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Dear WCH Clients,

WCH is proud and excited to inform you that an additional 40 certi-
fied CQM-Clinical Quality Measure modules have been added to our 
 existing EHR 2014 Edition Certification. You are now able to report 
your meaningful use measures directly from ISMART EHR. Please con-
tact our dedicated IT department with any question about reporting 
CQM measures. 

WCH is working daily to improve EHR functionality in order to make 
your user experience more efficient. The EHR roadmap is located 
here: http://ismartehr.com/Home/Roadmap. Please check this page 
frequently for updates.
We are always looking for your feedback. 
For any questions about ISMART EHR, please contact me directly at 
anytime. 

Sincerely,
Olga Khabinskay,
Director of Operations

http://ismartehr.com/Home/Roadmap
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For over fifteen years, our main goal has 
always been to support our clients not only 
with accurate claim submission and timely 
reimbursement but with protection, educa-
tion and smooth communication between 
our offices. Even during today’s most difficult 
time of changes in the healthcare industry, 
we are continuing to adopt and adjust with all 
the challenges. Ahead for many of us is the 
implementation of ICD 10, mandatory e-pre-
scribing and inevitable switch to electronic 
health record. 
One of our main approaches has always 
been full transparency of our work and 
clients control over of our account repre-
sentatives performance.  As you all aware 
WCH has  designed technological platforms 
to support all of the complex changes that 
are going to affect reimbursement of claims 
for every medical practice. All of our prod-
ucts are  created to give you full control of 
your practice data, reduce unnecessary time 
spent evaluating paper payments and claims 
 requests. 
Starting July 1st, the practice management 
software (PMBOS) created by WCH will be 
required to be implemented by each client 
utilizing our billing services.  Once again, 
the software allows the practice to schedule 
appointments, generate electronic super bill, 
view wide variety of reports and have full 
access to claims, payments and patient infor-
mation at any time of the day. Most impor-
tantly it eliminates unnecessary work per-
formed by yours and WCH staff.  Software is 

free. $100 per month will be charged only for 
data interchange. There are no fees for using 
this program. Training for new users will be 
provided at the time of installation and can 
be requested again if needed. Customization 
is also available. 
For those clients that are already using the 
program the data interchange rate will be 
increased from $50 to $100 a month.  As you 
know for over thirteen years, we have never 
increased the fee for the data interchange. 
Due to increase rates for internet, electrici-
ty, salaries for technicians and the pricing of 
data interchange providers we are increasing 
this rate as of July 1st.  The new rate will ap-
pear in July billing invoice.
For those who use the ISMART Certified 
EHR the fee for PMBOS data interchange is 
waived. 
We again appreciate your understanding and 
willingness to improve your practice manage-
ment. We look forward to continued business 
together. 
Should you have any questions, please do not 
hesitate to contact me directly at ext 1201. 
Thank you for your understanding and time.

Sincerely, 
Olga Khabinskay, COO   

Data interchange fee changes
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PMBOS Program features  include:

Appointment and Patient  Management:

• Schedule patient appointments

• Flexibility to view, edit and print any 
 information on the patient or the visit.

• Patient profile contains ledger co-pay, 
 authorization information and insurance 
 coverage.

• Ability to attach images.

• Color code appointments.

• Multiple provider displaying options.

• Variety of comfortable features and  different 
type of appointments, such as patients,     
business meetings, etc.

• Print reminders for patient next appointments

• Monitor patient authorizations and ledger

Reports:

• Patient Missed appointment

• Any patient statistics: new patients, patient by 
insurance..etc

• Export any claim query to excel for detail 
analysis

• Paid by procedure reports

Report customization available 

Electronic Superbil:

• Create and send to WCH E-superbills 

• Never lose unsent billing 

Claims Control:

• View all pending, paid, denied claims for the 
practice

• Any type of search available: by code, doctor, 
patient, location, dos, insurance name

• View WCH account representative work by 
checking collection claims notes 

• View all payments and expected revenue

• View detail insurance payment decision line 
by line

• View patient balance

Internal Office Reminders:

• Assign and sent tasks to users of the 
program
• Reminder pop-ups

ISMART EHR is now Certified LabCorp Vendor 

One of WCH’s strengths is that we never 
stop improving. With so many features for 
making our products better and more com-
petitive, we always strive to bring our clients 
something new. At this time we are thrilled to 
announce that iSmart EHR is now fully inte-
grated with structured LabCorp results.
You can now receive labCorp results directly 
within iSmart EHR for free, which is a faster 
more effective way to get critical information 
with less faxing and scanning for the staff. 
ISmart EHR users can review, sign and man-
age all patients’ most critical LabCorp infor-
mation straight from your iSmart EHR plat-
form. This feature Integration is fast and free. 

You can now Use this feature to:
• Receive results for all LabCorp orders within 

the EHR

• Quickly diagnose patients directly from their 
lab results based on color-coded out-of-range 
results

• Set permission levels for viewing and signing 
labs to other EHR users
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The Marshak Method: Merg-
ing Traditional 12-Step and 
Holistic Methods

Dear Colleagues, I would like to share my 
experience in addiction treatment.  My prac-
tice began in 1991 with six heroin addicts. I 
combined the 12-Step program with a meth-
odology I had personally developed 10 years 
earlier. The program is a holistic method, 
which allows addicts to quickly achieve sobri-
ety without the help of pharmaceutical med-
ications, and to rapidly improve his or her 
mood, so as to remain happy, positive and 
sober long term.
In 1996 I founded The Marshak Clinic. The 
clinic rapidly became known as the most suc-
cessful rehabilitation center. By 2007, more 
than 2,000 alcoholics and drug addicts had 
completed our residential program  As the 
two clinic follow-up surveys  demonstrated, 
about 70 percent of our alumni still enjoyed 
continued sobriety two years after com-
pleting the treatment. Many were able to 
 improve the quality of their lives.

