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he operational efficiency and business processes of a phy-
sician practice can significantly impact the organization’s
financial stability. In addition, the level of staff and pro-

vider involvement in daily operations will impact the efficiency
and effectiveness of capturing and collecting revenue. The fol-
lowing is a summary of Best Practices identified during an opera-
tional review of 10 Allina  Medical Group clinics. It was devel-
oped based on information gathered during interviews, job shad-
owing, claims testing, and reference laboratory testing. Each Best
Practice was in process in one of the ten clinics, and collectively
they were found to be the most effective. Some Best Practices
may need to be adapted to a clinic’s staffing limitations, size, or
floor plan, etc.

Scheduling
Scheduling procedures occur from the time a patient calls for an
appointment up to the day of service.
1. Verify demographic and insurance information while sched-

uling the appointment. Appointment scheduling is the first
opportunity to ensure demographic and insurance informa-
tion is accurate. Most practices have automated scheduling
systems that generate encounter forms including demographic
and insurance information. If demographic and insurance
information is inaccurate, it may result in billing errors or
delays and/or the transfer of inaccurate information to ven-
dors performing outsourced services. In addition, it will re-
duce check-in delays and ensure accurate information is ref-
erenced during services.

2. Alert patients to a cash-basis only or collections status on
their account when scheduling the appointment. This step
is possible if appointment scheduling is automated and linked
to the billing system. If this is the case, schedulers should
note the patient’s account status and communicate it to the
patient. This will help identify possible errors, alert patients
to the account status, and help communicate payment expec-
tations.

3.

4.

5.

6.

Pre-register new patients prior to the scheduled appoint-
ment. There are many benefits to pre-registration. Prima-
rily, receptionists will not have to register patients under time
pressures and it will reduce the possibility of check-in delays.

Ask new patients to arrive 15 minutes prior to their appoint-
ments. This will give receptionists time to complete regis-
tration, correct pre-registration errors, and initiate the health
history.

Remind patients to bring their insurance cards and
co-payments when scheduling the appointment. This will
send the message insurance information and co-payments are
expected at the time of service. Some practices convey the
message by placing signs near their front doors or recording
the information on the scheduling hold line.

Verify medical assistance eligibility prior to the scheduled
appointment and the day of the appointment for same day
appointments. Medical assistance eligibility is determined
monthly. Verification should be avoided during check-in be-
cause it can be time consuming and eligibility issues could
surface.
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7. Reminder calls are placed for appointments greater than
30 minutes. Reminder calls are aimed at reducing the vol-
ume of failed and canceled appointments. Depending on the
practice’s specialty and clientele mix, failed or canceled ap-
pointments may or may not be a problem. Most practices
reviewed indicated their fail rate is much higher without re-
minder calls.

8. Contact cash-basis only and patients in collection status
prior to their appointment to discuss payment options. This
gives patients the opportunity to discuss payment options in
private with a business office representative, plan accordingly
for payment, or cancel the appointment, if appropriate. Some-
times a patient may be unaware of programs that assist with
medical expenses and the call is an opportune time to pro-
vide education.

9. Develop standard appointment lengths by provider and ser-
vice type. This should increase the efficiency and effective-
ness of the scheduling process, but it may be difficult to imple-
ment if providers have scheduling preferences. With stan-
dard appointments, schedulers will be able to schedule an
appointment without concerns about honoring provider pref-
erences.

10. Schedule all appointments and nursing home visits in an
automated or manual scheduling system. All appointments
should be scheduled and tracked to ensure revenue is cap-
tured and an audit trail of unbilled services is available. It is
relatively easy to overlook nursing home visits since services
are generally provided on the physician’s own time. A pro-
cess should be implemented where each physician schedules
nursing home services. Once a schedule is determined, the
practice should contact the nursing home and enter the visits
in the scheduling system.

Reception
Reception procedures begin when the patient arrives for their ap-
pointment.
1. Receptionists initial the encounter form during check-in.

This step promotes accountability for the verification of de-
mographic and insurance information, and provides a track-
ing mechanism of registration errors requiring additional
education.

2. Re-verify the patient’s demographic information and review/
copy the insurance card at check-in. Check-in is the last
opportunity prior to charge entry to ensure demographic and
insurance information is accurate. If the information is inac-
curate, the overall impact will be increased administrative
cost due to rework.

3. Update demographic and insurance corrections in the sched-
uling/billing system and on preprinted forms at the time of
check-in. This step will reduce claim-processing delays and
ensure ancillary departments, such as the laboratory, have
accurate patient and billing information for outsourced ser-

vices. For example, if laboratory tests are sent to a reference
laboratory for processing, accurate billing information must
be submitted with the sample to avoid billing errors. The
primary concern is laboratory services performed for Medi-
care and medical assistance recipients because the laboratory
performing the service must bill them.

4. Provide receptionists with a list of patients who need to see
a business office representative. The list should be used to
identify patients that should see a business office representa-
tive prior to receiving services. Discussions regarding pay-
ment arrangements should be diverted the main reception
desk to avoid embarrassment or distress. It is also an effec-
tive mechanism for managing accounts receivables and an
excellent opportunity to discuss payment options with the
patient.

