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1. PURPOSE & SCOPE

This Standard Operating Procedure (SOP) establishes a consistent, thorough process for verifying patient insurance benefits prior to podiatric appointments. Proper insurance verification is the single most impactful step in preventing claim denials, protecting practice revenue, and ensuring patients receive accurate financial counseling before services are rendered.

1.1  Purpose
The goals of this SOP are to:
· Confirm active coverage and patient eligibility before every visit
· Identify applicable deductibles, copays, coinsurance, and out-of-pocket maximums
· Determine podiatry-specific benefits and limitations, including Medicare's Routine Foot Care rules
· Flag authorization or referral requirements in advance to avoid denials
· Communicate financial obligations to patients before services are rendered
· Reduce front-end claim errors and accelerate the revenue cycle

1.2  Scope
This SOP applies to:
· All new and established patients scheduled for any appointment type
· All insurance plans, including Medicare, Medicaid, commercial, managed care, and worker's compensation
· Front office staff, billing staff, and any virtual assistants performing verification duties
· All practice locations and telehealth encounters

	Why This Matters for Podiatry

	Podiatry has unique coverage rules — especially under Medicare — that make thorough verification critical.

	Medicare's Routine Foot Care exclusion (§1862(a)(13)) limits coverage for nail debridement, calluses, and

	corns unless a systemic condition (e.g., diabetes, peripheral vascular disease) is documented. Missed

	verification in this area is one of the top causes of podiatry claim denials nationwide.

	



2. ROLES & RESPONSIBILITIES

	Role
	Responsibilities
	Timing

	Front Desk / Scheduler
	Collect insurance info at scheduling; enter into EHR; trigger verification workflow
	At time of scheduling (≥72 hrs before appt)

	Insurance Verifier / Billing VA
	Perform full benefit verification; document findings; flag issues
	48–72 hours before appointment

	Billing Manager / Lead
	Review flagged cases; authorize exceptions; update fee schedules
	Daily review of verification queue

	Clinical Staff (MA / Nurse)
	Confirm documented systemic condition linkage for Medicare patients
	Day-of check at patient intake

	Practice Administrator
	Maintain payer portal access; review denial trends; update this SOP
	Monthly/Quarterly



	For Practices Using Virtual Assistants (VAs)

	Offshore VAs may perform insurance verification steps 1–4 of Section 5 using payer portals and

	IVR systems. VAs must NOT access ePHI outside of approved, HIPAA-compliant platforms.

	All VA activity must be logged, and completed verification forms must be reviewed by onshore

	billing staff before the patient's appointment is confirmed.

	



3. INFORMATION TO COLLECT AT SCHEDULING

All of the following must be entered into the EHR before the verification process begins:

3.1  Patient Demographic Information
· Full legal name (as it appears on insurance card)
· Date of birth
· Home address and phone number
· Social Security Number (last 4, if required by payer)
· Referring provider name and NPI (if applicable)

3.2  Insurance Information — Primary
· Insurance company name and plan name
· Member ID / Policy Number
· Group Number (if applicable)
· Subscriber name and date of birth (if different from patient)
· Subscriber relationship to patient
· Payer ID (for electronic eligibility)

3.3  Insurance Information — Secondary / Tertiary
· Repeat all fields above for any secondary or tertiary coverage
· Note coordination of benefits (COB) order

3.4  Visit Information
· Appointment type and anticipated CPT codes (provided by scheduling or clinical team)
· Referring physician name, address, and NPI (if applicable)
· Date of injury or onset, if applicable (for workers' comp or accident-related visits)

4. VERIFICATION TIMING REQUIREMENTS

	Appointment Type
	Verification Deadline

	New Patient — Elective
	At least 72 business hours before appointment

	New Patient — Urgent
	Same day as scheduling (within 4 hours)

	Established Patient — Routine
	At least 48 hours before appointment

	Established Patient — Medicare
	48 hours before; re-verify every 30 days for ongoing care

	Surgical / Procedure Day
	3–5 business days before; re-verify 24 hours prior

	Telehealth Encounter
	48 hours before; confirm state-specific telehealth coverage

	Worker's Compensation
	Immediately upon scheduling; obtain claim number and adjuster contact

	Motor Vehicle Accident (PIP)
	Immediately; verify PIP limits, exhaustion status, and attorney involvement



	🔁  Re-Verification Policy

	Re-verify insurance for ANY established patient when:

