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1. Medicare guidelines require that when a test is ordered for

a LCD or NCD exists, the information provided on the order
must include:

A. A valid ICSD code

B. A valid CPT or HCPCS code
C. A physician's signature

D. The patient's medical history

2. What is the primary function of a payer in the healthcare
system?

A. To provide healthcare services to patients

B. To negotiate rates for provider services
C. To conduct research on healthcare trends

D. To manage the day-to-day operations of medical facilities

3. What is a key advantage of pre-registering a patient for
services?

A. The patient arrival process is expedited, reducing wait times

and delays

B. The verification of insurance after completion of the services

C. Service departments have the ability to override schedules
and block time to reduce testing volume

D. The patient receiving multiple calls from the provider

4. What statement describes the APC (Ambulatory payment
classification) system?

A. APC rates are calculated on a national basis and are
wage-adjusted by geographic region

B. APC rates are determined solely by hospital type
C. APC system is mainly used for inpatient services
D. APC rates are uniform across all states
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5. What does the claims processing contractor need to do
when improper payments are identified as overpayments?

A. Assume legal responsibility for repaying the overage amount

B. Make recovery of the overpayment a top processing priority

C. Send a demand letter to the provider to recover the
overpayment amount

D. Conduct an audit of all the affected provider's claims within
the past twelve months

6. How are collection results typically calculated?
A. Always guaranteed by the collection agency.

B. Accurately calculated to demonstrate the actual recovery
percentage rate.

C. Calculated using the agency's private formula.
D. Never reported except during contract negotiations.

7. What are out-of-area benefits in health plans?
A. Coverage for chronic diseases

B. Healthcare coverage for emergency situations outside the
prescribed geographic area

C. Extended family member coverage for dependents
D. Insurance benefits for out-of-network treatments only

8. What is the correct way to handle the retention and
payment of agency fees?

A. The agency provides an annual settlement of monies received
by the health care provider and the agency.

B. Compare estimated collection costs to actual costs incurred.

C. Validate bank deposits weekly as funds are received from the
agency.

D. Follow the contractual agreement between the agency and

the provider as to how monies sent to the agency will be
handled.
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9. What should clinical department staff do when a patient
reports directly for service?

A. Perform an initial assessment

B. Redirect the patient to the patient access department for
registration

C. Provide the service immediately

D. Schedule a follow-up appointment

10. What type of account adjustment occurs when a patient
refuses to pay a self-pay balance?

A. Patient refund adjustment
B. Administrative adjustment
C. Bad debt adjustment

D. Credit adjustment
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1. Medicare guidelines require that when a test is ordered for
a LCD or NCD exists, the information provided on the order
must include:

A. A valid ICSD code
B. A valid CPT or HCPCS code
C. A physician's signature

D. The patient's medical history

The correct answer is that when a test is ordered and a Local Coverage Determination
(LCD) or National Coverage Determination (NCD) exists, the order must include a valid
CPT (Current Procedural Terminology) or HCPCS (Healthcare Common Procedure
Coding System) code. This requirement is in place because the CPT or HCPCS codes
serve to accurately describe the specific service or test being requested, which is critical
for determining coverage eligibility under Medicare guidelines. Providing a valid CPT or
HCPCS code ensures that the service can be linked to the appropriate coverage criteria
outlined in the LCD or NCD. This specificity helps facilitate the claims process and
ensures that the billing aligns with the services rendered. Proper coding is essential for
compliance and to avoid claim denials due to insufficient or incorrect information related
to the ordered services. While valid ICD (International Classification of Diseases) codes
are important for indicating the patient's diagnosis and the medical necessity for the
test, they are not specifically required on the order itself in this context. A physician's
signature may be important for the legitimacy of the order, but it does not fulfill the
specific requirement set forth by the LCD or NCD regarding coding. Lastly, while having
a patient’s medical history can be valuable for clinical decision-making, it

2. What is the primary function of a payer in the healthcare
system?

A. To provide healthcare services to patients

B. To negotiate rates for provider services

C. To conduct research on healthcare trends

D. To manage the day-to-day operations of medical facilities

The primary function of a payer in the healthcare system is to negotiate rates for
provider services. Payers, which often include insurance companies and government
programs, play a crucial role in determining the reimbursement rates for healthcare
providers. This negotiation process impacts how much providers will be compensated for
their services and can affect the overall cost of healthcare delivery. By setting these
rates, payers influence the financial sustainability of healthcare providers while also
controlling costs for patients and insurers. Effective negotiation allows payers to manage
their financial risk while ensuring that healthcare providers are fairly compensated for
the services they render. This function is vital in maintaining a balance between
accessing care and the affordability of healthcare services. The other functions, such as
providing healthcare services, conducting research on healthcare trends, or managing
day-to-day operations of medical facilities, are typically associated with providers or
healthcare organizations rather than payers. Payers do not directly deliver care or

manage healthcare facilities; their primary role is focused on financial aspects related to
healthcare services.
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3. What is a key advantage of pre-registering a patient for
services?

