The County of Santa Cruz |
Integrated Community Health Center Commission
MEETING AGENDA

November 7, 2019 @ 11:00 am

Meeting Location: 1080 Emeline Ave., Suite D, DOC Conferehce Room, Santa Cruz, CA 95060
1939 Harrison Street, Suite 211, Oakland, CA 94612
40 Eileen St., Watsonville CA 95076

ORAL COMMUNICATIONS - Any person may address the Commission during its Oral Communications
period. Presentations must not exceed three (3) minutes in length, and individuals may speak only once
during Oral Corhmunications. All Oral Communications must be directed to an ftem not listed on today's.
Agenda, and must be within the jurisdiction of the Commission. Cammission members will not take
actions or respond immediately to any Oral Communications presented, but may choose to follow up at
a later time, either individually, or on a subsequent Commission Agenda.

1. Welcome/Introductions

2. Oral Communications ‘

2. September 5, 2019 Meeting Minutes — Recommepd for Approval

4. Quality Management Committee Update

5. Pharmaceutical Rep Policy — Recommend for Approval

6. Warm Hand Off Policy — Recommend for Approval

7. Attendancg - Integrated Community Health Center Commission Meetings

8. Update to HSA Billing Fiscal Office Policy and Proce_dui.'es 100.03 — Recommend for Approval

9. Long Term Space Needs for South County-

10. Financial Update

11. CEO Updaté

 Action Item . Person(s) Date - Comments
: Responsible . Completed
Review and Visit metrics annually, Include. IBH In | lullan
future reviews.
Raquel to research Dientes survey company and see | Raguel
how expensive it is and report back to the
comrnission. . ‘
Julian to add expenditure in the “Impacts” secticn of- | Jullan
the flscal repoit. B
Add column and show compar!son data to state and | Raquel
national averages. '
Bring updated corrected UDS report. - Raquel
New Calendar with back up meeting dates. Mary

Next meeting: December 5, 2019 11:00 am- 1:00 pm -
1080 Emeline Ave., Bldg., D {DOC Conference Room, 2™ Floor} Santa Cruz, CA 95060







The County of Santa Cruz Integrated Community Health
Center Commission

Minute Taker: Mary Olivares

Minutes of the meeting held September 5, 2019

_ Attendance
Christina Berberich ad Member
Rahn Garcla ' "~ | Meinber
Marco Martinez-Galarce Member
Len Finocchio Member
Caitlin Brune ‘ Member
Pamela Hammond . | Member _
Raquel Ramirez Ruiz County of Santa Cruz, Senior Health Services Manager
Julian Wren _ County of Santa Cruz, Administrative Services Manager
Mary Ofivares County of Santa Cruz, Administrative Alde
Meeting Commenced at 11:09 am and
Concluded at 1:03 pm
1. Excused/Abgent:

Absent: Gustavo Mendoza
Absent: Bertha Villalobos
Absent: Dinah Phillips
Excused: Amy Peeler

2. Welcome/Introductions

3. Oral Communications:

Dr. Michele Violich, Medical Director and Walter Espinoza, Health Center Manager thanked the Comrmission for coming

to the Watsonville Health Center (WHC). They stated last month they saw an 18% patient increase. They would like to
expand the OB care and have an expanding Medication Assisted Treatment Program, but space is a limiting factor. Therg
was much discussion on plumbing, AC issues, and long-term county space needs and functions. The Commission stated it
would be useful to have a presentation on the strategic plan to understand County’s long-term planning for infrastructure
needs. Raquel also mentioned there is an Infrastructure grant avzilable from the Central Californta Alllance for Health she
will investigate for construction. The Commission would like this item added on future agendas to be called “long term
__space needs for south county™. :

4. September 5, 2019 Meeting Minutes - Action ftem

Review of September 5, 2019 Meeting Minutes - Recommended for Approval. One change to minutes was to correct next
meeting date to state Sept. 5, 2019. Rahn moved to accept with change of date, Caltlin second, and the rest of the
members present were in favour, Christina abstained. '