	  • More than 30 days have passed since last visit

	  • Patient reports a change in insurance

	  • Coverage lapse or termination is suspected

	  • A new plan year begins (typically January 1)

	  • Patient is approaching deductible or out-of-pocket maximum

	



5. STEP-BY-STEP VERIFICATION PROCESS

STEP 1 — Initiate Eligibility Check

1. 1.1  Electronic Eligibility (270/271 Transaction): Log into the EHR or clearinghouse portal and run a real-time eligibility check using the patient's payer ID, Member ID, and date of birth. Most commercial plans and Medicare respond within seconds.
2. Confirm the response shows 'Active' or 'Eligible' status.
3. If inactive or terminated, proceed immediately to Step 1.3.

4. 1.2  Payer Portal Verification: For plans that require portal access, log into the payer-specific provider portal (e.g., Availity, NaviNet, Medicare's HETS/HIPAA Eligibility Web). Retrieve a full eligibility and benefits summary.

5. 1.3  Phone Verification (Fallback): If electronic channels return incomplete data or inactive status, call the member services number on the back of the insurance card. Use the Phone Verification Script in Appendix A. Document the call reference number and representative name.

	📋  HETS vs. IVR

	Use HETS (HIPAA Eligibility Transaction System) via your clearinghouse for the most complete Medicare

	eligibility data, including Part A/B status, MSP information, and managed care enrollment.

	The IVR (1-800-MEDICARE) can confirm eligibility but provides less detailed benefit information.

	



STEP 2 — Verify Plan Details & Benefits

For each patient, confirm and document ALL of the following:

2A. Coverage Status
· Plan effective date and termination date
· Plan type: HMO, PPO, EPO, POS, Indemnity, Medicare Advantage, Medicaid MCO, etc.
· Policy holder / subscriber name and relationship to patient
· Primary vs. secondary coverage (COB)

2B. Podiatry-Specific Benefits
· Is podiatry covered under this plan?
· Is the treating podiatrist in-network? (Check current directory AND confirm with payer — directories are often outdated)
· Network tier (Tier 1, Tier 2, out-of-network) and corresponding benefit levels
· Is a referral required from a PCP? If yes, has it been obtained?
· Is a prior authorization required for any anticipated service?
· Any visit limits per year (e.g., 12 podiatry visits annually)?
· Any excluded services under this plan (e.g., routine foot care, orthotics, cosmetic procedures)?

2C. Patient Financial Responsibility
· Calendar year deductible (individual / family) and amount applied to date
· Out-of-pocket maximum (individual / family) and amount applied to date
· Copay amount for specialist office visits
· Coinsurance percentage after deductible
· Separate deductible or coinsurance for surgery or procedures, if applicable
· HSA/FSA eligibility if deductible applies

2D. Secondary Insurance (if applicable)
· Repeat all benefit fields above for secondary payer
· Determine coordination of benefits (COB) rule: standard, birthday rule, or non-duplication
· Confirm crossover for Medicare/Medicaid dual-eligible patients

STEP 3 — Medicare-Specific Verification

	Medicare Routine Foot Care Coverage Rules

	Medicare typically does NOT cover routine foot care unless a systemic condition is documented:

	  • Class A Conditions: Diabetes mellitus, arteriosclerosis obliterans, Buerger's disease, chronic

	    thrombophlebitis, peripheral neuropathies (e.g., from diabetes, malnutrition, multiple sclerosis)

	  • Class B Conditions (require additional documentation): Systemic conditions such as RA,

	    Paget's disease, symptomatic CHF, chronic renal disease

	Without documented systemic condition linkage, nail care and callus treatment will be denied.

	



6. 3.1  Part B Status: Confirm patient has Medicare Part B (which covers outpatient podiatry services). 

7. Confirm whether the patient is in Original Medicare (FFS) or a Medicare Advantage plan.

8. If Medicare Advantage: treat as a commercial plan — verify through the MA payer, not Medicare FFS. Benefits may differ significantly.

9. 3.2  Medicare Secondary Payer (MSP): Run MSP inquiry to confirm Medicare's payment order. Check for employer group health plan (EGHP), workers' comp, or liability coverage that should pay primary.

10. 3.3  Managed Care / PACE Enrollment: Confirm patient is not enrolled in a PACE program or other managed care plan that requires services to be rendered at a specific facility.

