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New Hire Training Manual for CSR & Call Center Staff                 Chapter 4 – Insurance Overview


Insurance Overview: Healthcare Insurance

Purpose --- To gain a better understanding the health insurance process and the function it represents in patient care and the payment process. 

Objectives:

· Importance of Health Insurance
· General Definitions
· Insurance Definitions

· Health Insurance Coverage
· Methods to Verify Health Insurance

· Websites

· Phone

· Gold
· UNT Health Insurance Process Flow

· Verification Sheet

Importance of Health Insurance

Health care insurance is a necessity. Health care insurance plans help defer the out of pocket costs individuals and families face. Health insurance is a good financial investment help keep families safe and ensure that they are not overwhelmed with health care bills if an accident or other health issue arises.

There are a variety of ways of acquiring good health care insurance and one of those is your employer. Many people in the United States have coverage through a group insurance program offered through their employer. Usually this is the cheapest way to have insurance since employers usually pay most of the insurance bill. While some employers may only have only one health care insurance plan available, others offer a variety from which to choose from. 
Another way people get health care insurance is through an individual plan. Often people who are self-employed acquire this kind of insurance, as well as people whose employers do no offer coverage. This kind of insurance will come out of the employees’ pocket, but the cost of insurance is much cheaper than paying for their own medical costs. 
This is important for healthcare professionals, like yourselves, to understand because ultimately this is how you are paid. Collecting co-payments and deductible are ways of ensuring a clinic stays operational. In addition, creating the right payment culture for patients is essential. Patients are more appreciative when they have an established expectation and routine of when to pay, how much to pay, and being able to ask insurance related questions. Therefore, the more proactive the clinic is in setting these patterns of behavior the fewer conflicts and issues they experience. 

General Definitions

Case -- An established occurrence of care that links the patient to their guarantor which in turns links to the guarantor insurance scheme. 

Insurance Scheme -- A prioritized list of insurance plans responsible for payments which link to the guarantor account. At this time, a patient can have up to 9 insurance schemes – each of these schemes could be linked to multiple cases. 

Example --- One scheme can be created for a Worker’s Compensation (first case) while another could be linked to an automobile accident (second case) and still another could be linked to reoccurring outpatient care (third case) not related to either situation above. 

*** Good rule of thumb --- A patient can have:

a. Multiple guarantors

b. Multiple cases

Insurance Plans – These are three-character codes that represent third party payers. The Insurance Scheme determines the insurance plan that pays for which corresponding case. 

a. A guarantor can have up to 9 schemes

b. A scheme can have up to 6 plans

c. The GUR is always 8 

*** At the end of the day, Gold determines which plan within a scheme is responsible for payment of a charge – this process is called: Identification of Responsible Party (IDRP).

Encounter – This corresponds to an appointment with a given case. The encounter creates the link within Gold for appointment tracking, payment of services, provided information for billing purposes. 

*** Encounters can be generated automatically or on demand:

Automatically --- when you use the Encounter Control and Resource Scheduling, Gold automatically generates an encounter record for each appointment.

On-Demand --- individuals can go into Gold and revise, add, etc… encounters independent of other functions (posting charges, scheduling). Individuals can manually change the status of the encounter, revise the activity type linked to a patients visit, and update other encounter data stored in the encounter record. 

Insurance Definitions

Below is a list of common health insurance coverage terms to help everyone understand more about what their health insurance plan has to offer: 
Children's Health Insurance Program (CHIP) -- A program, established by the Balanced Budget Act, designed to provide health assistance to uninsured, low-income children either through separate programs or through expanded eligibility under state Medicaid programs.
Consolidated Omnibus Budget Reconciliation Act (COBRA) -- A federal act which requires each group health plan to allow employees and certain dependents to continue their group coverage for a stated period of time following a qualifying event that causes the loss of group health coverage. Qualifying events include reduced work hours, death or divorce of a covered employee, and termination of employment.

Co-insurance -- The amount you are required to pay for medical care in a fee-for-service plan after you have met your deductible. The coinsurance rate is usually expressed as a percentage. For example, if the insurance company pays 80 percent of the claim, you pay 20 percent.

Coordination of Benefits -- If the insured has available two or more sources that would cover payment for certain conditions, such being under a spouse's insurance plan along with their own, the insurance company would not pay double benefits. In this case the health insurance company would coordinate benefits to make sure each plan pays a portion of the service. Benefits under the two plans usually are limited to no more than 100 percent of the claim.

