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Role of a Biller 

As a medical biller, you can expect to start each day by contacting the medical offices you work with, giving 
them input on completed tasks and collecting any new files for billing. You'll also need to interact with 
insurance companies to check on the status of previously submitted bills and to send them new claims. The 
rest of your day typically involves processing files from the medical office, filling out insurance forms and 
checking that they are properly coded before submitting them to the appropriate insurance company. 
Depending on how much business you have, you may also need to spend part of your time finding and 
developing new clients. 

Understanding Medical Terminology and Codes 

A home health care biller must be able to understand medical terminology and billing codes and use them 
correctly on claim forms. This is one of the most important aspects of the job, since failure to use the right 
codes can result in the patient’s insurance denying a claim. 

Using Specialized Software 

Medical billing requires that you use industry-standard software programs to create and process bills. Your 
clients will expect this, and the insurance companies you’ll be dealing with require it. Be prepared not only to 
learn the software, but also to have to purchase a license to be able to use it. The right program will help you 
to make sure that you have all of the necessary patient information before submitting a claim. 

Working with Insurance Companies 

Part of your job as a home health care biller is to not only send a bill to the correct insurance company, but 
also to follow up on it. Some insurance companies may pay slowly, and it’s up to you to get in touch with the 
insurer to find out the status of the claim and when payment can be expected. If there’s a problem, you’re the 
one who goes back to the physician’s office, the hospital or clinic and gets the necessary information to 
complete the claim. 

Having Realistic Goals 

The Federal Trade Commission cautions those interested in home health care billing to investigate carefully 
before selecting a training program. Make sure you get accurate information about software, classes and 
current training materials, and take the time to check the program’s references before you sign up. Be 
prepared to take some time building up your business; you may find work more quickly if you already have a 
good relationship with a medical office. 
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Provider Enrollment 

Medicare Provider/Supplier Enrollment Applications 

The Medicare enrollment application (CMS-855 or Internet-based Provider Enrollment, Chain and Ownership 
System (PECOS)) is an Office of Management and Budget approved form and is available in PDF fillable format. 
This format allows a user to complete an application using Adobe Acrobat and save this information on their 
personal computer or download the application. To access the applications, please refer to the CMS Forms List 
link below. 

• CMS-855A Medicare Enrollment Application for Institutional Providers 
• CMS-855B Medicare Enrollment Application for Clinics, Group Practices,  

                          and Certain Other Suppliers 
• CMS-855I Medicare Enrollment Application for Physicians and Non-Physician Practitioners 
• CMS-855R Medicare Enrollment Application for Reassignment of Medicare Benefits 
• CMS-855O Medicare Enrollment Application for Eligible Ordering and Referring Physicians and Non- 

                           physician Practitioners 
• CMS-855S Medicare Enrollment Application for Durable Medical Equipment, Prosthetics, Orthotics,  

                           and Supplies (DMEPOS) Suppliers 
• CMS-855POH Medicare Enrollment Application for Physician Owned Hospitals 
• CMS-20134 Medicare Enrollment Application for Medicare Diabetes Prevention Program  

                          (MDPP) Suppliers 

SUBMITTING AN APPLICATION: 

Medicare enrollment application forms are fillable on your computer. This means that you can fill out the 
information required by typing into the open fields while the form is displayed on your computer monitor. 
Filling out the forms this way before printing, signing and mailing means more easily-readable information – 
which means fewer mistakes, questions, and delays when your application is processed. Be sure to make a 
copy of the signed form for your records before mailing. 

Signatures are still required to be handwritten. Don't forget to complete this important step prior to mailing 
your typed form(s). 
 
Keep in mind that typed forms are easier for Medicare to process, but the most efficient method for 
submitting your enrollment application is to use the Internet –Based Provider Enrollment, Chain and 
Ownership System (PECOS). PECOS guides you through the enrollment application, so you only supply 
information relevant to your application. PECOS also reduces the need for follow-up because of incomplete 
applications. Using Internet-based PECOS results in a more accurate application and saves you time and 
administrative costs. Click on the Internet- Based PECOS tab on the left to learn more. 

