


WELCOME TO
WEEK 15 OF OUR
COPING WITH COVID-

19 DISCUSSIONS! /



AS REOPENING
PHASES

CONTINUE, WE
ARE SEEING
SPIKES IN NE
REPORTED L ASES




Last week in Boston, 50 FREE pop-up testing sites were available (by
appointment only) for those who recently "attended a large
gathering”

Nearly 16,000 people were tested

HOW WILL THE RECENT DEMONSTRATIONS
AND PROTESTS AFFECT POSITIVE CASE
NUMBERS IN THE COMING WEEKS?



A spokesperson for the Boston Public Health Commission said a

total of 1,288 individuals were tested over two days at a facility
set up in Roxbury

The city said 14 of the tests came back positive for COVID-19, or
Nt of the tests.

WHAT WE KNOW SO FAR FROM ONE
POP UP SITE SITE






AS WE LEARN
MORE ABOUT
COVID-19, ONE

THING IS CLEAR /




CONTINUE TO SCREEN, CLEAN AND SMILE WITH
YOUR EYES TO KEEP PATIENTS, PROVIDERS AND
TEAM MEMBERS SAFE AND HEALTHY



AND NOW JUST A FEW
MOMENTS TO DISCUSS
THE UPDATED *“EZ” PPP
LOAN FORGIVENESS
APPLICATION FORM AND

PROCESS /




THE LOAN FORGIVENESS APPLICATION FORM “EZ”
APPLIES TO THE FOLLOWING BORROWERS:

A self-employed individual, independent contractor, or sole
proprietor who had no employees and did not include employee
salaries in the computation of average monthly payroll in the
original application

A borrower that did not reduce annual salary or hourly wages by

25% and did not reduce number of employees or average paid
hours

duce annual salary or hourly wages by
level of business



APPLICANT UTILIZING
THE EZ FORM MUST:

Va




Covered period options are
24 weeks or 8 weeks; there
does not appear to be
option at this point to pick a
period between 8 to 24
weeks.

24-week maximum cash
compensation is $46,154 for
employees (non-owners)

~ Owner-employees, a self-




EMPLOYEE BENEFIT
CLARIFICATION FOR

Ve




» A good-faith, written offer to rehire
an individual who was an employee
on February 15, 2020 was rejected by
the employee and the Borrower was
unable to hire similarly qualified
employees for unfilled positions on or
before December 31, 2020;

» A good-faith, written offer to restore
any reduction in hours, at the same

R E D U CTl Z?Lag?;;re\évages was rejected by the
EXCEPTIONS: ety e

voluntarily requested and received a
reduction of their hours.




FTE REDUCTION
SAFE HARBORS

» It appears that no

be submitted with the application rega
safe harbor. However, the application requires
the applicant to maintain documentation
supporting their certification of reduced business
activity due to compliance with requirements
established or guidance by various federal
agencies.

» Restoration of full-time equivalent employee
levels by no later than December 31, 2020



| WOULD STILL WAIT TO FILL OUT THE /

APPLICATION. . .



AND NOW SWITCHING
GEARS TO MONITORING
YOUR PRACTICE AS
PATIENT VOLUME
CONTINUES TO INCREASE

BLACK AND WHITE /
DOESN’T LIE /



Are you fully aware of
your current situation?

Metric Management and
Analysis (via consistent
reporting) play essential

roles in the management

and improvement of any
practice

THE FINANCIAL HEALTH AND STABILITY OF

YOUR PRACTICE



we will discuss
sources within your current patien
commonly overlooked areas of financial loss
that could be detrimental to the sustainability
of your practice.



AN

ARE YOU
CONSISTENTLY
MONITORING
YOUR PRACTICE
PERFORMANCE?

» Specified reporting allows
comparisons to be made from:

» Month to month

» Quarter to quarter

» Year to year

» Same month vs. last year
» Provider to provider

» Location to location



O o

WHERE DO | FIND CAN MY PM SHOULD | ASK MY WHEN SHOULD | WHAT’S
THESE REPORTS? SYSTEM EVEN DO BILLER/RCM? BEGIN AND HOW CONSIDERED
THIS? OFTEN? GOOD/BAD/UGLY?

