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1. Which Medicare plan is specifically associated with
prescription drug coverage?

A. Medicare Part B
B. Medicare Part A
C. Medicare Part C
D. Medicare Part D

2. What documentation is essential for a Non-Formulary
Exception Request?

A. Proof of identity
B. Insurance eligibility details

C. Supporting documents indicating formulary alternatives
D. Patient’s consent form

3. In which scenario should a patient be advised to follow up
with their insurance provider?

A. After receiving a prescription

B. If they receive a claim denial

C. If they have not received a decision after a specified time
D. When they are changing healthcare providers

4. What type of care requires the documentation of a written
physician's order?

A. Emergency care
B. Billable care

C. Preventative care
D. Informal care

5. In the context of the insurance process, what does
"distance" refer to when considering patient care?

A. The total mileage a patient must travel for care

B. The time it takes to receive services

C. The proximity of a pharmacy to the patient

D. The difference in coverage rates based on location
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6. What must individuals do to ensure coverage in a Health
Insurance Marketplace plan?

A. Monitor changes within the plan

B. Submit all medical records

C. Seek prior authorization for treatments
D. Consult a case manager

7. What type of radiation therapy involves an internal
radioactive implant?

A. Radiosurgery

B. Brachytherapy

C. Stereotactic body radiation therapy (SBRT)

D. Intensity modulated radiation therapy (IMRT)

8. What is likely a common goal of the PA system in
healthcare?

A. To streamline the payment process for providers

B. To ensure medical necessity and reduce unnecessary
spending

C. To eliminate all authorizations for services
D. To prioritize patient convenience above all else

9. If a procedure's CPT code is assigned for a benign lesion
but the pathology report identifies it as malignant, can the
claim be submitted using the assigned code?

A. Yes, if documented correctly

B. No, because the lesion was identified as malignant
C. Yes, as long as the patient consents

D. No, unless a new CPT code is assigned

10. What documentation is required to verify that a physician
reviewed a report in the EHR?

A. Patient medical history

B. Dr. Valejos's electronic signature

C. A printed copy of the report

D. Billing codes used for the consultation
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1. Which Medicare plan is specifically associated with
prescription drug coverage?

A. Medicare Part B
B. Medicare Part A
C. Medicare Part C
D. Medicare Part D

Medicare Part D is specifically designed to provide prescription drug coverage for
individuals enrolled in Medicare. This plan allows beneficiaries to obtain medications
through private insurance companies that are approved by Medicare. Part D coverage is
essential for managing the medication needs of Medicare beneficiaries, as it helps to
offset the costs associated with prescriptions. Medicare Part A primarily covers inpatient
hospital stays, skilled nursing facility care, hospice care, and some home health services.
Part B covers outpatient care, preventive services, and certain medical supplies. Part C,
also known as Medicare Advantage, combines Part A and Part B coverage and may
include additional benefits, such as vision and dental care, but does not focus solely on
prescription drugs. Thus, Medicare Part D stands out as the dedicated program for
prescription drug coverage, ensuring that beneficiaries have access to necessary
medications with the support of insurance.

2. What documentation is essential for a Non-Formulary
Exception Request?

A. Proof of identity
B. Insurance eligibility details

C. Supporting documents indicating formulary alternatives
D. Patient’s consent form

The essential documentation for a Non-Formulary Exception Request includes supporting
documents indicating formulary alternatives. This documentation is critical because it
provides a justification for why the prescribed medication that is not on the formulary is
necessary for the patient's treatment. This justification can include clinical information
that demonstrates that the alternatives available on the formulary are not suitable for
the patient due to factors such as ineffectiveness, adverse effects, or other medical
contraindications. Having supporting documents that illustrate the shortcomings of
formulary alternatives not only strengthens the request but also aligns with the criteria
that insurance companies typically use when reviewing such exceptions. This ensures
that the request is thoroughly substantiated, which increases the chances of approval for
the non-formulary medication. While other choices may seem relevant, they do not
address the core requirement of justifying the need for the non-formulary medication.
Proof of identity, insurance eligibility details, and a patient's consent form may have
their importance in different contexts, but they do not specifically support the request
for an exception based on the clinical necessity of the drug in question. Therefore, the
correct approach is to focus on the supporting documents that highlight the reasons for
needing the non-formulary medication.
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3. In which scenario should a patient be advised to follow up
with their insurance provider?