Mail your completed application and all supporting documentation to the Medicare fee-for-service contractor 
(also referred to as a carrier, fiscal intermediary, Medicare Administrative Contractor, or the National Supplier 
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Clearinghouse) serving your State or geographic location. To find the Medicare fee-for-service contractor 
serving your State or geographic location, please return to the "Overview" section of this web site and select 
the first download titled, "Medicare Fee-For-Service Contact Information."  To avoid delays in application 
processing, do not mail your application to the Centers for Medicare & Medicaid Services in Baltimore, 
Maryland. 

Note:  If you are enrolled in Medicare but have not submitted a CMS-855 since 2003, you are required to 
submit a complete application.  Providers and suppliers should follow the instructions for completing an initial 
enrollment application. 

By submitting a Medicare enrollment application, a physician provider or other supplier will establish an 
enrollment record in PECOS.  For physicians and eligible non-physician practitioners, this means that your 
name and National Provider Identifier will be added to the Ordering and Referring Report during the next 
update cycle. 

ADDITIONAL FORMS: 

The following forms are routinely submitted with an enrollment application: 

• Electronic Funds Transfer (EFT) Authorization Agreement (Form CMS-588) 
• Medicare Participating Physician or Supplier Agreement (Form CMS-460) 
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UB04 

The UB-04 uniform billing form is the standard claim form that any institutional provider can use for the billing 
of medical and mental health claims. It's printed with red ink on white standard paper. Although developed by 
the Centers for Medicare and Medicaid (CMS), the form has become the standard form used by all insurance 
carriers. 

The National Uniform Billing Committee and the American Hospital Association design and modify the 
specifications for the Official UB-04 Electronic Data Set. They publish the UB-04 Manual.  

Who Can Bill Claims Using the UB-04? 

Any institutional provider can use the UB-04 for billing medical claims. This includes: 

• Community mental health centers 
• Comprehensive outpatient rehabilitation facilities 
• Critical access hospitals 
• End-stage renal disease facilities 
• Federally qualified health centers 
• Histocompatibility laboratories 
• Home health agencies 
• Hospices 
• Hospitals 
• Indian Health Services facilities 
• Organ procurement organizations 
• Outpatient physical therapy services 
• Occupational therapy services 
• Speech pathology services 
• Religious non-medical health-care institutions 
• Rural health clinics 
• Skilled nursing facilities 
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Fields of the UB-04 

There are 81 fields or lines on a UB-04. They're referred to as form locators or "FL." Each form locator has a 
unique purpose. 

• Form locator 1: Billing provider name, street address, city, state, zip, telephone, fax, and country code 
• Form locator 2: Billing provider's pay-to name, address, city, state, zip, and ID if it's different from field 

1 
• Form locator 3: Patient control number and the medical record number for your facility 
• Form locator 4: Type of bill (TOB). This is a four-digit code beginning with zero, according to the 

National Uniform Billing Committee guidelines. 
• Form locator 5: Federal tax number for your facility 
• Form locator 6: Statement from and through dates for the service covered on the claim, in MMDDYY 

(month, date, year) format. 
• Form locator 7: Not in use 
• Form locator 8: Patient name in Last, First, MI format 
• Form locator 9: Patient street address, city, state, zip, and country code 
• Form locator 10: Patient birthdate in MMDDCCYY (month, day, century, year) format 
• Form locator 11: Patient sex (M, F, or U) 
• Form locator 12: Admission date in MMDDCCYY format 
• Form locator 13: Admission hour using two-digit code from 00 for midnight to 23 for 11 p.m. 

• Form locator 14: Type of visit: 1 for emergency, 2 for urgent, 3 for elective, 4 for newborn, 5 for 
trauma, 9 for information not available. 

