion goes into effect and when the marketplaces are up and running.


Additionally, you can post your financial policy on your Web site.  You can include an announcement about it on your outgoing recorded telephone message for callers upon check in as we’ve talked about multiple times during today’s Webinar.


You want to make sure that upon check-in you provide the policy to your clients and have them agree to it by reading and signing it.  And remind clients of the policy when they call to make an appointment.  And as we talked about earlier, try to provide an estimate of what they can expect before they come in.


Additionally, some tips for checkout.  We’ve talked about this a little bit already, about this process of collecting payment at checkout.  Ask them how they wish to pay the amount due.  You want to keep it personal; you want to address your clients by name.


But be professional and don’t try to use humor.  And why do we say not to try to use humor?  Because joking around about this is – it’s not a good idea.


There’s sometimes tension involved here and there may be some embarrassment.  And if you try to make jokes, your clients might get the impression that you’re laughing at them and you don’t want to lead your clients to believe that you are laughing at the.  And you don’t want them not to take this seriously and understand that this is a professional business and that they need to pay for their services is a sort of a culture change for you and your client.


You also want to make sure that you stay calm and polite and in control.  And if things do escalate and the situation becomes uncomfortable, you can pass the client to another colleague, if necessary, because that usually helps immediately to change the tone of the conversation.


These next few slides will provide you with some typical reactions that you might hear from your clients when you’re asking them for payment.  And many of you have already heard these comments before.  And we’ll just provide you with some suggestive language.


For example, you might hear, “Well, how much do I have to pay?”  And the answer to that would be, “Well, our services are based on a sliding scale to reduce your fee based on your eligibility and this is what you are expected to pay.”


And then, you can follow that response by reviewing that eligibility policy again with your client.  And if you had them review it previously and sign it, then, they’ll see and they’ll remember that they’ve seen it before and that they are aware that they have to pay something.


Other reactions you might here, “I can’t pay that amount.  I don’t have the money.”  Or, “Can you just send me a bill?”  We would suggest that if – you can tell the client, “If you pay half of it today, we will send you a bill for the balance in 30 days.”


And this is just a common practice that medical practices use.  If you’re getting 50 percent of the payment up front before the patient leaves, you certainly have – at least you have received half of the balance due.  And you can bill the client for the remainder.  If you – if you are in – if that’s your practice.  And then, you can follow up this response by taking a minute to verify the client’s address and make sure that you have the correct address.


Another typical reaction, “I’ve never had to pay before.  Why do I have to pay today?”  And this is one that we hear often in Title X agencies.


I recently was in an agency and a client came in who had been unemployed and fell to 0 percent on the sliding fee scale the last time she was in the clinic.  And at this point, she had a new position and had a substantial salary.  And she was told that she would have to pay based on – a different amount based on the sliding fee scale.


And, of course, this was her reaction, “I’ve never had to pay before.  Why do I have to pay today?”  And so, the response to that is, “Were you not told that you would be expected to pay today?” because you are going to get in the practice of talking to your clients about their obligations at the time that they make the appointment.


So just ask the client, “Were you not told that you would be expected to pay today?”  And if their reply is, “No.  I had no idea.”  Then, just apologize and provide the financial policy again and review the expectations.


This next reaction is reaction is related to the request for confidentiality.  “I don’t want a bill going to my house or my parents or spouse or partner to know that I came here.”  And your response to that would be, “Well, our site can certainly accommodate your request for confidentiality.”  And then, you would follow up by reviewing your policies and procedures for confidential services.


Other tips for requesting payment from clients, you want to get the client to commit to a date to pay the amount due, as we talked about earlier.  If you’re accepting 50 percent of the payment up front and you’re going to bill them for the remainder, make sure you let them know when they will be obligated to make that payment.


Try not to go beyond 30 days.  The longer – the longer it takes to collect the payment, the less your chances are of actually getting paid.  And then, document your conversation with the client and make sure you follow up and do what you said you were going to do.


And without a firm commitment and follow up from the client, once they walk out of your clinic, your chances of getting paid actually are reduced by up to 50 percent.  And then, after the 60-day mark from the visit, your chances decrease even more drastically for getting paid.


So we’re going to shift gears a little bit here and talk about the end-of-the-day charge capture process.  So, at the end of the day, you want to make sure that you reconcile your daily charges.  And what this means is that, in your clinic, you have to have some internal controls in place.  And this is just to protect you from revenue loss and potential employee fraud or embezzlement.


Although there will never be a guarantee that this won’t happen, you can still minimize these activities by implementing and monitoring sound internal controls.  And it’s your responsibility as an agency to make sure that these controls are in place.


