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Disclaimer

The information in this presentation has been prepared by the 
speakers and reflects the most current information on the subjects to 
be discussed at the time it is being presented. 

Before acting on any information discussed in this presentation, you 
should evaluate the appropriateness of the content relating to the 
topic of interest for your organization, any relevant additional 
information needed, and know that this presentation should not serve 
as a substitute for professional legal advice. 



Recap of Session

● With the advocacy work completed for insurance autism mandates, providers are turning to 
health plans as the primary funder of ABA services for Autism.  

● Insurance companies make periodic changes to their policies and billing rules.  It can be 
difficult to remain current with these changes or to understand a payer policy and how to apply 
it in revenue cycle management processes.  Providers have experienced an increase in 
denials received which creates an obstacle for getting paid for services rendered in good faith 
for families. 

● It's also more important than ever to cultivate a culture of compliance across the organization 
to ensure that all areas of the practice are working towards passing audits. 



Discussion Topics
● Where to find the best sources of information from payers

● Why denials are received

● How to identify and extrapolate the data in order to use it to dispute the 
denials in a comprehensive manner

● The difference between monitoring and auditing

● How a compliance program can improve processes







Payer Policies
Amber Broadway, CMRS, CPCO

Director of Operations
Comprehensive Billing Consultants



Who is a payer?

“Health care payer means any 
employer, health plan, health 
maintenance organization, insurance 
company, management services 
organization, or any other entity that 
pays for, or arranges for the payment 
of, any health care service provided 
to any patient, whether that payment 
is made in whole or in part”

Law Insider Dictionary

https://www.lawinsider.com/dictionary/health-care-payer
https://www.lawinsider.com/dictionary/health-care-payer


What is the purpose of a Payer Policy?



Where do we find Payer Policies?

Funder Websites

Optum: Provider Express

TRICARE
Humana Military
Tricare-West
TRICARE Operations Manual
TRICARE Policy Manual

Medicaid
State Website
Statutes
Mandates

https://www.providerexpress.com/content/ope-provexpr/us/en/clinical-resources/autismABA.html










Optum ABA Policy

https://www.providerexpress.com/content/dam/ope-provexpr/us/pdfs/clinResourcesMain/autismABA/abaSCC.pdf


Optum Network Manual

Network Manuals

https://www.providerexpress.com/content/ope-provexpr/us/en/clinical-resources/guidelines-policies/optum-network-manual.html/clinResourcesMain/autismABA/abaSCC.pdf


Optum Network Manual

https://www.providerexpress.com/content/ope-provexpr/us/en/clinical-resources/guidelines-policies/optum-network-manual.html/clinResourcesMain/autismABA/abaSCC.pdf


Texas Medicaid Provider Procedures Manual

https://www.tmhp.com/sites/default/files/microsites/provider-manuals/tmppm/html/index.html#t=TMPPM%2F2_Childrens_Services%2F2_Childrens_Services.htm%23TOC_2_3_Autism_Servicesbc-21&rhtocid=_14_1_2olicies/optum-network-manual.html/clinResourcesMain/autismABA/abaSCC.pdf


What if I can’t find the policy on the site?

● Some payer policies are only available if 
you have a login to the provider portal.  
This is often the case with a Blue Cross 
Blue Shield plan.

● While a search engine can be your friend, it 
is better to go straight to the horse’s 
mouth - or website - for payer policy 
information.

● Find the search feature on the website and 
utilize some keyword searches.

Keywords for ABA Policy:
Applied Behavior Analysis
BCBA
97155
ABA

To find the Network Manual or Provider Manual:
Search under Providers or Login
Resources
Manuals



Aetna - Resources for Healthcare Professionals

https://www.aetna.com/health-care-professionals.html


Paper or Digital?



Maintaining Files of Payer Policies

File type doesn’t matter

Organization
By funder
By year
By update
By contract status



Every Search - A New Adventure

Regardless -

When you are seeking specific information 
always search the site FIRST



When do I find the time for maintenance? 

No Surprises Rules FAQ - CMS

https://www.cms.gov/files/document/faq-providers-no-surprises-rules-april-2022.pdf


Fool’s Gold

Searching contracts for payer guidelines

Only searching for ABA Policy

Relying on saved payer policy on file

Relying on email bursts from funder for updates

Vague policy that does not answer question or provide guidelines - 
Reach out to your representative!