• Form locator 15: Point of origin (source of admission)  
• Form locator 16: Discharge hour in same format as line 13. 
• Form locator 17: Discharge status using the two-digit codes from the NUBC manual. 
• Form locator 18-28: Condition codes using the two-digit codes from the NUBC manual for up to 11 

occurrences. 
• Form locator 29: Accident state (if applicable) using two-digit state code 
• Form locator 30: Not in use 
• Form locator 31-34 Occurrence codes and dates using the NUBC manual for codes 
• Form locator 35-36: Occurrence span codes and dates in MMDDYY format 
• Form locator 37: Not in use 
• Form locator 38: Responsible party name and address 
• Form locator 39-41: Value codes and amounts for special circumstances from the NUBC manual 
• Form locator 42: Revenue codes from the NUBC manual 
• Form locator 43: Revenue code description, investigational device exemption (IDE) number, or 

Medicaid drug rebate NDC (national drug code) 
• Form locator 44: HCPCS (Healthcare Common Procedure Coding System), accommodation rates, HIPPS 

(health insurance prospective payment system) rate codes 
• Form locator 45: Service dates 
• Form locator 46: Service units 
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• Form locator 47: Total charges 
• Form locator 48: Non-covered charges 
• Form locator 49: Page_of_ and Creation date 
• Form locator 50: Payer Identification (a) Primary, (b) Secondary, and (c) Tertiary 

• Form locator 51: Health plan ID (a) Primary, (b) Secondary, and (c) Tertiary 
• Form locator 52: Release of information (a) Primary, (b) Secondary, and (c) Tertiary 
• Form locator 53: Assignment of benefits (a) Primary, (b) Secondary, and (c) Tertiary 
• Form locator 54: Prior payments (a) Primary, (b) Secondary, and (c) Tertiary 
• Form locator 55: Estimated amount due (a) Primary, (b) Secondary, and (c) Tertiary 
• Form locator 56: Billing provider national provider identifier (NPI) 
• Form locator 57: Other provider ID (a) Primary, (b) Secondary, and (c) Tertiary 
• Form locator 58: Insured's name (a) Primary, (b) Secondary, and (c) Tertiary 

• Form locator 59: Patient's relationship (a) Primary, (b) Secondary, and (c) Tertiary 
• Form locator 60: Insured's unique ID (a) Primary, (b) Secondary, and (c) Tertiary 
• Form locator 61: Insurance group name (a) Primary, (b) Secondary, and (c) Tertiary 
• Form locator 62: Insurance group number (a) Primary, (b) Secondary, and (c) Tertiary 
• Form locator 63: Treatment authorization code (a) Primary, (b) Secondary, and (c) Tertiary 
• Form locator 64: Document control number also referred to as Internal control number (a) Primary, (b) 

Secondary, and (c) Tertiary 
• Form locator 65: Insured's employer name (a) Primary, (b) Secondary, and (c) Tertiary 
• Form locator 66: Diagnosis codes (ICD) 
• Form locator 67: Principle diagnosis code, other diagnosis and present on admission (POA) indicators 
• Form locator 68: Not in use 
• Form locator 69: Admitting diagnosis codes 
• Form locator 70: Patient reason for visit codes 
• Form locator 71: Prospective payment system (PPS) code 
• Form locator 72: External cause of injury code and POA indicator 
• Form locator 73: Not in use 
• Form locator 74: Other procedure code and date 
• Form locator 75: Not in use 
• Form locator 76: Attending provider NPI, ID, qualifiers, and last and first name 
• Form locator 77: Operating physician NPI, ID, qualifiers, and last and first name 
• Form locator 78: Other provider NPI, ID, qualifiers, and last and first name 
• Form locator 79: Other provider NPI, ID, qualifiers, and last and first name 
• Form locator 80: Remarks 
• Form locator 81: Taxonomy code and qualifier 
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Timely Filing 

Medicare Timely Filing Guidelines 

On March 23, 2010, President Obama signed into law the Patient Protection and Affordable Care Act (PPACA), 
which amended the time period for filing Medicare fee-for-service (FFS) claims as one of many provisions 
aimed at curbing fraud, waste, and abuse in the Medicare program.  Under the new law, claims for services 
furnished on or after January 1, 2010, must be filed within one calendar year (12 months) after the date of 
service. 

On January 21, 2011, the Centers for Medicare & Medicaid Services (CMS) announced four exceptions to the 
12-month, Medicare claim filing period. The exceptions, allowing extensions of the timely filing provisions, 
include Administrative Error, Retroactive Medicare Entitlement, Retroactive Medicare Entitlement Involving 
State Medicaid Agencies and Retroactive Disenrollment from a Medicare Advantage (MA) Plan or Program of 
All-inclusive Care of the Elderly (PACE) Provider Organization. 