About addiction

I believe that pathological addictions have 
the same structure as what I call “healthy 
addictions.” These “healthy addictions” are 
instinctive behaviors that activate the reward 
system, which exists in the brain of all ani-
mals. They include breathing, food and water 
consumption, waste elimination, sleep and 
reproduction. These behaviors support our 
life and survival, both as individuals and as 
a species, and have two important qualities 
similar to those of pathological addictions:
• When we abstain from using the instinctive 

behaviors for a long enough period, we expe-
rience a growing discomfort, which at some 
point, becomes intolerable. 

• Each time we resume the instinctive behavior, 
we experience a feeling of instant gratification 
or relief. 

A simple illustration of these two principles 
is shown in an experiment that relates to 
breathing, hunger or thirst. Attempting to 
delay the normal cycle of any of the above 
mentioned behaviors will negatively impact 
your mood, whereas resumption will alleviate 
your “distress.” 
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Try not breathing for one minute; you will 
experience intense discomfort. Now, inhale; 
instant relief. The behavior pattern is sup-
ported biologically by pain/pleasure neu-
rotransmitters in your brain. 
Addicted persons who abstain from drugs 
feel a similar pain and sense of despair. 
When an addicted person uses again, he or 
she will have a similar feeling of instant grat-
ification and relief, as compared to what you 
felt when you resumed breathing. 
I believe that all animals live according to two 
basic rules that determine their behavior pat-
terns throughout life:

The Rule of Intolerable Pain

When an animal or human suffers physical 
or mental discomfort, the period of time that 
suffering can be tolerated decreases as the 
pain increases. If the suffering — either phys-
ical or mental — becomes too great, people 
chose to end their suffering and commit 
suicide. 

The Rule of Behavioral Imprinting

If an animal or human suffers physical or 
mental discomfort and then engages in be-
havior that results in instant gratification, 
such behavior will be recognized by the 
brain’s reward system as highly valuable. It 
will be imprinted into the neural pathways 
and added to the list of the “SOS tools” that 
we use in times of trouble. The faster an SOS 
tool allows us to transition from “dysphoria” 
to “euphoria,” the higher its ranking on the 
list. That is why smoking crack cocaine is 
more addictive than snorting cocaine — the 
resulting gratification is achieved more in-
stantly. After using a new SOS tool that suc-
cessfully and instantly alleviates discomfort 
several times, this behavior pattern becomes 
instinctive, and from then on, is extremely 
difficult to control. 
The Marshak Method is based on the first 
rule of addiction, The Rule of Intolerable Pain, 
and uses two complimentary strategies, bio-
logical and psychological, to quickly normal-
ize the brain’s reward system. 
First, a biological approach is used to achieve 
and maintain a baseline state of pleasur-
able well-being. When anaddicted individual 

 experiences internal comfort, his or her crav-
ing for drugs substantially decreases and be-
comes controllable. Once an addicted person 
achieves a steady state of internal comfort, 
his or her whole personality changes. If all of 
the addict’s previous behaviors were devoted 
to drug use, in order to achieve short epi-
sodes of feeling good, his or her behavioral 
skills will now be turned extensively to pro-
tecting this newly achieved internal comfort. 
The biological component includes:
• A special exercise regimen, derived from Ha-

tha and Kundalini Yoga, which over the years, 
I have personally designed to enhance the 
mood of my clients and help them sustain the 
resulting sense of well-being 

• Bioactive nutritional supplements that compli-
ment the exercise regimen and enhance the 
ability of exercise to elevate the mood 

• A recovery diet, which is designed to minimize 
mood swings and elevate energy levels 

• Genetic testing that identifies variations in a 
number of genes which can predict predispo-
sition to addiction 

Exercise program — why yoga? 

I have been practicing yoga for 37 years, and 
studying the effects of various yoga styles 
and exercises on mood regulation. To help 
addicts attain sobriety and maintain sobri-
ety long term, I have carefully selected  the 
type of exercise that most quickly elevate the 
mood. 
There are three groups of exercise that I use 
to achieve mood regulation. The first group 
of exercise helps one feel invigorated and 
energized throughout the day, and when 
practiced each morning, puts him or her in a 
joyful state through which he or she achieves 
reward from daily activities, such as work. 
The second group of exercise, usually prac-
ticed in the evening, help a person efficient-
ly achieve deep relaxation and tranquility, 
and then rest, without using tranquilizers 
such as alcohol, benzodiazepines or opiates. 
The third group of exercise are designed to 
 relieve and control anxiety. These exercises 
consist of alternating anxiety-provoking and 
anxiety-calming exercises that train certain 
areas of the brain to inhibit endogenous 
 anxiety. 
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Our experience shows that alumni who con-
tinue for two years after completion of treat-
ment, to practice Marshak exercises daily 
for at least 60 minutes; take their prescribed 
food supplements; and follow a low glyce-
mic diet; will maintain the elevated state of 
well-being they have achieved, which is a con-
dition for long-term sobriety. Apparently, two 
years is enough to stabilize the neurochemis-
try of the brain’s reward regulation system at 
the new higher level achieved during residen-
tial treatment, even if they then stop the daily 
routine. 

Brain building 

While working to make the Marshak Method 
more efficient, I discovered that combining 
bioactive food supplements with the exercise 
program significantly increases the mood 
enhancing effects of the exercises. I call this 
phenomenon “brain building.” It is analogous 
to bodybuilding. To maximize muscle growth, 
bodybuilders combine special muscle training 
with specialized nutritional products that sup-
port the increased demand of muscle cells 
for protein and energy. To maximize brain 
building, we have a special exercise programs 
which stimulates neuronal pathways that 
provide a feeling of reward. When combined 
with specialized nutritional products — ami-
no acids, fatty acids, vitamin and mineral 
“feeds” — we maximize reward system per-
formance by providing these neuronal path-
ways with precursors and facilitators of neu-
rotransmitter synthesis. 
Different sets of Marshak exercises stimulate 
different areas of the brain. Knowledge of 
brain biochemistry has allowed us to formu-
late food supplement cocktails which, in com-
bination with the exercises, greatly enhance 
brain performance.

