
Eligibility Verification 

Advanced Techniques to reduce 
denials and improve flow 



Objectives 

• Understand that minimum levels of Eligibility 

Verification - are  no longer acceptable. 

• Develop a roadmap for using advanced techniques to 

reduce denials, increase POS collections, create 

custom edits and rules to drive complex multi-

insured/Medicare HMO accounts. 

• Develop a reporting strategy to address various issues 

around Medicare HMO, self-pay/Medicaid etc.  



Objectives – Contd. 

• Develop an Advanced Usage Framework  

• Understand advanced techniques and how to apply them to 

meet strategic objectives 

• Implementation Framework 

• Identify pre-authorization accounts - by using notification 

features. 

• Identify accounts where Medicare HMO is found. 

• Run self-pay accounts through state Medicaid to identify 

patients with Medicaid coverage. 

• Increase cash collections based off of copay and deductibles 



Prior to service 

• Patient scheduled & registered 

• Insurance Eligibility coverage verified 

• Any necessary Auths obtained & tracked throughout 

the visit 

• Patient obligation collected 

• Financial assistance options presented to those unable 

to pay 

• All forms signed and scanned 
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Challenges in achieving that goal 

• Is patient eligible? 

• Are plan specifics available? 

• Does the procedure need authorization? 

• Has the authorization been received? 

• What is the annual deductible and max OOP? 

• How much has patient met? 

• What is the current patient obligation? 

• Does the patient qualify for Medicaid and/or any other 

assistance program? 

• Which forms to file for assistance program? 
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Multiple Entry Points - Process Maps 

• Scheduling processing flow 

• Pre- registration via Phone process 

• Pre-Registration on site Process 

• Emergency room registration process 

• Inpatient admission process 

• Outpatient registration process 

• Financial Counseling/Discharge Process 
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PROCESS MAPS 

12: Process maps



 Map 1: Scheduling processing flow 
Patient calls 

facility to 
schedule 

service 

Scheduling staff obtain 
demographics, insurance and 

other information, Review 
date, time and location of 
scheduled service and any 

instructions. Verify insurance 
benefits 

Contact physician’s office to 
obtain pre-cert number, 

diagnosis, procedure and 
request physician order be 

sent. 

Patient requires a 
service to be 

scheduled 

Physician’s office 
calls facility to 

schedule patient 

Obtain patient 
demographics, insurance 

information, Request 
order and pre-cert to be 

sent; Verify insurance 
benefits 

Is this Medicare  
patient 

Check medical 
necessity 

requirements 

Are  
requirements  

met 

Inform physician’s office; 
determine if additional 
information is available 

Calculate Patient 
Estimate responsibility 

due prior or at a time 
of service 

Provide schedule to pre-
registration at least one 

week prior to date of 
service. 

A 

Review date/time and 
location of scheduled service 

with physician’s office 

yes 

(To pre-registration) 

yes 

No 

no 

1 

1 

2 

3 

4 
Real time Insurance Verification and Demographics 

Verification 
                                     

Electronic receipt of physician orders and 
Authorization Management 

 
Real time electronic medical necessity checking and 

ABN generation  
 

Pre service electronic patient payment /out-of-pocket 
estimations. 

1 

2 

3 

4 
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Map2: Pre- registration via Phone process 

A 

Obtain schedule 
and review 

existing 
information 

Physician order and  
Pre-cert available 

(if applicable?) 

Verify insurance 
benefits and validate 

pre-cert prior to 
patient arrival 

Is patient 
eligible? 

Patient  
has  

Medicare? 

Complete MSP 
questionnaire, 
Verify Medical 

Necessity Contact physician 
to obtain order or 

pre-cert number 

Calculate Patient 
Estimate and notify 

patient 

Notify patient that physician  
order is needed to provide 

Service 

Has order  
and/or  

Pre-cert been 
Obtained? 

Is this a 
Covered 
service 

Inform patient that service 
can be provided but pre-cert 
must be obtained, request  
Patient contact physician’s 

office 

Contact patient to 
notify that service will 

be provided but will 
not be covered by 

insurance 

Estimate amount and 
attempt to collect, or 

offer potential financial 
counseling session 

Attempt to collect 
estimate amount 

and any prior 
balance 

Review date/time location of 
Appointment. Instruct patient  
to present at registration to  
Sign a consent forms and pay 

 amounts due/estimated. 

