






CAN I PROCESS 
THIS?



WHAT IF YOU COULD PREVENT DENIALS?

We created a Clinical Denial Prevention Unit to work in concert 
with our Case Managers (before bill drop) to:

• Convert tracking and reference numbers to authorization 
numbers prior to billing to avoid backend denials.

• Challenge improper requests for medical records to review 
services prior to the issuance of an authorization. 

• Fight concurrent or continuity of care denials and initiate a notice 
of disagreement of care to trigger the plan’s responsibility to 
assume care for patient under State law and 42 CFR Part 422. 

• Expedite transfer of a patient to ensure continuity of care. 
• Challenge a plan’s refusal to conduct retrospective review for 

unauthorized medically necessary services (provided after normal 
business hours, or when the patient’s insurance information was 
not provided, etc.) 

• Challenge improper denials of care after patient is discharged 
under Title 28, Part 422 or any other applicable regulation.

• Challenge medical necessity, reductions of level of care and 
disputed health care services under state and federal laws

• Fight prospective care (pre-certification) denials. 

We fight health plan unfair payment practices and deploy 
the company's renown, Web-based proprietary denial 

prevention and management program (REVAssurance) to:

Obtain Timely Authorizations | Accelerate Revenue Capture 
| Overturn Improper Denials | Decrease Bad Debt |

And Improve Operating Margin And Cash Flow.

www.erntraf.org



CASE STUDY
OBTAINING AUTHORIZATION AFTER 

PATIENT DISCHARGES (ERISA)













Letter Libraries

HAVE YOU CREATED:

Law Libraries

Blurb Libraries

Letter Libraries

Fax Cover Sheets with Laws

Registration Forms with Laws

Policies, Procedures, and Checklists

KPIs & Metrics (e.g. El Pollo Loco)











As you know, CMS recently announced an expansion of the Accelerated and Advanced Payment Program to 
a broader group of Medicare Part providers and Part B suppliers during the duration of the public health 
emergency declared by HHS Secretary Alex Azar in January. 

In that press release, CMS Administrator Seema Verma stated, “With our nation’s health care providers on 
the front lines in the fight against COVID-19, dollars and cents shouldn’t be adding to their worries. 
Unfortunately, the major disruptions to the healthcare system caused by COVID-19 are a significant 
financial burden on providers. Today’s action will ensure that they have the resources they need to 
maintain their all-important focus on patient care during the pandemic.”

During the COVID-19 crisis, [PROVIDER MEMBER] relies on timely authorizations and reimbursement by MA 
Plans to treat beneficiaries at high risk in the pandemic.

[ADD END].

BLURB CREATION 1



Medicare Advantage 
Appeals Timeline

To protect your rights, make sure to escalate your 
cases to ERN/The Reimbursement Advocacy Firm 
(TRAF) within the following timeframes.

YOU

60 Days
To request a reconsideration

PAYOR PAYOR

60 Days
To effectuate a payment 

reconsidered determination

Source: 42 CFR 
422.582(a-b)

42 CFR 
422.590(a)(2)

42 CFR 422.590(b)
42 CFR 422.618(a)

30 Days
To uphold the service denial and 

send to an IRE



MANAGING 
DENIALS







CAN I 
AUTOMATE 

THIS?



REVASSURANCE 4.0 KNOWLEDGE BASE
(FOR INTERNAL USE)



REVASSURANCE ONLINE



REVAssurance Online



REVAssurance Online



REVAssurance Online



REVAssurance Online



REVAssurance TURBO



REVAssurance Support



CAN I BEAT THIS?



THE POWER OF ASKING 
QUESTIONS

IN THE APPEAL PROCESS



DENIAL DETERMINATION EXERCISE:

The following is a sample timeline of a common denial. 
Use the facts below to complete this worksheet, and use it as a model in crafting your own questions:

• On 11/1/15, the patient presented to the emergency department of Hospital with severe crushing chest 

pains.

• On 11/1/15, Hospital called Careless Sr. Plan and Representative stated that the patient was eligible, effective 

5/1/12 to current, and issued a tracking number (See Exhibit A – Hospital Records*).