Genetic testing 

There is very little doubt that addiction has a 
strong genetic component. Since 1990, nu-
merous scientific studies were dedicated to 
identifying a growing number of gene vari-
ants that predispose people to addiction. A 
deviation in these genes can cause a shift in 
one of the many biochemical reactions in the 
brain that are responsible for regulation of 

mood and behavior. The resulting biochem-
ical imbalance can lead to chronic dysphoria 
and vulnerability to stressful environmental 
factors, which may result in a person search-
ing for relief and seeking drugs to alleviate 
the emotional pain. The results of the confi-
dential genetic testing provide information 
about whether each individual client carries 
gene variants that can cause mood dysreg-
ulation. Knowledge of the client’s genetic 
profile allows us to identify biochemical or 
neurological pathways that might be compro-
mised due to genetic factors. 

Psychological support 

The life of an addicted individual is centered 
around his or her drug of choice. If the drug 
is not readily available when needed, a per-
son experiences severe dysphoria and anxi-
ety. Every time an addict feels uncomfortable, 
he or she depends on the drug to regain the 
feeling of comfort, just to lose it again when 
the effects of the drug wear off. The addict 
becomes a seeker of instant gratification. All 
of his or her feelings, thoughts and behavior-
al strategies are aimed at grasping a short-
lived state of comfort. 
When addicted people transit from an un-
happy to happy state of well-being, their 
personalities change. This transition can be 
dangerous, especially if it happens fast, as it 
does during a 28-day residential program at 
the Marshak Method. As an addicted person 
attains a higher level of well-being, he or she 
will begin to remember any of the immoral 
acts committed in the throes of addiction. 
This can result in powerful surges of guilt, 
shame, remorse and repentance. Conse-
quently, these memories can bring back the 
depression, which in turn, may provoke drug 
or alcohol cravings. This is why psychological 
support is so important during residential 
treatment for 30 to 60 days after clients com-
plete treatment. We help those “emotionally 
thawing” clients to dissociate themselves 
from the things they did while using. We ex-
plain to them that what they did was not their 
real nature, but the nature of their disease, in 
the same way that fever is a symptom of the 
flu. 
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We base our psychological support system 
on the 12-Step program, which I believe has 
three important features that assist addicts 
as they transition to and learn to maintain 
a sober lifestyle. First, the 12-Step program 
provides great tools for an addict to safely go 
through the process of remembering his past 
and dissociating his previous immoral behav-
ior from the concept of self. 
Second, the 12-Step program teaches skills of 
sober behavior; educates addicts in how to 
recognize early triggers of relapse; and pro-
vides aid at times of dysphoria and craving. 
It also provides an individual with a strong 
social support group in the form of a sponsor 
and peers. 
The third and most important feature of the 
12-Step program is that it engages its mem-
bers in an emotionally rewarding life style. 
We found that there are eight behavioral 
practices in the 12-Step program that in-
crease our client’s state of well-being: practic-
ing religious feelings and prayer; avoiding the 
instant gratification that comes with offend-
ing others; forming friendships; experiencing 
insight from understanding and relating to 
the experiences of peers; getting intellectual 
pleasure from analyzing and understanding 
life experiences; sharing and experiencing 
relief from confession; experiencing reward 
from doing good deeds; and zealousness. 

We believe that the deep and detailed ex-
planation of the benefits of the 12-Step 
program greatly increases the participation 
and involvement of our clients in the clinic’s 
program, and thus, enhances the chance that 
our alumni will go on to live joyful and sober 
lives. 
Respectfully, Dr. Yakov Marshak.
Dr. Jacob Marshak is the founder and pro-
gram director of the new Wellness Center“-
Cape House”for alcohol and drug rehabilita-
tion in Cape Cod, MA. He earned his medical 
degree from Moscow State Medical Univer-
sity, and was one of the first Soviet doctors 
brought to the United States to learn 12-Step 
methodology. Dr. Marshak became a Cer-
tified Addiction Professional in 1989 after 
six months of training at Florida’s Heritage 
Health Treatment Center.

Visit website:  www.capehouse.org
Call: Us. (617) 610-00-53

www.capehouse.org
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ICD 10 Wake Up Call - How your 
practice will work in October?

In April 2015, Senate Passes the SGR Bill 
which means there is not going to be ICD-
10 implementation delay. This brings the 
healthcare community towards the Oct 
1, 2015 implementation deadline and 
creates an increased urgency for healthcare 
professionals and medical service providers 
that have not done so already, to prepare 
for the new medical code set. ICD 10 is going 
forward, therefore physicians and any other 
medical professionals need to be trained for 
these more detailed codes. 
The ICD 10 code set is the mandated 
replacement of the ICD-9 code sets used by 
practitioners to report healthcare assessment 
to payers and other institutions. Upcoming 
October implementation will radically 
change the way documentation and coding 
is done. With increased pressure to prepare 
to the immense changes in medical coding, 
providers nationwide should increase their 
efforts now more than ever to get to know 
the new code set. 
The Nationally mandated code set that 
defines patient’s condition provides greater 
definition to patient’s condition detail 
including severity, complexity, comorbid 
and complications. Providers will be fully 
responsible to assign new ICD 10 codes to 

each patient’s condition.  The responsibility of 
diagnosing patient’s conditions and assigning 
appropriate ICD10 diagnosis codes for claims 
falls on the medical providers, not on their 
biller counterparts. . 
All Medical providers need to be fully 
prepared to use the ICD-10 codes correctly 
since the responsibility of diagnosing the 
patient and assigning the appropriate ICD-10 
code falls on healthcare providers. Billers, 
on their part need an excellent foundation 
and knowledge of using the code set 
appropriately.  By taking steps now to make 
a successful transition, provides will increase 
their efficacy in implementing the plan. 
With less than five month to go, it is now 
the time to accelerate provider preparation 
to ICD10 which will be directly related to 
compliance, revenue and patient care. 