5. ‘Service Area Review-Recommend for Approval

Raquel presented the Integrated Community Heatth Center Commission Annual Services Area review for approval, Raguel
stated the goal Is to define and review the boundaries of the catchment area to be served, including the identification of the -
medically underserved. This is done once a year to ensure services provided are available and accessible to residents
promptly and appropriately, Raquel went over the process: review and define services area, map of medically underserved
populations, Health Center locations, service area zip codes declared on HRSA Form 5B: service sites, uniform data system
and review analysis & conclusions. Staff recommended to update the zip codes to more accurately reflect the patient
population. Rahn moved to accept, Marco second, and the rest of the members present were In favour. -

6. Quaiity Management Compruttee Undate

Raquel reported to Commissicn that the Peer Review Committee is working on a tool for our emplove;es to have a

formal way to address issues observed in clinic. This will be avaiiabie to employees slectronically and cempiaints will be
sent directly to Rague! for review then she will triage the complaint to the Peer Review Committee, Chief Medical Officer,
Chief of Clinic Services; Medical Directors, and/or Personnel. Raquel stated she hapes to have this launched toemployees
within the next 2 months. Raquel also gave an update on mortality data, she stated there were six deaths reported iast
month and that all had received proper treatment. Raquel also stated that she Is Inoking for an agency to cantract with to
conduct the patient satisfaction surveys. This will streamline the process and will result in survey data collected year-

round. This will improve patient feedback and wiil guide quality improvement, projects.
7. Financial Update - Approval Jsl adet]

Julian went over budget highlights. He stated telecommunication cost were higher than expected ($200k), $847,707 was
transferred from trust fund to keep net county cost at estimated actuals. He stated efficiencies and improvements from

open encounter to registration to business office team to increase collections. Expenditures were also down and revenue in
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general was down due to provider vacancies and remodels. Julian presented visit metrics this is a weekly total of all arrived
completed appointments, he stated at another meeting he will bring back break down by clinic. Other information Julian

presented was General prioritization, increase collections, reduce cost to collect, and Increase patient satisfaction. He stated
in November he's having a billing expert come In to give suggestions on how we can be more efficient, Julian stated he will

report back on this. -

© 8. CEOupdate . s

Raquel gave an update on Amy’s behalf on the following: She stated that Medication Assisted Treatment (MAT) received a
grant through Janus that is helping fund position of 1 Admin Aide, and 2 Medical Assistants. She also stated that Clinics is
looking at group therapy, and yoga sessions for our patients. The Health Services Agency hired Assistant Director, Marcus
Pimentel.

Other items discussed at this time:
« Commission wants 30-minute alone time prior to each meeting with clinic staff and management and to rotate
" each meeting to each of the sites with communication and forewarning as to what to expect.
«  Commission would like someone from HPHP clientele on the commission.,
« Commission would like ongging communications about progress on the Clinic strategic plan.

Action items: :

Commission Committee would like an updated calendar to list back up meeting dates.

Some of HRSA requirements have changed a bit Amy will-report back at our next meeting. ]

Commission would like this item added on futuré agendas to be called “long term space needs for south county™.

Julian presented visit metrics this is a weekly total of all arrived completed appointments, he stated at next meeting he
will bring back break down by clinic, -

Next Meeting: October 3, 2019 1100 am - 1:00 pm
1080 Emeline, Santa Cruz, CA

O Minutes approved

, , ‘ [ 1
(Signature of Board Chair or Co-Chair) (Date)
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SUBJECT: POLICY NO.:
Ph tical Re i
armaceutic presentatives 100.08
PAGE: 1 OF 1
e ETECTVEDATE: | coumorsumons
HEALTH SERVICES AGENCY
APPROVED BY: REVISED: Clinics and Ancillary Services
Amy Peeler, Chief of Clinic
Services
GENERAIL STATEMENT:

The practice of accepting free pharmaceutical samples risks interference with provider prescribing
practices since industry representatives often provide the newest and most costly drugs. Therefore, free
pharmaceutical samples and vouchers for free pharmaceutical samples may not be accepted.

REFERENCE:
None.

PROCEDURE:

Pharmaceutical samples must not be accepted except when samples are necessary for patient education
{e.g., instructing patients in the use of inhalers), they may be accepted, provided they do not carry the
name of a company or the name of the company is covered.

Free gifts such as non-educational lunches and items imprinted with product logos must never be
accepted.

Health Center staff will inform patients of affordable options for obtaining medicines. Examples are
pharmaceutical assistance programs, vouchers, and retail pharmacies with low-cost medicines.