A. The patient arrival process is expedited, reducing wait times
and delays

B. The verification of insurance after completion of the services

C. Service departments have the ability to override schedules
and block time to reduce testing volume

D. The patient receiving multiple calls from the provider

Pre-registering a patient for services offers a significant advantage by streamlining the
patient arrival process. When patients are pre-registered, their information—such as
demographics, insurance details, and medical history—is collected and verified before
their appointment. This proactive approach reduces wait times and minimizes delays on
the day of service, allowing healthcare providers to manage their schedules more
effectively and focus on patient care. In contrast, verifying insurance after services are
completed can lead to complications with billing and patient fees, making it a less
effective workflow practice. Allowing service departments to override schedules can
disrupt operations and may not necessarily improve patient experience. Additionally,
multiple calls to the patient can be seen as intrusive and inefficient, potentially leading
to confusion or frustration rather than enhancing the service experience. Overall,

pre-registration is centered on improving efficiency and patient satisfaction during the
scheduling and arrival process.

4. What statement describes the APC (Ambulatory payment
classification) system?

A. APC rates are calculated on a national basis and are
wage-adjusted by geographic region

B. APC rates are determined solely by hospital type
C. APC system is mainly used for inpatient services
D. APC rates are uniform across all states

The Ambulatory Payment Classification (APC) system is primarily used for outpatient
services and is structured to ensure that payment rates reflect the costs associated with
those services. The correct statement highlights that APC rates are calculated on a
national basis and are wage-adjusted by geographic region. This means that while a
standard national rate is established, adjustments are made according to local wage
differences, acknowledging that the costs of delivering healthcare can vary significantly
based on geographic location. Wage adjustment is essential because it helps to ensure
that healthcare providers receive compensation that is more reflective of their
operational costs in relation to their specific region. Thus, this approach helps maintain
equitable payment rates across the varying economic conditions found in different areas,
promoting fairness in the reimbursement process. The other statements do not
accurately describe the APC system. For example, APC rates are influenced by various
factors including service type and procedure complexity, not solely by hospital type. Also,
the APC system is designed specifically for outpatient services rather than inpatient
services. Lastly, the notion that APC rates are uniform across all states ignores the

critical geographic wage adjustments that are a fundamental aspect of the payment
structure.
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5. What does the claims processing contractor need to do
when improper payments are identified as overpayments?
A. Assume legal responsibility for repaying the overage amount
B. Make recovery of the overpayment a top processing priority

C. Send a demand letter to the provider to recover the
overpayment amount

D. Conduct an audit of all the affected provider's claims within
the past twelve months

When a claims processing contractor identifies improper payments classified as
overpayments, the appropriate action is to send a demand letter to the provider to
recover the overpayment amount. This process is a standard procedure, as it formally
alerts the provider about the overpayment and initiates the process for recovery. The
demand letter outlines the details of the overpayment, including the reason for the
overpayment and the amount to be repaid. This approach ensures clear communication
with the provider regarding the overpayment and sets the stage for resolution. It allows
providers to understand their obligation to return the funds and gives them a chance to
appeal or discuss the matter. Following this step is crucial, as it provides a documented
basis for further actions if necessary. In contrast, assuming legal responsibility for
repaying the overage would be inappropriate for the contractor, as they are not the ones
who received the payment. Making recovery a top priority is important, but the initial
step to begin this process is sending that demand letter. Conducting an audit of all the
affected claims may be a next step if there are repeated issues or systemic problems, but
it is not the immediate action taken upon identification of an overpayment.

6. How are collection results typically calculated?

A. Always guaranteed by the collection agency.

B. Accurately calculated to demonstrate the actual recovery
percentage rate.

C. Calculated using the agency's private formula.
D. Never reported except during contract negotiations.

The calculation of collection results is most accurately represented by the recovery
percentage rate, which is a key metric in evaluating the performance of a collection
agency. This figure is derived from the total amount collected divided by the total
amount that was sent for collection, allowing organizations to see how effective the
agency has been in recovering debts. Reporting this recovery rate with precision is
essential for accountability and strategic decision-making in revenue cycle management.
While there may be proprietary methods used by various collection agencies to manage
their operations, the core reporting to clients typically focuses on the precise percentage
of successfully recovered debts. This transparency is crucial for maintaining trust and
enables organizations to assess whether the collection agency meets their contractual
obligations. Understanding this metric helps healthcare organizations, and other

businesses make informed decisions about ongoing partnerships with collection
agencies.
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7. What are out-of-area benefits in health plans?
A. Coverage for chronic diseases