WCH team is currently testing with insuranc-
es that are already for the early submission 
of claim in ICD 10 format. 

WCH is
ICD 10-ready



11    WCH Corner Spring 2015 WCH Bulletin
www.wchsb.com

Medical Billing Process

Medical billing is a process that entails 
many steps and requires close attention 
to details. It is important that the process 
is done right and every step is followed 
clearly in order to receive the desired re-
sult of getting the proper reimbursement 
for medical services rendered.  
Over the course of 14 Years, WCH team 
has gained enormous experience which 
allowed us to conclude the best possible 
operational practices. We have estab-
lished a seamless process to ensure that 
all claims are billed as clean claims and 
get processed accurately. 
WCH clients enjoy up to 99% reimburse-
ment levels due to the structure WCH 
management created. WCH medical bill-
ing professionals have a clear structure 
and detailed description of responsibil-
ities to ensure that each employee con-
tributes to the team in an effort to pro-
vide the best and most reliable medical 
billing services. 
In this article, we list some of our opera-
tional procedures in an effort to demon-
strate the professionalism that has be-
come our way of work. 

• To be able to submit clean claims, WCH 
professionals create customized Super-
bill template for each client that has the 
most up to date procedures and diagnosis 
codes 

• WCH designated account representative 
conducts training with clients  to complete 
the superbill template with all necessary 
information to avoid requests and delay in 
claim processing 

• Patient information templates are provid-
ed to clients in order to ensure all data is 
available to submit clean claims

• Completed and signed Superbills are sub-
mitted by the client to WCH Billing depart-
ment  for processing by mail, fax, email or 
personal pick up on a regularly scheduled 
basis to ensure regular reimbursement 
cycle

• Once superbills are received at WCH, they 
are scanned and archived on WCH se-
cured servers 

• Superbills are  sent to the assigned super-
visor/ billing professional for processing 

• The assigned billing professional creates 
clean claims using  PMBOS, an in-house 
developed medical billing software,  within 
a set time frame 

• Claim are submitted electronically or by 
paper on a regular basis to insurance 
companies for processing 

• Submission reports are generated and 
stored on WCH secured serves as proof of 
submission 

• WCH IT department staff download ac-
ceptance report to ensure claims were 
accepted by the insurance companies   

• Insurance remittance advices are down-
loaded into the PMBBOS system. Payment 
information gets posted directly into the 
claim. 

• Account representatives work with claim 
payments and denials to ensure claim 
processes correctly 

• PMBOS automatically generates second-
ary claims which are submitted to insur-
ance companies 

• Claims that are not finalized are assigned 
special statuses for further processing 

• PMBOS  generates Biweekly reports and 
invoices client automatically

• WCH puts in place quality assurance 
measures to ensure accuracy of claims 
submitted protects the practice and helps 
avoid future insurance disputes, refunds 
or audits.
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Why I love 
 working in WCH 
Interview with Yulia Ogay, 
account representative

What does your workday at 
WCH consist of?

Our workday begins at 9 am. I get into the 
office, then proceed to check emails and 
after handle  daily routine tasks such as 
communicating with our clients, working 
with denials if any occur. I contact insurance 
companies directly to follow up on claims 
that are still pending,  review payments and 
receivables records to make sure that our 
providers are receiving accurate and timely 
payments for the services rendered. I also take 
care of many other tasks, which are different 
every day. 

How has your experience at 
WCH help you in life?

Team work that is crucial factor in WCH. 
Being part of a team helped me to further 
develop leadership skills such as defining 
problems and conflict management, goal 
setting and task management. I am a 
stronger communicator and fighter because 
of WCH experience.

Why did you decide to work 
at WCH?

Working in WCH has offered me the chance 
to begin a new career and it is also a great 
way to gain experience in a field of interest 
for me – the field of medical billing and 
coding. I do not think that there is a company 
like WCH in the healthcare industry today. I 
am extremely proud to be part of this team.

What do you consider your 
three major strengths? 

I am quick learner, and I consider critical 
thinking and problem-solving to be my major 
strengths. At WCH I had changed my work 
productivity and really improved on my 
weaknesses.  

Where would you like to be 
in your career three years 
from now?

I want to grow in WCH to the next level may-
be even to supervision role and able to make 
more certifications.

Yulia Ogay,
Account Representative
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Features released recently:

• New versions of CQM reports.
• Wherever necessary to click Save 

button, color of button will be or-
ange and there will be caption in 
red.

• Features in appointments – ability 
to add appointment by clicking on 
necessary time-cell and after ap-
pointment has been added, it’ll be 
selected automatically.

• User roles update - ability to permit 
or deny access to edit any part of 
Chart record.

• Ability to move from one record to 
another - while viewing Summary of 
any visit you can to move to Previ-
ous or Next records.

• New feature in Chart record – Abil-
ity to create short text templates, 
which can be used while completing 
a chart record.

• Ability to select all values for item 
during filling chart record.

• Ability to enter free text for diagno-
sis in Family history. 

• Onset age for diagnosis will not be 
required to enter in Family history 
in Chart record. 

• Doctors name, Address and ZIP 
code will not be required to enter 
for Referral in Chart record. 

• Pain scale and Oxygen saturation 
will be added to Vital Signs in Chart 
record. 

• Ability to add patient photo.

Following features are under development:

• Ability to open Chart records of var-
ious patients in different tabs simul-
taneously.