The Social Security Act (Sections 1814(a)(1), 1835(a)(1), and 1842(b)(3)(B)) as well as the Medicare regulations 
at 42 CFR §424.44 (see http://edocket.access.gpo.gov/cfr_2009/octqtr/pdf/42cfr424.44.pdf on the Internet), 
specify the time limits for filing Medicare Fee-For-Service (Part A and Part B) claims.  

Prior to the passage of the Affordable Care Act on March 23, 2010, a provider or supplier had from 15 to 27 
months (depending on the date of service) to file a timely claim. 

• For services furnished in the first 9 months of a calendar year, claims had to be submitted to the 
appropriate Medicare contractor by December 31 of the following year.  
 

• For services furnished in the last 3 months of a calendar year, claims had to be submitted to the 
appropriate Medicare contractor by December 31 of the second following year.  

The Affordable Care Act (Section 6404) reduced the maximum period for submission of all Medicare Fee-For-
Service claims to no more than 12 months (one calendar year) after the date services were furnished. This 
time limit policy for claims submission became effective for services furnished on or after January 1, 2010. In 
addition, claims for services furnished prior to January 1, 2010, had to be submitted no later than December 
31, 2010. The Affordable Care Act (Section 6404) also mandated that CMS may specify exceptions to the one 
calendar year time limit for filing Medicare claims. 

CR 7270 instructs that claims for services furnished:  

• Prior to January 1, 2010, must be submitted no later than December 31, 2010.  
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• On or after January 1, 2010, the time limit for filing all Medicare Fee-ForService claims (Part A and Part 
B claims) is 12 months, or one calendar year from the date services were furnished.  

Exceptions Allowing Extension of Time Limit  

Medicare will allow for the following exceptions to the one calendar year time limit for filing Fee-For-Service 
claims:  

• Administrative Error: This is where the failure to meet the filing deadline was caused by error or 
misrepresentation of an employee, the Medicare contractor, or agent of the Department that was 
performing Medicare functions and acting within the scope of its authority. In these cases, Medicare 
will extend the timely filing limit through the last day of the sixth month following the month in which 
the beneficiary, provider, or supplier received notice that an error or misrepresentation was corrected.  
 

• Retroactive Medicare Entitlement: This is where a beneficiary receives notification of Medicare 
entitlement retroactive to or before the date the service was furnished. For example, at the time 
services were furnished the beneficiary was not entitled to Medicare. However, after the timely filing 
period has expired, the beneficiary receives notification of Medicare entitlement effective retroactive 
to or before the date of the furnished service In these cases, Medicare will extend the timely filing limit 
through the last day of the sixth month following the month in which the beneficiary, provider, or 
supplier received notification of Medicare entitlement retroactive to or before the date of the 
furnished service.  
 

• Retroactive Medicare Entitlement Involving State Medicaid Agencies: This is where a State Medicaid 
Agency recoups payment from a provider or supplier six months or more after the date the service was 
furnished to a dually eligible beneficiary. For example, at the time the service was furnished the 
beneficiary was only entitled to Medicaid and not to Medicare. Subsequently, the beneficiary receives 
notification of Medicare entitlement effective retroactive to or before the date of the furnished 
service. The State Medicaid Agency recoups its money from the provider or supplier and the provider 
or supplier cannot submit the claim to Medicare, because the timely filing limit has expired. In these 
cases, Medicare will extend the timely filing limit through the last day of the sixth month following the 
month in which a State Medicaid Agency recovered Medicaid payment from a provider or supplier. 
 

• Retroactive Disenrollment from a Medicare Advantage (MA) Plan or Program of All-inclusive Care of 
the Elderly (PACE) Provider Organization: This is where a beneficiary was enrolled in an MA plan or 
PACE provider organization, but later was disenrolled from the MA plan or PACE provider organization 
retroactive to or before the date the service was furnished, and the MA plan or PACE provider 
organization recoups its payment from a provider or supplier six months or more after the date the 
service was furnished. In these cases, Medicare will extend the timely filing limit through the last day of 
the sixth month following the month in which the MA plan or PACE provider organization recovered its 
payment from a provider or supplier. 
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Clearinghouses 

WHAT IS THE FUNCTION OF THE CLEARINGHOUSE IN MEDICAL BILLING? 

