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Clinical Neuropsychology Practice
and the Medicare Patient
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In 1965, President Johnson signed HR 6675 to
establish Medicare for the elderly in Missouri.
President Truman was the first to enroll in
Medicare [1].

Fast-forward a few years, the President of the
United States, in his annual message to Congress,
complained about the rising cost of health-care
costs, the variations in access to health care, and
the variation in the quality of health care across
social and income groups. He recommended a
more “level playing field” approach to national
health-care reform that would rely on current
market forces to bring change to the US health-
care system. Congress voted to deny the President
what he wanted. A familiar story? The President
was Richard Nixon, and the date of the annual
speech to Congress was 1972. The concern was
how much the then current federal programs con-
tributed to “this growing investment in health” as
a portion of national expenditures [2].

Fast-forward to the early 1980s, at that time
there were relatively few nationally identified
federal health-care sponsors besides CHAMPUS
and Medicare or multistate private insurance
carriers such as Blue Cross/Blue Shield (aka
Anthem/aka WellPoint). However, the mid- to
late 1980s saw the first sparks leading to the
now recognized baby boomer explosion of
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aging in the US population. Suddenly, mental
health services were confronted with the expan-
sion of the managed care system and the result-
ing attempts by employers to limit the costs of
medical care, while simultaneously trying to
continue to offer a comprehensive insurance
plan to their employees. For a much more
detailed review of this period of health-care
change, the reader is directed to the Managed
Care Museum website [3].

Health maintenance organizations (HMOs),
the predominant managed care “cost control”
strategy of the 1980s, offered an all-or-nothing
option: typically, only care provided by providers
in a network HMOs was covered. Through much
of this period and even today, mental health has
been something of an afterthought for insurance
payors. HMOs evolved and preferred provider
organizations (PPOs) were established to counter
the “all-or-nothing” nature of restrictive HMO
networks. These plans still had gatekeepers to
access, but they also offered patients various
financial and/or easier access to specified provid-
ers. In turn, these providers had to agree to work
within the limitations in practice and the fees
ordained by the PPO. Eventually, more costly
point of service (POS) plans were developed to
offer patients an opportunity to circumvent the
more negative aspects of the gatekeeper provi-
sions to their plans. In recent years, we have seen
other efforts to control health-care costs by put-
ting more of the responsibility for care on the
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patient. Plans such as health savings accounts,
flexible spending accounts, high-deductible
health plans, and tiered-pricing formularies are
all examples of this effort to control health-care
costs by involving the patient in the responsibil-
ity for their care.

The federal and state governments have con-
tinued to attempt to control Medicare and
Medicaid expenditures. None of these attempts at
managing health-care costs have been particu-
larly effective in tempering the rising costs of
health care significantly. Nonetheless, we expect
that there will continue to be a migration toward
some form of managed care alternative to tradi-
tional Part B Medicare, combined with reduced
payments, in Medicare. The clinical neuropsy-
chologist cannot ignore Medicare HMOs and
other limitations on Medicare and simply hope
that they will go away. Many Medicare managed
care plans generally pay close to standard
Medicare but may present the patient and the pro-
vider with additional constraints (e.g., arduous
preauthorization processes or fewer testing units
permitted). It is incumbent upon each Medicare
provider and/or professional practice group to
understand the cost and hassle factor of doing
business with each plan, so that they can make
informed financial decisions with regard to par-
ticipation in such plans.

Fast-forward to today, a hot July day in the
summer of 2017, the efforts of new President
Trump and the Republican Party to repeal and
replace the Affordable Care Act of 2010 enacted
by President Obama and the Democratic Party
have failed. Trump and Republicans instead are
attempting to repeal the Affordable Care Act (aka
Obamacare) outright. It’s a difficult time to write
a chapter on the future of the business side of
health care. Still, the core tenets of the business
of neuropsychology remain. Without a margin,
there can be no mission. We therefore review
many of the tenets of a successful neuropsychol-
ogy practice that we shared in the first edition of
this book.

The same superlative factors remain in play:
an unfettered federal deficit, an aging population,
a large portion of the US population either unin-
sured or underinsured, health-care expenses as a

percent of federal and state budgets continuing to
grow (albeit at a slower rate), and no easy solu-
tions. Both primary political parties have chosen
the blame game rather than work together; this is
not a political statement but a political reality.
The US health-care system of today cannot be
sustained, period, and the failures of the primary
political parties to work together put more pres-
sure on tomorrow’s generations.