To protect patients, patient care areas, and work schedules, access by pharmaceutical, medical testing and
other industry representatives to individual providers must be restricted to non-patient care areas. Access
will be permitted only on invitation from a medical director. Invitations should be appropriately
communicated to health center staff,
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SERIES: 300 EFFECTIVE DATE: COUNTY OF SANTA CRUZ
Patient Care and Treatment October 2019

HEALTH SERVICES AGENCY

APPROVED BY: REVISED: Clinics and Ancillary Services
Amy Peeler, Chief of Clinic
Services
GENERAL STATEMENT:

Physical and psychological wellness are intertwined. Systems of care that address the whole person
contribute to better patient outcomes and greater patient satisfaction. It is the policy of the Health Services
Agency Clinic Services Division to enlist psychologists, licensed clinical social workers, psychiatrists,
and psychiatric nurse practitioners as well as medical assistants and other staff to provide a range of
behavioral health services, including warm handoffs,

POLICY STATEMENT:

Warm handoffs are provided by members of the Integrated Behavioral Health (IBH) team in response to
requests from clinic staff including but not limited to reception staff, providers, medical assistants, nurses,
and health center managers. Warm handoffs support and extend the work of the medical staff by offering
brief, immediate, high quality behavioral health contacts for patients who may benefit from services.
Warm handoffs introduce behavioral health services and staff to patients and have been shown to increase
show rates, Warm handoffs reduce the stigma ofien associated with mental health care, Warm handoffs
may be used to address crisis and emergency situations,

1t is understood that the warm handoff is an on-call function and, by definition, uniquely demanding as it
frequently requires IBH staff to simultaneously address the needs of multiple individuals.

REFERENCE:
None.

PROCEDURE:

1. A warm handoff is appropriate and welcome anytime clinical or other staff believe it would be
helpful for the patient. Reasons for referral may include a patient with depression who has not
followed through with previous referrai to IBH, a patient requesting support for substance use
recovery, or a patient needing coping skills to deal with a life crisis or anxiety.

2. The warm handoff process differs by setting and is as follows:

Emeiine Ciinic: any staff may contact the IBH provider on duty by cailing the IBH line at x4808,
or going to room 101 and requesting a warm handoff. If the door is closed, staff
may knock on the door to interrupt. The provider on duty is responsible for
taking the warm handoff or finding another provider to do so.

Watsonville Health Center: staff contacts the IBH medical assistant (MA), who locates an IBH
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provider to do a warm handoff. If the MA is not available, staff may look at the
schedule to locate an available IBH provider and then contact them either by phone
or in person. If the office door is closed staff may knock on the door to interrupt.

3. In emergent circumstances, IBH team meetings may be interrupted and any member of the IBH
team can be asked for assistance and will either respond immediately or locate another member of
the team to do so.

4. IBH will make every effort to assist our medical colleagues when a warm handoff is requested.
Nevertheless, there will be times when a warm handoff is not available.

The IBH staff providing the warm handoff will not automatically be assigned that patient for
ongoing visits. The job of the IBH staff doing the warm handoff is to:

a.
b.

C.

Get information from the referring staff on the reason for the handoff.
Listen to and assess the needs of the patient.

Based on assessment, schedule the patient for an intake with an IBH clinician. The
immediacy of scheduling will depend on the needs of the patient. The choice of clinician
will also vary according to patient needs (e.g. requests for a therapist of a specific gender,
need for a Spanish speaking therapist etc.).

5. Warm handoffs must be documented in EPIC by IBH staff in the form of a SOPA note which
includes who requested the warm handoff and why and by using the following:

a.
b.
c.

d.

Encounter type: Interim note
Chief complaint when entered by a therapist: Behavioral health staffing note
Chief complaint when entered by psychiatry: Psychiatry consult

Header of note should state “Warm Handoff”

6. Warm handoffs are documented in EPIC by the referring provider and include a statement that the
warm handoff occurred, why the referral was made (e.g. concerns about low mood), and name of
the staff who provided the handoff.

7. Warm handoff procedure for medical staff:

a.
b.

c.

Provide IBH staff with name, age, and date of birth of the patient
Explain why the handoff is needed.