11. 3.4  Systemic Condition Linkage: Review the patient's chart and confirm a qualifying systemic condition is documented in the medical record. Flag the clinical team if documentation is absent or incomplete. Do NOT schedule a routine foot care visit without this confirmation.

	Condition Type
	Examples

	Class A (Automatic Coverage)
	Type 1 or Type 2 Diabetes, Arteriosclerosis Obliterans, Buerger's Disease, Chronic Thrombophlebitis, Peripheral Neuropathy due to diabetes or nutritional deficiency

	Class B (Additional Documentation Required)
	Rheumatoid Arthritis, Paget's Disease, Symptomatic CHF, Chronic Renal Disease, Systemic Lupus Erythematosus

	No Coverage (Routine)
	Nail trimming without systemic condition, corns and calluses without systemic condition, foot hygiene only



12. 3.5  Frequency Limitations: Confirm nail debridement (CPT 11720/11721) has not exceeded the once-every-61-days frequency limitation. Check last date of service in the Medicare claims system if available.

13. 3.6  ABN Requirement: If coverage is likely to be denied (e.g., no documented systemic condition, frequency limit exceeded), an Advance Beneficiary Notice of Noncoverage (ABN) MUST be issued to the patient before the service is rendered. Document the signed ABN in the patient chart.




STEP 4 — Authorization & Referral Verification

14. 4.1  Referral: If the plan requires a PCP referral, confirm the referral is on file, valid, and covers the anticipated visit type and CPT codes. Note the referral number and expiration date.

15. 4.2  Prior Authorization (PA): Check whether any planned procedure or service requires PA. Common podiatry services that often require authorization include:
· Custom Orthotics (L-codes)
· MRI of the foot or ankle
· Surgical procedures (bunionectomy, hammertoe correction, etc.)
· Diagnostic ultrasound
· Wound care / debridement beyond routine
· Physical therapy referrals

16. 4.3  PA Process: If PA is required, initiate the authorization request immediately. Do NOT schedule the procedure until authorization is confirmed in writing. Document the authorization number, approval date, and expiration date in the patient chart.

STEP 5 — Document & Communicate

17. 5.1  Document in EHR: Enter all verified benefit information in the designated insurance verification section of the patient record. Include: verification date, method (electronic/portal/phone), representative name (if phone), reference number, and all benefit fields from Step 2.

18. 5.2  Flag Exceptions: Place a task or alert in the EHR for any of the following:
· Inactive or terminated coverage
· Referral not yet received
· PA required but not yet obtained
· Medicare systemic condition not documented
· ABN required
· High patient financial responsibility requiring financial counseling
· Workers' comp or MVA — legal or adjuster involvement

19. 5.3  Patient Financial Communication: Contact the patient (or guarantor) at least 24 hours before the appointment to communicate their estimated out-of-pocket responsibility. Use the Patient Financial Communication Script in Appendix B.

20. 5.4  Collect Copay / Estimate at Time of Service: Front desk must collect the verified copay at check-in. For patients with deductibles, collect an estimated patient responsibility at time of service (TOS). Issue a payment receipt. Do not allow the patient to defer copay payment without manager approval and documented reason.






6. COMMON DENIAL PREVENTION GUIDE

The following are the most common insurance denials in podiatry and the pre-visit verification steps that prevent them:

	Denial Reason
	Root Cause
	Prevention Step

	Not eligible / coverage terminated
	No pre-visit verification performed
	Run 270/271 eligibility check ≥48 hrs before visit

	Routine foot care not covered
	No systemic condition documented in chart
	Confirm Class A/B condition in medical record; issue ABN if uncertain

	No referral on file
	Referral required by HMO but not obtained
	Check referral requirement at scheduling; track referral receipt

	Service requires prior authorization
	PA not obtained before service
	Identify PA requirements at scheduling; obtain before confirming appt.