Relevance

Neuropsychology must remain relevant. We as
individuals and as professionals must demon-
strate that our work (1) impacts patient care, (2)
improves quality, and (3) is a good business
investment for health-care purchasers. We want
to emphasize this point before we proceed.
Psychologists and neuropsychologists are
excluded from the first 2 years of the Merit-Based
Incentive Payment System (MIPS), the quality/
cost program promulgated in 2017 to replace
Meaningful Use (MU), and the Physician Quality
Reporting System (PQRS) [4]. Exclusion is a bad
thing: if we are not at the table, we are on the
menu. Funding decisions will be made in our col-
lective absence, increasing the likelihood that
neuropsychology will be further marginalized.
Therefore, as you review the following primer on
understanding your cost drivers, focus too on the
value of what we do in bending the cost curve for
Medicare and other payors.

Purpose of the Current Chapter

This chapter is designed to provide practical
information concerning the business aspects of
providing clinical neuropsychological care to
Medicare patients under current (and projected)
access and funding parameters. The specific
focus is on Medicare reimbursement as it relates
to practice management issues in clinical
neuropsychology.

Medicare is not going away. It comprised
about 15% of the population of our nation in
2011 and 17% in 2015. Medicare enrollment
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grew nearly 19% between 2000 and 2010, from
39.6 million enrollees to 47.1 million enrollees; it
surpassed 55 million in 2015. The first baby
boomers (those born between 1946 and 1964)
became Medicare eligible on January 1, 2011,
and will contribute to an expected doubling of
Medicare enrollment by 2030. The existing
health-care infrastructure and Medicare reserves
are not prepared. As a side note, Medicaid enroll-
ment grew nearly 60% between 2000 and 2010,
further stressing federal and state funding [5, 6].
There will be increasing pressure on providers
to do more with less and to cope with increasing
constraints on utilization and reimbursement. In
response, it is incumbent upon every neuropsy-
chological practice to understand its internal rev-
enue and cost drivers and to be as efficient—with
time and resources—as practically possible.
Good business is good business, and many of
the matters we discuss in this chapter are appli-
cable to your entire clinical practice and not just
to your Medicare patient services. At the end of
the work day, the difference between the dollars
which your practice collects and what your prac-
tice pays out in expenses is critical. A practice
cannot thrive—much less survive—if it focuses
on revenues while ignoring expenses or vice
versa. The successful neuropsychology practice
must keep an eye on both revenues and expenses.
In this chapter, we emphasize a proactive
response to the management of your professional
practice, whether it is in a private or institutional
setting. We believe that by being proactive in
your business planning and management, you
can avoid many patient- and insurance-related
problems. This is far more reasonable than trying
to resolve a situation which has already gotten
out of control.
This chapter is comprised of three sections:

1. Understanding Your Cost of Practice and
Living Within Your Means

2. Addressing Common Medicare Scenarios:
Examples and Forms

3. Medicare and Neuropsychology: A Look
Forward to the Abyss or to Eden? What Will
Our Business Management Practices Look
Like in the Future?

The first section offers insight into the business
management of your practice. We urge our read-
ers to use this section as a building block upon
which to improve the financial operation of their
practices.

Understanding Your Cost of Practice
and Living Within Your Means

Let us start with a basic point for the private prac-
titioner or institutional practitioner. For the pri-
vate practitioner, the point is how much your
practice brings in per month is not as important
as how much you actually spend per month to
pay all the bills. You need to know the extent of
your financial overhead in order to meet your
responsibilities. For the institutional provider, the
point is to understand and appreciate what your
administrator is setting as your minimum RVU or
cost recovery value per time unit for a specific
time period (quarterly, yearly, and so forth). You
need to know to understand what you (or the
institution) have to spend to keep your practice
open.

Our goal is to help you calculate what it actu-
ally costs your practice to operate. Knowing this
cost is essential to managing your expenses and
improving your operating margins. The first thing
you should do is to have your accountant or office
manager develop a financial spreadsheet which
lists all of the expense categories paid during
each month and each year. Table 8.1 is an exam-
ple of a practice income statement; it lists many
of the cost categories which should be included
in such a spreadsheet [7].

The sum of your expenses is your total cost of
practice. To make a profit, you must recoup more
than this amount. Once you have calculated the
total expense for your office, you can calculate
“what if” scenarios relating to profit and loss. It is
also helpful to look at a 3-year period when pos-
sible to trend/forecast changes. You should plan
to calculate cost escalations for each of these line
items, e.g., salaries and fringe benefits, as part of
projecting expenses for the coming 3 years.