• Ability to create table in templates.
• Ability to customize and create vari-

ous alerts about patients.

• Record reconciliation with a patient 
for medications.

• Features in Dx/Problems list – ability 
to search diagnosis by abbreviation 
and set chronic or acute status of 
the diagnosis.

More detailed information of upcoming updates is available on iSmartEHR.com

http://ismartehr.com/
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When claims aren’t pushed out in a timely 
and organized manner, it can put urgent care 
owners, operators and providers in a tough 
situation. When claims aren’t managed, it can 
lead to delayed or denied reimbursement. 
Staying organized and on top of things, sub-
mitting clean claims and dividing up the tasks 
can help you reduce the number of days your 
claims spend in AR.

“Definitely have someone who is diligent 
and stays on top of things,” Ronda Willett, 
owner of Innovative Billing Solutions, 
says. “If claims aren’t being paid, they 
can find out why.”

It’s not just the billers and coders that 
need to stay on top of things. It starts with 
the front desk and the providers. 

“Everything has to start with the front 
desk,” Alla Keinig, medical biller at WCH 
Service Bureau, Inc., says. “In order to 
stay on top of things, the front desk 
should be running patient eligibility and 
patient benefits.”
“The best way to handle that is to have 
some type of technology through your 
EMR, or other applications that are 
available, that can verify insurance 
eligibility, active insurance, the co-pay 
amount, the deductible amount and how 
much is left on the deductible,” Larry 
Earl, MD and chief medical officer of 
ASAP Urgent Care, says. “Once the front 

desk tells you that, you can collect either 
the co-pay amount, or the deductible 
amount that would be left over.”

Willett says that the first step for orga-
nized billing is always dependant on the 
provider.

“If the provider doesn’t provide the 
necessary information to submit a clean 
claim, then the billing department will 
fail automatically,” Willett says. “The 
provider is the most important key to any 
successful claim by providing accurate 
codes and documentation.”

Sticking to a schedule when submitting 
claims can also help you stay on top of 
things and reduce the number of days in 
accounts receivable.

“We try to always submit our billing 
within three to five days of our 
providers,” Willett says. “If they see a 
patient on a Monday, by that Friday we 
want to be able to push the claim out, 
and usually within 14-21 days, the claim 
has been processed and paid.”
“Our providers have to close their claims 
within 72 hours of the encounter,” Keinig 
says. “On the 72nd hour after services 
have been provided, the bill has to go to 
the insurance company.”

Reduce number of 
days your claims 
spend in AR
Exclusive Interview with Alla Keinig
WCH Service Bureau, Billing Department Supervisor
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Since it also takes time for Medicare and 
private payors to process claims, the sooner 
you can push them out, the sooner you’ll be 
reimbursed.

“I think it’s fairly typical for urgent care 
claims to have 30-45 days in AR, but I think 
a goal should be under 30 days,” Earl says. 
“Well-run practices can have that down to 
about 24 days.”
“Reimbursement should be expected 
between two and four weeks,” Keinig says. “It 
shouldn’t take more than 28 days.”
“Most claims are going to be paid within 14-
21 days,” Willett says. “If it takes longer than 
that, it’s likely that there’s an issue.”

Willett says that 90% of AR operations are 
actually flawless; there’s only 10% that would 
cause an issue.

“When a provider submits a claim, 
sometimes the insurance will require more 
information to deem if they are the only 
liable party,” Willett explains. “If they’re not, 
then they’re going to deny the claim, and 
then at that point the provider has to reach 
back out to the patient to figure out how 
they’re going to be reimbursed. Very often, 
claims will be denied because insurance may 
feel it’s a worker’s compensation issue, or an 
auto related issue, and they need to get to 
the bottom of it.”

Earl says that worker’s compensation cases 
can cause your AR to get off schedule be-
cause often times, there is no first record of 
injury.

“The first record of injury has to be made 
out by a supervisor or the work place,” Earl 
says. “You submit a claim to a worker’s comp 
carrier, but if there’s no first report of injury, 
which most states also require to be filed, 
you won’t be issued a claim number, and 
most claims are not going to be processed 
because of that.”

In addition, Willett says that certain claims, 
like worker’s compensation claims, cannot 
be submitted electronically; they have to be 
submitted on paper.

“Anything that you have to attach medical 
records to and send by US mail will have a 
turnaround time that’s longer than 20 days,” 
Willett says.

In order to reduce any issues that worker’s 
comp claims may cause, Earl says that provid-
ers should establish that the injury is, in fact, 
work related.

“In the progress notes, always have a 
causation statement saying the injury 
happened while the patient was performing 
a specific task, at work, on a specific date,” 
Earl says.

Submitting unclean claims can also cause 
delays in AR.

“The provider and the billing staff have 
to submit clean claims in order to get 
reimbursed,” Keinig says. “The information 
has to match the information of file, and 
match the insurance coverage. If a claim is 
not submitted correctly, it will be delayed, or 
denied.”

Earl says that many practices hire a scrubber, 
which is a person dedicated to making sure 
that claims are clean before they’re submit-
ted.

“They’ll make sure that a claim has the 
proper codes, the proper place of service 
has been recorded and that the diagnoses 
codes match the procedure codes,” Earl says. 
“These are the things that could get kicked 
back and cause delays if they don’t match. 
If you don’t have someone scrubbing your 
codes, you’re looking at more time in AR.”

Submitting clean claims in a timely manner 
can also help reduce the number of AR days. 

“Claims can expire, and if you’re not 
submitting them within the time limits of 
each individual insurance company, it will be 
denied for submission,” Keinig says. 
“Medicare allows you one year to submit 
a claim, from the time a provider sees a 
patient to the time they’re reimbursed, 
and private payors will have their specific 
timelines (usually 90-120 days) outlined in 
the provider’s contracts,” Willett says. “If your 
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claim is submitted in an untimely manner, 
and denied, you are responsible for that. You 
cannot bill the patient, and the insurance 
will not pay it – that is your loss.”