COMMON REPORTING QUESTIONS (BEFORE
REPORTING BEGINS)




Within your EHR/PM (billing side or software) there should
be lots of options for running detailed and summary
reports and setting up automatic reports that run on a

If you have a biller or RCM company ask them to do it
(always best if you also know how to run practice
performance reports)

You should start right away and run reports at least once
a month (A/R; aging should be run more often q 2-3
weeks)

Once you establish baselines for your specific data you
will quickly figure out what is good, bad or ugly (in your
practice)




» Generate 3 separate summaries and then
detailed reports

» Total Aging (in buckets; 0-30, 31-60, 61-90, 91-
120, 121+)

» Insurance Aging Summary(in buckets)

» Patient Aging Summary (in buckets)



BE LOOKING
FOR?




If we are submitting “clean”

claims, staying on top claims
submission, resubmission of
denials or rejections and

collecting what is owed at the

time of service from our
patients, the buckets with
claims older than 91-120+ days
should be 15% or less than our

OLDER BUCKET SHOULD DROP
DRASTICALLY COMPARED TO 0-30



To reiterate, your current Bucket 0-30 (always largest; means you are busy, billing out a high volume of encounters/charges)

31-60 (much less than the 0-30 bucket)

61-90 (less than the 31-60)

7

.

Example: Total A/R (insurance aging) = $100,000

0-30; $60,000 31-60; $24,000 61-90; $13,000 91-120 $2500 121+ $500



COMPAN)

PLAY GAI\/IE
WITH THE % /
ONCE YOUY SET
EXPECTATIONS




Are they prepared to

Do you continue to see Is your check-in staff 2ULE L S LE TIEL oy Lio e oy [pryiireint
patients that have a aware of patients with patients who question SIS UD Lo® St WD) el
substantial balance? balances? the!r balance (and patients with high

claim to NOT have balances?
received a statement)?

/

Do you (or your
manager) review
patient statements
before they go out?

When do you involve a
collection agency or
discharge the patient

from the practice?

Are batch statement
mailings causing front
desk upheaval?







AN

FALSELY INFLATED
AGING REPORTS

» Thisis a common issue:

» Secondary carrier balances (like
Medicaid) not being written off
(you cannot balance bill a
Medicaid patient) or not
automatically crossing over from
primary insurer

» Your biller or RCM company is not
adjusting off appropriately

» This happens frequently with
orthotic billing

» Charge: $500 x 2 units =
$1000

» Allowed: $275/unit = $550
» Adjustment: $450



Va

POSTED VS. APPLIED
PAYMENTS




Notes are made by the biller or RCM
company upon initial
rejection/issue/request for additional
information that say:

Often times, rejected, denied or re-
submitted claims are not followed-up

“2/14/19; called and spoke
with Kathy at BC, she said that
once we re-submit the claim
with the appropriate modifier
we should see a response
within 10 business days”

Alerts need to be set to
communicate after 10 business
days (from 2/14/19) and find
out what is going on if the
claim is not processing

It is now the middle of April.
The claim is still marked as re-
submitted without response
from BC and no follow up from
the biling team.

Most insurers bank on the fact
that follow-up does not
happen

FOLLOW-UP OR LACK THEREOF. . .



» Look for:
» Balances over 150 days and under $10
» Old (over 120 days) ROUND numbers
» Old LARGE numbers (90 days plus)

» Small balances of patients who have not been treated for 2 years or
more

» Look for problem payers and see if there is an issue with enroliment
or a “glitch” in their system

STARTING THE CLEAN UP PROCESS
(OLD/INFLATED/OUT OF CONTROL A/R)



