Volume II:  Health Center Risk Areas 

Legal Liability


Ensuring Proper Billing:  Sample Policy and Procedure

Policy.
[Health Center Name] (“Health Center”) is committed to upholding all relevant regulations and requirements. These include not knowingly and willfully making or causing to be made a false statement or representation of material fact in an application for benefits or payments, and not knowingly or willfully concealing or failing to disclose the occurrence of an event affecting the right to payment with the intent to secure payment that is not due. 

Health Center does not allow improper billing activities, including but not limited to the following:

· Claiming reimbursement for services that have not been rendered;
· Filing duplicate claims;
· Over/Upcoding to more complex procedures than were actually performed;
· Under/Downcoding to less complex procedures than were actually performed;

· Misrepresenting the health care professionals who attended a procedure or service, or the site at which the service is rendered;
· Claiming reimbursement for services not medically necessary;
· Failing to provide medically necessary services or items; 
· Claiming reimbursement for excessive charges; and
· Routinely waiving amounts due from any patient or payor.
Procedure.

1.
Generating claims. Only claims that are appropriately supported by documentation and that are medically necessary shall be submitted for payment. This means that the documentation in the medical record supports the diagnosis, procedure, and any other information required on the claim.

Coding information contained on the encounter form shall not be modified on the claim form without review and approval by the appropriate coding staff and/or provider. Compensation for billing and coding staff shall not include any incentives, financial or other, to improperly code claims.

2.
Education and training. Educational training sessions shall be conducted periodically (typically semi-annually) for billing staff regarding the submission of accurate bills for services rendered and/or items provided to federal health care program patients. Each person attending the training shall certify in writing that they have completed the course.

Billing and coding staff shall be educated and knowledgeable of medical necessity guidelines among payors. For the Medicare program, this will include Local Coverage Determinations (“LCDs”) developed by Medicare contractors. Where LCDs do not exist, National Coverage Determinations will apply.
3.
Contracts with third party billing companies. If Health Center contracts with a third party billing company, certification shall be obtained from the third party billing company that it is presently in compliance with all federal health care program requirements, that it maintains policies that address the proper procedures for honest and accurate submission of claims in accordance with federal health care programs requirements, and/or that it has implemented a compliance program.
If Health Center contracts with a third party billing company, certification shall be obtained from the third party billing company that any coding, documentation or billing discrepancies will be reported immediately to Health Center management.

If Health Center contracts with a third party billing company, certification shall be obtained from the third party billing company that it has a policy of not knowingly employing any person who has been excluded, debarred or otherwise declared ineligible to participate in federal health care programs or federal contracts, and who has not yet been reinstated to participate in such programs.

If Health Center contracts with a third party billing company, certification shall be obtained from the third party billing company that it provides at least five hours of training per year in billing and coding related to federal health care programs, including the Medicare program, for those employees involved in the preparation and submission of claims to those programs.

4.
Auditing and monitoring. Periodic audits to assess the billing and coding of claims submitted by providers shall be conducted on a regular basis by either an internal auditor or an external auditor. This can be an independent person such as a nurse reviewer, or an entity such as an accounting, auditing or consulting firm. This auditor shall have expertise in the billing, coding, reporting, and other requirements of the specific segment of the health care industry related to the entity and in federal health care program requirements. The audit shall focus on the risk areas identified by federal, state and local units. The audit of claims need not be based on a sample of items that is statistically valid but they should be randomly selected.

Health Center shall maintain material/records pertaining to auditing and monitoring activities. Health Center may make these items available for review by federal, state, and local units upon request for the purposes of verifying audit activities and the results.

Health Center should perform denial reviews on a regular basis in order to re-submit claims as appropriate, reclassifying eligibility denials, and fixing the processes that created the denials. 

5.
Reporting of overpayments/voluntary refunds. An overpayment is defined as the amount of money Health Center has received in excess of the amount due and payable by the Medicare, Medicaid or other federal health care program or by a commercial third party payor. Health Center shall take all steps necessary to identify, return, and report any overpayments in a timely manner, as required by law, regulation, policy or payor contract. 

In the event that a material overpayment is identified, Health Center’s Compliance Officer shall be notified immediately. The Compliance Officer shall determine whether qualified legal counsel should be consulted regarding returning the overpayment. 
In addition to reporting and returning overpayments, other corrective action may be taken. Such corrective action may include, but need not be limited to, prompt correction of billing practices and training of applicable employees to prevent recurrences.

This policy and procedure shall be periodically reviewed and updated consistent with the requirements and standards established by the Board of Directors and health center management, federal and state laws and regulations, and applicable accrediting and review organizations.
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�	The Authors of these materials include attorneys at the law firm of Feldesman Tucker Leifer Fidell LLP. The sample documents offer general guidance based on federal law and regulations and do not necessarily apply to all health centers under all facts and circumstances. Further, these materials do not replace, and are not a substitute for, legal advice from qualified legal counsel.


� 	Authors’ note: Using the following sample as a guide, health centers should tailor the procedure to reflect their own structures and operations.
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