	Frequency limitation exceeded (11721)
	Last nail debridement <61 days ago
	Check date of last service in Medicare system before scheduling

	Out-of-network provider
	Directory listed provider as in-network; not confirmed
	Verify in-network status directly with payer by phone or portal

	Coordination of benefits issue
	Secondary billed as primary or vice versa
	Confirm COB order; verify MSP for Medicare patients

	Invalid / incorrect member ID
	Typo or old card used
	Scan insurance card; confirm ID via portal before visit

	Missing or invalid NPI
	Wrong NPI used on claim
	Confirm rendering and billing NPI on file with payer matches claim

	No documentation of medical necessity
	Clinical notes insufficient
	Coordinate with clinical team to ensure notes support CPT codes billed



7. QUALITY ASSURANCE & MONITORING

7.1  Daily Verification Audit
The billing manager or lead verifier will review the next business day's appointment schedule at end-of-day to confirm:
· All patients have a completed verification form in the EHR
· No patients are flagged with unresolved exceptions
· All required referrals and authorizations are on file








7.2  Monthly KPI Tracking
	Key Performance Indicator (KPI)
	Target Benchmark

	Verification completion rate (% of appts verified prior)
	≥ 98%

	Front-end denial rate (eligibility / auth / referral)
	< 2% of claims

	ABN completion rate (when required)
	100%

	Copay / TOS collection rate
	≥ 95%

	Same-day eligibility errors (patient not eligible at visit)
	< 0.5%

	Authorization-related denials
	< 1% of auth-required claims



7.3  Root Cause Analysis for Denials
Any claim denied for eligibility, authorization, or referral reasons must trigger a root cause review. The billing manager will document the cause and corrective action within 5 business days of the denial date.

7.4  Staff Training & Competency
· All new staff performing insurance verification must complete a supervised verification period of no less than 5 business days before working independently.
· Annual re-training required for all staff on this SOP, with documented attestation.
· Medicare compliance re-training required whenever CMS issues changes to podiatry coverage policy.

8. TOOLS & RESOURCES

	Resource
	Purpose / Access

	EHR Eligibility Module
	Primary electronic eligibility check (270/271). Log in via EHR dashboard.

	Availity (availity.com)
	Multi-payer portal — eligibility, benefits, claim status, auth submissions

	NaviNet / Waystar
	Major payer portal for BCBS, Cigna, Aetna, and others

	Medicare HETS / HIPAA Portal
	Medicare Part A/B eligibility; access via clearinghouse or NGSConnex/Noridian portals

	CMS PECOS
	Confirm provider enrollment and NPI associations with Medicare

	1-800-MEDICARE (IVR)
	Fallback Medicare eligibility check; note call reference number

	Payer Provider Directories
	Confirm in-network status (always verify by phone — directories lag)

	ABN Generator (CMS)
	Generate ABNs at: cms.gov/medicare/billing/abn

	Insurance Verification Log (EHR)
	Document all verification results per patient encounter

	Verification Form Template
	See Appendix C of this SOP



	Security Reminder

	All verification activities involving PHI must comply with the practice's HIPAA Security policies.

	Do not save insurance information to personal devices, unapproved apps, or unsecured spreadsheets.

	Payer portal access credentials are individual — never share login credentials.

	Report suspected unauthorized access to the Privacy Officer immediately.

	





APPENDIX A — Phone Verification Script

Use this script when calling payer member services for insurance verification. Speak clearly and document all responses in real time.

	📞  Opening

	"Hello, my name is [Your Name] and I am calling on behalf of [Practice Name].

	Our Tax ID is [TIN] and our NPI is [NPI]. I am calling to verify benefits for a patient.

	May I please get your name and a reference number for this call?"

	

	→ Document: Rep name: ______________ | Reference #: ______________

	



	📋  Questions to Ask

	1. Is [Patient Name], DOB [Date], covered under policy [Member ID] as of [Date of Service]?

	2. What is the plan type? (HMO / PPO / EPO / Medicare Advantage / Medicaid MCO)

	3. Is our provider, [Doctor Name / NPI], in-network with this plan?

	4. Is podiatry a covered benefit under this plan?

	5. What is the specialist copay? Is it waived if deductible not met?

	6. What is the individual deductible? How much has been applied year-to-date?

	7. What is the coinsurance after deductible?

	8. What is the out-of-pocket maximum? How much has been applied year-to-date?

	9. Is a referral required from the PCP? If yes, has one been issued?

	10. Are [CPT code(s)] covered? Does it require prior authorization?

	11. Are there any visit limits for podiatry per plan year?

	12. Are there any exclusions specific to podiatry under this plan?

	13. [Workers' Comp] Can you confirm the claim number, adjuster name, and billing address?

	



	✅  Closing

	"Thank you. To confirm, [repeat key benefit details back to rep]. Is that correct?"

	"And your name was [Rep Name] with reference number [Ref #]. Thank you for your assistance."

