Checklist:  Third Party Collection Program 

(updated: 16 January 2006)

	Item
	Description:  Third Party Collection Program
	Y
	N

	1
	
	
	

	2
	How effective is the program in generating third party reimbursements in comparison to last FY?
	
	

	3
	Are all DD Forms 2569 indicating billable insurance reviewed and benefits/amount of coverage verified with the insurers and the results documented?
	
	

	4
	Are procedures in place to ensure precertification/preauthorization?  
	
	

	5
	Are procedures in place to ensure separation of duties (that is, that personnel performing billing functions are not also performing collection functions)?
	
	

	6
	Are all checks received processed, documented in a check log, stored in a safe, and deposited on a daily basis?  Are all valid denials and refunds approved by the TPCP/UBO manager?
	
	

	7
	Are appropriate insurance files maintained after discharge to include DD Form 2569, assignment of benefits, and copies of the  following: bills, checks received, correspondence and/or phone conversations, concurrent review and continue stay review documentation, and the explanation of benefits?  Are claims files maintained for the time period and in the manner required in the UBO manual?
	
	

	8
	According to the UBO manual, is all billing current?  This includes preparing and sending inpatient claims to the third party payer within 10 business days following completion of the medical record and preparing and sending outpatient claims within 7 days after the outpatient encounter information is obtained?  Are all claims for which payment is delinquent (reimbursement not received after 30 days) entered into a suspense file to be called on and monitored?
	
	

	9
	Are all billable beneficiaries (family members, retirees, and family members of retirees) that are admitted and that present for emergent and non-emergent outpatient care or ancillary services interviewed for billable insurance information by appropriate personnel?  Are the forms placed on the left side of the medical record?
	
	

	10
	Are clear and complete audit trails maintained on all claims and forwarded to the appropriate RJA office for pursuit of invalid denials and medical affirmative claims.
	
	

	11
	What are the 3 most common reasons for denial of claims since the last audit?
	
	