If a claim is denied, you have the opportunity 
to appeal it. 

“When a claim is denied, the insurance 
company will tell you why, and at that point, 
you need to determine if it’s something 
you can repeal,” Willett says. “Can you 
rebut what they’re saying, and send 
documentation as proof? When people take 
the time to appeal their claims, they usually 
do get processed and paid.”

If you are able to appeal a denied claim, you 
may receive a higher reimbursement than 
what you were expecting.

“Sometimes you’ll get full compensation of 
the claim, plus interest,” Willett says. “Once 
you appeal a claim, and the insurance 
company decides that they are responsible, 
if they’re over the allowable process time, 
they owe interest on that claim. However, the 
longer a claim sits in AR, the least likely it is 
to be paid.”

In order to reduce the number of days claims 
spend in AR, Willett recommends departmen-
talizing.

“There is nothing wrong with in-house billing, 
but the one thing you never want to do, 
is have one or two people that have to do 
everything,” Willett says. “There’s so much 
that needs to be done, and you need to 
have specific departments. I would always 
recommend that you have one person on 
billing, one on claim status and AR cleanup, 
and one more person doing nothing but 
appeals and contacting patients.”

If you don’t have the manpower to do in-
house billing, hiring a third party billing com-
pany is another option.

“In order to keep things flowing in-house, 
you’d need at least three people in your 
billing and collections department,” Keinig 
says. “I would really recommend using a 
third party billing company because then 
you have access to more people who can do 
these things for you.”

Whether you use in-house billing, or a third 
party billing company, Keinig says that con-
tinuing education is a must.

“In order to get reimbursed, you have to 
have professional staff undergoing constant 
education,” Keinig says. “The rules of payors 
and healthcare change constantly, so billers 
and coders have to stay on top of any 
changes.”

Staying on top of your claims and reducing 
the number of days in AR is crucial for the 
continued success of an urgent care center.

“The provider could be the best provide 
in the world, but if the billing department 
cannot get him reimbursed from his claims 
so that he can meet his financial obligations, 
it doesn’t matter how good he is because he’s 
not going to be there very long,” Willett says. 
“The billing aspect of any medical service is 
the most important, other than the initial 
treatment of the patient. It will determine the 
success of the practice.”
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Amerigroup NY updates

Preauthorization requirements for L3000 
to L3630 orthopedic footwear codes

Background:
Effective June 1, 2015, HealthPlus, an Amer-
igroup Company, will require preauthoriza-
tion for orthopedic footwear codes L3000 
to L3630. Please note that these codes have 
specific criteria that must be met in order to 
be covered.
What this means to you: Effective June 1, 
2015, HealthPlus Amerigroup will require 
preauthorization approval for the orthope-
dic footwear codes (L3000 to L3630) based 
on guidelines set up by the New York State 
Medicaid Fee-for-Service Guidelines for this 
group of Durable Medical Equipment (DME). 
Guidelines can be found here.
Source article on amerigroup.com 

Recovery Look-Back Period 
to Align with CMS

To align with Centers for Medicare & Med-
icaid Services guidelines, HealthPlus, an 
Amerigroup Company, will begin recovering 
Medicare Advantage claim overpayments 
within four years of the claim payment date. 
Currently, HealthPlus Amerigroup recovers 
overpayments within three years of the claim 
payment date.

What this means to you: Effective May 1, 
2015, providers will be notified in writing of 
any Medicare Advantage claim overpayments 
identified with good cause within four years 
of the claim payment date consistent with the 
CMS guidance below unless a different time 
frame is specifically noted for Medicare Ad-
vantage plans in the provider’s contract.
Source article on amerigroup.com

Insurance  Updates:

https://www.emedny.org/providermanuals/dme/pdfs/dme_procedure_codes.pdf
https://providers.amerigroup.com/Public%20Documents/NYNY_OrthopedicFootwearLCodesMemo.pdf
Source: https://providers.amerigroup.com/Public%20Documents/NYNY_CARE_4yearLookback.pdf
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NY Behavioral Health Transition to 
Managed Care

Behavioral Health Transition 
to Managed Care. New York 
Medicaid

Jason Helgerson, NYS Medicaid Director, has 
announced a change in the implementation 
date for the transition of behavioral health 
services into Medicaid Managed Care to April 
1, 2015 for adults in NYC, and October 1, 
2015 for adults in the rest of NYS. The De-
partment of Health, OMH, and OASAS have 
revised the timeline to reflect this change and 
will be posting an updated timeline shortly. 
Please visit the link below to view the letter 
from Jason Helgerson to the MRT Behavioral 
Health Work Group announcing the imple-
mentation date change.
Significant changes are taking place in 2015 
and 2016 in the delivery of behavioral health 
care in Medicaid managed care.

Behavioral Health Managed Care Phase 2 will 
integrate all behavioral health (BH) and phys-
ical heath (PH) services under the manage-
ment of risk bearing Qualified Mainstream 
Managed Care Plans and Health and Recov-
ery Plans (HARPs).

The implementation dates for the final phase 
in the behavioral health transformation are:
• April 1, 2015: Adults in NYC (HARP and Quali-

fied Mainstream Managed Care Plans)

• October 1, 2015: Adults in Rest of State (HARP 
and Qualified Mainstream Managed Care 
Plans)

• January 1, 2016: Children Statewide

Behavioral Health Carve Outs

For many years, people who are certified dis-
abled under Medicaid have had their behav-
ioral health services “carved out” of the Med-
icaid managed care benefit package, meaning 
that while other services transitioned to 
managed care, behavioral health remained 
fee for service. 

Those who receive mental health services but 
are not certified disabled have had the cov-
erage carved-in for as long as they have had 
managed care.

