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1. What does 'truncated coding' refer to in medical billing?
A. Using very general codes for specific conditions
B. Assigning codes that are too detailed
C. Reporting procedures that were not performed
D. Using diagnosis codes that are as specific as possible

2. What does precertification require from a provider?
A. To provide a summary of the patient's medical history.
B. To prove medical necessity before performing a procedure.
C. To obtain approval from a secondary insurance.
D. To negotiate fees with insurance companies.

3. What does "excludes 2" suggest in classification terms?
A. The conditions are completely different
B. The excluded condition does not represent the code
C. The patient must be treated for both conditions
D. The conditions must be combined for coding

4. What is TRICARE?

A. A government health program for veterans only

B. A government health program for dependents of military
personnel

C. A private health insurance plan

D. A program that provides benefits exclusively to active-duty
service members

5. The term '-globin' refers to what type of biological entity?
A. Fat

B. Vaccine
C. Protein
D. Sugar
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6. What character range does a sub-category code typically
consist of?

A. One to two characters
B. Three to four characters
C. Four to five characters
D. Five to six characters

7. What is a fee schedule in the context of medical billing?
A. A list of costs for various insurance policies
B. A document outlining the payment deadlines for providers
C. A list of charges for specific medical services
D. A record of patient billing history

8. Who are considered 'providers' in the context of Medicare?
A. Only specialists in chronic disease management
B. Pharmacies and outpatient clinics
C. Physicians, hospitals, and suppliers of care
D. Only mental health professionals

9. What is considered one of the most common billing errors?
A. Incorrect patient identification
B. Billing for non-covered services
C. Applying appropriate procedural codes
D. Using provider signatures

10. What does the suffix -ectomy signify?
A. inflammation
B. excision, removal
C. pain

D. obstruction
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1. What does 'truncated coding' refer to in medical billing?

A. Using very general codes for specific conditions
B. Assigning codes that are too detailed

C. Reporting procedures that were not performed
D. Using diagnosis codes that are as specific as possible

Truncated coding refers to the practice of using very general codes instead of more
specific codes for particular conditions in medical billing. This approach often results in
loss of specificity, which can lead to inadequate representation of a patient's condition or
treatment. General coding may oversimplify the patient's medical situation, potentially
affecting the quality of care, reimbursement accuracy, and data analytics. Accurate
coding not only serves administrative purposes but also impacts clinical decision-making
and patient management. The other choices encompass incorrect or less applicable
concepts, such as assigning overly detailed codes, which could disrupt the efficiency of
coding. Reporting procedures that were not performed misrepresents the services
rendered, while using the most specific diagnosis codes aligns with best practices in
medical coding, promoting accurate billing and patient documentation.

2. What does precertification require from a provider?
A. To provide a summary of the patient's medical history.

B. To prove medical necessity before performing a procedure.
C. To obtain approval from a secondary insurance.
D. To negotiate fees with insurance companies.

Precertification involves the requirement for healthcare providers to demonstrate that a
proposed medical procedure, service, or treatment is medically necessary. This is a
critical step in the insurance approval process, as it ensures that the service aligns with
established guidelines and payment policies set by the insurance company. The
emphasis on medical necessity means that providers must clearly justify the need for the
service based on the patient's specific health circumstances, available treatment options,
and potential outcomes. This process helps manage healthcare costs and ensures that
patients receive appropriate and necessary care. While other options may relate to the
broader administrative aspects of healthcare, such as negotiating fees or dealing with
secondary insurance, they do not directly address the fundamental aspect of
precertification, which is the validation of medical necessity prior to the delivery of
services.
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3. What does "excludes 2" suggest in classification terms?
A. The conditions are completely different
B. The excluded condition does not represent the code
C. The patient must be treated for both conditions
D. The conditions must be combined for coding

In classification terms, "excludes 2" indicates that the condition referenced by the code
should not be reported in conjunction with the primary diagnosis code. It explains that
while the excluded condition may exist alongside the primary condition, it is not a subset
or variation of the primary condition and, therefore, is considered a distinct entity. As a
result, this suggests that the excluded condition does not represent the code and
highlights the need for specificity in coding to accurately reflect the patient's diagnosis
without combining unrelated conditions. This ensures clarity and prevents
misinterpretation in medical records, which is essential for accurate billing and
appropriate treatment planning.

4. What is TRICARE?
A. A government health program for veterans only

B. A government health program for dependents of military
personnel

C. A private health insurance plan

D. A program that provides benefits exclusively to active-duty
service members

TRICARE is indeed a government health program designed to provide healthcare
coverage not only for military personnel but also for their dependents, which include
spouses and children. This program ensures that family members of active-duty service
members and veterans have access to health care services, reflecting the U.S.
government's commitment to supporting military families. This program offers a variety
of plans, adapting to the needs of both active-duty members and their families, making it
a comprehensive solution for health needs. It encompasses various health care options,
including managed care and fee-for-service models, to accommodate different
preferences and situations. The other options do not encompass the full spectrum of who
is covered under TRICARE. While it does provide support to veterans and active-duty
service members, its benefits are not limited to these groups alone, thus making the
choice that emphasizes coverage for dependents accurate.
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5. The term '-globin' refers to what type of biological entity?
A. Fat
B. Vaccine
C. Protein
D. Sugar

The term '-globin' refers specifically to a type of protein that plays a vital role in
biological processes. In the context of biology and biochemistry, proteins are essential
macromolecules that perform a wide variety of functions within organisms. They are
made up of amino acids and are crucial for the structure, function, and regulation of the
body’s tissues and organs. Globins are a family of proteins that include hemoglobin,
which is responsible for oxygen transport in the blood, and myoglobin, which carries
oxygen in muscle tissues. The presence of the suffix '-globin' is characteristic of proteins
involved in oxygen binding and transport, highlighting their functional importance.
Other options such as fat, vaccine, and sugar do not share this specific connection to
proteins. Fats are lipids and have different metabolic roles, vaccines are biological
preparations that provide immunity, and sugars are carbohydrates. Although all of these
biological entities are important, only proteins encapsulated by the suffix '-globin' relate
directly to the protein classification, making it the correct answer.