A. After receiving a prescription
B. If they receive a claim denial

C. If they have not received a decision after a specified time
D. When they are changing healthcare providers

In the scenario where a patient has not received a decision after a specified time, it is
crucial to advise them to follow up with their insurance provider. This situation indicates
that there has been a delay in processing their request—whether it be for a prior
authorization, claim payment, or other insurance-related inquiries. Following up ensures
that the patient can check on the status of their request, address any potential issues
that may have caused the delay, and ultimately facilitate timely access to necessary
medical services or medications. This proactive approach is important for maintaining
clear communication with the insurance company, as it can help clarify the reasons for
the delay and expedite the process. Being informed of the status allows patients to take
appropriate actions if needed, ensuring continuity of care and minimizing disruptions to
their treatment plan.

4. What type of care requires the documentation of a written
physician's order?

A. Emergency care
B. Billable care
C. Preventative care

D. Informal care

Billable care requires the documentation of a written physician's order because it
involves services that are intended to be billed to insurance. For billing purposes, it is
essential to have clear documentation indicating that a physician has authorized the
necessary treatments or procedures. This order serves as proof that the prescribed care
is medically necessary and meets the criteria set by insurance providers for
reimbursement. In contrast, emergency care typically does not require prior
authorization, as the situation demands immediate attention and often occurs without
the ability to obtain a physician's order beforehand. Preventative care, while important,
does not always necessitate a specific written order to be billed, as many preventative
services are covered without requiring a physician’s directive. Informal care refers to
non-professional help often provided by family or friends, which usually does not fall
under the realm of structured medical billing or requirements for physician orders.
Thus, billable care stands out as the type that strictly requires the appropriate
documentation from a physician to ensure compliance with billing regulations and to
support claims for reimbursement.

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



5. In the context of the insurance process, what does
"distance" refer to when considering patient care?

A. The total mileage a patient must travel for care
B. The time it takes to receive services

C. The proximity of a pharmacy to the patient
D. The difference in coverage rates based on location

When discussing "distance” in the context of the insurance process concerning patient
care, it specifically refers to the total mileage a patient must travel to receive necessary
healthcare services. This concept emphasizes the physical distance a patient needs to
cover to access providers, facilities, or pharmacies. Understanding this aspect is crucial
in evaluating the accessibility of healthcare services, as longer distances can impact a
patient'’s ability to receive timely care. While the other choices touch on relevant aspects
of patient care and insurance, they do not directly encapsulate the meaning of "distance"
as it pertains to the context of travel for healthcare. The time it takes to receive services
relates more to administrative processes rather than physical travel. The proximity of a
pharmacy is indeed important but does not encompass the broader scope of patient care
travel. Differences in coverage rates based on location fall under considerations of
insurance policy rather than the physical journey a patient undertakes.

6. What must individuals do to ensure coverage in a Health
Insurance Marketplace plan?

A. Monitor changes within the plan
B. Submit all medical records

C. Seek prior authorization for treatments
D. Consult a case manager

To ensure coverage in a Health Insurance Marketplace plan, individuals must monitor
changes within the plan. Health insurance plans can change their terms, coverage
options, and costs annually or even during the plan year. Being aware of these changes is
crucial for maintaining coverage and understanding what services and benefits remain
available. This vigilance allows individuals to adjust their healthcare choices and
financial planning accordingly, ensuring that they continue to receive the appropriate
care and coverage needed. In contrast, submitting all medical records is not a
requirement for maintaining coverage; while some documentation may be needed for
specific services, it's not an ongoing necessity. Seeking prior authorization for
treatments is relevant for certain services but does not pertain to the general
requirement of ensuring coverage with the Marketplace plan as a whole. Consulting a
case manager could be beneficial for navigating specific healthcare needs but is not an
essential step for ensuring the overall coverage in the plan. Therefore, monitoring
changes within the plan is the critical action that individuals must take.
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7. What type of radiation therapy involves an internal
radioactive implant?

