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Please read slide verbatim.
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Please do not read slide – speaker notes only: Through PCDC’s Sustainable Strategies 
for Ryan White HIV Program Community Organizations, we provide free training and 
technical assistance to RWHAP-funded ASOs and CBOs to increase their capacity to 
improve engagement and retention of PLWH in care by enhancing service models or 
partnering with service providers in the health care system.

This is a 3 year, HRSA-HAB funded, cooperative agreement under the Division of 
Policy and Data (DPD), Evaluation Analysis and Dissemination Branch. Our Program 
Officer is Michael Evanson.
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When thinking about sustainability it’s important to remember that proper billing & 
coding is crucial to maximizing your organization’s reimbursement, avoiding missed 
revenue opportunities, and ensuring the continual provision of services. Whether 
your organization is currently exploring setting up a billing team or may already have 
years of experience, today’s presentation contains information that will help you 
develop your organization’s long-term fiscal sustainability. However, there are 
potential pitfalls that can hinder your organization's ability to utilize the knowledge 
you’ll learn today. Conversely, these same variables can enable your organization to 
vastly improve its billing & coding services when done correctly.
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A pertinent example of this is software. Selecting and utilizing electronic medical 
records, EMRs, and practice management software is absolutely vital to the billing 
process and improving the overall quality of your services. Both administrative and 
clinical duties are streamlined ensuring safety and efficiency.
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The practice management software not only includes your scheduling tools, which 
govern how you organize your patient appointments and keep track of which 
providers are booked at what times, but most importantly for our purposes, it also 
helps your staff manage the billing cycle.
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When purchasing or updating software think about criteria that are listed here as well 
as other criteria that are important to your individual organization. Perform research 
and attend software demonstrations to better understand your options. EMR 
reporting capabilities is especially important to partake in value-based healthcare 
incentive and quality programs. Make sure the reporting capability meets your needs. 
CMS has certain standards for EMR software and has certified the software brand 
that meet these standards. During today’s webinar you’ll learn about other aspects of 
billing, such as contracting and credentialing, that can be barriers to maximizing your 
organization’s billing potential if not done correctly. We encourage each one you 
when you leave here today to think about what may be organizations billing 
operations and how that can be improved.
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Specificity:
Describe each condition to the highest level of specificity:
Consider:
• With or without exacerbation
• With or without complications
• Acute versus chronic
• Severity – mild, moderate, severe
• Stages or types
• Controlled or uncontrolled
• Underlying case
• Location or site, including laterality, specific site within a body type (upper outer 

quadrant, lower inner quadrant, etc)
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7th character ‘3’ denotes bilateral
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Can code 4 conditions for CPT code
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Example scar as sequela of a burn

Perhaps the most common sequela is pain. Many patients receive treatment long 
after an injury has healed as a result of pain. Some patients might never have been 
treated for the injury at all. As time passes, the pain becomes intolerable and the 
patient seeks a pain remedy.
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Category 1 – updated annually by the AMA
Category 2 – PQRS is an incentive-based program developed by CMS to record 
evidence-based measures.  Located in the back of the CPT book.  Alphanumeric codes 
with a letter “F” in the last positions (Statin Therapy 4013F).  Reported in addition to 
E/M services or clinical CPT1 codes