In 2015 and 2016 behavioral health will be 
carved into the Medicaid managed care ben-
efit package for all members, including those 
who are certified disabled.

Sources:
health.ny.gov
omh.ny.gov
wnylc.com

https://www.health.ny.gov/health_care/medicaid/redesign/behavioral_health_transition.htm
https://www.omh.ny.gov/omhweb/bho/
http://www.wnylc.com/health/entry/211/
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Benefit Update — Behavioral 
Health Services and Health 
and Recovery Plan (HARP)

Pending CMS approval, effective April 1, 2015, 
Medicaid Managed Care (MMC) plans will 
replace regular Medicaid for the coverage of 
behavioral health services for MMC members 
age 21 and older who reside in the five bor-
oughs of New York City.
Additionally, effective April 1, 2015 (pending 
CMS approval), a new kind of MMC plan — 
Health and Recovery Plan (HARP) — will offer 
eligible individuals all of the behavioral health 
services and medical services provided by 
MMC plans, in addition to home- and com-
munity-based services. HARP plans will meet 
the unique needs of eligible members living 
with serious mental illness and/or substance 
abuse. EmblemHealth’s current Medicaid 
 network will provide medical benefits to 
HARP members.
Source: emblemhealth.com

Changes in effect regarding 
the therapy cap

As a result of the Medicare Access and CHIP 
Reauthorization Act, the manual medical 
review process at $3,700 is replaced with a 
new medical review process. Under this new 
process, CMS will determine which therapy 
services to review by considering factors. 
These factors would include:
• reviewing providers with patterns of aberrant 

billing practices compared with their peers;

• providers with a high claims denial percent-
age or who are less compliant with applicable 
Medicare program requirements; and 

• newly enrolled providers.

Source: apta.org

Key Points of H.R.2 and FAQ
Key Provisions of the Medicare Access and CHIP 
 Reauthorization Act

• Full and permanent repeal of the broken sustainable growth rate (SGR) formula used to calculate 
Medicare physician payments;

• Annual positive updates of 0.5 percent from July 2015-2019;

• Maintenance of fee-for-service as a payment option;

• Elimination of current-law penalties from the existing quality programs, such as the Physician 
Quality Reporting System (PQRS), Electronic Health Record (EHR) Meaningful-Use Program and the 
Value-Based Modifier (VBM) Program in 2019, and combining these programs into a single Mer-
it-Based Incentive Payment System (MIPS). The merit-based program would be based on physi-
cians achieving a threshold, or benchmark.  Such a system makes it possible for all providers who 
reach these quality benchmarks to achieve positive incentives or payment updates;

• Incentives to move into advanced alternative-payment models (APMs), including 5 percent bonus 
payments from 2019-2024, and exemption from some other reporting requirements;

• Inclusion of appropriate pathways for surgeons to develop, test, and participate in APMs, such as 
the Clinical Affinity Groups (CAGs) in ACS’s Value-Based Update (VBU) proposal; and

• Prohibits CMS from implementing its plan to transition 10- and 90-day global payments to 0-day 
global payments;

• Clarification that no standard or guideline created under federal health programs shall be con-
strued as setting the standard of care for purposes of malpractice claims.

http://www.emblemhealth.com/ProviderBlast/2015PU/ProvPolicyUpdate_01_2015_post.html
http://www.apta.org/Payment/Medicare/2015/Changes/
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IMPORTANT AUTHORIZATION CHANGES

PT, OT, ST, Pain Management, Spinal Surgery, and Podiatry 
Services

Healthfirst is committed to working with 
valued providers like you to help our mem-
bers receive the services they need to stay 
healthy. As your partner in health, we are 
pleased to announce that Healthfirst has con-
tracted with OrthoNet, a provider-based mus-
culoskeletal disease management company 
that offers a broad range of administrative 
and medical management services. Effective 
July 1, 2015, OrthoNet will be responsible 
for utilization management services for all 

outpatient Physical Therapy (PT), Occupation-
al Therapy (OT), Speech Therapy (ST), Pain 
Management, Spinal Surgery, and Podiatry 
services provided to Healthfirst members.
After July 1, 2015, all outpatient PT, OT, ST, 
Pain Management, Spinal Surgery, and Podi-
atry services for Healthfirst members will re-
quire preauthorization through OrthoNet, by 
phone or fax, at the numbers detailed below.

Contact for Authorization Phone Fax
PT/OT/ST Services 1-844-641-5629 1-844-888-2823
Pain Management/Spinal Surgery/Podiatry Services 1-844-504-8091 1-844-478-8250

To better assist our providers with this transition, we have detailed guidance regarding autho-
rizations through OrthoNet, including a list of applicable CPT codes, in the form of Frequently 
Asked Questions (FAQs) posted in the Provider Resources section of our website at
www.healthfirst.org/provider-notices

If you have any questions regarding this, you may contact OrthoNet Provider Services at 
1-888-678-4663, Mon-Fri 9am-5pm, or your Healthfirst Network Representative.

www.healthfirst.org/provider-notices
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Questions and Answers

What will replace the SGR? What is 
the Merit-Based Incentive Payment 
System (MIPS)?

The Merit Based Incentive Payment System is 
a new payment mechanism that will  provide 
annual updates to physicians starting in 
2019, based on performance in four catego-
ries: quality, resource use, clinical practice 
 improvement activities and meaningful use 
of an electronic health record system. 
Unlike the flawed SGR, the new system will 
adjust payments based on individual perfor-
mance. It does not set an arbitrary aggregate 
spending target, which is what has led to the 
need for annual patches to prevent cuts in 
the current system.

What happens to the Physician 
Quality  Reporting System (PQRS), 
the Value-Based Modifier (VBM) Pro-
gram that adjusts  payments based 
on quality and resource use; and the 
Meaningful Use of Electronic Health 
Records (EHR) Program?