Once you have an annual total cost of opera-
tion, you can calculate your average total cost per
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Table 8.1 A sample financial report

Sample financial report

Prior year to date

Revenues Current month October | Current year to date 10 months | 10 months
Fees received 46484.87 350875.00 320897.50
Other income 2490.00 30115.00 18737.00
Interest earned 30.39 429.00 190.00
Total revenue 49005.26 381419.00 339824.50
Cost of practice

Accounting 300.00 3000.00 2800.00
Advertising 50.00 500.00 425.00
Bank charges 17.81 581.79 500.00
Co. car loan 350.00 3500.00 0.00

Co. car expenses 65.00 650.00 639.00
Charity contributions 100.00 225.00 200.00
Continuing education 120.00 250.00 250.00
Dues and subscriptions 400.00 2805.00 3000.00
Employee benefits 660.00 6660.00 5000.00
Equipment—capital 0.00 2000.00 1000.00
Equipment—other 125.00 300.00 500.00
Insurance—malpractice 100.00 900.00 900.00
Insurance—Co. car 90.00 900.00 860.00
Insurance—other 140.00 1140.00 1000.00
Interest—Iloans 43.49 825.74 0.00

Legal fees 125.00 350.00 675.00
Licenses 100.00 450.00 450.00
Maintenance—equipment 475.00 2900.00 2500.00
Miscellaneous 50.00 2400.00 700.00
Office expense 239.00 3100.00 3000.00
Postage 135.00 1650.00 250.00
Refunds 50.50 1117.00 1750.00
Registrations—meeting 180.00 450.00 400.00
Rent—office 2000.00 20000.00 17000.00
Repairs 0.00 1000.00 800.00
Supplies—office 54.00 1334.75 1000.00
Supplies—test 125.25 375.00 350.00
Taxes—payroll 4800.00 48000.00 39000.00
Taxes—other 0.00 375.00 375.00
Telephone 210.24 2848.90 2500.00
Telephone ans. service 90.00 900.00 800.00
Travel 616.00 3300.00 1000.00
Meals and entertainment 75.00 590.00 200.00
Wages 8711.52 77810.64 74508.97
Total expenses 20597.81 193188.82 164332.97
Net income/loss 28407.45 188230.18 175491.53

Co. is company, ans. is answering

hour of practice. For example, an office which is
open 8 h a day, 5 days a week, has 2080 operating
hours per year, less holidays, vacations, bad
weather closings, and the like. Dividing your
annual total cost by your total operating hours

will calculate your practice’s average cost per
hour of operation. Simply stated, if your practice
is not bringing in at least this much per hour of
operation (e.g., per week or per month), it is

losing money.
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It is possible to take a more detailed look at
how much it costs you to provide an hour of test-
ing or an hour of therapy. For example, you can
set up a spreadsheet which incorporates cost
items such as (1) technician salary and fringe
benefits, (2) cost of test equipment, (3) cost of
room space rent, (4) cost of front office (schedul-
ing to billing), and (5) your salary and benefits.
However, this is secondary to getting a solid han-
dle on your overall average cost per hour of oper-
ation. Once you have a good feel for such data,
you can dig deeper and look at individual finan-
cial facets of your practice.

This juncture is a good time to review your
expenses at a “line item” basis. Be critical. We
urge you to focus on expenses because a dollar
saved is a dollar earned, whereas a dollar
charged often results in receipts of less than
half that.

Some axioms for consideration: A mere
30 min of overtime a day for a technician earning
$20 an hour will cost your practice $3900 per
year ($20/h times 0.50 h/day times 5 days/week
times 52 weeks/year times, at time-and-a-half).
Add in matching tax obligations of 7.65%, and
your cost exceeds $4000 per year.

If you have a 5-year lease for 2500 square feet
at $20 per square foot, a 4% escalation clause
will cost you $5359 more than a 3% escalation
clause over the term of the lease ($20/square foot
times 2500 square feet is $50,000 in rent in year
1; in year 5, you will be paying $58,493 with a
4% escalation clause or $56,275 with a 3% esca-
lation clause).

By avoiding the overtime and higher rent
escalation in these two examples, you would save
more than $26,000 over 5 years. Savings equals
income.