Escort IBH staff to exam room, unless the room is needed. If this is the case, the patient
can be escorted to the IBH staff office or to another vacant office.
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Introduce IBH staff. For MDs and psychologists use of the honorific “Dr.” is appropriate.

Briefly explain the reason for the handoff, “Dr. Brooks thought it might be helpful for
you to talk with Dr.Willkie about the loss of your cat.”

If possible, inject hope that IBH can help. Some examples:

“I refer to these guys all the time, they really help a lot of my patients.”
“You’re in good hands with IBH.”

“Our IBH psychiatry group is excellent; you will get great care.”

Inform IBH staff of intended disposition for patient (¢.g., after handoff, patient to wait for
MA to bring after visit summary, or patient to go to lab for blood draw, etc.)
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SERIES: 100 EFFECTIVE DATE:

L, | COUNTY OF SANTA CRUZ
Administration October 20194 | LTSNy oes ACONCT
APPROVED BY: REVISED: ! Clinics and Ancillary Services
Amy Peeler, Chief of Clinic Aueust-October July
Services 2017219 |
POLICY STATEMENT:

The Health Services Agency {HSA) Clinic Services Division {€8B)-operates county-run community
health centers. The purpose of this policy is to describe all billing policies and procedures currently in
use for ensuring assets are safeguarded, guidefines of grantors are complied with, and finances are
managed with accuracy, efficiency, and transparency.

HSA stafl with a role in the management of billing operations are expected to comply with the policies
and procedures in this manual.

These policies will be reviewed annually and revised as needed by the staff and approved by the HSA
Director and the Chief of Clinic Services.

PROCEDURE:

A. Billing Overview: Clinic Services Division will provide methods for appropriate and sensitive
evaluation of each patient's ability to pay for services rendered.

1. Financial screening of ¢ach patient shall not impact health care delivery.

2, Sereening The screening will include exploration of the patient's possible qualification
for specialized payer programs, Staff will encourage patients to apply for appropriate
funding programs and facilitate an application when appropriate.

3. The Business Office Manager and Health Center Managers are authorized to waive
patient fees due to expressed financial hardship or disputes.

B. General Payers

1. Medi-Cal: Most Medi-Cal patients are insured through Santa Cruz County's local
managed care provider, Central California Alliance for Health (CCAH). CCAH members

must be;
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a. Assigned to HSAESD for their primary care; or

b. Within their first 30 days of CCAH mcmbcfship and therefore not yet formally
assigned to a care provider (administrative member); or

c. Pre-authorized to be seen by an HSA &SD provider.

2. Patients who have State Medi-Cal are generally patients with restricted benefits or

transitioning to the managed care program.

3. Medicare: (non-managed care type} Recipients may qualify due to age and/or disability

or may-be a-dependent of an aged and/or disabled person.

4. Private Insurance; Contracted with Blue Shield PPO. Courtesy billing for other PPO

insurances is available; however, the patient is responsible for any costs not covered by
non-contracted insurance providers,

C. Specialized Payers

1. The following payer types are geverament-government-funded program and require
application screening to determine eligibility:

a. Family Planning, Access, Care and Treatment (Family PACT) program; State
program for family planning services. Covers annual exams, sexually transmitted
infection (STE) checks, birth control methods, and emergency contraception.

b. Every Woman Counts (EWC); Breast and cervical cancer screening and diagnostic
services. Covers clinical breast exam, screening and diagnostic mammogram,
pelvic exam, and pap.

¢. Child Health and Disability Prevention (CHDP) Program: Well care visits,
including immunizations, for children who are uninsured/underinsured. The age
limit is 18 years and 11 months, Grants 60 days of full Medi-Cal benefits while the
family formally applies for on-going insurance.

d. MediCruz: Locally funded program that provides specialty care to undocumented
patients who fall at or below 100% of the Federal Poverty Level. Patients fill out
an application and provide verification documents.
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D. Self-Pay Payers

L.

Uninsured patients, or patients with non-contracted insurance types, are responsible to
pay for visit costs, including ancillary services. Uninsured and-underinsured-patients are
encouraged to apply for the Ability to Pay (Sliding Fee) Program, if eligible.

E. Verification of Eligibility and Benefits Determination by Payer

1.