Co-payment -- Another way of sharing medical costs. You pay a flat fee every time you receive a medical service (for example, $25 for every visit to the doctor). The insurance company pays the rest.
Covered Expenses -- Most insurance plans, whether they are fee-for-service, HMOs, or PPOs, do not pay for all services. Some may not pay for prescription drugs. Others may not pay for mental health care. Covered services are those medical procedures the insurer agrees to pay for. They are listed in the policy.

Deductible -- The deductible refers to the amount of money that the insured would need to pay before any benefits from the health insurance policy can be used. This is usually a yearly amount so when the policy starts again, usually after a year, the deductible would be in effect again. Some services, like doctor visits, may be available without meeting the deductible first. Usually there are separate individual deductible amounts and total family deductible amounts. 
Diagnostic and treatment codes -- Special codes that consist of a brief, specific description of each diagnosis or treatment and a number used to identify each diagnosis and treatment.
Electronic medical record (EMR) -- An automated, on-line medical record containing clinical and demographic information about a patient that is available to providers, ancillary service departments, pharmacies, and others involved in patient treatment or care.

Exclusions -- The exclusions are the things that the insurance policy will not cover.
Fee-for-service (FFS) payment system -- A system in which the insurer will either reimburse the group member or pay the provider directly for each covered medical expense after the expense has been incurred.

Grace Period -- This is the amount of time one has to pay their health insurance premium after the original due date and before insurance coverage would be canceled.
Health Insurance Portability and Accountability Act (HIPAA) -- A federal act that protects people who change jobs, are self-employed, or who have pre-existing medical conditions. HIPAA standardizes an approach to the continuation of healthcare benefits for individuals and members of small group health plans and establishes similarities between the benefits extended to these individuals and those benefits offered to employees in large group plans. The act also contains provisions designed to ensure that prospective or current enrollees in a group health plan are not discriminated against based on health status.

HMO (Health Maintenance Organization) -- Prepaid health plans. You pay a monthly premium and the HMO covers your doctors' visits, hospital stays, emergency care, surgery, checkups, lab tests, x-rays, and therapy. You must use the doctors and hospitals designated by the HMO.
Indemnity Plans -- reimburses you for your medical expenses regardless of who provides the service, although in some cases your reimbursement amount may be limited. The coverage offered by most traditional insurers is in the form of an indemnity plan.

Lifetime Maximum -- This is the most amount of money the health insurance policy will pay for the entire life. Pay attention to individual lifetime maximums and family lifetime maximums as they can be different. 

Managed Care -- Ways to manage costs, use, and quality of the health care system. All HMOs and PPOs, and many fee-for-service plans, have managed care. All managed care plans involve an arrangement between the insurer and a selected network of health care providers (doctors, hospitals, etc.). 
Non-cancellable Policy -- A policy that guarantees you can receive insurance, as long as you pay the premium. It is also called a guaranteed renewable policy.
Outpatient care -- Treatment that is provided to a patient who is able to return home after care without an overnight stay in a hospital or other inpatient facility.
Out-of-Pocket Expense -- This is the cost one would pay out of their own pocket. An out of pocket expense can refer to how much the co-payment, coinsurance, or deductible is. Also, when the term annual out-of-pocket maximum is used, that is referring to how much the insured would have to pay for the whole year out of their pocket, excluding premiums. 
Point-of-service (POS) -- A healthcare option that allows members to choose at the time medical services are needed whether they will go to a provider within the plan's network or seek medical care outside the network.

PPO (Preferred Provider Organization) -- A combination of traditional fee-for-service and an HMO. When you use the doctors and hospitals that are part of the PPO, you can have a larger part of your medical bills covered. You can use other doctors, but at a higher cost.
Pre-existing Conditions -- This is something someone had before obtaining the insurance policy. Some plans will cover pre-existing conditions while others may completely exclude them and, in addition, some health insurance plans will cover pre-existing conditions after a certain time period. 

Premium -- The amount you or your employer pays in exchange for insurance coverage.
Primary care case manager (PCCM) -- In states that have obtained a Section 1915(b) waiver, a primary care provider who contracts directly with the state to provide case management services, such as coordination and delivery of services, to Medicaid patients in an effort to reduce emergency room use, increase preventive care, and improve overall effectiveness by fostering a close physician-patient relationship.

Primary Care Provider (PCP) -- Usually your first contact for health care. This is often a family physician or internist, but some women use their gynecologist. A primary care doctor monitors your health and diagnoses and treats minor health problems, and refers you to specialists if another level of care is needed.
Provider -- Any person (doctor, nurse, dentist) or institution (hospital or clinic) that provides medical care.
Section 1915(b) waivers -- Waivers that states could obtain from the federal government that allowed them to restrict a Medicaid beneficiary's choice of providers by using a primary care case manager or other arrangement.