C 

B Is patient 
Willing to 

Pay for 
service 

G 
To financial Counseling 

Follow up if needed 

To inpatient 
adm. 

To 
Outpatient 

Reg. 

no 

no 

no 

No Order 

no 

yes 

Both 
Obtained 

yes 

yes 

yes yes 

(From 
Scheduling) 

1 
yes 

No Pre-
cert 

no 

1 

2 
3 

4 

4 

5 

Automated appointment Reminder via Email. 5 
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The Problem 

• Eligibility accounts for about 20% of denials 

encountered in patient access 

• Over 100+ industry standard benefit codes 

• Non standard and inconsistent responses from payor 

• Facility needs benefits rather than “YES” or “NO” 

• Easy to read 
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Eligibility– Successful approaches 
• Available On-demand 

• Integrated to work automatically when the patient is 
registered 

• Run Automatically as batches 2-3 days prior to date of 
admission 

• Exception worklist shows on a daily basis what is pending 

• Self Pay validation 

• Dynamic Searches based on patient demographics 

• Query multiple payors and cascading for one account 
across multiple payors 

• Results via 270/271 or screen Scrape 
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Medicare 271 Output / Response 

• Part A / B entitlement term 

dates 

• Deductible part A 

• Deductible part B 

• ESRD  

• MCO Data 

• MSP Data 

• Home Health Data 

• Hospice 

 

• Hospital days remaining 

• Hospital coinsurance days 

remaining 

• Lifetime reserve days 

• Skilled Nursing Facility Days 

Remaining 

• Skilled Nursing Facility 

Coinsurance Days 

Remaining 

 



Detailed Medicare Results 

• Medicare Information most required 

• # of days remaining 

• Lifetime limitations/remaining 

• Reserves 

• Remaining deductibles 

• MSP enrollment 

• PPO enrollment 

• HMO’s 

• Home Health Care 

• Hospice 

• Procedure Limitations based off of CPT codes 

 

 



Industry requires MORE in the 271 
• Specifies what must be included in the 271 response to a Generic 270 

inquiry 

• Response must include 

• The status of coverage (active, inactive) 

• The health plan coverage start date 

• The name of the health plan covering the individual (if the name is 
available) 

• The status of nine required service types (benefits) in addition to 
the HIPAA required Code 30 

• 1-Medical Care 

• 33 - Chiropractic 

• 35 - Dental Care 

• 47 - Hospital Inpatient 

• 50 - Hospital Outpatient 

• 86 - Emergency Services 

• 88 - Pharmacy 

• 98 - Professional Physician Office Visit 

• AL - Vision (optometry) 

 



271 Output cont’d 
 

• Co-pay, co-insurance and base contract deductible amounts required 
for 

• 33 -Chiropractic 

• 47 -Hospital Inpatient 

• 50 -Hospital Outpatient 

• 86 -Emergency Services 

• 98 -Professional Physician Office Visit 

• Co-pay, co-insurance and deductibles (discretionary) for  

• 1-Medical Care 

• 35 -Dental Care  

• 88 -Pharmacy  

• AL -Vision (optometry)  

• 30 -Health Benefit Plan Coverage 

• If different for in-network vs. out-of-network, must return both amounts  

• Health plans must also support an explicit 270 for any of the CORE-
required service types 



Daily Eligibility Exception List 

36: Daily Eligibility Exception List



Co-pay by Service Type 

37: Co-pay by Service Type



Pre/Post Eligibility Edits 

• What’s the plan code? 

• Is the plan code mapped back to host ADT system? 

• When was the last mammogram done? 

• Do we need to print an ABN? 

• Should Medical Necessity be integrated with Eligibility? 

• Should ABN be generated automatically and be 

paperless? 



Labor Cost Analysis of Manual vs Automated Eligibility  



Daily Labor Costs Analysis 



Monthly Labor Cost Analysis Savings 

• The savings in one month could cover 1-2 FTE’s 

monthly salaries. 



Results Expected from an Automated Eligibility System 

 

• Reduction in Claim Denials 

 

• Increase in Staff Productivity 

 

• Increase in Upfront Collections 

 



Vendor Selection  

• When choosing an Eligibility solution, vendor selection 

is vital. 

– Partnership with your Hospital/Health system  

– Ability to develop new features 

– Knowledgeable of processes, product lines and industry 

standards 

– Pre and post go-live support 

– Continued support for current areas as well as future rollouts 

– Capital vs. operational budget 

 



Vendor Selection 
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