So it’s imperative that you have, first of all, a written policy and procedure that outlines your end-of-the-day reconciliation process and that this process includes checks and balances and a separation of duties among your staff.  It’s really important that at the end of day you want to make sure that the payments that you have received throughout the day are recorded in your system and that the amount of those payments matches what’s on your superbills and that your superbills match the total of the cash, checks and credit card receipts that you’ve received and that are in your cash drawer or wherever it is that you’re keeping that cash.


And then, additionally, you want to make sure that you reconcile your superbill with your schedule.  So you’ll go back and you can either print out your schedule.  Some electronic health records and practice management software have a mechanism in place so that you can do this electronically.


But you want to reconcile your schedule with your superbills to make sure that you have a superbill that’s been completed and signed off for every single client that you saw.  And then, you want to have an end-of-day report that you generate.  And again, with your electronic health records and practice management systems, there is a way that you can print out an end-of-day electronic report.


You want to make sure that a different person completes the deposit slip that’s going to be taken to the bank than a person who actually accepts the payment.  And, ideally, you would have a third person who would pose the payment to the client account.  I know in small agencies it’s difficult because you don’t have enough bodies to separate the duties this way.  But you want to make sure that you do have controls in place and, most importantly, keep your cash and checks in a secure location until they are actually deposited.


So our agency capacity assessment checklist for this portion of the Webinar – an end-of-day process in place to reconcile your payments daily, cash control policies in place and staff that are trained in effective communication regarding payment collection.

Caitlin Hungate:
Great.  So this is the final opportunity for questions and answers and we have several minutes for those.  And we will address any questions that were asked previously.  But, operator, are there any questions in the phone queue?

Operator:
There are no questions at this time.

Caitlin Hungate:
OK.  Please keep in mind, you can either chat your questions in through the chat or via star one on your telephone.  So here is a question, Lou Ann, from the chat.


In regard to copays, what about the eight women’s preventive services through the Affordable Care Act that should be covered without cost sharing requirements?  Many of the Title X services would fall under these eight.


Do you still charge copays?  How do you know which insurers have adopted these ACA requirement?

Susan Moskosky:
So this is Sue.  Do you want me to – do you want me to  …

Lou Ann Wilroy:
Sure.

Susan Moskosky:   …address that?

Caitlin Hungate:
Yes, please.

Sue Moskosky:
OK.  Well – excuse me.  I guess, first of all, you would need to talk with the – you would need to be familiar with the insurance companies and I would imagine this would be insurance companies that you will be contracted with under the Affordable Care Act.


So you should know whether they were a grandfathered plan and whether – you know, what’s being covered.  But with any of those required preventive services, you cannot charge copays.  So you can’t charge copays, you can’t charge – they have to be at no charge.


So depending on what – at least for the short run, there’s clients that are going to come in to your clinic.  They’re either going to have insurance or they’re not going to have insurance, just like right now.


If they have insurance and they are coming in and one of those services or if one of – you know, like, if birth control is the only service that they’re getting at that visit, then, you bill the insurance but you cannot charge a copay.  There’s no cost sharing and no copay.


But if they are – they don’t have insurance, they’re treated just like your Title X patients right now.  And I realize that that may be a little bit of a disconnect right now.  But at least right now, you know, Title X regulations are one thing and then insurance is another thing.  So they are not necessarily totally lined up.

Caitlin Hungate:
Great.  Thank you.  And here is another question from the chat.  If a client qualifies for a reduction in payment according to the sliding scale and has Medicare, would they still pay a lesser amount for their co-insurance?

Susan Moskosky:
I have to be honest.  I’m not really clear what that question – I’m not really sure how to address that because I’m not really sure what the request or what the person is asking.


I mean, it would be basically the same as any other insurance, if I’m understanding the question at all.  You’d still figure out where they would fall on the sliding fee schedule.


And depending on – generally, I believe, and I could be wrong about this and we don’t have that many patients that are covered by Medicare; but I know with Medicaid that it has to be accepted as – you know, whatever the reimbursement under Medicaid is accepted as payment in full.  So I’m really that sure about the answer or really about the question.

Caitlin Hungate:
Great.  So whoever asked that question via the chat, if you would like to call in via star one and ask your question and clarify, hopefully, we can address your question.


Here is – in the meantime, here is another question from the chat and this is for Sue at OPA.  If a patient has a deductible that the insurance is assuming is being paid by the patient, but the client screens at 100 percent of FPL, what do we do?

Susan Moskosky:
I think my best advice for folks would be that you’re going to need to be able to work things out with the insurance company because you cannot legally, according to Title X regulations, charge that patient a copay.