Third-Party Payer -- Any payer for health care services other than you. This can be an insurance company, an HMO, a PPO, or the Federal Government.
TRICARE -- A healthcare plan, avail-able to more than 6 million military personnel and their families, which is administered by private contractors who are selected for participation through a competitive procurement process. 
TRICARE offers members three plan options: 
1) TRICARE Prime (an HMO with nominal premiums and co-payments)

2) TRICARE Extra (a PPO with standard CHAMPUS deductibles)
3) TRICARE Standard (the current fee-for-service CHAMPUS plan with provider choice and no premiums). 
Waiting Period -- This is the time one would have to wait until certain health insurance coverage’s are available. 
Workers' compensation -- A state-mandated insurance program that provides benefits for healthcare costs and lost wages to qualified employees and their dependents if an employee suffers a work-related injury or disease.

Health Insurance Coverage

Health Insurance is broken down into two components:
1. Plan – Consists of three basic plans: Private Health Plans, Medicaid, and Medicare
2. Type – Encompasses three basic types: HMO, PPO, and POS

Let’s take a deeper look at the 3 different health insurance plans:
Private Health Plans -- are the most common. These are health plans offered by employers to their employees. They can also be purchased by an individual. This is a health benefit plan contract between the employer and a third party (an insurance company). These contracts vary widely depending on the benefits and coverage levels negotiated by the employer. Private plans include: Aetna, Blue Cross/Blue Shield, Chips, Cigna, United Health, Tricare (Champus), these are just a few that you will come across in the clinics.

Medicaid -- is government funded health care, typically provided for low-income individuals and families. Medicaid provides medical assistance to certain individuals and families with low incomes and resources. It is jointly funded by the Federal and State governments. Although the federal government establishes national guidelines, each state has the authority to establish its own eligibility standards, determine the type and duration and scope of services, set the rates of payments and administer the program.
Medicare -- In 1965, the Social Security Act established both Medicare and Medicaid. Medicare is the federal health insurance program that is designated for those people who are 65+ years of age. Although directed towards a specific age bracket, Medicare plans are also applicable to certain disabled people.

Medicare has four major parts:
Part A is hospital insurance and is financed through federal taxes while 


Medicare Part A provides basic hospital insurance coverage automatically for most eligible persons. Coverage could include: hospital stays, limited skilled nursing facility care when daily skilled services are needed, home health care and hospice care. Medicare regulations allow rehabilitation services when significant functional progress is expected and/or maintenance care is needed.
Part B is supplementary medical insurance and has a monthly premium.

Medicare Part B voluntary program that is part of Medicare and provides benefits to cover the costs of physicians' services, audiology testing services, outpatient hospital services, rehabilitation agency services and comprehensive outpatient rehabilitation facility services. 
Part C Medicare pertains to choices (also known as Medicare + Choice)

Medicare Part C offers more choices. In 1997, Medicare Part C (originally called Medicare + Choice) became available to persons who are eligible for Part A and enrolled in Part B. Under Part C, private health insurance companies can contract with the federal government to offer Medicare benefits through their own policies. Insurance companies that do so are able to offer Medicare beneficiaries health coverage not only through PFFSs (Private Fee- For-Service), but also through managed care plans (such as HMOs) and preferred provider organizations (PPOs). 
Part D program provides beneficiaries with assistance paying for prescription drugs.

Medicare Part D The drug benefit, added to Medicare by the Medicare Prescription Drug, Improvement, and Modernization Act of 2003, (MMA), began in January 2006. Part D coverage is not provided within the traditional Medicare program. Insurers must enroll in one of many hundreds of Part D plans offered by private companies.
Let’s take a deeper look at the 3 different health insurance types:
HMO -- provides a list of doctors from which to choose a primary care physician (PCP) (usually a family physician, internists, obstetrician-gynecologist, or pediatrician). This physician now coordinates all health care needs, which means that he or she treats the patient directly and, when necessary, manages and administers referrals to specialists. 
HMOs provide medical treatment on a prepaid basis, which means that employees pay a fixed monthly fee, regardless of how much medical care is needed in a given month. In return for this fee, most HMOs provide a wide variety of medical services, from office visits to hospitalization and surgery.