Review annual service agreements for copiers,
faxes, credit card processing, and postage meters.
Ask your vendors for better deals if you will renew
for 24 months instead of 12 months. Talk with
other medical practices to ensure that your staff
wages and annual increases are not too far above
or below the average range for your geographic
area. Ask the practices next door and across the
hall if they would like to bid out janitorial or some
other service together to get a better price.

The checklist provided as Table 8.2 offers a
road map for managing your practice better.

Clearly, Table 8.2 goes into more detail than
we can discuss in the space of this chapter.
However, we felt its inclusion would provide
readers a good checklist of areas where the cost
of your practice operations might be improved.
In this regard, while it is possible for your prac-
tice to take a more detailed look at how much it
costs you to provide an hour of testing or an hour
of therapy is only part of getting a solid handle on
your total average cost per hour of business
operation.

Having gotten a grasp on your expenses, you
should develop a spreadsheet that lists the actual
reimbursement amount paid by each insurance
carrier, for each service you provide. Table 8.3
presents such a spreadsheet, and it lists (for the
purposes of this chapter) sample allowed pay-
ment rates for CPT codes 96118 and 90806 (and
its successor code, 90834) for Medicare Region 3
and for several other (unidentified) plans. For the
record, the other insurance plans are not named
due to confidentiality requirements. Many insur-
ance plans have subplans or carve-outs to their
plan, which may pay at different rates. This
includes Medicare HMO and PPO plans. The
spreadsheet that you develop should have the
information organized so that each insurance
plan can be viewed and compared for the CPT
codes actually used in your office. Such a spread-
sheet will serve several purposes, including
allowing you to evaluate which insurance plans
pay a better fee for a particular CPT code unit of
service. Table 8.4 provides a comparison of CPT
allowed payments from different insurer sources.

The following instances warrant consideration
of contract termination or negotiation with the
insurance company:

e If a payor pays relatively less than others or
less than what it costs your practice to provide
a service. As noted in the chart above, there is
tremendous variation among payors even at
the CPT code level.

e If you and your office staff consistently spend
so much time getting testing units or evalua-
tions preapproved, or after providing the ser-
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Table 8.2 Practice operations checklist

2014|2015/ 2016/ 2017 2018

Budgets

Operating budget used to track performance?

Operating budget includes prior year (PY) comparison?

Capital budget established?

Expenses compared to PY, budget, benchmarks?

Retirement plans

Service agreements (basis points) renegotiated?

Expenses allocated to participants vs. borne by practice?

Former employees removed if costing practice $$?

Contributions balanced with operating cash?

Timing/cost of plan valuations reviewed?

Housekeeping

Cost per square foot compared to other practices?

Bid out or renegotiated alone or with other practices?

Right sized frequency of service for satellite/nonclinical areas?

Backed out square footage for space that will not be cleaned (e.g., samples closet,

electrical/server closet, extra rooms)?

Shredding

Quarterly check of bins for nonpatient content?

Bid out or renegotiated?

Eliminated junk faxes?

Checked for duplicate office notes, etc., and rooted out causes?

Overtimelwage management

Given wage increases only when warranted?

Compared wages/benefits to those of other practices?

Tracked overtime hours as a percent of worked hours?

Reviewed schedules for smart scheduling?

Tracked provider start time vs. scheduled start time?

Avoided scheduling of “same sex” at end of day?

Avoided scheduling of procedures at end of day?

Ensured staff has exam rooms ready at start of day?

Kept unwarranted overtime at a minimum?

Employee retention

Trended turnover rate vs. PY? By office/dept?

Maintained undesired turnover at <5%?

Engaged employees per the Gallup Q 12 Survey?

Employees know what is expected of them?

Employees have what they need to do their jobs?

Employees have a chance to do their best everyday?

Employees recognized/thanked every week?

Employee development encouraged?

Employee input requested and used?

Equipment purchases and leases

Obtained multiple bids?

Bid out with other practices if buying common/same items?

Asked finalists for better pricing/terms?

Shopped for best interest rates?

Negotiated caps or free years on equipment maintenance?

For operating leases, defined “fair market value” before signing?

(continued)



8 Clinical Neuropsychology Practice and the Medicare Patient

m

Table 8.2 (continued)

2014

2015

2016

20172018

Locked in pricing on future purchases before signing?

Looked for leases/loans with no personal guarantees?

Negotiated supplies purchasing with future caps?

Evaluated refinancing of existing leases?

Credit card processing

Obtained multiple bids? Compared all costs/rates?

Considered Internet-based processing services?

Considered dual purpose “swipe” readers?

Copiers/printers/scanners/faxes

Inventoried existing units/leases/maintenance agreements?