In medical billing, companies that function as intermediaries who forward claims information from healthcare 
providers to insurance payers are known as clearinghouses. In what is called claims scrubbing, clearinghouses 
check the claim for errors and verify that it is compatible with the payer software. 

The clearinghouse also checks to make sure that the procedural and diagnosis codes being submitted are valid 
and that each procedure code is appropriate for the diagnosis code submitted with it. The claim scrubbing edit 
helps prevent time-consuming processing errors. 

Each provider chooses which clearinghouse it wants to use for submitting claims. Most clearinghouse 
companies charge the providers for each claim submitted, and they also charge an additional fee to send a 
paper claim to a certain payer. 

ADVERTISING 

Clearinghouses may submit claims directly to the payers, or they may have to send a claim through other 
clearinghouse sites before reaching the payer(s). The claims may go through other clearinghouses for the 
following reasons: 

• The provider billing software isn’t compatible with the payer processing software, and the 
information needs to be reformatted prior to being sent to the payer. Because of the potential 
difficulties caused by incompatible software, clearinghouses require an initial enrollment period prior 
to sending claims for the first time. 

During the enrollment period, which can take up to four weeks, the clearinghouse tests the compatibility 
between the provider software and the payer software. Providers need to be mindful of this process so that 
their claims are not delayed. When using a new clearinghouse, verify the enrollment process before you 
actually need to submit live claims. 

• The payer isn’t enrolled in the same clearinghouse the provider uses. The provider pays the 
clearinghouse, and the insurance companies pay the clearinghouse. Each payer is identified by its 
clearinghouse electronic data interchange (EDI) number. This number serves as the payer’s “address,” 
or identifier, and it tells the clearinghouse which payer to send the claim to. 

If the payer isn’t enrolled in the same clearinghouse as the provider, the claim is sent to a clearinghouse that 
the payer is enrolled with. Take a look at a couple of examples. 

o Example 1: Provider Smith uses ABC billing software. Provider Smith then enrolls with XYZ 
clearinghouse. ABC software sends the claims entered into it to XYZ clearinghouse. Payer Gold 
is enrolled with the same XYZ clearinghouse. So XYZ receives Provider Smith’s claims and sends 
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them directly to Payer Gold. This is a simple exchange, and the claim is paid fairly quickly. 
 

o Example 2: Provider Smith uses ABC billing software and enrolls with XYZ clearinghouse. Payer 
Gold isn’t enrolled with XYZ clearinghouse; it’s enrolled with JKL clearinghouse. So XYZ 
clearinghouse must send the claims to JKL clearinghouse before they can be sent to Payer Gold. 
This exchange takes longer to get the claim from the provider to the payer and may delay 
payment. 

If a clearinghouse has to send a claim to other clearinghouses, the claims process takes longer. In addition, 
exchanges like this can perpetuate, with your claims going every which way before reaching the intended 
payer. Every time the claim is transferred, the chances of it being stalled or lost increases. To avoid this billing 
chaos, you need to know where the claims are going after they leave the provider. 

Why Clearinghouses Transmit Electronic Claims to Insurance Carriers, and Why the Service they Provide is 
Essential to Medical Practices.  

There are as many different types of claims clearinghouses as there are various types of medical claims; like 
pharmacy claims, dental claims, DME claims, in-patient facility claims, and out-patient medical professional 
claims. But the simplest way to explain what an insurance claims clearinghouse is and what they do is to paint 
a picture of the problem they solve –their piece of the puzzle. Imagine several million licensed healthcare 
professionals each using a different claim software, sending medical claims to over 4000 different insurance 
carriers, daily – across fifty different states – each state having its own insurance regulations; and then each 
carrier having its own internal software infrastructure. In essence you have the perfect recipe for an 
information super disaster. If on average just 10 medical claims per day are sent to 5 different insurance 
carriers by every practice, you have millions of insurance claims daily heading to the four corners of the earth. 
Now, compound this scenario with the many phone calls and claim resubmittals that each claim error 
produces until all reimbursement issues are resolved and the bill is finally paid. For years this was carried out 
on paper –an absolute nirvana for the U.S. Postal Service, who just so happens to have the infrastructure to 
handle it. And on a good day they do. But the manpower required for thousands of insurance carriers to 
handle all the paper work and phone calls that each claim error produces represents a huge cost to 
Healthcare, which we as beneficiaries pay by way of insurance premiums (here, a medical office manager 
would say: “Just pay the darn claim and I wouldn’t have to call!), but that would eliminate the problem: 
Somehow, deep in our subconscious, it appears that we really need all those auditors, adjusters, underwriters, 
actuaries, reviewers, and insurance bureaucrats, et al. 

