AHCA Test Plan for Medical Coding and Billing 

	1.  
	Regulatory Compliance  
	

	
	1. Assist in preparing the practice/organization for external audit

2. Verify medical documentation to identify coding data discrepancies.

3. Clarify through physician query.

4. Verify documents for proper application of codes.

5. Perform ethical coding.

6. Research to acquire up to date coding changes knowledge.

7. Update fee/charge ticket based on latest coding changes

8. Educate providers on coding compliance.


	

	2.
	Confidentiality & Privacy
	

	
	1. Ensure patient confidentiality through proper documentation processing.

2. Educate healthcare staff on privacy and confidentiality issues

3. Recognize and report privacy issues/violations

4. Maintain a secure work environment

5. Utilize security codes.

6. Access only necessary documents/information

7. Release patient - specific data to authorized individuals

8. Destroy and or Retain confidential records appropriately

9. Must have knowledge and adhere to Starks Law, HIPAA, Fair Debt Collection Act,

    and the False Claims Act.
	

	3.
	Clinical Classification Systems
	

	
	1. Analyze clinical statements and assign standard codes using a classification

    system

2. Incorporate clinical vocabularies and terminologies when preparing documentations

    for billing.

3. Abstract pertinent information from medical records.

4. Apply inpatient and outpatient and physician coding guidelines.
	

	4.
	Reimbursement Methodologies
	

	
	1. Link diagnoses and CPT codes according to payer specific guidelines.

2. Assign correct diagnosis related group (DRG).

3. Assign correct ambulatory payment classification (APC).

4. Evaluate NCCI (National Correct Coding Initiative) edits.

5. Reconcile NCCI edits.

6. Validate medical necessity using LCD (local coverage determinations) and NCD 

    national coverage determinations).

7. Submit claim forms.

8. Communicate with financial departments.

9. Evaluate claim denials.

10. Respond to claim denials.

11. Re -submit denied claim to the payer source.

12. Interact with the physician to clarify documentation.
	

	5.
	Claims Processing  
	

	
	1. Apply procedures for transmitting claims to third-party payers. 

2. Identify causes of claim transmission errors. 

3. Determine the appropriate resubmission method. 

4. Differentiate between primary and secondary insurance plans to initially process crossover claims. 

5. Determine the timely filing limits for claim submission. 

6. Apply knowledge of coordination of benefits.

7. Process appropriate patient authorization and referral forms.  

8. Get preauthorization from providers.

9. Determine patient financial responsibility based on remittance advice.


	

	6.
	Billing & Coding Applications
	

	
	
	


