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Professional Certificate in Medical Coding and Billing

Insurance Claims Processing

Insurance Claims Processing is a crucial component of the Medical Coding and Billing process. It involves
submitting and managing claims to insurance companies for healthcare services provided to patients.
Understanding key terms and vocabulary in insurance claims processing is essential for medical coders and
billers to ensure accurate and timely reimbursement for healthcare providers.

1. Claim: A claim is a request for payment submitted by a healthcare provider to an insurance company for
services rendered to a patient. It includes detailed information about the services provided, the diagnosis,
and the cost of treatment.

2. Payer: A payer is an entity responsible for processing and reimbursing claims. This can be an insurance
company, government agency, or any organization that pays for healthcare services.

3. Provider: A provider is a healthcare professional or facility that delivers medical services to patients. This
includes doctors, hospitals, clinics, and other healthcare organizations.

4. CPT Code: Current Procedural Terminology (CPT) codes are five-digit codes used to describe medical,
surgical, and diagnostic services provided by healthcare providers. They are essential for billing and
reimbursement purposes.

5. ICD-10 Code: International Classification of Diseases, Tenth Revision (ICD-10) codes are alphanumeric
codes used to describe diagnoses, symptoms, and procedures in healthcare settings. They are crucial for
medical coding and billing.

6. Clearinghouse: A clearinghouse is a third-party entity that processes and submits claims on behalf of
healthcare providers to insurance companies. It helps ensure claims are accurate and comply with payer
requirements.

7. Explanation of Benefits (EOB): An EOB is a statement sent by the insurance company to the patient and
healthcare provider after processing a claim. It explains the amount billed, allowed, and paid for services.

8. Pre-authorization: Pre-authorization is the process of obtaining approval from the insurance company
before providing certain services or procedures. It helps ensure reimbursement and coverage for the
services provided.

9. Coordination of Benefits (COB): COB is the process of determining which insurance plan is primary and
which is secondary when a patient is covered by more than one insurance policy. It helps prevent
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overpayment and coordination issues.

10. Denial: A denial occurs when an insurance company refuses to pay for a claim. It can be due to various
reasons, such as lack of medical necessity, coding errors, or missing information.

11. Appeal: An appeal is a formal request to reconsider a denied claim by providing additional information
or correcting errors. It is essential to maximize reimbursement and ensure accurate payment.

12. Fraud: Fraud is the intentional deception or misrepresentation of information for financial gain. It is
illegal and unethical in healthcare claims processing and can lead to severe consequences.

13. National Provider Identifier (NPI): An NPl is a unique 10-digit identification number assigned to
healthcare providers by the Centers for Medicare and Medicaid Services (CMS). It is used for billing and
identifying providers in electronic transactions.

14. Clean Claim: A clean claim is a claim that is submitted correctly the first time and contains all the
necessary information for processing. It helps expedite payment and reduces the likelihood of denials.

15. Remittance Advice: A remittance advice is a document sent by the insurance company to the healthcare
provider that explains the payment for each claim. It includes details such as the amount paid, adjustments,
and reasons for denial.

16. Timely Filing: Timely filing refers to the deadline for submitting claims to insurance companies. Missing
the deadline can result in claim denials and loss of reimbursement. It is essential to adhere to timely filing
guidelines.

17. Electronic Data Interchange (EDI): EDI is the electronic exchange of healthcare information between
providers, payers, and other entities. It streamlines claims processing, reduces errors, and improves
efficiency.

18. HIPAA: The Health Insurance Portability and Accountability Act (HIPAA) is a federal law that protects the
privacy and security of patient health information. It sets standards for electronic transactions and
safeguards patient data in claims processing.

19. Medical Necessity: Medical necessity refers to services or procedures that are reasonable and necessary
for the diagnosis or treatment of a patient's condition. It is a key factor in determining coverage and
reimbursement for healthcare services.

20. UB-04: The UB-04 is a standard claim form used by hospitals, clinics, and other institutional providers to
bill for services. It includes information about the patient, services provided, and costs incurred.

21. CMS-1500: The CMS-1500 is a standard claim form used by healthcare professionals and suppliers to bill
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for services provided to patients. It includes information about the provider, patient, services rendered, and
costs.

22. Fee Schedule: A fee schedule is a list of predetermined prices for healthcare services established by
insurance companies or government agencies. Providers use fee schedules to determine reimbursement
rates for services.

23. Third-Party Administrator (TPA): A TPA is an organization that processes claims on behalf of insurance
companies or self-insured employers. TPAs handle claims processing, customer service, and administrative
tasks for payers.

24. Medical Billing Software: Medical billing software is a tool used by healthcare providers to create,
submit, and manage claims electronically. It helps streamline the billing process, reduce errors, and improve
efficiency.

25. Upcoding: Upcoding is the practice of assigning a higher-level code to a service or procedure than is
justified. It can result in increased reimbursement but is illegal and can lead to penalties and fines.