H.R. 2 consolidates the three existing  quality 
programs into the MIPS program, which 
is  designed to give certainty for providers, 
reward those who meet performance thresh-
olds, and improve care for seniors. The MIPS 
program will assess the performance of eligi-
ble professionals in four performance cate-
gories: quality, resource use, meaningful use 
(MU) of EHRs, and clinical practice improve-
ment  activities. The penalties associated with 
the current programs are sunset at the end 
of 2018, including the 2 percent penalty for 
 failure to report PQRS quality measures, the 
3 percent (increasing to 5 percent in 2019) 
penalty for failure to meet EHR MU require-
ments, and potential negative modifiers 
 associated with the VBM. 

The money expected from these cuts would 
be returned to the physician fee pool, in-
creasing the overall amount available for 
incentive updates.
Surgeons with low numbers of Medicare 
patients and those who receive a significant 
portion of their revenues from eligible APMs 
are excluded from MIPS.  

How is the MIPS program different 
from current law if it is using existing 
 programs?

Beginning this year, the existing programs 
(PQRS, EHR MU, and the Value-Based Modi-
fier) penalize surgeons for non-compliance. 
These penalties will grow to 7 percent or 
more of a surgeon’s annual Medicare rev-
enue. Under the MIPS program, the three 
programs will be combined and the associ-
ated penalties eliminated. They will then be 
used along with additional factors to deter-
mine a single composite score. Surgeons who 
achieve a composite score above the per-
formance threshold are eligible for positive 
incentive payments. The potential downside 
risk remains similar to the penalties associat-
ed with the existing quality programs (grow-
ing to 9 percent for 2022 and beyond), but 
with the potential for substantial updates. 
The highest achievers could be eligible for 
updates three times larger than the corre-
sponding potential negative updates for a 
given year.

When does MIPS begin?

The MIPS program will begin in 2019. Sur-
geons who treat few Medicare patients and 
professionals who receive a significant por-
tion of their revenues from eligible APMs will 
be excluded from the MIPS.
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Is there any law that advises doctors 
not to hold medicare claims due to 
 deductibles? Because many doctors 
are holding claims in the beginning of 
the year, so that another doctor can 
bill first. Also is there a law that I can 
show to doctors to force them collect 
copay from patients? They are all 
 being too nice to patients.

No law requiring they submit right away, just 
Medicare rule they have a limited time period 
to submit. 
 On the forcing them to collect co-payments 
– yes – the doctor’s contract with the insur-
er or medicare contractually binds them to 
collect co-payments.  Failure to do so is a 
breach of contract and also violation of NYS 
Insurance Law (as per established case law).  
Doctors must make a “good faith effort” to 
collect co-payments – I define as 3 collection 
attempts.  Can be time of visit bill and two 
mailed bills thereafter.

We have developed a number of 
strategic partnerships referring to our 
practice.  I would really like to com-
pensate them because it just makes 
sense.  I should be able to incentivize!  
Can I?  (If it helps, we have a totally 
out of network practice...)

Well, I’m glad you asked instead of imple-
mented!  No, you cannot pay for referrals, 
per referral, percentages based on net col-
lections based off of referrals, nada!  The 
big statute most people know about is the 
Federal Anti-Kickback Statute, which rightfully 
identified, prohibits referrals involving Medi-
care money - so here the out of network does 
make a difference.
But, do you take assignment of benefits?  
Do you provide any covered/reimbursable 
services? Regardless of the answer, most 
states prohibit remuneration for referrals, 
so irregardless of participation status, NO 
you cannot pay for referrals in most jurisdic-
tions. Failure to abide by the prohibition has 
a host of very negative potential ramifications 
- licensure impact and potentially criminal 
proceedings. 

If you are hiring an individual to perform 
marketing services, you can do that so long 
as compensation is structured appropriately.  
Happy to help on that arrangement.

Who can be an owner of a profes-
sional medical corporation?

Answer: At least 51% of the shares must be 
owned by a licensed physician and surgeon. 
The remaining 49% may be owned by: po-
diatrists, psychologists, registered nurses, 
optometrists, marriage and family therapists, 
clinical social workers, physician assistants, 
chiropractors, acupuncturists, or naturopath-
ic doctors. The number of these licensed per-
sons cannot exceed the number of physicians 
and cannot exceed a combined share total of 
49%. A lay (unlicensed) person cannot own 
any shares of a medical corporation.
Source: mbc.ca.gov

I was served today at my prac-
tice with a subpoena duces tecum.  
What does this mean?  It says I have 
to show up and bring my records 
to court this week.  I have patients!  
What do I do?  Do I have to go?

A subpoena duces tecum requires the pro-
duction of documents, and does not require 
in person appearance.  Typically this type of 
subpoena is accompanied with a check and 
an address where you can send requested 
records.  You may not be a party to the un-
derlying action, or even know what circum-
stances gave rise to the litigation.  Which is 
why before you start getting postage ready, 
you have some due diligence to perform. 
For instance, make sure that a proper HIPAA 
authorization has accompanied the subpoe-
na, because otherwise you are not authorized 
to disclose patient information.  Also, before 
you send out documents you are the custodi-
an of, I recommend requesting your counsel 
inquire into the nature of the matter at hand 
to ensure compliance does not open a bigger 
can of worms, and whether your compliance 
is expected and will be enforced or was more 
of a shot in the dark, and no party was actual-
ly that interested in following up.

http://www.mbc.ca.gov/Applicants/Fictitious_Name/Fictitious_Name_FAQ.aspx
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FEEDBACK
Your feedback is very important to us! 

In our continued dedication to improve, we want your feedback, opinions, 
ideas, news and comments. Please send us your feedback today.

Let us know what you would like to read in our next issue, share with us your 
ideas and thoughts.

Simply Email your comments to us at  nanak@wchsb.com

Thank you!

mailto://nanak@wchsb.com