OON does not mean you don’t have to follow payer policy

Relying on word of mouth or social media for payer information

Gold Nuggets

Download most recent ABA and Network Policy - and archive all 
policies with date

Look for:
Concurrent billing rules
Credentialing/provider level requirements
Timely filing deadlines
Modifiers
Documentation and Evaluation requirements
Excluded services

Utilize most strict funder’s guidelines to establish best 
practices

Ctrl+F is your friend!

Documented payer policies can be critical when it comes to 
appealing denials



EOB Denial Codes
Chris Lowe, CMRS

Chief Operations Officer
ABA Therapy Billing and Insurance Services



What are CARC codes?



RARC Codes - What are they?

M62 Missing/incomplete/invalid treatment authorization code
Start: 01/01/1997 | Last Modified: 02/28/2003
Notes: (Modified 2/28/03)

M63 We do not pay for more than one of these on the same day
Start: 01/01/1997 | Stop: 01/31/2004
Notes Consider using M86

M64 Missing/incomplete/invalid other diagnosis
Start 01/01/1997 | Last Modified: 02/28/2003
Notes: (Modified 2/28/03)



Why should I care?



Are CARC & RARC codes on rejected claims?



Claim denials fall into three categories

1
Administ

rativ
e

2
Clin

ica
l

3
Polic

y

1
Administ

rativ
e

2
Clin

ica
l

3
Polic

y



Patient Responsibility

1 Deductible Amount
Start: 01/01/1995

2 Coinsurance Amount
Start: 01/01/1995

3 Co-payment Amount
Start: 01/01/1995



Vague - Fools Gold?

16 Claim/service lacks information or has submission/billing error(s).  Usage: Do not 
use this code for claims attachment(s)/other documentation.  At least one 
Remark Code must be provided (may be comprised of either the NCPDP Reject 
Reason Code, or Remittance Advice Remark Code that is not an ALERT.) Refer 
to the 835 Healthcare POLICY Identification Segment (loop 2110 Service 
Payment Information REF), if present.
Start: 01/01/1995 | Last Modified: 03/01/2018

18 Exact duplicate claim/service (Use only with Group Code OA except where state 
workers’ compensation regulations requires CO)
Start: 01/01/1995 | Last Modified: 06/02/2013



Digging Deep

















 
     Medical Record Requests

Recoupments and 
Overpayments  

Sarah Schmitz, CMRS-I, CPB, CPC
Founder and President

Comprehensive Billing Consultants



Medical Record Request

My claim was submitted and now I got a letter requesting I send in 
documentation for that service….

Why and What do I do with this? 



What are they looking for? 

They want to make sure your practice is meeting the payer policies they have 
inplace

They are looking to make sure that your documentation supports the services 
that were billed.

They are required to audit claim records to help prevent Fraud,Waste and 
Abuse



Is a Medical Record Request a HIPAA Violation? 

NO 
Under the Privacy Rule, covered entities and business associates can disclose 
PHI without signed authorization for treatment, payments or healthcare 
operations. Some examples could include: 

● Coordination of care for treatment purposes
● Sending records to the insurance company for payments
● Using the records for business activities such as quality assurance and 

employee training 



HIPAA -Privacy Rule

A central aspect of the Privacy Rule is the principle of minimum necessary use 
and disclosure of PHI

A covered entity must make reasonable efforts to use, disclose and request only 
the minimum amount of Protected Health Information needed to accomplish the 
intended purpose of the use, disclosure or request. 



What if we found an error in the records that were 
requested? 

FOOLS GOLD!!!

While Debbie our admin staff was reviewing the records she noticed there was 
an error in the session note for the session times. Debbie went ahead and “fixed” 
the error before it was sent to the funder. That should be perfectly fine right? 

Real Gold!!!!!!

Only the rendering provider should amend or make an addendum to an entry in 
the  medical record. 



What do I send?

Only make a copy of the records for the specific date of service requested 

Review your medical record to ensure the claim was billed and coded correctly.

If there is additional documention in the medical record that will help support the claim make sure you 
include this. 

Attach copies of the medical record request letter, the claim form, the EOB, all supporting documentation 
for that date of service. 

Ensure you send the records with tracking so that when you follow up on the receipt of the package, you 
have a paper trail in your records that they were received.