Medi-Cal

a. Eligibility Verification: Verification of coverage, testrictions, and eostcost-share must

be obtained through the Medi-Cal website, Patients who may be eligible for Medi-
Cal, but are not enrolled, will be encouraged to apply

. Benefits Determination: Onee the eligibility is verified, @ benefit type must be

reviewed. There are several types of Medi-Cal benefits, ranging from full scope to
restricted services. For additional information, the Medi-Cal provider manual can

be referenced for benefit rulings. If coverage indicates that the patient is a member
of CCAH, then eligibility and assignment must be verified via the CCAH website.

2. Central California Alliance for Health (CCAH)

a. Eligibility Verification: Information regarding the eligibility of coverage must be

obtained through the CCAH provider web portal,

. Benefits Determination: All Medi-Cal benefit rulings apply to CCAH patients

assigned to HSA; however, CCAl may offer more benefits than State Medi-Cal
(see CCAH provider manual).- If the patient is assigned to another provider, they
may only be seen by our office for a sensitive service or under the authorization
from their assigned primary care provider. A list of sensitive services can be found
on the CCAH website.

3. Medicare

a. Eligibility Verification: Medicere eligibility may be verified on-line through the

Trizetto Gateway EDI website or by phone, Some Medicae patients have
supplemental insurance coverage that may include commercial insurance or Medi-
Cal coverage.
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b. Benefits Determination: Co-insurances are due on the date of service. Normally
Medlcare requlrcs an annual dcductlble that must be met pnor to acccssmg

4. Other Government Funded Programs

a. Eligibility Verification: Government Funded Programs have eligibility period
{imitations, ranging from one day to one year. Eligibility periods for Family PACT,
EWC, and CHDP Medi-Cal can be obtained through the Medi-Cal eligibility
portal, MediCruz eligibility may be determined via the County’s MediCruz Office.

b. Benefits Determination

iii.

iv,

Family PACT: covers all birth control methods offered at the HSA
CLINICS, STI screenings, and treatments as part of the prithary benefits.
For secondary benefits, review the Family PACT Benefits Grid located
on the Medi-Cal website.

EWC: covers annual cervical and breast cancer screenings as part of the
primary benefits. For secondary benefits, review the covered procedure
list located on the Medi-Cal website.

CHDP: grants ful-full-scope Medi-Cal benefits on a temporary basis to
allow application processing for Medi-Cal.

MediCruz covers specialty care on a temporary and episedic basis.

5. Commercial Insurance

a—El|g1b1l1ty Verification: Eligibility will-mey-be verified with contracted insurances
using thc insurance company’s websnte or v1a the telephonc number provided on

b-a. _Benefits Determination; As insurance plan benefits vary significantly, it is the
patient’s responsibility to understand their insurance benefits prior to obtaining
services. Since understanding health insurance benefits can be challenging, as a
courtesy, HSAGSD staff may assist patients with obtaining coverage-information.
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F. Enrollment; Other State Funded Programs

HSA-GSD is a Qualified Provider allowed to screen, verify, and enroll uninsured end
underinsured patients in State-State-Funded Programs using the guidelines set forth by each of the
following programs:

1. CHDP Children’s-Health-& Disability Preveation(CHDE)

a. The CHDP program provides complete health assessments for the early detection
and prevention of disease and disabilities for low-income children and youth. A
health assessment consists of a-health history, physical examination, developmental
assessment, nutritional assessment, dental assessment, vision and hearing tests, a
tuberculin test, laboratory tests, immunizations, heafth educatiorn/anticipatory
guidance, and referral for any needed diagnosis and treatment.

b. Inaccordance with current CHDP guidelines, HSAESD staff wil! pre-screen
patients for program eligibility, and provide a program application to eligible
patients. Staff enters the completed application via the CHDP Gateway and prints
two paper cards, with one card signed by the participant’s parent and retained st
HSAGED. The other card is provided to the participant’s parent, along with a
verbal explanation from HSAGSD staff that the child is fully covered by Medi-Cal
until the expiration date printed on the card. It is the parent’s responsibility to
follow-up with County Human Services regarding further application requirements
for ongoing Medi-Cal eligibility.