B. Healthcare coverage for emergency situations outside the
prescribed geographic area

C. Extended family member coverage for dependents
D. Insurance benefits for out-of-network treatments only

Out-of-area benefits refer specifically to healthcare coverage provided by health plans for
emergency situations that occur outside the member's designated geographic area.
These benefits are crucial for individuals who may be traveling or temporarily living away
from their primary care facilities, ensuring that they have access to necessary medical
services in case of urgent health issues. This coverage typically includes situations
where a member requires immediate attention and is unable to return to their usual
healthcare provider due to the emergency nature of the health event. It ensures that
patients can receive care even when they are outside of their usual network, which is
particularly important for maintaining continuity of care during unexpected health
emergencies while traveling or living away from home. Other options presented do not
accurately reflect the definition of out-of-area benefits. Coverage for chronic diseases is
more geared towards ongoing treatment and management within one's network rather
than emergency situations outside of it. Extended family member coverage pertains to
dependents, which is different from the concept of out-of-area benefits that focuses on
geographic coverage. Lastly, insurance benefits for out-of-network treatments are related
to non-emergency scenarios and typically carry different terms and conditions than
emergency out-of-area benefits.

8. What is the correct way to handle the retention and
payment of agency fees?

A. The agency provides an annual settlement of monies received
by the health care provider and the agency.

B. Compare estimated collection costs to actual costs incurred.

C. Validate bank deposits weekly as funds are received from the
agency.

D. Follow the contractual agreement between the agency and
the provider as to how monies sent to the agency will be
handled.

The correct way to handle the retention and payment of agency fees is to follow the
contractual agreement between the agency and the provider regarding how the funds will
be managed. This option emphasizes the importance of adhering to the specifics outlined
in the contract, which serves as the foundation for the relationship between the agency
and the healthcare provider. Contracts typically define the terms of payment, retention
fees, and the responsibilities of both parties, ensuring that both the provider and the
agency clearly understand their obligations. By following the contractual agreement,
both parties can ensure compliance with legal and financial regulations, mitigate risks of
disputes, and maintain a transparent process for managing funds. This structured
approach helps to foster trust and accountability in the revenue cycle process, leading to
smoother operations and satisfaction for both the agency and the provider.
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9. What should clinical department staff do when a patient
reports directly for service?

A. Perform an initial assessment

B. Redirect the patient to the patient access department for
registration

C. Provide the service immediately
D. Schedule a follow-up appointment

When a patient reports directly for service without going through the registration
process, the clinical department staff should redirect the patient to the patient access
department for registration. It is essential to ensure that all patients are properly
registered before receiving services to maintain accurate patient records, verify
insurance coverage, and complete necessary documentation that supports billing
practices. Redirecting the patient helps establish necessary information such as
demographics, insurance details, and medical history. This also ensures that the
healthcare facility complies with legal and regulatory requirements regarding patient
identification and billing. Without proper registration, it may lead to complications in
charge capture and revenue cycle management, creating challenges in receiving payment
for services rendered. While performing an initial assessment or providing the service
immediately may seem immediate and patient-focused actions, they bypass critical
administrative protocols essential for effective revenue cycle operations. Scheduling a
follow-up appointment also assumes a level of documentation and registration that hasn't
occurred yet. Therefore, the focus on redirecting the patient to the appropriate
department reinforces the importance of a systematic approach to patient intake in the
healthcare environment.

10. What type of account adjustment occurs when a patient
refuses to pay a self-pay balance?

A. Patient refund adjustment
B. Administrative adjustment
C. Bad debt adjustment

D. Credit adjustment

When a patient refuses to pay a self-pay balance, the situation is appropriately
categorized as a bad debt adjustment. This type of adjustment reflects the reality that the
amount owed is unlikely to be collected. Bad debt adjustments are essential in financial
reporting as they allow healthcare providers to properly account for losses on accounts
that are considered uncollectible. By creating a bad debt adjustment, the organization
recognizes that despite efforts to collect the account balance, the patient has chosen not
to pay. This action impacts the revenue cycle by providing a more accurate
representation of the financial health of the organization, ensuring that revenue is
reported in accordance with expected collections. Other types of adjustments, such as
patient refunds, administrative adjustments, or credit adjustments, do not apply in this
context. Patient refunds involve returning excess payments, administrative adjustments
might relate to errors or policy changes, while credit adjustments typically account for
overpayments or corrections to billing errors. In this case, since it's a refusal to pay

rather than a transaction error or overpayment, the situation clearly aligns with bad
debt.
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