Determined cost per copy of existing units?

Bid out with other practices?

Asked for free consolidation audits/bids from vendors?

Reviewed ways to reduce unnecessary/duplicate copies?

Eliminated high-cost and duplicative units?

Reviewed processes for document retention (scan vs. print)?

Copiers/printers/scanners/faxes

Compared current pricing discounted plans?

Compared current pricing to other professional organization vendors?

Solicited others in local community or same specialty to join in group purchasing?

When purchasing the following, look at volume buying with others

Copiers/faxes

Housekeeping

Shredding

Supplies/equipment

Payroll/accounting

Legal advice

*Contract review

Electronic medical records and practice management systems

Employee benefits/insurance options

Office supplies

Kitchen/coffee service and supplies

If you buy it, bid it...

Revisit provider schedules

Provider Time Off policies reviewed for impact on schedule?

Provider Time Off policies reviewed for carryover limits?

Provider Time Off truly and fairly tracked?

Reviewed schedules to make sure schedulers are optimizing?

Looked for possible scheduling inequities?

Determine relative value unit (RVU)/hour worked for each doctor/office?

Provider compensation agreements

Reviewed compensation relative to collections and overhead?

Incentives and formulas understood by providers?

Buy-in from providers on incentives and formulas?

At least 50% of compensation to production incentives?

Communications

Evaluated elimination of pagers via cell phone use?

Considered foregoing insurance on units if pagers are retained?

Reviewed monthly answering service invoices?

(continued)
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Table 8.2 (continued)

2014

2015

2016

20172018

Negotiated better rates and eliminated extraneous charges?

Considered group bidding?

Reviewed existing cell phone agreements?

Considered foregoing maintenance insurance?

Bid out agreement?

Evaluated “family” vs. “corporate” plans?

Looked at size of bucket of minutes vs. usage?

Looked at cost of data messaging options?

Completion of patient forms

Asked patients to fill in nonclinical parts before appt.?

Had providers/support staff fill out remainder during appt.?

Reviewed charge(s) for form completion?

Increased charge for time-consuming forms?

Ensured form collection fees are collected up front?

Patient registration forms

Posted online or e-mailing to reduce copying/postage expenses?

If making copies, farmed out to minimize cost per copy?

The rent

Negotiated cap on common area maintenance increases?

Negotiated annual rent increase limits?

Obtained guaranteed construction timeline in writing?

Analyzed financing options and rates?

Locked in renewal terms, including $$$ for refurbishment?

Included “no-trade” provisions in lease to protect against involuntary relocation?

Asked landlord to pay for all construction, architectural, and space planning
drawings?

Refinanced existing loans?

Insurance benefits

Medical malpractice

Right sized limits to state caps?

Bid out to ensure rates are competitive?

Secured “tail” coverage for retiring docs at no cost?

Ensured provider employment agreements are clear on tail coverage?

Health/dental/disability/Section 125

Bid out to ensure rates are competitive?

Ensured all alternatives considered have the key providers in network that your
staff, your docs, and their families use?

Considered alternatives along a continuum of co-pays, deductibles, and drug
plans?

Offered multiple options (PPO, HMO, HAS)?

Set practice’s contribution to employee premiums as a fixed dollar amount rather
than a percentage?

Evaluated a Section 125 plan for employee premiums?

Asked for group billing discounts for individual long-term disability (LTD)
policies?

Looked to American Psychological Association (APA) and others for discounts?

Updated asset schedules for tax and business insurance calculations?

Deleted unused assets?

Used good descriptions/serial numbers for new assets?

Most costs are fixed, so...

Evaluated adding one patient/provider/day or/half-day?

(continued)
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Table 8.2 (continued)

2014

2015

2016

2017/ 2018

Evaluated scheduling for efficient filling of schedules?

Evaluated scheduling for potential creation of overtime?

Ensured electronic remittance is in place and working?

Looked to limit your nonrevenue-producing task producers?

Credentialing?

Mail review (and other distractions)?

Patient/family phone calls?

Exam room turnover?

Ensured exam/testing rooms are stocked and ready?

Shared “best kept” secrets with referrers to help them?

Evaluated/reduced avoidable “no shows”?

Looked at space utilization/efficiency/alternative uses?

Subleasing?

Shared satellite offices?

Optimized coding and documentation?

Most costs are fixed, so...

Bell curve analyses vs. national norms and PY?

Audited coding and documentation for problems/opportunities?