2. Family PACTaet{FamPACT)

a, Family PACTast clients arc residents of California that demonstrate a need for
family planning services; but have no other source of family planning coverage,
and qualify for the program based on family income. Medi-Cal clients with an
unmet cost-cost-share may aiso be eligible. In accordance with Family PACTeet
guidelines, eligibility determination and enrollment are conducted by HSACSD
staff (patient completes an application) with the point of service activation,
granting the applicant up to one year of benefits for family planning and
reproductive heaith services. Qualified applicants are given a membership card and
informed about program benefits, state-wide access, as well as the renewal process.

3. GaneerDetectionProgrom-(CBR)}-Every Woman Counts (EWC)

uh
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‘a. EWC CancerDetectionProgram-tCPP) provides free clinical breast exams,

mammograms, pelvic exams, and Pap tests to California’s underserved women,
The mission of the EWCCDR is to save lives by preventing and reducing the
devastating effects of cancer for Californians through education, early detection,
diagnosis and treatment, and integrated preventive services, with special emphasis
on the underserved. Income qualification and age-age-related service information
are available at the EWCED® website.

. HSACSD staff will screen patients for eligibility in accordance with program

guidelines. The EWCEDP application packet is completed by the patient, and the
completed application is processed by HSACSD staff via the online portal. Patients
are issued a paper membership card granting up to one year of benefits for breast
and/or cervical services; and given information regarding program benefits and the
program renewal process. They are also instructed to present their membership card
when obtaining services outside of HSAGSPB, such as a mammogram.

G. Patient Information Policy

1. ' Exchange of Information

a. Registration forms are maintained by Registration staff. Patients are offered forms

or questions are asked verbally, depending on patient preference. Information is
collected on all new patients and updated at least every 12 months. All information
on the registration form must be collected. Patient-The patient address/phone
number must be confirmed at each visit. Registration form information is used to
collect demographic information necessary for program and egeney-agency-wide
reporting purposes.

2. Patient Scheduling

a. Appointment requests may be made in person or over the phone. At the time of an

appointment request, staff will confirm the patient’s name, date of birth, and phone
number, -Reesen-The reason for requesting to be seen will be requested to
determine appointment type and duration.

3. No Show and Late Cancels Defined

8. No Show Appointment: Patient-The patient does not arrive for a scheduled

appointment.
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b. Late Cancel Appointment: Patiest-The patient cancels an appointment less than 24
hours prior.

4. Follow-up

a. If deemed necessary by the medical provider, HSAGSD staff will follow up with
patienis unable to attend a previously scheduled appointment in order to schedule
another appointment or determine if the health issue has been resolved,

H. Ability to Pay Program

Ability to Pay is a sliding fee program available to uninsured or underinsured patients
who qualify according to family size and income (individuals/families living &t or below
200% of the Federal Poverty Level (FPL). Patients must first be screened for other public
insurance eligibility. Nominal fee charges apply to individuals and families with annual
incomes at or below 100% of the Federal Poverty Guidelines. Nominal fees shall be
waived for patients who are experiencing homelessness.

Patients interested in applying for this program are required to complete an application
and provide proof of household income and identification. Registration staff collects
preliminary income and family size documentation for each applicant; then enters the
information into the appropriate EPIC module for payment range determination in
accordance with FPL. Self-declaration of income and household information will be
accepted for the first 30 days; however, supporting documentation must be submitted for
full qualification (one year), If required documentation is not submitted witliin 30 days,
full visit charges will be applied.

For full program qualification, patients must provide photo identification and income
verification documents to support their application, such as:

a, Most recent Federal tax return

b. IRS form W-2 or 1099

¢. 2recent consecutive paystubs

d. Social Security, disability or pension benefit statements

¢. Documentation of other governmental assistance

7
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f. Verification of Student status and FAFSA form

g Unemployment Benefits / Workman’s Compensation
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1. Financial Policies
1. Accepted Forms of Payment

a. Cash: Cash is counted in front of the patient, payments are posted on the patient
account (via Epic), and a receipt is printed for the patient.

b. Credit/Dehit Card: Charge information is submitted via the credit card merchant
services portal. Payment is then posted on the patient account {via Epic), and a
receipt is printed for the patient.

¢. Personal Checks; Checks are verified with the patient’s name, the back of the check
is stamped with the Santa Cruz County Bank account information for deposit.
Payments are posted on the patient account (via Epic), and a receipt is printed for
the patient.

d. Money Orders; Money order backside is stamped with HSA Bank account
information for deposit. Payments are posted on the patient account (via Epic), and
areceipt is printed for the patient.