5. Collect co-payments and post to the patient’s account when
received. (This option is viable only if receptionists have
access to the billing system.) Failure to collect co-payments
causes the generation of a statement that may cost more than
what will be collected. Posting a co-payment when it is re-
ceived has many benefits. It eliminates a traditional posting
step, increases the timeliness of cash flow, and decreases the
possibility of posting the payment to the wrong visit.

6. Self-addressed envelopes with metered postage should be
provided to patients unable to pay their co-payment. The
goal is to encourage patients to mail co-payments prior to
generating a statement. Metered postage that generates a
charge only when mailed is available from the post office.
Receptionists should record the date on the envelope and ask
the patient to mail it once they arrive home. The date will
ensure the co-payment is applied to the correct encounter.

7. Failed, canceled and rescheduled appointments should be
removed from the scheduling system, documented in the
medical record, and the encounter form should be voided.
A receptionist should complete these steps as an instance oc-
curs. Prompt removal of failed, canceled or rescheduled ap-
pointments from the scheduling system will free the time for
another appointment, and documentation will support the
termination of care when necessary.

8. Offer patients arriving late for their appointment the next
available appointment or schedule an appointment through
triage. Practices should determine how late a patient could
arrive for an appointment. If a patient arrives late, he/she
should be triaged to determine whether the patient needs to
be seen immediately. This policy should discourage late ar-
rivals and ensure patient flow is reasonable, steady, and man-
ageable throughout the day.

9. Have an action plan for capturingpatient visits in the event
the automated scheduling/billing system fails. The plan
outlining manual procedures for capturing patient visits dur-
ing system down times should be communicated to all staff.
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Dcpcndlng on the level of aulomation,  system I’ailures  may
impact the ability to generate encounter forms, labels, and
schedule same day or future appointments.

Provider Area
The Provider Area includes procedures completed by an allied
health professional or physician after services have been provided.
I.

2.

3.

4.

The end-of-day schedule should be reconciled to encounter
forms prior to submitting to coding. A nurse or medical
assistant should complete this step. It will ensure each ap-
pointment has an encounter form with accurate charges and
will identifying missing encounter forms early in the pro-
cess. Early identification will reduce the time coders and
data entry specialists will spend tracking unbilled services.

Dictation is completed daily with the dictation tape and end
of day’s schedule submitted to transcription. This will en-
sure timely dictation, avoid periodic high volumes of dicta-
tion, and assist with ensuring all services are documented.
Billed services not supported by documentation are a signifi-
cant risk because payers believe the service did not happen if
it was not documented.

Providers review failed and canceled appointments. Allied
professionals should alert physicians to failed and canceled
appointments as they occur. There may be situations where a
physician will want to follow-up with a patient to ensure the
patient’s well being.

Nursing home and hospital charges are submitted daily.
Submitting charges daily will avoid the possibility of omit-
ting charges and missing payer cut offs. A method to capture
and verify charges should be developed that physicians can
use with ease.

Laboratory Services
Laboratory Services include procedures completed by laboratory
personnel to ensure services are captured accurately.
I. Luboratory  orders are documented on the encounter form

by the physician. Clinical laboratories under the Clinical
Laboratory Improvement Amendment (CLIA) are required
to obtain a signed laboratory order prior to initiating a labo-
ratory test. Practices should utilize the encounter form to
order tests, which will reduce the risk of omitting laboratory
charges from the encounter form.

2. Laboratory orders are verified on the encounter form by a
laboratory technician. Laboratory technicians should act as
a control point to ensure laboratory tests are properly docu-
mented on the encounter form. If this step is omitted, it in-
creases the risk of omitted charges.

3. Laboratory technicians should sign-off the order on the
encounter form and assign the necessary modifiers after
the test is completed. This would communicate to coders
and data entry specialists the test ordered was completed. In
addition, the technician performing the test should assign

the appropriate modifiers.  For example, if the test is sent to a
reference laboratory for processing a “90” would be assigned,
and if a waiver is necessary and obtained, a “GA” would be
assigned.

Many practices rely on the structure of the encounter form
to communicate which tests are routinely sent to a reference
laboratory for processing. The potential problem is when a
laboratory instrument malfunctions and tests normally com-
pleted “in house” are sent out for processing. Coders and
data entry specialists will have no knowledge of this infor-
mation unless it is communicated to them on the encounter
form. Failing to include the appropriate modifiers on the
claim will cause erroneous billing to the Medicare and Med-
icaid programs.

4. Laboratory technicians should include accurate billing and
demographic information on reference laboratory requisi-
tion forms. A requisition form accompanies a sample to a
reference laboratory and includes billing, demographic, and
clinical information the reference laboratory requires to pro-
cess the test. If inaccurate information is submitted, it may
cause the reference laboratory to bill the practice inappropri-
ately. And, if the information is incomplete, many reference
laboratories will bill the practice. This will cause rework and
additional costs to the practice if the service should have been
billed to Medicare/Medicaid or another payer.