 GOING ELECTRONIC  

Enter the advent of healthcare claims being transmitted electronically. Great you say. Except that you no 
longer have the US Postal Service to do the transmitting. Electronic claims clearinghouses were devised by 
Medicare and large insurance payers to step in electronically where the postal service was unable to; to pre-
screen for claim errors and act as air traffic controllers so to speak of electronic claim submissions. Most 
simply, clearinghouses are aggregators (senders and receivers) of mountains of electronic claim information 
almost all of which is managed by software. And as each claim can trigger numerous actions, large 
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clearinghouses today process trillions of transactions each year. Clearinghouses are essentially electronic 
stations or hubs that allow healthcare practices to transmit electronic claims to insurance carriers in a secure 
way that protects patient health information, or protected health information. Additionally, clearinghouses 
offer medical billers and billing managers a way to consolidate all their electronic claims and manage them 
from a single location, from an online dashboard control panel, similar to online checking.  

How a Medical Claims Clearinghouse Works 

Here’s the nuts and bolts of how it works. The medical billing software on your desktop creates an electronic 
file (the claim) also known as the ANSI-X12 - 837 file, which is then uploaded (sent) to your medical billing 
clearinghouse account. The clearinghouse then scrubs the claim checking it for errors (arguably the most 
important thing a clearinghouse does); and then once the claim passes inspection, the clearinghouse securely 
transmits the electronic claim to the specified payer with which it has already established a secure connection 
that meets the strict standards laid down by a HIPAA. (Medical claims are also known technically as ‘HIPAA 
Transactions’ and it is because of HIPAA that we cannot send claims for patient billing to insurance payers 
simply by email.) At this stage, the claim is either accepted or rejected by the payer, but either way, a status 
message is usually sent back to the clearing house who then updates that claim’s status in your control panel. 
Now you have an accepted or rejected claim. If rejected, you have a chance to make any needed corrections 
and then re-submit the claim. Ultimately, assuming there are no other corrections required, and the patient’s 
insurance was verified beforehand, you’ll receive a reimbursement check or Electronic Funds Transfer (EFT) 
along with an explanation of benefits (EOB). All very simple, right? The same sort of activity takes place every 
night within the federal banking system as our checks and banking activities are sent electronically from local 
banks to central ACH repositories (Automated Clearing Houses) and then on to banks of origin across the 
country, and then back to local banks – all done electronically, and somewhat instantly, all behind the scenes. 
Thus today, you have many dozens of regional medical billing clearinghouses throughout the country all 
serving the same role; that of scrubbing medical claims and then transmitting the electronic claim information 
securely to the insurance carrier for reimbursement. You might think: “That’s nice, but why do I need one?” 
The best clearinghouses today offer high value features that provide a whole new level of revenue cycle 
management intelligence that makes their services extremely compelling from a financial perspective and also 
highly desirable from an office-staff efficiency point of view. The average error rate for paper claims is 28%. 
But using the right clearinghouse can reduce that to 2-3%. Here are some highlights to look for in a premium 
health care clearinghouse:  

– Eligibility Verification – Determine patient portion before appointment 

 – Electronic Remittance Advice (ERA) – Automatically updates Payments & Adjustments  

– Claim Status Reports – Know the status of a claim at all times  

– Rejection Analysis – Have error codes explained in plain English  

– Online Access – Edit and correct claims day or night online 
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 – Printed Claims – Have claims automatically dropped to paper when necessary but still be able to track and 
manage them online.  

– Patient Statement Services – Have your patient statements put on ‘autopilot’ at a cost less than what you 
can mail them out yourself.  