6. What character range does a sub-category code typically
consist of?

A. One to two characters
B. Three to four characters
C. Four to five characters

D. Five to six characters

A sub-category code typically consists of four to five characters. This range is crucial
because sub-category codes provide more detailed information than a general category
code, allowing for greater specificity in medical coding. For example, in the ICD-10
coding system, a sub-category code can indicate a particular diagnosis or a more specific
location for an injury, which is necessary for accurate billing and data tracking.
Understanding this character range is important for coders since it helps them
determine the appropriate level of detail needed when coding for various medical
conditions or procedures. This level of specificity is essential for insurance claims
processing and to ensure compliance with healthcare regulations. Sub-category codes
enable healthcare providers to communicate more detailed clinical information, which is
vital for quality patient care and accurate reimbursement.

Sample study guide. Visit https://medicalbillingcoding.examzify.com for the full version

10



7. What is a fee schedule in the context of medical billing?
A. A list of costs for various insurance policies
B. A document outlining the payment deadlines for providers
C. A list of charges for specific medical services
D. A record of patient billing history

In the context of medical billing, a fee schedule is a comprehensive list that details the
charges for specific medical services and procedures. It serves as a reference for both
healthcare providers and insurers, aiding in the determination of the amount that will be
billed for different types of care, such as consultations, surgeries, or diagnostic tests.
This list is crucial for standardizing billing practices and ensuring that providers are
compensated appropriately for their services. Typically, fee schedules are negotiated
between healthcare providers and insurance companies and can vary based on location,
provider experience, and the specific policies of the insurer. Having a well-defined fee
schedule helps in maintaining financial clarity and consistency in healthcare payments,
both from patients and insurers.

8. Who are considered 'providers' in the context of Medicare?

A. Only specialists in chronic disease management
B. Pharmacies and outpatient clinics

C. Physicians, hospitals, and suppliers of care
D. Only mental health professionals

In the context of Medicare, 'providers' refer to individuals or entities that furnish medical
care and services to Medicare beneficiaries. This category is broad and includes
physicians, hospitals, and suppliers of care. Physicians are licensed practitioners who
provide direct medical services to patients. Hospitals provide comprehensive care to
patients, including emergency services, surgeries, and inpatient care. Suppliers of care
refer to entities that provide necessary medical equipment, supplies, or services that
support patient treatment. By defining providers in this way, the Medicare system
ensures that a wide range of healthcare services is accessible to beneficiaries, catering to
various healthcare needs, from primary and specialty medical care to medical supplies
and rehabilitation services. This comprehensive approach is vital for delivering
continuity of care and managing the complex health needs of older adults and other
eligible groups. While other options mention specific types of providers, like specialists
or pharmacies, they do not encompass the full range of entities recognized by Medicare.
It's important to understand this inclusive definition to navigate medical billing and
coding effectively within the Medicare framework.
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9. What is considered one of the most common billing errors?
A. Incorrect patient identification

B. Billing for non-covered services
C. Applying appropriate procedural codes

D. Using provider signatures

Billing for non-covered services is considered one of the most common billing errors
because it often results from a misunderstanding of what specific insurance policies
cover. Each insurance plan has its own set of rules regarding what services are deemed
necessary or covered, and when providers submit claims for services that are not
included in these allowances, it leads to denials and delays in payment. This type of error
can be particularly costly for healthcare providers, as it not only affects revenue but also
adds burdensome administrative work to resubmit claims or appeal decisions. Billing
for non-covered services tends to occur frequently due to the variability of insurance
plans and the complexity of healthcare services. Providers must remain vigilant and
informed about patients’ insurance coverages and any changes that may occur, which can
complicate the billing process further. Correctly identifying covered services and
accurately communicating this to the billing department is crucial in preventing this type
of error from happening. In contrast, while incorrect patient identification, applying
appropriate procedural codes, and the use of provider signatures are all important
aspects of the billing process, they do not occur as frequently as the oversight regarding
billing for non-covered services. Thus, understanding coverage criteria is integral to
reducing billing discrepancies.

10. What does the suffix -ectomy signify?
A. inflammation
B. excision, removal

C. pain
D. obstruction

The suffix -ectomy is derived from the Greek word "ektome,"” meaning "excision" or "to
cut out.” In medical terminology, this suffix indicates a surgical procedure involving the
removal or excision of a specific part or tissue from the body. For example, a
"appendectomy" refers to the surgical removal of the appendix. The focus of this suffix is
clearly on the action of cutting out, which is essential in various medical contexts,
especially in surgeries. The other options refer to different medical concepts. For
instance, inflammation is typically indicated by the suffix -itis. Pain is often denoted by
the suffix -algia, and obstruction is usually referred to with terms like occlusion or
blockage rather than using a specific suffix. Understanding these distinctions helps
clarify the meaning and application of medical terms in practice.
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