Document in your A/R tracking system a copy of the request and a copy of everything that was included 
in the package. Again this will  help in the event the records are “Lost” after they receive them. You won’t 
have to work so hard the second time around.



Recoupment Request 

I got a refund/recoupment request from the 
funder and it said I owed money back for a claim 
that was paid 3 years ago! The letter stated I 
have to pay it right away or they will take it out of 
my next payment……..



What does Oklahoma say about this? 

Oklahoma has statute §36-1250.5.

Acts by an insurer constituting unfair claim settlement practice states the funder can not 
request a refund or recoupment from a healthcare provider more than 24 months after a 
payment is made.  
(Unless the payment was made due to fraud or the provider has previously agreed to pay 
for a overpayment of a claim) 



What does Texas say about this? 

Texas Laws § 3.70-3c  A carrier must request refunds for overpayments to physicians 
and providers within 180 days of the physician´s or provider´s receipt of the payment. If the 
carrier does not make the request for refund within the 180-day deadline, the carrier forfeits 
the refund of the overpayment. A physician or provider has 45 days to appeal a notice of 
overpayment. A carrier may recover an overpayment if all appeal rights have been 
exhausted and the physician or provider has not made arrangements to refund the 
overpayment to the carrier on or before the 45th day from the date of receipt of the notice 
of overpayment. A carrier may recover an overpayment in the case of fraud or material 
misrepresentation by a physician or provider.
                     (This does not apply to TX-Medicaid claims)



What does Tricare have to say about this? 

Pursuant to federal law, Tricare is authorized to seek refunds of 
overpayment for dates of service as far back as 10 years, Per Title 32: 
Subtitle A, Chapter: 1,Subchapter M, Part 199.11-Overpayments recovery. (f) 
(6) (E) (v)).



Self-Discovered Overpayments

We made an error and we were overpaid……. Do I just wait (not say anything) till the funder 
discovers it? Do I get to keep it if it past the recoupment law timeframe?  Who knew an 
overpayment could be this much trouble?? 



Self-Discovered Overpayments

Oklahoma Health Care Authority (OHCA) states:

Federal Policy related to handling of errors and overpayments is  Public Law 111-148, 
expected to be codified at 42 U.S.C. Sec. 1320a7k(d)(2), requires Medicaid contracted 
providers to have a proficient and time-sensitive process for identifying errors and 
overpayments. Providers are obligated to report and explain any documentation that 
includes the Oklahoma Health Care Authority (OHCA) electric claim numbers (ICNs) 
and repay overpayments within 60 
calendar days of identification. Those providers that fail to disclose, explain and repay 
the overpayment in a timely manner may be subject to liability under the Federal False 
Claims Acts.



 

 I want to give it back but I don’t 
know how or who to contact…

OHCA Self Disclosure Form 

https://oklahoma.gov/content/dam/ok/en/okhca/documents/a0304/12767.pdf


Fool’s Gold

● Always pay the recoupment request, 
no questions asked.

● Overpayments are mine to keep until 
the funder discovers it. 

● Anyone in the practice can update, fix, 
add an addendum or make an 
amendment to the session note. 

Gold Nuggets

● First check your state recoupment 
laws.

● You have 60 days to return an 
overpayment once you have 
identified an overpayment.

● Only the rendering provider of the 
service should make an addendum or 
amendment to a session note. 



Monitoring and Auditing
Michele Silcox-Beal, CPMA, CMRS

Founder and CEO
MKS Consulting

ABA Therapy Billing and Insurance Services



Compliance Program – Resource (Where and What?)
1. Conduct internal monitoring and auditing.
2. Implement compliance and practice standards.

3. Designate a compliance officer or contact.

4. Conduct appropriate training and education.

5. Respond appropriately to detected offenses and develop corrective action.

6. Develop open lines of communication with employees.

7. Enforce disciplinary standards through well-publicized guidelines

https://oig.hhs.gov/compliance/compliance-guidance/

https://oig.hhs.gov/compliance/compliance-guidance/


AUDITING
Auditing is the process of examining the 
medical record verifying information and 
gathering baseline information to identify 
risk areas. 

Auditing represents evaluation activities 
completed by individuals independent of 
the process on a periodic basis.

Continuous auditing enables internal 
audit to continually gather from processes 
data that supports auditing activities.