– Real-time Support – The best clearing houses offer 1-on-1 personal support and training provided by 
experienced billers.  

– Affordability – When you take into consideration the cost of purchasing forms, the cost of printing, 
envelopes, postage, and time spent; a clearinghouse ends up costing far less than processing paper claims, 
plus electronically you have the many added benefits.  

Claim Clearinghouse Main Benefits  

Here are the main benefits of submitting electronic claims through a clearinghouse – in a nut shell.  

Using a clearinghouse to send medical claims electronically:  

• Allows you to catch and fix claim errors in minutes rather than days or weeks.  
• Results in fewer denied claims and significantly higher claim success.  
• Rapid claims processing: Filing claims electronically can reduce reimbursement times to under ten 

days.  
• Submit all your claims at once in batch instead of submitting them separately one at a time.  
• Reduces human error and the need to manually re-key transaction data over and over at each payer’s 

website. 
• It provides a single location to manage all your electronic claims.  
• Vastly improves provider relationships with insurance carriers.  
• Avoid prolonged wait-times being on hold with Medicare and Blue Cross inquiring about claim errors. o 

If you subscribe to the best clearinghouses, you’ll be speaking with a knowledgeable support person 
within just a few rings.  

• Shorter payment cycles lead to more accurate revenue forecasts.  
• Reduce or eliminate need for paper forms, envelopes and stamps.  
• Plain and simple, using a clearinghouse greatly simplifies and speeds up your claims processing.  

But you may ask (legitimately) “If I can submit my claims directly at a payer’s website for free, why should I 
pay a clearing house?”  

ADVANTAGES OF GOING DIRECT: Some large payers such as BlueCross do their own claim processing and 
allow you to submit claim information directly to them. Here are the advantages: o Ability to submit claims 
directly to the payer without a middleman. o Free claims. No recurring fees.  
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DISADVANTAGES OF SUBMITTING DIRECTLY TO PAYERS: Human error (mistakes, typo’s, omissions, etc.) are 
the number one cause of insurance claim rejections. Submitting claims directly at the payer’s website means 
manually re-keying transaction data over and over, which vastly increases the opportunity for claim errors. 
Going direct to each payer means repeating this process afresh each time you want to add a new medical 
claim.  

Submitting claims directly to more than a single entity also puts an extra, unnecessary burden on billing staff 
who are forced to remember multiple transmission methods, multiple logins and passwords, multiple file 
names and file types, and to memorize each carrier’s often cryptic error codes, and then interpret each 
carrier’s often confusing claim status reports. Here are a few disadvantage highlights: 

• Lack of centralization (claims and claim data at many locations) 
 

• Hidden costs. Sometimes you must purchase additional software components, which can impact your 
regular software support fees. o Unnecessarily added confusion of multiple accounts to log into, and 
multiple data entries, which increase the opportunity for errors. o Lost claims and a lack of essential 
tools required for efficient claim management. o Little or no support. o Maximum Risk to the Revenue 
Cycle with little or no offsetting benefit.  

In the end, it becomes difficult to calculate the actual cost of ‘free’ when it translates so fundamentally to lost 
claims, wasted time, frustrated staff, increased billing errors, increased claim denials, and lengthened payment 
cycles. There may be good and bad clearinghouses but submitting claims to more than a single entity (e.g. a 
clearinghouse) begins to look like inefficiency gone to seed. However, the advantages of submitting claims to a 
single entity are clearly evident. So, in conclusion, millions of electronic claim errors each day would simply 
overwhelm health insurance carriers who neither have the manpower nor the infrastructure to handle the 
myriad of medical practitioners (each using a different claim software) daily sending electronic claims (in 
slightly different ways) across 50 states that are each regulated differently. So there exist a desperate need for 
the centralization, standardizing, and the secure transmission of medical claims via these important 
intermediaries we call a clearinghouse.  

National Provider Identifier Standard (NPI) 

The NPI is a national standard under the Health Insurance Portability and Accountability Act (HIPAA) 
Administrative Simplification provisions.  

• The NPI is a unique identification number for covered health care providers.  

