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Clean Claim

• Contains all required data as per plan’s billing 
manual
– Form

– Procedure codes

– Diagnostic codes

– Patient information
• Validated at an authorized patient eligibility site

– Provider information

– Provider credentialing

– Pre‐authorization number, as applicable
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Clean Claim (Continued)

• Units of service

– Reflects volume or time

• Patient eligibility verification

– Validate patient insurance enrollment 

– Validate patient specific identifiers

• Type of bill

• Condition codes

• Occurrence codes
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Clean Claim (Continued)

• Billing NPI

• Rendering NPI

• Provider tax identification number

• Billing period

• Appeal period 
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UB‐04 Form
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CMS1500 Form
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Electronic Billing

• Faster payments

• More accurate payments

• Earlier detection of errors

• Gateway to electronic remittance advice and 
electronic funds

• HIPAA compliance
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Clearinghouse Services 

• An intermediary used to direct the flow of bills from 
provider to payer

• Transmitted data from the provider is analyzed to 
verify required fields are complete and or accurate

• Clearinghouse reports to provider reflect successful 
and failed claims

• Successful claims forwarded to appropriate payer; 
failed claims to be “repaired” and re‐billed 
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Clearinghouse Services (Continued)

• Selecting a clearinghouse

– Cost

– Sufficient base of insurance plans

• Reports  to provider reflecting claim 
submission status

– Patient eligibility verification

– Electronic remittance advice

– Customer support
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Clearinghouse Services (Continued)
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Procedure and Diagnostic Coding

• HCPCS codes
– Level   I ‐ CPT‐4

– Level  II – Non physician services, not covered by 
CPT‐4

– Level III – Local codes developed by governmental 
and private payers for use in specific programs or 
jurisdictions

• Diagnosis codes: ICD‐9 or ICD‐10

• Revenue codes
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Pre‐Authorization Process

• Services requiring pre‐approval

• Requesting pre‐authorization, as applicable

– Start and end dates

– Renewing or extending a current pre‐
authorization

– Blanket pre‐authorization or need for service 
specific approval
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Denials and Appeals

• Analyze denied services
– Identify reason for the denial

– Append appropriate changes to the bill

– Refer to the billing manual and or contract to better 
understand basis for the denial

– Work with plan to resolve denied cases and to better 
understand how to avoid future denials

– Submit appeals within the contracted appeals timeframe

– Retain all documentation related to the original invoice 
and appeal attempts

• Name of representative, date of contact, etc.
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Denials and Appeals (Continued)

• Claim adjustment reason codes (CARC)
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Denials and Appeals (Continued)
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Denials and Appeals (Continued)