Reviewed denial rates and trends by payor?

Payor contracts

Calculated operating expense and total expense per RVU?

Compared payments for top 15-20 high dollar and high-volume codes by payor to
operating and total expense for same?

Eliminated or renegotiated money-losing and marginal agreements?

Actively managed “% of Medicare” contracts to ensure proper payment?

Established base Medicare year for contracts to protect against cuts?

Asked for annual fee schedule increases?

Asked for relevant fee schedules (not sample fee schedule)?

Completed a strengths, weaknesses/limitations, opportunities, and threats (SWOT)
analysis to assess negotiating strategy?

Asked your providers and staff to complete payor report cards?

Asked for carve-outs for certain services or codes?

Loaded updated fee schedules in practice management system?

Audited payments on signed contracts?

If giving notice, considered 45 + 45 strategy?

Co-pays, deductibles

Ensured patients know what they owe before visit?

Offered multiple payment options?

Tracked collection of co-pays, deducts by site, by employee?

Reminded staff what it costs to collect a co-pay after the fact?

Ensured eligibility and deductible status are being checked previsit?

Reminded providers that downcoding for friends only helps the payor?

No shows

Tracked “no show” excuses for patterns, noncompliance?

Established “no show” fees not to anger but to deter?

Empowered your front office to make decisions on excuse validity?

After the fact collections

Using lockbox services?

Wasting $$ by sending pre-explanation of benefit (EOB) patient statements?

(continued)



14

E. A.Peck llland L. W. Roberts Il

Table 8.2 (continued)

2014|2015/ 2016/ 2017|2018

Considering collections placement after two statements?

After the fact collections

Looked at service charges for second/third statements?

Looked at service charges for statements for co-pays?

Accounts payable

Verifying all nonrecurring invoices?

Reviewed renewing contracts for onerous “evergreen” clauses?

Tracking and managing inventory?

Considered online bill pay?

Used a “rewards” credit card for paying bills where possible?

Table 8.3 Comparison of Medicare allowed payments
for CPT codes 96118 and 90806 (90834)

Year CPT code

96118 90806/90834
2007 $111.79 $87.71 (90806)
2011 $95.74 $87.97 (90806)
2017 $97.92 $84.91 (90834)

vice, having to file and refile the claim for
payment, that the cost of doing business with
that company is not worth the payment
received. Remember, this is an overhead
expense. It may not be worth it to spend that
time refiling the claim. It may be better that
you terminate that contract.

e If the patients of a particular payor are more
likely to miss appointments without sufficient
notice (e.g., the “no show” or “late cancel-
ation”), therefore leaving your schedule with
holes where you are paying staff but not get-
ting offsetting revenues.

While fee negotiation with Medicare is not
possible, it is possible to negotiate with Medicare
managed plans offered by regional and national
payors. This is particularly true when they need
your specialty services due to local service sup-
ply shortages. It is better to walk away from an
agreement that costs you more to provide the ser-
vice than to provide the service for that plan.

There are many good automated appointment
reminder systems on the market. Such systems use
e-mail and text messaging in addition to standard
phone messages. Because reminders can be sent at
any time and repeated (e.g., an e-mail reminder
4 days out and a text message the evening before

an appointment), many practices have found them
to be both effective and cost-effective.

This is also a time to review your commercial
payor contracts and ensure you are being paid
what you are due. Surprise, surprise, some payors
have been known to pay less than what they have
told you they will pay you! Medicare claims are
generally paid accurately in terms of the number
of units allowed and billed. However, you must
stay current with what are the published approved/
allowed payment rates. We advocate meeting or
having periodic calls with your key payors, even
if you are being paid correctly. These “touches”
give you an opportunity to help payors understand
what neuropsychology is and to discuss the value
of neuropsychology in bending the cost curve.
Again, it helps us remain relevant.

If your current approved/allowed fee sched-
ules have not been loaded into your practice man-
agement software system, make this a priority.
This should be carried out for each insurance
company and plan you bill. Updated and current
fee schedules in your practice management sys-
tem are the best way of tracking whether your
practice is being paid the correct amount per unit
of each plan contract. Make sure your billing
staff is cognizant of what you should be paid
when they are posting payments. We cannot
overemphasize this point. Your billing staff
should know how much is paid per unit and when
there is a deviation from the expected payment
amount. They need to know that you want to
know when problems in reimbursement arise.