Some highlights to be aware of include:

· Lower out-of-pocket expenses 

· No deductibles or plan limits 

· Low cost doctor office visit co-pays 

· Usually no or very low hospital deductibles 

· No paperwork or claim forms 

· Pre-existing conditions may be covered 

· More comprehensive coverage 

· Limited choices of doctors and facilities 

PPO -- allow members to use primary care doctors outside the PPO network (at a higher cost). Indemnity plans allow any doctor to be used. A PPO in most cases means having the ability to use any doctor or facility of an employee’s choice, the benefits are higher when using one of the physicians or facilities that belong to the chosen PPO association. Rather than prepaying for medical care, PPO members pay for services as they are rendered. 

The PPO employer or insurance company generally reimburses the member for the cost of the treatment, minus any co-payment. In some cases, the physician may submit the bill directly to the insurance company for payment. The insurer then pays the covered amount directly to the healthcare provider, and the member pays his or her co-payment amount. The price for each type of service is negotiated in advance by the healthcare providers and the PPO employer or insurance company. 

Some highlights to be aware of include:

· Individuals may go to any doctor in the network at any time without a referral, including all specialists 
· Individual may go out-of-network "at will" to any top specialist for serious problems 

· No claim forms or paperwork 

· Choice of deductible 

· Prescription coverage is included 
POS (point of service plan) -- is a type of managed care health insurance system. It combines characteristics of both the HMO and the PPO. A point of service plan is a type of managed healthcare system where the insurer pays no deductible and usually only a minimal co-payment when using a healthcare provider within their network. The insurer also must choose a primary care physician who is responsible for all referrals within the POS network. If one selects to go outside of the network for healthcare, they will likely be subject to a deductible (around $300 for an individual or $600 for a family), and the co-payment will be a substantial percentage of the physician's charges (usually 30-40%).
Now that a review of the healthcare coverage is complete… let’s now look at the ways insurance could be verified. 

Methods to Verify Health Insurance

Within the clinics’ there are three methods for verifying a patient’s health insurance eligibility:

1) Through the insurance companies website 

2) By calling the insurance company directly 

3) Through Siemens Gold 

*** Keep in mind that the clinic will explain the specific method used. In some cases all three are used and in other cases just one. Understanding each method will be most beneficial. ***  

Insurance Companies Websites

Important things to keep in mind:

· There are a couple of ways to save the websites

· Use the “Reference Page” 

· On initial log-on save the website to “Internet Favorites”

· Log-ons are required for each website

· Keep good memory of the log-on information… 

· Find a common pattern or use the same one for multiple websites (if applicable)

· Take time to get familiar with each insurance companies main page because:

· Companies often update their links and resources

· It is good to be prepared when patients ask questions about the various websites

· The more knowledge gained the better you can serve your patients needs

The following chart is where all the insurance company websites are listed (this will also be e-mailed to you as a quick reference:
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Insurance Companies Phone Numbers

Important things to keep in mind:

· When calling an insurance company be aware that the wait could be at least 20-30 minutes

· Plan the call so that there is clinic coverage (just in case)

· Be prepared – have all the necessary documentation to reduce delays with speaking with the insurance company 

The following chart is where all where you can locate all the Insurance Companies Phone Numbers (this will also be e-mailed to you as a quick reference:
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Siemens Gold System 

Important things to keep in mind:

· In Gold patients may have multiple insurance plans listed

· One reason why the verification process is critical
· When verifying with the patient be sure to collect current insurance card

· Verify that the Guarantor has been updated (if applicable)
· Make a copy of the patients insurance card
The following lists of Plan Codes will be a useful tool for multiple reasons:

1) When registering you will need to identify and input the patients plan code

2) When entering the patients insurance information the plan code will initiate the tracking and billing process

3) When verifying insurance in Gold the plan codes are used to search the database for a complete list of Insurance Companies

a. You will be comparing the patients insurance card to the list by the address listed on the card

Insurance Plan Code



Description

AA9



AETNA HMO

AA1



AETNA PPA


153



BC/BS    HEALTH SELECT

301



BC/BS    OF TEXAS PPO

C58

      

CHIPS    COOK CHILDREN'S HEALTH PLAN

D76



CHIP      PERINATAL

D77



CHIP      PERINATAL NEWBORN

C68



CIGNA

141



GEHA

050



MEDICAID    AMERIGROUP

053



MEDICAID    SSI AMERIGROUP

070



MEDICAID    TMHP

072



MEDICAID    TMHP SECONDARY

002



MEDICARE

901                         

MEDIGAP     AARP GROUP HEALTHS 

P51



PACIFICARE HMO

S20



SECURE HORIZONS HMO

361



TRICARE STANDARD

U08



UNITED HEALTHCARE

D83



WELLCARE

Insurance Verification Form
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