YOU CAN BE CERTAIN YOUR BILLER OR RCM YOU MAY BE LEAVING YOUR PRACTICE MAY

THAT A % OF COMPANY MAY NOT BE LARGE AMOUNTS OF SUFFER A DOMINO EFFECT
SERVICES/CLAIMS/LINE PERFORMING AT THE LEVEL UNRELINQUISHABLE FUNDS FROM LOW OR SLOW
ITEMS YOU ARE YOU ASSUME (AND “ON THE TABLE” REIMBURSEMENT
PROVIDING/BILLING FOR SHOULD EXPECT)
ARE NOT BEING PAID

IF YOU ARE NOT
MANAGING/MONITORING RECEIVABLES



$0 paid claims (this does exist and is scary to see
how much is being adjusted off without your
knowledge)

User Hold (claims that cannot be sent to payers
because of missing or incorrect information,
modifiers, units, etc.)

**Claims should be sent to payers (submitted within
48 hours of treating patients); your notes should
also be complete

Rejection rate (should be lower than 3%)

(@0]|[=Teiilo]aNe=11= = leletol (e [ale FToRY/o s [ Mol s =1ie [sV4i=1=008 = |f yOu charge twice Medicare allowable, your collection rate should be between
schedules) 45-50% fluctuating depending on payer mix and cash services provided)




_ Running an open charge
Clearinghouses are great Sometimes claims get stuck in report (weekly) will show you

when they perform their the abyss how many patients you saw Vvs.

function (the bridge between how many claims were billed

your practice and the payers) If you treated 30 patients today and
created 30 encounters (chart notes),
30 claims should be generated,
scrubbed and submitted within 48
hours and accepted through the
clearinghouse shortly after

If you do not monitor these numbers,
timely filing will become a BIG issue!

“GLITCHES” THAT YOU MAY NOT BE
AWARE OF



THIS SHOULD BE RUN AT LEAST QUARTERLY, THIS REPORT SHOULD BE EASY TO RUN AND IF MULTIPLE PROVIBERS AND MULTIPLE

ESPECIALLY IF YOU ARE NOT MONITORING CAN BE BROKEN DOWN BY ALL CODES LOCATIONS, RUN EACH REPORT

THE SPECIFIC SERVICES PROVIDED IN YOUR USED OR TOP 20 (IN 0-9 ORDER) MENTIONED SEPARATELY (FOR
PRACTICE. COMPARISONAND CONTINUITY OF CARE)



Each month, reporting should allow you to calculate the average charges and
collections per provider, location, etc.

This should be compared to PVV as some collections such as cash products and
services may not be reflected in your PM system’s report

PVV is calculated by dividing total dollars collected for a set period of time by the
total number of encounters during that time.

=Monthly, quarterly and annual PVVs (by provider and location) are essential elements to monitoring practice
health

CHARGES, COLLECTIONS AND PVV



» If you are trying to establish, maintain or build a well-rounded
practice you should closely monitor the services you provide that
are most valuable (financially and in terms of referral sources)

» Examples would be:
» Cash products (less than $100)
» Ancillary services (laser, shockwave, orthotics greater than $100)

» Procedures (ingrown toenails, 1&Ds, etc.)

INDIVIDUAL CODE AND SERVICE
REPORTING




Orthotics (cash pay
and billable; custom
1d medical grade



Month to Month .

Provider to Provider

Location to Location
Year to Year

Reason for visit

KEEP TRACK OF NEW PATIENTS, EXISTING
PATIENTS, REFERRAL SOURCES AND MORE



!







We use it to improve and change the way we are
practicing

We compare ourselves to ourselves month to

month and year to year

We use the black and white in front of us as
benchmarks and trends and to set goals
increasing our adherence to practice protocols(in
the front and back office) and to improve the
care we provide to our patients







Isup to you. ... SO...

& Adapt with the changes that have been
handed to you

Create a new road map when detours and
road blocks get in your way

1

Improve your mindset and focus on the things
you can control now

- Use your resources and stay connected to the
pulse of your practice

“*  What you don’t know may be hurting you




Make sure to visit
www.pinnaclepa.com and check
out PEP

Email: cindy@pinnaclepa.com for

more information

P a Pay for a one-year subscription to
y PEP and receive one month free!

THANK YOU FOR JOINING ME!



