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Contrary to what you may 
think… 
� THIS LECTURE DOES PERTAIN TO YOU!  

�  Are you a medical biller? 
�  Are you an office manager?  
�  Do you work in a Podiatry office?  



If you answered YES to any 
of the previous questions, 
what I am going to lecture 
on DOES  pertain to you.  
 



Fact 
� According to the National Provider 

Compliance Corporation: 
� Coding, billing, payment and 

noncompliance errors rate is 7.8%.  
�  In 2009 that equaled to $24.1 BILLION in 

overpayments and underpayments. 



A Few Most Common Causes 
of Audit Error (NPCC) 

�  Insufficient documentation 
� Documentation that doesn’t support 

medically necessity 
� Failure to submit documentation 
�  Incorrectly coded claims 



� Story… 
Shortly after I began working in the 
Podiatry office I work for we received a 
letter from Medicare. They asked for more 
then $10,000.00 BACK.  



�  I ended up going through claim by claim 
of the PAGES of patients and dates of 
services in which they felt the doctor had 
been OVERPAID.  

 



WHAT DID I FIND???  
 
� After reviewing what was billed with what 

the doctor dictated, nothing was up-
coded or bundled.  



WHAT DID I FIND? 
� Errors on the previous medical billers part. 

Period.  
� This included incorrect or missing 

modifiers, missing diagnosis codes (that 
the doctor had circled on his routing slip).  



Examples:  
� CPT: 11721   ICD-9 110.1  
What’s missing? 
 
� CPT: 11056   ICD-9: 443.89 
What’s missing?  
 



Simple errors lead to a 
large problem. 
 



IMMEDIATE SOLUTION 
 
�  I went through and corrected each and 

every claim.  
�  I filled put the proper Medicare 

documentation (hand written, with the 
photocopies allowed) and was able to 
retain all but 10% of the monies.  

� REMEMBER: 10% is $1,000.00 of the 
Podiatrists hard earned money that he did 
everything right to earn. 



How would you feel if your 
employer asked you for 
$1,000 back of your hard 
earned money because of 
some one else’s error.  
 



It does happen… So how 
do we avoid it? 
  



LONG TERM solution… 



Internal Audits 
While they won’t prevent Insurance 
Company Audits, internal audits will 
help lessen or eliminate money owed  



WHAT is an Audit???  
 
�  au·dit  (ô d t) 
�  noun 
�  1. An examination of records or financial 

accounts to check their accuracy. 
�  2. a review and evaluation of health care 

procedures and documentation for the 
purpose of comparing the quality of care 
provided with accepted standards. 

�  Mosby's Medical Dictionary, 8th edition. © 
2009, Elsevier. 



In other words: 
Check the medical billers work 
in connection with the 
Doctor’s SOAP notes.  
 



Keep in mind 
How to do this depends 
100% on the individual 
office.  
 



HOW to do this 
� Due to my past experience, I am super 

obsessive about this. 
�  I DO NOT transmit my claims until I have 

compared what I billed to what the doctor 
transcribe. 



1. The patient is seen 
 



2. Sometime within the next three day’s of the 
patient being seen I create the claim. On the 
routing slip I highlight what I billed, I highlight it 
because the DPM has already circle it. I bill an 
E&M code based on what I see on routing slip:  - 
-diagnosis 
-did he do an E-Rx 
- did he make a note that he discussed something 
with patient 
-did he dispend OTC product, etc.  
NOTE: I do not transmit/ mail this claim at this 
point… I’m creating summary for meaningful use 
 



3. At some point (hopefully 
sooner rather then later) the 
doctor creates a SOAP note. 
 



4. I retrieve the SOAP note 
(whether he dictates, uses 
the EMR system, or 
transcribes the SOAP note).  
 



•  I compare what the doctor 
DICTATED versus what I bill. 

 If there is a discrepancy, I speak to the doctor. 
 
EXAMPLE: the doctor circled 
ICD-9 110.1 tinea pedis   CPT 99213 
I read through the SOAP note and see that the 
99213 should be a 99212… I approach the DPM at 
an appropriate time and ask him why he feels I 
should bill a 99213? If his explanation is satisfactory, I 
give him back the patients chart and he has to 
adjust his note accordingly.  
 

 



REMEMBER: If its not recorded 
it didn’t happen.  
If we decide the 99213 should 
be a 99212, I correct the 
claim.  
If the 99213 should be a 99213 
the DPM updates his SOAP 
note. 



5. Only after all the claims I 
have in my transmit page 
are reviewed do I send the 
claims to the insurance 
company.  
 



DOES THIS SOUND LIKE A 
LOT OF WORK? 
 



AM I CONFIDANT THAT AT ANY 
TIME AN INSURANCE 
REPRESENTIVE CAN WALK INTO 
THE DOOR AND COMPARE AN 
EOB WITH A CHART?   
 



YES! Because… this is my 
system of internal audits that 
works for me due to a 
supportive staff, a patient 
doctor, and the ability to keep 
sane with approximately 50 to 
75 charts on  my office floor at 
any given time.  
 



Once again… 
� Keep in mind… How to do this depends 

100% on the individual office.  



CHALLENGE 
� For ONE week… 
� For every ten patients seen, go back and 

compare doctor’s note with what was 
billed for two patients.  

� What do you think you will find?  



Thank you 