Other spreadsheets can be prepared which cal-
culate various ratios of actual payment versus the
average length of time it takes to receive payment
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once your claim is submitted; number of first
submissions (called “clean claims”) leading to
payment versus multiple submission/resubmis-
sions of claims; and frequency of other problems
leading to delay in payment and/or refusal of
payment by the insurance company. Many of
these spreadsheets are premade as part of com-
mercial software billing programs.

Over time, you will determine that some
insurance companies pay a lower fee per unit of
service but that they actually cost less in terms of
the actual cost to your practice. This is because
they have a very high rate of clean claims,
thereby lowering your claims processing costs.
In turn, others may promise a high rate of pay-
ment but cost more to service the claim (or, as
noted earlier, cost you so much more in staff and
doctor time getting preauthorizations than your
actual reimbursement per hour or per unit due to
having to resubmit claims and so forth).

In the prior edition of this book, we discussed
the sustainable growth rate (SGR), a formula

used by the Center for Medicare and Medicaid
Services (CMS) to attempt to control rising
health-care expenditures. SGR was eliminated by
the Medicare Access and Chip Reauthorization
Act of 2015 (MACRA), the act that established
the Merit-Based Incentive Payment System
(MIPS). We do not discuss SGR in this update
because it is no longer relevant [4].

Most of the above applies to Medicare as well as
other federal, private, and commercial insurance
plans. Earlier, we summarized key factors putting
immense pressure on health-care costs. We men-
tioned MIPS, the payment system introduced in
2017 to combine prior payment systems.

MIPS continues the trend established by
Meaningful Use (MU) and the Physician Quality
Reporting System (PQRS) of penalizing providers
who do not participate. MIPS expands on this con-
cept, though. It is a zero-sum program in which
participants will be rewarded—or penalized—
based upon their cost and quality performance. The
following charts provide a good summary of MIPS.

‘What’sthe Merit-based Incentive Payment System (MIPS)?

* If you decide to participate in traditional Medicare Part B, you will participate in
MIPS performance-based payment adjustment to your Medicare payment.

* You earn a Medicare payment adjustment based on:

Evidence-based practice-specific qualitydata

Providing high quality, efficient cost of care supported by technology by sendingin

information in the following categories.

Note the shift in MIPS toward demonstrating
high-quality, cost-effective care. MIPS moves
beyond its predecessors where the focus was on
reporting data. MIPS also places an emphasis on
technology, or more aptly, seamless and transpar-
ent cost and quality reporting.

MIPS is the payment system of Medicare’s
future, and other payors are following lockstep.
We review it in this chapter because we believe

neuropsychology must find a way to be part of
MIPS. The risks of being marginalized by not
participating are just too great.

MIPS payments are adjusted on a 2-year lag.
Therefore, efforts in 2018 will result in either a
payment increase or payment decrease in 2020.
As noted in the following chart, the rewards and
penalties increase significantly in the next few
years.



8 Clinical Neuropsychology Practice and the Medicare Patient 17

How will MIPS change my Medicare Payments?

The cycle of the program looks like this:

*  Dependng on the data you submit by Maech 31, 2018, your 2019 Mediare payments will be adjusted up,

down, or not at all.

= The information provided below i only relevant for the 2019 payment year.

* M5 willl provide additional information on payment adpustments for 2020 and beyond beginning next

yrat

.‘.I Particspate in the Advanced APM path-
| o recehe 25% of Medicare paymants of Ged 20% of your Medicare patients thicugh
V' an Adverced APM in 2017, then you earm 8 5% incentive payment in 2019

Particapate in the MIPS path

- na

@3

g [T = -, _

As the chart shows, there will be a rapid esca-
lation of opportunities to be paid significantly
more—or less—than what one is paid today.
Note: the Advanced APM path mentioned on the
preceding chart is an option under MIPS for pro-
viders to accept downside risk in a specific model
(e.g., comprehensive end-stage renal disease
care) in exchange for the opportunity to make
even more by meeting defined quality and cost
performance metrics. Advanced APMs are not
discussed further in this chapter.

So, why should you be concerned? All you
want is to keep a full practice and pay your bills
and earn your salary? Well, how are you going to
know if your practice is going to (a) make a
profit, (b) break even, or (c) operate at a loss on
Medicare services such as psychotherapy or test-
ing if you do not know what the amount of fee
reimbursement is going to be a month, 3 months,
or a year from today. You have to think about the
basic cost of delivering your professional service
to the public from a business management point
of view.