5. Laboratory technicians should record all reference labora-
tory requisitions in a logbook and record when tests are
received. Logbooks are standard laboratory tools required
under Clinical Laboratory Improvement Amendment (CLIA)
requirements. The logbook should be used to track labora-
tory tests submitted to reference laboratories to ensure tests
are requested through appropriate channels, results are re-
ceived, and reference laboratory errors are captured early in
the process.

6. The reference laboratory billing statement should be rec-
onciled to patient accounts prior to authorizing payment.
This step will ensure all laboratory tests completed by the
reference laboratory have been billed to the patient’s account.
It will also assist with identifying internal process failures
and inaccuracies in the reference laboratory billing process.

Medical Record
Medical Record processes include steps involved with ensuring
the medical record accurately reflects the patient’s care and it’s
available when needed.
1. File medical record documentation in a timely manner. If

the medical record is not available, the documentation should
be placed in the “out guide” and filed once the record is re-
turned to storage. A number of reasons exist for ensuring
documentation is filed promptly. First, the medical record
loses its effectiveness if it is incomplete. Second, services
must be documented to support charges. Third, failure to
maintain complete documentation could affect litigation sup-
port.
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2. Establish a central Medical Record process that requires
all records be returned daily. Medical Records should be
established as the central location of operations. Requiring
that all medical records be returned daily will reduce the
amount of time staff will spend looking for records, and im-
prove the department’s ability to service their customers, and
file documentation promptly.

Data Entry
Data Entry procedures include steps completed after encounter
forms have been reviewed by coding staff.
1. Encounterforms are entered in the billing system. Encounter

forms should be grouped in small batches with cash totals
calculated prior to entry by using procedure codes. This will
ensure keying errors are captured prior to closing the batch
and reduce the possibility of lost revenue.

3. Organize the Medical Records department in a manner that
will promote efficient use of time and resources. Medical
Records should be organized to accommodate normal
workflow. For example, an area should be identified for medi-
cal records coming back into the department, for preparation
of future and demand appointments, for medical records await-
ing dictation, and an area for medical records requiring coder
review. Organization will facilitate workflow, promote effi-
cient tracking of records, and reduce the amount of time staff
would spend looking for a record.

2. The data entry specialist should review the encounter form
for accuracy and completeness. This will ensure the en-
counter form is complete and includes all of the information
necessary to submit a claim accurately. The review should
include ensuring diagnostic codes are linked to services, se-
lected codes are logical, and the insurance information on
the encounter form agrees with the billing system.

4. Reconcile dictation to the provider’s schedule andfollow-up
with undictated visits. Completion of this step by transcrip-
tion would ensure all services have been documented. Ap-
pointments without dictation should be given to the provider
for completion and monitored until complete.

3. Confirm failed, canceled, and rescheduled appointments
were removed from the scheduling system. Data entry spe-
cialist should complete this step the day after the encounter is
removed from the system. This will ensure the unbilled re-
port reflects billable services only. If a visit has not been
removed accurately, it should be sent back to the receptionist
making the error.

Coding
Coding procedures are completed by the coding department after
services are provided.
1. Coders review physician coding to ensure accuracy and

completeness. A trained coder should review the provider’s
and ancillary department’s documentation of services to en-
sure it supports the charges. It would ensure all charges are
captured, modifiers are appropriate, and physicians are be-
ing educated with practical examples by utilizing a feedback
system.

Summary
Based on the assessment of physician practices, attention should
be focused on the following area:

2. Track hospital charges independent of the physician. Uti-
lizing a hospital census report or discharge summary may be
the most effective method since most facilities require attend-
ing physicians to see patients daily. This will ensure a charge
was not omitted in error.

1.
2.

3.

4.

5.

6.

Ensure documentation supports coding practices.
Ensure demographic and insurance information is verified
and updated early in the process.
Ensure unbilled services are tracked weekly and adequate
resources are focused on the task.
Ensure reference laboratory statements are reconciled to
patient accounts.
Establish a centralized Medical Records process where
all records are returned to Medical Records daily.
Utilize the encounter form as an education tool and an all
inclusive order form.

Physician practices are complex operating units. The suc-

3. Work the unbilled services report weekly. This will ensure
all charges are captured and submitted to the payer prior to
the payer’s cutoff. In an automated environment, the report
can be an excellent management tool depending upon report-
ing capabilities. If the report is not worked weekly it may
become lengthy, therefore, requiring more attention.

cess of a practice relies on the collaboration of staff and providers
in day to day operations. If employees have a good understanding
of the overall process and are held accountable, the process should
improve with financial benefits.

4. Track obstetric charges. This step will ensure all charges
are captured accurately. If a pregnancy or prenatal care is
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terminated, there may not be enough visits to submit a global
tem in Minneapolis, Minnesota. She joined Allina Health System

charge. If this is the case, a comprehensive review of all
in 1990 as a staff nurse and transferred to Audit Services in 1995.

services would ensure all revenue is captured accurately.
Her work focuses primarily on operational and compliance re-
views of clinically related areas.
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