26. Downcoding: Downcoding is the practice of assigning a lower-level code to a service or procedure than
is justified. It can result in decreased reimbursement and is a common reason for claim denials.

27. Coordination of Benefits Agreement (COBA): COBA is an agreement between Medicare and other payers
to coordinate benefits for patients with multiple insurance coverage. It helps prevent duplication of
payments and ensures accurate reimbursement.

28. Fee-for-Service: Fee-for-service is a payment model in which healthcare providers are reimbursed based
on the services provided. It is commonly used in traditional insurance plans and requires providers to bill for
each service separately.

29. Capitation: Capitation is a payment model in which healthcare providers receive a fixed amount per
patient per month regardless of the services provided. It incentivizes providers to focus on preventive care
and cost-effective treatments.

30. Revenue Cycle Management: Revenue cycle management is the process of managing the financial
aspects of healthcare services, from patient registration to claims processing and reimbursement. It includes
billing, coding, collections, and financial reporting.

31. Superbill: A superbill is a document used by healthcare providers to record services rendered to a
patient for billing purposes. It includes CPT codes, ICD-10 codes, and other relevant information needed for
claims processing.

32. Compliance: Compliance refers to adhering to laws, regulations, and ethical standards in healthcare
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claims processing. It is essential to prevent fraud, ensure accurate reimbursement, and protect patient
information.

33. Medical Record: A medical record is a comprehensive document that contains a patient's health
information, including medical history, diagnoses, treatments, and test results. It is essential for coding and
billing accurate claims.

34. Credentialing: Credentialing is the process of verifying a healthcare provider's qualifications, experience,
and licensure to ensure they meet the standards for participation in insurance networks. It is necessary for
providers to be reimbursed for services.

35. Compliance Program: A compliance program is a set of policies and procedures designed to ensure
adherence to legal and ethical standards in healthcare claims processing. It helps prevent fraud, errors, and
noncompliance with regulations.

36. Medical Coding: Medical coding is the process of assigning alphanumeric codes to describe diagnoses,
procedures, and services provided to patients. It is crucial for accurate billing, claims processing, and
reimbursement.

37. Data Entry: Data entry is the process of inputting information into a computer system for claims
processing. It requires accuracy and attention to detail to ensure claims are submitted correctly and
promptly.

38. Accounts Receivable (AR): Accounts receivable is the amount of money owed to a healthcare provider
for services rendered but not yet collected. Managing AR is essential for cash flow and financial stability in
healthcare organizations.

39. Electronic Health Record (EHR): An electronic health record is a digital version of a patient's medical
history, including diagnoses, treatments, medications, and test results. EHRs facilitate information exchange
and streamline claims processing.

40. Reimbursement: Reimbursement is the payment made to healthcare providers by insurance companies
or payers for services provided to patients. It can be based on fee schedules, contracts, or negotiated rates.

41. Medical Necessity Review: A medical necessity review is an evaluation of the appropriateness and
justification of healthcare services provided to ensure they meet clinical guidelines and payer requirements
for reimbursement.

42. Claim Status: Claim status refers to the current stage of processing a claim, such as pending, paid,
denied, or under review. Monitoring claim status is essential for tracking reimbursement and resolving
issues promptly.
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43. Secondary Payer: A secondary payer is an insurance company or entity responsible for covering costs
not paid by the primary insurance plan. Coordination of benefits ensures accurate reimbursement from
secondary payers.

44. Clean Claim Rate: The clean claim rate is the percentage of claims submitted correctly the first time
without errors or omissions. A high clean claim rate reduces denials and accelerates reimbursement for
healthcare providers.

45, Electronic Remittance Advice (ERA): An ERA is an electronic version of a remittance advice sent by the
insurance company to the healthcare provider. It provides details about claim payment, adjustments, and
denials in a standardized format.

46. Medical Billing Specialist: A medical billing specialist is a healthcare professional trained to process and
submit claims for reimbursement. They are knowledgeable about coding, billing regulations, and insurance
requirements.

47. Referral: A referral is a recommendation from a primary care physician to see a specialist or receive
specific healthcare services. Referrals may require pre-authorization from the insurance company for
coverage and reimbursement.

48. Health Insurance Claim Form: The health insurance claim form is a standardized document used to
submit claims to insurance companies for reimbursement. It includes patient information, services provided,
and billing details.

49. Explanation of Review (EOR): An EOR is a document sent by the insurance company to the healthcare
provider that explains the decision on a claim, including payment, denials, and adjustments. It helps
providers understand reimbursement decisions.

50. Accounts Payable (AP): Accounts payable is the amount of money owed by a healthcare provider for
goods and services received but not yet paid. Managing AP is essential for financial stability and vendor
relationships in healthcare organizations.

Understanding these key terms and vocabulary in insurance claims processing is essential for medical
coders and billers to navigate the complex healthcare reimbursement system. By mastering these concepts,
healthcare professionals can ensure accurate coding, timely submission of claims, and maximum
reimbursement for services provided to patients.
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