2. Payment Agreements; Payment agreements may be negotiated between the patient and
BO staff, providing up to three payment installments for past duc charges (over 30 days).

3. Refunds: Patient refunds are requested by BO staff using the appropriate County form
and require BO Manager approval. Once approved, the request for a refund check is
submitted to HSA Finance. Once prepared, the check is forwarded to the BO for delivery
coordination with the patient. BO staff documents the refund in the patient account.

4, Non-sufficient Funds (NSF) Returned Checks: NSF Returned Checks are received by
mail, email, or identified via bank account review by HSA Finance. The payment is
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reversed on the patient’s account; a new billing claim is created and the County’s NSF
fee charge of $40 is posted and billed to the patient.

Insurance Payments: HSA HSAGSD receives insurance payments in two forms:
electronic funds transfer and paper checks. All payments are reconciled to the
Explanation of Benefits (EOB), Remittance Advice (RA), or Electronic Remittance
Advice (ERA). EOB, RA, and ERA all provide detailed information about the payment.

Payments Received by Mail: BO staff are responsible for opening and sorting business
office mail. Insurance checks received by mail will be distributed to appropriate BO staff
membets for processing and deposit preparation, following established County
procedures. Payment detail may be posted manually using the correlated EOB via upload
to the practice management system through an ERA. For accounting checks and balances,
a separate BO staff person typically performs the final daily deposit.

Direct Deposits: Most direct deposits from third party insurances are accompanied by an
ERA uploaded to the practice management system. The biller will reconcile the bank
account direct deposits with the ERAs received.

¥-J.Billing Procedures

Encounter Development and Management

a. ICD, CPT, and HCPCS Code Upgrades: ICD and CPT codes are updated as needed
by HSAGSP’s practice management system vendor, Periodic manual updates are
made by BO staff as necessary; and at the request of the medical team. Fees are
updated at the beginning of each fiscal year, as applicable, following the Board of
Supervisors! approval of the Unified Fee Schedule. :

2. Encounter to Claim Process

a. HSACSD Medical Providers consists of physicians, nurse practitioners, physician
assistants, and registered nurses. Providers select CPT and ICD codes for every
outpatient face-to-face encounter. CPT codes include, but are not limited to:
evaluation and management (E&M) codes, preventative care codes, and/or
procedure codes depending on the type of service provided. Additional information
regarding coding, including program/payer specifications, can be found in -
HSAEGSE’s BO Operations Manual. Once providers complete documentation of an
encounter, a claim is generated.

10
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b. Claims that do not automatically transmit are retained in a billing work queue for
review by the BO. Following review, the claim is either corrected by a biller or.
coder as appropriate; or returned to the provider for consideration of chart level
correction. Following these reviews and possible changes, the ¢laim is then
submitted for processing.

¢. Claims are submitted through the payment clearinghouse in batches grouped by
payer type. The clearinghouse then forwards claims (o the prospective payers.
Claim batches are tracked weekly for transmission and payer acceptance.

Collections: HSAGSD makes every reasonable effort to collect reimbursement for
services provided to patients. This includes collection af the time of service, as well as
follow-up collection methods including statement dispatch and account notes.

Denial Management Procedure

a. Information regarding denied claims are uploaded into the practice management
system eloctronically or entered manually. BO staff are responsible for researching,
comecting, and resubmitting (or appealing) clean claims within a 30 day period
upon receipt of denial information. Researching may involve contact with the
payer, patient, or clearinghouse. Review-A review of the payerpayer-provider
manual may also serve as a resource for denied claims.

b. Discoveries may include: patient responsibility for all or part of the charges;
incorrect or incomplete information originally submitted to the payer;; claim and
EOB information must be forwarded to another insurance through a crogsover
claim process. Comecting the claim may require provider review, CPT or ICD code
update within the practice management system, and/or submission to asecondary
or tertiary insurance. As soon as the claim is corrected it may be resubmitted with
the next batch of claims. If a crossover claimg, then the required documentation is

submitted to the secondary third-pasty payer.