	





APPENDIX B — Patient Financial Communication Script

Use this script when calling patients to communicate their financial responsibility prior to their appointment.

	📞  Standard Communication (Commercial)

	"Hello, may I speak with [Patient Name]? ... Hi [Patient Name], this is [Your Name] calling from

	[Practice Name]. I am calling to confirm your upcoming appointment on [Date] at [Time] with

	Dr. [Name]. I also wanted to go over your insurance benefits with you."

	

	"Based on the information from your insurance company, your estimated responsibility for today's

	visit is [Copay / Estimated Amount]. This is due at the time of your visit. We accept cash, check,

	credit card, and HSA/FSA cards."

	

	"Do you have any questions about your coverage or your balance? ... Great. We will see you on [Date]!"

	



	📞  High-Deductible / Large Balance Communication

	"I wanted to make sure you had a chance to prepare, as it looks like your deductible has not yet

	been met. Based on our fee schedule and your plan's allowed amounts, your estimated patient

	responsibility for this visit could be approximately $[Amount]. This is an estimate — your

	Explanation of Benefits from your insurance will show the final amount."

	

	"We do offer payment plans. I can connect you with our billing team if you'd like to discuss options

	before your visit. Would that be helpful?"

	



	📞  ABN Communication (Medicare)

	"Mr./Ms. [Patient Name], because your Medicare plan may not cover this specific service, we are

	required by law to provide you with an Advance Beneficiary Notice before we proceed. This form

	explains that Medicare may not pay for the service and what your financial options are."

	

	"We will have this form ready for you to review and sign at check-in. Do you have any questions?"

	





APPENDIX C — Insurance Verification Checklist

Complete this checklist for every patient, every visit. Attach to the patient encounter in the EHR.

	Check
	PATIENT & DEMOGRAPHICS

	☐
	Patient name verified matches insurance card

	☐
	Date of birth confirmed

	☐
	Member ID / Policy Number entered in EHR

	☐
	Group number entered (if applicable)

	☐
	Subscriber name and relationship confirmed



	Check
	ELIGIBILITY & COVERAGE

	☐
	Active coverage confirmed for date of service

	☐
	Plan type identified (HMO / PPO / EPO / Medicare / Medicaid / Other)

	☐
	Provider confirmed in-network with this specific plan (verbal confirmation with payer)

	☐
	Podiatry benefit confirmed

	☐
	Referral requirement checked — referral on file if required

	☐
	Prior authorization requirement checked — PA obtained if required

	☐
	Visit limits identified and documented

	☐
	Any podiatry exclusions identified and documented



	Check
	PATIENT FINANCIAL RESPONSIBILITY

	☐
	Specialist copay amount documented

	☐
	Calendar year deductible documented

	☐
	YTD deductible applied documented

	☐
	Out-of-pocket maximum documented

	☐
	YTD OOP applied documented

	☐
	Coinsurance percentage documented

	☐
	Patient contacted and financial responsibility communicated

	☐
	Copay / estimated balance collected at TOS




	Check
	MEDICARE-SPECIFIC (Complete if Medicare or Medicare Advantage)

	☐
	Part A and Part B status confirmed

	☐
	Medicare Advantage vs. Original Medicare confirmed

	☐
	MSP check completed — Medicare confirmed as primary (or secondary documented)

	☐
	Class A or B systemic condition documented in chart

	☐
	Frequency limitation checked (nail debridement ≤ once per 61 days)

	☐
	ABN issued and signed if coverage in doubt

	☐
	ABN filed in patient chart



	Verified by:
_______________________________
	Date / Time Verified:
_______________________________

	Verification Method:
☐ Electronic  ☐ Portal  ☐ Phone
	Reference / Rep Name:
_______________________________





DOCUMENT CONTROL & REVISION HISTORY

This SOP must be reviewed and re-approved at minimum annually, or upon any of the following:
· CMS policy change affecting podiatry coverage or documentation requirements
· New payer contract addition or significant payer policy change
· Denial rate exceeding target benchmarks for two consecutive months
· Significant change in EHR software, clearinghouse, or verification workflow

	Acknowledgment

	All staff with insurance verification responsibilities must sign and date this SOP upon initial

	issue and upon each annual re-issue. Signed acknowledgment forms are retained in the employee file.

	

	Staff Name: _______________________________  Signature: _______________________________

	
Date: _____________________  Title: _______________________________
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