MONITORING
Monitoring is an ongoing process of reviewing 
coding practices and the adequacy of the 
documentation by individuals who may not be 
independent of the process.

Monitoring should be conducted regularly, 
and may include auditing and reviewing 
utilization patterns, computerized reports, and 
reimbursement. 

Continuous monitoring enables management 
to continually review business processes for 
adherence to and deviations from their 
intended levels of performance and 
effectiveness.



Scheduling an Audit Routine

AUDITING02
● Periodic audits can be scheduled monthly, 

quarterly or at minimum annually.
● Audits follow a more specific guideline and 

are part of an organization’s compliance 
program, are documented and kept on file.

MONITORING01

● Monitoring should be scheduled regularly as 
part of the “pre-scrub” of billing prior to 
submission of claims.

● Monitoring can also be scheduled post 
claims submission on a weekly or monthly 
basis for a more in-depth review, depending 
on the size of the organization.



Prospective vs Retrospective Audit

● A prospective audit is performed prior to 
claim submission so that variances in the 
coding may be corrected prior to claim 
submission. 

● If the documentation does not support the 
codes that are to be billed, the coding 
should be corrected based on the audit 
findings. 

● When a prospective audit is performed, it 
must be completed in a timely manner to 
avoid delays in claims submission. 

● A retrospective audit is performed on claims that 
have already been submitted for payment. 

● If variances are found between the codes 
supported and the codes submitted, decisions 
must be made concerning potential corrections, 
including refunding of overpayments. 

● Providers and payers may retrospectively review 
claims submission and payment trends to ensure 
correct coding and billing practices. 

● To perform a retrospective audit, an auditor 
reviews the medical record documentation, 
encounter form, claim form, remittance advice 
and the payer policies to determine if and where 
there are errors in the process. 



Fool’s Gold

● Signing session notes with initials and 
relying on the typed full name and 
credential to be enough

● Place of Service changed when 
submitting claims, not matching session 
note

● Diagnosis code assumptions without 
proof of diagnosis on file

Gold Nuggets

● Start and Stop times that match 
actual face to face time

● Narrative summary that provides 
details of the session per the payer 
policy

● Client identification on all pages of 
session note

Finding the Gold while Monitoring or Auditing Session Notes



Compliance Program

Improving Processes



Using Payer Policies in your Compliance Program

● Audit a specific data set 
related to a Payer Policy 
update (eg Optum modifier 
change as of 9/15/22)

● Audit a specific data set to 
ensure that the proper 
Rendering Provider is used on 
claims

● Audit to validate concurrent 
billing policies are followed

● Adopt Prospective auditing 
methods to monitor claims 
prior to submission

● Identify specific outlier or new 
Payer Policies to review 
specific claims

○ (eg TRICARE specific 
requirements)

● Audit for accurate Rendering 
provider on claims

MONITORING - 
Prospective

AUDITING - 
Retrospective



Using Denial Codes in your Compliance Program

Denial Data should be 
stored in a way that it can 
be audited in your 
compliance program

Denial Data

Denial codes are part of a 
Retrospective Audit after 
payment is received

Auditing

Assess the trends in your 
audit and determine next 
steps for training or 
process improvement 

Process Improvement



Identifying Overpayments in your Compliance Program

Reverse False Claims Act - JDSUPRA.com

The Reverse False Claims Act: A Relatively Unknown, but Increasingly Provision of the FCA

The reverse false claims provision permits the government or relators to pursue defendants who are 
alleged to have hidden or reduced an obligation to pay the government through false statements, or 
who have violated the 60-day payment rule’s obligation to return “identified overpayments”.

● Overpayments can be reviewed during Monitoring of Payments received or review of Recoup letters.
● Overpayments can also be part of the Compliance Program Auditing.

https://www.jdsupra.com/legalnews/the-reverse-false-claims-act-a-9853666/#:~:text=From%201986%20to%202009%2C%20the,judgment%20or%20tariffs%20on%20imports.


Fool’s Gold

● Monitoring or Auditing a limited 
number of records and determining 
there is not a need for continued 
review because no errors or limited 
mistakes were found.

Gold Nuggets

● Maintaining consistency with 
Monitoring and Auditing to avoid 
drift.

● Building a Culture of Compliance in 
your organization.

Finding the Gold in your Compliance Program
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