• The NPI is issued by the National Plan and Provider Enumeration System (NPPES).  
• Covered health care providers and all health plans and health care clearinghouses must use the 

NPI in the administrative and financial transactions (for example, insurance claims) adopted 
under HIPAA.  
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• The NPI is a 10-position, intelligence-free numeric identifier (10-digit number). The NPI does not 
carry information about healthcare providers, such as the state in which they live or their 
medical specialty. This reduces the chances of insurance fraud.  

• Covered providers and suppliers must share their NPI with other suppliers and providers, health 
plans, clearinghouses, and any entity that may need it for billing purposes. 

Since May 23, 2008, Medicare has required that the NPI be used in place of all legacy provider identifiers, 
including the Unique Physician Identification Number (UPIN), as the unique identifier for all providers, and 
suppliers in HIPAA standard transactions. You should note that individual health care providers (including 
physicians who are sole proprietors) may obtain only one NPI for themselves (Entity Type 1 Individual). 
Incorporated individuals should obtain one NPI for themselves (Entity Type 1 Individual) if they are health care 
providers and an additional NPI(s) for their corporation(s) (Entity Type 2 Organization). Organizations that 
render health care or furnish health care supplies may obtain NPIs (Entity Type 2 Organization) for their 
organizations and their subparts (if applicable). 

Provider Transaction Access Number (PTAN)  

A PTAN is a Medicare-only number issued to providers by MACs upon enrollment to Medicare. When a MAC 
approves enrollment and issues an approval letter, the letter will contain the PTAN assigned to the provider. 

• The approval letter will note that the NPI must be used to bill the Medicare program and that 
the PTAN will be used to authenticate the provider when using MAC selfhelp tools such as the 
Interactive Voice Response (IVR) phone system, internet portal, on-line application status, etc. 
 

• The PTAN's use should generally be limited to the provider’s contacts with their MAC.  

Where can I find my PTAN?  

You can find your PTAN by doing any one of the following:  

1. View the letter sent by your MAC when your enrollment in Medicare was approved. 
 

2. Log into Internet-based PECOS. Click on the “My Enrollments” button and then “View 
Enrollments”. Locate the applicable enrollment and click on the “View Medicare ID Report” link 
which will list all of the provider or supplier’s active PTANs in one report.  
 

3. The provider (or, in the case of an organizational provider, an authorized or delegated official) 
shall send a signed written request on company letterhead to your MAC; include your legal 
name/legal business name, national provider identifier (NPI), telephone and fax numbers. 
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Relationship of the NPI to the PTAN  

The NPI and the PTAN are related to each other for Medicare purposes. A provider must have one NPI and will 
have one, or more, PTAN(s) related to it in the Medicare system, representing the provider’s enrollment. If the 
provider has relationships with one or more medical groups or practices or with multiple Medicare 
contractors, separate PTANS are generally assigned.  

Together, the NPI and PTAN identify the provider, or supplier in the Medicare program. CMS maintains both 
the NPI and PTAN in the Provider Enrollment Chain & Ownership System (PECOS), the master provider and 
supplier enrollment system.  

Protect Your Information in PECOS  

All providers and suppliers should carefully review their PECOS records in order to protect themselves and 
their practices from identity theft. PECOS should only contain active enrollment records that reflect current 
practice and group affiliations. You can review and update your PECOS records in the following ways:  

• Use internet-based PECOS: Log on to internet-based PECOS at 
https://pecos.cms.hhs.gov/pecos/login.do on the CMS website.  
 

• Use the Paper CMS 855 enrollment application (i.e., 855A, 855B, 855I, 855O, 855R, or 855S).  
 

• Note: The Medicare contractor may not release provider specific information to anyone other 
than the individual provider, authorized/delegated official of the provider organization, or the 
contact person. The request must be submitted in writing on the provider’s letterhead and 
signed by the individual provider, authorized/delegated official of the organization or the 
contact person. The MLN fact sheet titled “How to Protect Your Identity Using the Provider 
Enrollment, Chain and Ownership System (PECOS),” provides guidelines and steps you can take 
to protect your identity while using Internet-based PECOS. This fact sheet is available at 
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-
NetworkMLN/MLNProducts/downloads/MedEnroll_ProtID_FactSheet_ICN905103.pdf on the 
CMS website. 
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