A. Radiosurgery

B. Brachytherapy

C. Stereotactic body radiation therapy (SBRT)

D. Intensity modulated radiation therapy (IMRT)

Brachytherapy is a form of radiation therapy that involves placing a radioactive implant
directly inside or next to the tumor. This internal delivery of radiation allows for a higher
dose of radiation to target the cancerous tissue while minimizing exposure to
surrounding healthy tissues. The proximity of the radioactive source to the tumor
ensures that the cancer cells receive an effective dose for treatment. In contrast,
radiosurgery is typically a non-invasive technique that delivers focused radiation beams
from outside the body, rather than through internal implants. Stereotactic body radiation
therapy (SBRT) is also an external form of treatment, involving multiple high doses of
radiation precisely directed at the tumor. Intensity modulated radiation therapy (IMRT)
is a technique that changes the intensity of the radiation beams during treatment, which,
like SBRT, does not involve internal radiation sources but rather external beams aimed at
the tumor from various angles. This distinction in delivery methods is crucial in
understanding how different types of radiation therapy operate and their specific
applications in cancer treatment.

8. What is likely a common goal of the PA system in
healthcare?

A. To streamline the payment process for providers

B. To ensure medical necessity and reduce unnecessary
spendin

C. To eliminate all authorizations for services
D. To prioritize patient convenience above all else

A primary goal of the prior authorization (PA) system in healthcare is to ensure that
medical services and treatments are necessary and appropriate for the patient, which
helps to reduce unnecessary spending. By requiring authorization before certain services
can be performed, healthcare plans aim to scrutinize the medical necessity of those
services. This process helps to ensure that patients receive care that is based on clinical
need rather than on demand alone, thereby promoting efficient use of healthcare
resources. The PA system plays a vital role in controlling healthcare costs, maintaining
quality standards, and preventing fraud by evaluating the treatment plans submitted by
providers. This focus on medical necessity not only contributes to cost reduction but also
encourages the adoption of evidence-based medicine within clinical practices. In
contrast, other choices do not align closely with the main objectives of the PA system.
Streamlining the payment process is a secondary concern and does not reflect the core
purpose of prioritizing patient care and appropriateness. Eliminating all authorizations
for services is impractical and counterproductive to the very purpose of controlling costs
and ensuring necessary care. Lastly, while patient convenience is important, it is not the
primary focus of the PA process, which aims more at the responsible utilization of
healthcare resources.
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9. If a procedure's CPT code is assigned for a benign lesion
but the pathology report identifies it as malignant, can the
claim be submitted using the assigned code?

A. Yes, if documented correctly

B. No, because the lesion was identified as malignant
C. Yes, as long as the patient consents

D. No, unless a new CPT code is assigned

The scenario presented involves the appropriate coding of a procedure when there is a
discrepancy between the initial CPT code assigned and the findings of the pathology
report. In this case, if a procedure's CPT code was originally assigned for a benign lesion,
but pathology later identifies the lesion as malignant, the claim cannot be submitted
using the originally assigned code. This is primarily because CPT codes provide a
standardized means of describing procedures and services in a way that can be
universally understood. The assignment of a CPT code for a benign lesion indicates that
the expectation was that the outcome would match that classification. However, once the
lesion is reclassified as malignant based on pathology results, the implication is that the
nature of the procedure—and potentially the treatment required—has changed. This calls
for the use of a specific CPT code that reflects the malignancy, which may have different
implications for reimbursement and clinical management. Accurate coding is crucial for
compliance with healthcare regulations and helps ensure that providers are reimbursed
correctly for the services they provide. Therefore, using a code that reflects the pathology
report, which indicates malignancy, is essential for correct documentation and
processing of the claim.

10. What documentation is required to verify that a physician
reviewed a report in the EHR?

A. Patient medical history

B. Dr. Valejos's electronic signature

C. A printed copy of the report

D. Billing codes used for the consultation

The requirement for a physician's review of a report in the electronic health record
(EHR) is met by the physician's electronic signature. This electronic signature serves as a
formal acknowledgment that the physician has reviewed the report, affirming their
approval and engagement with the content. It creates a clear and verifiable record within
the EHR that can be referenced later, ensuring both accountability and accuracy in
patient care documentation. In contrast, while patient medical history, a printed copy of
the report, and billing codes may play important roles in a patient's overall medical
record or billing process, they do not specifically serve the purpose of verifying a
physician's review of a report. The other options do not provide the clear confirmation
that the physician has engaged with the report as an electronic signature does, which is
why the electronic signature is the appropriate documentation in this context.
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