Lou Ann Wilroy:
And I think, again, it’s important to understand what the specific statutes and guidelines are in your state.  In our state, we have a statute on the book that addresses this.  And if a safety net facility – an agency that is serving the low income – if they do have this situation come up; if the patient has insurance and has a deductible that they have not met, our insurance companies are prohibited from requiring that payment.


In other words, you have the discretion to waive the cost of the services and for low-income populations.  So I would encourage you to find out if – you know, what the specifics are in your own state.

Susan Moskosky:
And if I could just add to that.  This is Sue again.  That even if your state requires it, you need to make sure that you recognize that in more cases federal law is going to supersede state law.


So you’re going to have to work this out with your insurance company because  you’re going to be – even if you’re following the state law and you’re not following Title X, then, you will be – in violation of your Title X grant.


So you need to be able to talk to your insurance company, educate them as to what Title X requirements are and work that out because there’s only very few instances and the only one that I can tell you that I am aware of right now is that because Title X has in our report language and in our appropriations language you’d hear that Title X providers are not exempt from state reporting laws having to do with reporting or notification of rape, incest – that list of five.  That’s the one instance that I’m aware of that you have to follow state laws regardless of the fact that Title X requires confidential services.


But because it’s attached to Title X appropriations, you have to follow the state law with regard to reporting or notification.  But in every other instance that I’m aware of, the federal law, and in this case I’m talking about Title X as a federal law, would supersede whatever the state law is.  But you need to make sure that you educate your insurance companies so that they know where the disconnect is and work it out with them.

Caitlin Hungate:
Great.  Thank you.  Operator, are there any questions in the phone queue?

Operator:
There are no questions.

Caitlin Hungate:
OK.  We will keep going from questions that are coming in through the chat and this is another question directed to Sue at OPA.


What if the client is above 100 percent of the FPL and the client refuses to pay the deductible or the sliding fee scale amount?  Can services be rescheduled?

Susan Moskosky:
Again, is it a question of whether they refuse to pay or whether they can’t pay that day?  And I guess, you know, again, I’d go back to what is the policy that your agency has in place for determining refusal versus inability to pay on that particular day.


I would – my personal preference is that people air on the side of giving all clients the benefit of the doubt because you’re going to much rather have a client that should have owed $50 for, you know, their oral contraceptives or their depo, get that contraceptive versus having an unintended pregnancy.


So, you know, my personal feeling is that you should air on this side of providing the service to the client that day.  But, again, I know that there are instances that we hear about not infrequently where folks, you know, have clients that they claim are refusing or taking advantage of the system.  And I would say make sure that you’re following whatever policy your agency has in place.


And, of course, you know, in Title X, the priority population under the statute is low-income clients, but you don’t know people’s personal situation on the day that they come into that clinic.  And even though on the sliding fee scale it looks like they should be able to pay, but they may be going through some sort of hardship at that point that makes it – that – such that they’re unable to pay on that particular day.


So, again, I’m not giving real clear-cut guidance in that case because a lot of it is going to be a judgment call and a matter of what your – what your policies in your agency actually stipulate.

Caitlin Hungate:
Great.  And this is a question for Lou Ann.  How do other agencies collect payments from clients that are identified as “do not contact” and you are unable to mail them a bill?

Lou Ann Wilroy:
Sorry.  I didn’t realize my phone was on mute.  I apologize for that.  The question is about collecting payments from clients.  You can’t mail them a bill if they request confidential services.


I – the only suggestion that I would have in that case is to make every effort to collect payment from the client at the time of the visit.  You really don’t have any other options except to do that and the make sure that they are aware if they are requesting confidential services that that will be the case that they’ll make sure they know in advance that they’ll be responsible at the time that they come in.

Caitlin Hungate:
Great.  Thank you.  Operator, are there any questions on the phone queue at this time?

Operator:
There are no questions.

Caitlin Hungate:
OK.  Lou Ann, here is another question for you from the chat.  If you have a 15-year-old who is on their parents’ insurance with a $30 copay, but the 15-year-old is a student with no income, can we charge the $30 copay or shall we consider the student as Title X and charge zero copay?

Lou Ann Wilroy:
The answer – the answer to that question would depend on whether or not the 15-year-old client is requesting confidential services.  If they are not, you can file under their parents’ insurance and collect the copay.


It would only be if they’re requesting confidential services and your – you – you’re not going to file their insurance that you would slide them on your scale to zero.  However, as we talked about at the very beginning of the Webinar, you want to make every effort to work with your payers – your insurance companies that you’re contracted with – to honor these requests for confidentiality.


