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Note:  this procedure should be modified to describe the details of the workflow for scheduling, registering and resolving rehabilitation services in your organization.

OBJECTIVE

To establish a consistent and comprehensive process for Access processing for Recurring Rehab services.  
A.  POLICY

All Rehab patients must be scheduled appropriately for services including required scheduling information.  Complete scheduling information is required to complete comprehensive access processing prior to their scheduled date and time of service.  Comprehensive processing includes series account pre-registration, insurance verification, managed care requirement resolution, estimation of patient liabilities and financial education/resolution when indicated.  Series visits continuing over subsequent months will require the review and update of the patient data set, completion of an MSP for patients with Medicare coverage every 90 days, review of insurance for ongoing eligibility and an ongoing review/receipt of needed authorizations.  

B.  PROCEDURE

Initial visit
1. Physician identifies a need for Rehab services.   
2. Physician’s office electronically requests evaluation request and medical screening is completed automatically as part of service request.  

a. Physician’s office resolves any medical necessity screening issues prior to submitting evaluation request.    
3. Rehab department receives evaluation request from physician’s office.  Rules based work distribution and processing edits are initiated.  

a. Missing information is flagged for resolution.

4. Comprehensive dataset received and system recorded

a. Missing comprehensive data flagged for resolution

5. Electronic resource scheduling for Rehab evaluation completed.

a. If resources not available as requested, contact physician office to determine alternate date/time of services based on patient clinical needs.

6. Rehab evaluation notification provided automatically.

7. Medical necessity completed no later than scheduling contact and electronic ABN created for electronic signature at time of service.

a. Contact physician’s office to resolve any remaining medical necessity screening issues.

b. If services will not be medically necessary, prepare ABN for review with patient at time of final scheduling contact.

8. Financial screening requirements identified by system.

9. Electronic insurance verification completed with automated system.

a. If electronic insurance verification cannot be completed, initiate contact with insurance for manual verification.

b. If non-eligible response is received, flag to review insurance information with patient during scheduling contact.

c. If information required for verification is missing or incorrect, flag to review information with patient during scheduling contact.

d. If electronic verification does not provide needed benefit information, contact insurance to obtain required information.

10. Managed care contracts verified and requirements for authorization and/or pre-authorization resolved.

a. If non-contracted payer, initiate out-of-network processing.
b. If authorization/pre-certification required to be completed by physician office, contact physician office to complete.

11. Evaluation charges anticipated.

a. If pt. liability will be co-pay only, do not anticipate charges.

b. If no pt. liability is identified, do not anticipate charges.

12. Patient financial responsibility determined based on payer-specific contracts.

13. Patient contacted to discuss MSP, financial policies, amount due, financial assistance, charity, etc., account resolution achieved and system recorded.  
a. If patient states unable to pay for services, review financial assistance options including payment plan, discounts, Medicaid coverage, etc.

b. If patient uncooperative, refer to Organizational Financial Policy to determine service options.

14. Reservation finalized and patient clinical and arrival instructions provided to patient.
15. Set-up patient charts with the following:

a. Pre-registration form

b. Billing sheet

c. Financial responsibility form including identified patient liability information (i.e. co-pay, co-insurance, deductibles, non-covered services) for patient signature.

d. Note sheet

e. Initial clinical chart documents

16. Day prior to scheduled visit:

a. Final account review completed electronically prior to patient arrival; open items resolved.

b. Print individual therapist schedule

c. Place reminder call to new patients

d. Generate charging slips

e. Pull charts (may be pulled by therapists or access staff based on facility) 

17. Patients with account resolution completed prior to service qualified for fast track service.

a. Patients with unresolved items flagged for processing completion at the time of service.

18. Patient arrives for service:

a. “Arrive” patient in scheduling system

b. Obtain patient signatures on all required forms. 
c. Request identified POS payments, enter in the cash receipting application and issue receipt.  Complete daily balancing, reconciliation and cash deposit preparations according to cash processing procedures.
d. Insurance cards and other documents scanned directly into patient’s electronic folder.
19. Patients receive service.  

20. Evaluation charges entered, diagnostic and procedure coding completed.

Recurring Visits

21. Patients receiving additional services are scheduled for future services.

22. Charges anticipated for future services for patients with pt. liabilities that will be determined based on charges.
23. Medical necessity completed no later than scheduling contact and electronic ABN created for electronic signature at time of service.

a. Contact physician’s office to resolve any remaining medical necessity screening issues.

b. If services will not be medically necessary, prepare ABN for review with patient at time of final scheduling contact.

24. Financial screening requirements identified by system.

25. Electronic insurance verification completed with automated system.

a. If electronic insurance verification cannot be completed, initiate contact with insurance for manual verification.

b. If non-eligible response is received, flag to review insurance information with patient during scheduling contact.

c. If information required for verification is missing or incorrect, flag to review information with patient during scheduling contact.

d. If electronic verification does not provide needed benefit information, contact insurance to obtain required information.

26. Managed care contracts verified and requirements for authorization and/or pre-authorization resolved.

a. If non-contracted payer, initiate out-of-network processing.

b. If authorization/pre-certification required to be completed by physician office, contact physician office to complete.

27. Patient financial responsibility determined based on payer-specific contracts.

28. Patient contacted to discuss MSP, financial policies, amount due, financial assistance, charity, etc., account resolution achieved and system recorded.  

a. If patient states unable to pay for services, review financial assistance options including payment plan, discounts, Medicaid coverage, etc.

b. If patient uncooperative, refer to Organizational Financial Policy to determine processing alternatives based on patients clinical condition.

29. Reservation finalized and patient clinical and arrival instructions provided to patient.

30. Day prior to scheduled visit:

a. Final account review completed electronically prior to patient arrival; open items resolved.

b. Print individual therapist schedule

c. Place reminder call to patients

d. Generate charging slips

e. Pull charts (may be pulled by therapists or access staff based on facility). 

31. Patients with account resolution completed prior to service qualified for fast track service.

a. Patients with unresolved items flagged for processing completion at the time of service.

32. Patient arrives for service:

a. “Arrive” patient in scheduling system

b. Obtain patient signatures on all required forms. 

c. Request identified POS payments, enter in the cash receipting application and issue receipt.  Complete daily balancing, reconciliation and cash deposit preparations according to cash processing procedures.

d. Insurance cards and other documents scanned directly into patient’s electronic folder.

33. Patients receive service.  

34. Charges entered, diagnostic and procedure coding completed.

35. Scheduling system/Registration system utilized to identify patients nearing maximum visits, approval expiration dates, updated MSP screening, etc.

a. Chart review by therapist requested to determine if patient requires additional services.

b. Dr. contacted to obtain additional authorization, visits, etc.

c. New authorization, expiration date, # of visits entered in scheduling system, registration system and chart.
36. MSP completion with patient at scheduled visit each 90 day.  At the beginning of each month each rehab site will receive a listing of patients nearing 9 month re-registration date.  Rehab staff are responsible for reviewing the list and ensuring appropriate re-registration processing is completed including scanning existing chart information to new account #.    
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