Insurance companies pay for services that are described by a CPT® code and 
performed by a licensed practitioner or for work performed under the supervision of 
a licensed practitioner. Services are paid based on a fee associated with each CPT® 
code. In some instances, a set of services will be reimbursed at a “bundled” rate 
instead of based on fee-for-service. (A bundled payment covers multiple services and 
may include services provided by two or more providers for a single episode of care.) 
The American Medical Association develops these CPT® codes to describe services 
performed by healthcare providers. Individual insurance companies and state 
Medicaid programs are free to develop a set of reimbursement and payment 
guidelines, and are not required to cover all services described by a CPT® code.
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First three components must be included in the documentation of the patient 
encounter
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If no chief complaint is documented, the service is considered preventive and 
reported using preventive service code
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Remember: Because 99401-99404 are time-based, your physician must document 
the amount of face-to-face time spent counseling, and the content of the counseling 
is crucial. Notes for the counseling visit should include references to pamphlets or 
other materials the physician reviewed with the patient
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The use of the correct diagnosis code(s) on the claims is imperative to identify these 
services as preventive services and to show that the services were provided within 
the guidelines for coverage as preventive services. The patient’s medical record must 
clearly support the diagnosis of high/increased risk for STIs and the service provided –
education, skills training, and guidance on how to change sexual behavior - as 
required for coverage.
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United States Preventive Services Task Force (USPSTF)
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Rapid HIV tests give you results in about 20 minutes. Other tests take longer because 
they need to be sent out to a lab.
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You can either get an “anonymous" or "confidential” HIV test, depending on the laws 
in the state. “Confidential" testing means your name is on the test, and the results go 
in your medical records. Doctors and insurance company may also see the results. If 
the test is positive, your results are sent to your local health department, so they 
know the rates of HIV in your area. But results are protected by privacy laws, so 
nobody else can see them without permission.

"Anonymous" testing means your name isn’t on the test. You get an ID number that is 
used to find out your results. Results won’t go in medical records, and they won’t be 
sent to an insurance company or the health department.
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The use of the correct diagnosis code(s) on the claims is imperative to identify these 
services as preventive services and to show that the services were provided within 
the guidelines for coverage as preventive services. The patient’s medical record must 
clearly support the diagnosis of high/increased risk for STIs and clearly reflect the 
components of the HIBC service provided – education, skills training, and guidance on 
how to change sexual behavior - as required for coverage.
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HCC- Hierarchical condition category – chronic conditions grouped into categories 
with predictive cost patterns, and then ranked based on predicted cost (risk).
Based on ICD-10 codes submitted by practice
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- Elaborate on the different types of current healthcare carrier models 
- - Describe the differences between the types of plans allowing for a better 

understanding of how a plan affects office operations, (authorizations), 
carrier contracting, finances (deductibles) and other important factors
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- Elaborate on the different types of Medicare/Medicaid plans
- Explain the federal government’s incentive towards enrolling eligible 
beneficiaries in managed care programs
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- Discuss how best to determine which carriers work best for each individual 
practice/clinic

- Evaluate the patient population the practice/clinic serves
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-Review tips and best practices to initiate carrier contracting process
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-Credentialing is a tedious verification process of a provider’s education, 
licensure, certification and experience
-Maintaining up-to-date provider files is imperative for both H/R and 
Credentialing purposes
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-Services must be billed in the name and NPI # of rendering provider. The only 
exception exceptions would be Medicare’s incident-to guidelines and locum 
tenens/ reciprocal billing arrangements
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- Credentialing process:
• Check all collected documentation for expiration and/or recertification dates  
• If a document has expired, a current document must be obtained prior to 

submission
• If document scanning is available, create a provider credentialing file and 

scan all documentation
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- Explain use of spreadsheet for tracking purposes
- Be careful when entering plan names, as many have similar sounding 

names (The Empire Plan and Empire BC/BS)
- Complete the application thoroughly 
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-Although a growing number of payers use the CAQH Universal Provider 
Datasource® and credentialing software can reduce the paperwork, most 
practices still manage this information “manually”.
-When applications are completed with supporting documentation, scan/copy 
the application and all of the supporting documentation for internal purposes
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-When speaking with a carrier representative, always be sure to obtain a name 
and reference number. 
-Document all notes and information on the spreadsheet
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-Track the expiration dates of any documents that can expire.  Use the 
spreadsheet as your tracking tool.  
-Expired documentation will halt the re-credentialing process.
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(e.g., I spent 15 minutes in face-to-face with Mr. XXX discussing the risks, benefits, 
limitations, possible complications, dosing, importance of adherence, and required 
conditions for continued prescribing of PrEP. He voiced an understanding and wishes 
to proceed).
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A note about surveillance lab tests:
Although screening for HIV has an “A” rating from the USPSTF and is covered without 
a “patient due balance,” insurers may not treat the tests provided every three months 
in the same way. The more frequently obtained HIV tests may be considered 
diagnostic, rather than screening, once treatment is initiated. As a result, patients 
may have a co-pay and/or deductible for these lab tests. 
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