So if you have a contract with this client’s insurance company and they’ve agreed to suppress the EOB and they are not going to send anything to the home, then, you can go ahead and file the insurance and collect the copay from the client.

Caitlin Hungate:
OK.  And here is a clarifying question for Sue.  Do all teens slide to zero?

Susan Moskosky:
Again, just as Lou Ann was explaining, if a teen comes in and they’re not requesting confidential services – and I think sometimes that term “confidential” – what I mean by confidential or what we mean by confidential is if the client is OK with their parents or the parents are aware that they’re coming in for services.


And it’s not that you’re going to be sharing your information with the whole world, but if a teen comes in and, yes, their parents are aware they’re there for services, then, their family income can be considered in terms of determining where they fall in the sliding fee scale.


If a teen comes in and they’re coming in without their parents’ knowledge, they don’t want their parents – or they don’t want their parent to receive an explanation of benefit or to know that they are there for services that day, then, the teen is considered on the basis of their own income.


If they have income, like, from babysitting or part-time jobs; sometimes that may throw them into, you know, the first fee category.  So there is no policy that says that teens – there’s no Title X policy, let me put it that way, that says all teens slide to zero.  It depends on the situation when the teen comes in whether they’re requesting confidential services and, two, whether they have income.


And as – when we talk about income, I’m not talking about a school scholarship or are there tuitions being paid for them.  I’m talking about actual cash income that the teen has available to them.  So they are considered on the basis of their own income if they’re coming in for confidential services.

Caitlin Hungate:
Great.  And, operator, one more time.  Are there any questions on the phone?

Operator:
No telephone questions.

Susan Moskosky:
We have a question from the chat from earlier break.  On average, how much does it cost an agency to get a credit card system, insurance eligibility software, EMR, OCR reader, et cetera?  How long is the return on investment and where do agencies get the money to do these things?

Lou Ann Wilroy:
That’s kind of a loaded question.  I guess, to answer part of the question, a card reader itself, usually they are about $150 to $200 each.  That’s how much they cost to purchase.  So that would be the price.


A subscription to a benefits verification service really varies depending on the volume that you have.  Sometimes the fees are set up based on your volume.  And you actually can get a better deal on the price with – the higher your volume.


So usually it’s a monthly subscription or sometimes you can pay for it annually.  And, honestly, I just – I don’t want to throw out a ballpark figure because they’re all different and they all vary as to how much they charge.


And as far as how soon you’ll see the return on your investment, I would say within six months you should be able to start figuring out how much of your FTE time has been reduced based on these resources.  I’m wondering if this isn’t something that maybe we could, the training center, could go back and pull together some resources to share with everyone since this is kind of complex.

Caitlin Hungate:
Thank you.  Thank you, Lou Ann.  And as a reminder – there are more questions that have come in through the chat, but we won’t be able to get to them today.  And so, the presenter will be able to address these questions after the Webinar and they will be posted online with the archived materials and Webinar recording.  


At this …

Susan Moskosky:
Caitlin, this is Sue again.  And I just wanted to bring to folks’ attention one other program instruction that I think might help with some of the questions that were coming up toward the end.


And it’s a program instruction – it’s actually a pretty old one.  It’s OPA 97-1, Fees and Charges to Title X Low-Income Clients and Teenagers.  And so, I would just refer people to that program instruction also.


That actually gives some clarification on determining fees – addressing some things in terms of, you know, stipends and allowances that are paid directly to minors that can be considered as income.  And what kind of things can be taken into account and what things can’t be taken into account particularly with minors.

Caitlin Hungate:
Great.  Thank you very much, Sue.

Susan Moskosky:
Sure.

Caitlin Hungate:
We look forward to – we look forward to seeing you at our next Webinar in the revenue cycle management series, “After the Client Visit”, on August 7th, from 2 p.m. to 3:30 p.m. Eastern Standard Time.  And there you will find the session description where we will be focusing on after the client.


At this time, we have opened up another poll in the polling panel on the right of your screen.  Please take a moment to answer this quick question.  How would you rate the length of this Webinar?


We have chatted the link for an online evaluation.  Please complete the brief evaluation by Monday, August 5th, in order to receive continuing nursing education credit or a certificate of attendance.  You must complete an online evaluation.  You will also shortly be receiving an e-mail with these instructions in your inbox.


Thank you for your participation in today’s Webinar.  Thank you to our presenter, Lou Ann Wilroy, for sharing her expertise her experiences.  Have a good day.

Operator:
This concludes today’s conference call.  You may now disconnect.

END