• On 11/2/15, Hospital faxed a face sheet to Careless Sr. Plan notifying of the patient’s admission and 

requesting authorization per: __________________________________________________________.

• On 11/5/15, patient discharged without any disapproval from Careless Sr. Plan.

• On 11/8/15, Hospital submitted the claim to Careless Sr. Plan electronically.

• On 2/5/16, Hospital called Careless Sr. Plan and Representative stated the claim was denied as not 

medically necessary, requesting medical records. (See Exhibit B – Explanation of Benefits*).

• To date, payment has not been released.

WHEN PAYORS WON'T LISTEN
The Power of Asking Questions in the Appeal Process

WHAT IS WRONG WITH THIS REQUEST?



1) WHAT IS THE DENIAL? _______________________________________________________________________

2) JURISDICTION:  [ ] STATE  [ ] HMO[ ] MA  [ ] VA  [ ] ERISA

3) EXCEPTION/EXEMPTION BOP SAMPLE QUESTION:

Please provide the statutory authority [PLAN:__________________] relies upon to request 
_____________________________________________________ for statutorily deemed authorized services?

4) EXCEPTION/EXEMPTION BOP SAMPLE ARGUMENT:

As you know, contact was made with the plan on __________ and [PLAN:__________________] issued a 
tracking/reference number (#________________). HERE, [PLAN:__________________] failed to approve 
care within one (1) hour of the request, failed to assume care via a physician with treating privileges at 
our hospital or transfer, failed to enter into an agreement with the treating physician, therefore your 
financial responsibility ended upon patient discharge. Please release the federal funds due the 
Medicare beneficiary.

WHEN PAYORS WON'T LISTEN
The Power of Asking Questions in the Appeal Process



SAMPLE DENIAL SCENARIOS – QUESTION SCRIPTS:

1) THE ER CT SCANS WERE DENIED AS NOT AUTHORIZED (42 CFR §422.113 (b)(2)(ii)).

2) OUR PHYSICIAN DETERMINED THE PATIENT WAS STABLE FOR TRANSFER OR DISCHARGE 
TWO DAYS PRIOR TO [DATE] (42 CFR §422.113 (b)(3)). 

3) WE DON’T DO PEER TO PEER REVIEWS CONCURRENTLY, ONLY RETROSPECTIVELY (42 CFR 
§422.113 (c)(3)(iii)(C)). 

4) WE NEED MEDICAL RECORDS FOR THE POSTSTABILIZATION SERVICES AND CARE—THE 
TRACKING/REFERENCE NUMBER IS NOT A GUARANTEE OF PAYMENT (42 CFR §422.113 
(c)(3)(iii)(A)). 

5) WE UPHELD OUR DRG DOWNCODE/VALIDATION.THERE ARE NO MORE APPEAL 
PROCEDURES FOR NON-CONTRACTED PROVIDERS (42 CFR §§422.590 (c)(3) and 422.592)). 

WHEN PAYORS WON'T LISTEN
The Power of Asking Questions in the Appeal Process



EXCEPTION/EXEMPTION BOP QUESTION CREATION:

Please provide the statutory authority [PLAN:__________________] relies upon to 
_____________________________________________________________________________________________________
________________ 

EXCEPTION/EXEMPTION BOP ARGUMENT CREATION:

As you know, 
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_______________ 

Please release the _________________________________ federal funds due the Medicare beneficiary.

WHEN PAYORS WON'T LISTEN
The Power of Asking Questions in the Appeal Process



We don’t show partiality. 
We work both small and big cases alike.
We collaborate when cases are too hard for us.
We aren’t afraid of anyone AND
WNITTF: WE’RE NOT IN THIS TO FAIL.

As advocates:



CONTACT US:
Ed Norwood, President
ERN/The National Council of Reimbursement Advocacy 
ednorwood@ernenterprises.org
(714) 995-6900 ext. 6926

www.ernenterprises.org

We fight for you.

You fight for their lives.