Patient Account Balances: -Patient’Patients with account balances of $15 or more are sent
a monthly statement. Patients with high unpaid balances aremight-alse-bare flagged
during the appointment registration process; and directed to the Busingss Office. Patients
with ac t balances under $15 h 6 mon 1d will be adjusted off using the

uncollectable adjustment code

Uncollectable and Bad Debt Adjustments

11
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a. Under the direction of the Business Office Manager, stafT will adhere to the
following write-off guidelines. Write-offs will be measured afier the menth-month-
end close and accounts will be audited as part of standard fiscal year-year-end
practice.

7. Write-off Adjustments by Payer
a. Medicare - Use uncollectible adjustment code

- Write off balances over ene-yeazl2 months from the Date of-ServigeDate of
Pos; (508DCP) when Medicare is primary.

e T e ey LT S e, T I

is secondary,

b. Commercial Insurance - Use uncoliectible adjustment code

- Write off balances over ene-year]2 months from the ROSGOP when
insurance is primary.

Write off balances over 18-+menths]12 months from the BOSDOP when
insurance is secondary.

¢. EWCBCEDP/CDP - Use uncollectible adjustment code
- Write off any balance evera-yearover 12 months from BOGSDOP.
d. Family PACT - Use uncollectible adjustment code
Write off any balance over ene-year12 months from BESDOP.

- Write off any unpaid lab work balance over J2 months from DOP-§-menths.

¢. CHDP - Use uncollectible adjustment code

- Write off any balance everayearover 12 months from BGSDOE. .

12

]

- = Formatted: Highlight

i ——

5 Formatted: Highlight

-

------ { Formatted: Highlight

S ——

_____ - -( Formatted: Highlight

————

... { Formatted: Highlight

..=+{ Formatted: Highlight




SUBJECT:
Billing Department and
Front Office Operations
Policies and Procedures

POLICY NO.:

100.03

PAGE: 13 OF 14

- Write off any unpaid lab work balance over_12 months from G-
f Medi-Cal - Use uncollectible adjustment code

- Write off any balance evera yearoyer 12 months old.

---'{Fcrmatted: Highiight
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g. CCAHAMianes - Use uncollectible adjustment code

- Write off any unpaid lab work balance over 12 months é-menths-from

DoReld - {Formatted: pighign __~ "]
- Write off any balance over a-yearl2 months from BESDO?. {Fm-";a_“’;d-_"i—'g_hl'gh:__%m o _J
- Write off any balance over #-msathe] 2 moznths from the 2GSDOF when .. -{ Formatted: Highlight l
Alliance is secondary. "*{ Formatted: Highlight ]

h. Self-Pay - Use-a bad debt adjustment code

- Wrile off any balance ever-one-yearl2 months from datc of fust billing.eld: .- ! Formatted: Highlight : )

= Write off any balance for patients not assigned to HSAESD following

Referral Authorization Form (RAF) denial or denial for out of county

managed care.
1_Beacun: Use ungolieepble adiestmenteuds I - -{Formatted: Highignt )
= Wérite off any halance i2 months from DOP, * i ( Formatted: Bulleted + Level: 1+ Aligned_ai:"]-.-f;" +
Indent at: 1.75" .

B *1 Formatted: No bullets or numbering

9:8. Other Adjustments

a. Billing Error (BE)— For duplicate claims, when a non-payable charge is billed to
esrinsurance; or a split claim is erroneously created.

b. Professional Courtesy (PC) — For charges disputed by patients or hardship waivers.

109, Month End Closing Procedure: The menth-month-end closing is petformed at
the end of each month and involves the reconciliation of payments and charges for that

period.
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Reconciliation: For every insurance payment received, BO staff will log the
payment on a spreadsheet titled Record of Receipt (ROR) and E-remit tracking
prior to posting the payment in the practice management system. At the end of the
month, assigned staff will reconcile the payments deposited into HSA’s bank
account with the ROR entered onto the spreadsheet, and the payments posted in the
practice management system, Discrepancies will be reported to HSA Fiscal staff
assigned to HSAGSD.

All patient payments will be collected by BO staff and reconciled on a daily basis
in the practice management prior to deposit. Any discrepancies will be reported to
the Business Office Manager and HSA Fiscal.

. Claim dates will be reconciled by date of service. All charges to third party

insurances must be submitted prior to the menth-month-end closing,
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