Table 8.3 presents the hard reality of the
decline in Medicare allowed payment (the actual
amount you are paid) over the past 5 years. As
you can see, the actual CPT 96118 fee in Region
3 has declined from a 2007 level of $111.79 to a
2017 level of 97.92 (12.4%). Without a doubt,
your overhead has continued to increase during
this time period. Can you afford to see Medicare

patients for these rates? Where can you make up
the difference in lost revenue?

At the institutional level, the same situation
regarding Medicare reimbursement is going to
direct how the institution will allocate resources
for patient care and professional salaries. Most of
us have heard the real stories from our peers who
have been told bluntly by their hospital adminis-
trator to balance their department budget (includ-
ing their continued salary and other overhead) by
increasing actual cash receipts (not just billable
hours to indigent patients) to a level which covers
salary and other expenses, or their position would
be canceled.

Here is a basic example using CPT 96118. If
your office cost of service is $150.00 per hour
and you currently receive $150.00 per unit of
96118, then you are breaking even, with no profit
or loss. Now, if the amount you receive is the our
current Medicare reimbursement rate of $97.92
for each unit of 96118 provided to a Medicare
patient, that is a loss of 52.08 per unit. Thus, an
8-h service with 96118 leads to a loss of $416.64.
Where will you make up this loss? Have you cal-
culated the total number of Medicare-based CPT
units of service billed by your practice in the past
12 months? Please take a minute or two and cal-
culate this amount versus your actual overhead.
Knowing your margins by payor and by service
is critical. This is only one of the many reasons
why large numbers of physicians and psycholo-
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gists are considering whether they can afford to
continue to provide services to Medicare patients.

Let us add an additional level of payment
impediment to the above scenario. This example
reflects a Virginia Medicare (primary insurer)
patient with Standard Virginia Medicaid (second-
ary insurer). Using the per figure of $97.92 per
unit of 96118, Medicare will pay 80% ($78.33)
per unit, and the remaining 20% ($19.59) per unit
is passed on to Medicaid for payment. However,
Medicaid will not pay the remaining $19.59 per
unit because Medicaid has determined that the
amount by Medicare is greater than what Medicaid
would pay—and so will pay $0.00. As a Medicare
provider, you are not allowed to “balance bill”
under most circumstances. As a Medicaid pro-
vider, you are not allowed to balance bill the
Medicaid patient. If, for some reason, you are
allowed to legally “balance bill” this Medicaid
provider, do you really expect to collect that
$19.59 per unit (or, $156.72 for 8 units) and recoup
the cost of that collection as well—if you could
balance bill the patient? Again, the greater the
number of service units provided at a per unit loss,
the greater the loss on your bottom line. Typically,
working for only 80% of the Medicare rate will
reflect a significant dollar loss per unit for your
business. How do you balance appropriate profes-
sional service delivery versus being able to afford
to stay in business to provide continued care?

How you spend your professional time is a
decision based upon multiple issues. Having an
accurate picture of your office’s financial status
and how it can be affected by seeing patients who
lead to financial profit or loss for your practice is
critical to your business decision-making. Once
you actually analyze your costs for carrying out a
neuropsychological evaluation to a patient with a
specific insurance plan, is continued service to
patients with that plan justified from a business
perspective?

Another concern that drives up office costs is
the matter of patient “no shows.” These are the
instances in which patients do not show for their
scheduled appointments. “No shows” cost your
practice money since they represent unproductive
“no income” time in which you still have the cost

associated with running a practice. Virtually all
insurance companies (Medicaid is a notable
exception in most states) permit neuropsycholo-
gists and other providers to charge patients who
fail to show for their appointments. While “no
show” charges do not offset all the lost revenue
from a “no show,” they can provide an incentive
to patients to keep their appointments.

As of October 1, 2007, Medicare allows the
clinical neuropsychologist to charge patients a
“no show” fee, provided the following conditions
are met [8]:

1. The “no show” charge must be applied consis-
tently to all patient insurance groups
(Medicaid being an allowed exception) and
not just to Medicare patients.

2. Patients must be informed in advance of the
“no show” charge (we recommend that you
inform patients at the time appointments are
made, at the time appointments are confirmed,
and in your patient registration material).

3. The charge must be reasonable (there is no
guideline for “reasonable,” though we are
aware of $25-50 being common for ‘“no
show” charges per hour in our community). A
simple method to find out what is the common
charge in your community is to call your per-
sonal physician’s office and ask what they
charge for a “no show.” Just remember, most
PCP visits are much shorter that the typically
1-h minimal unit of time you set aside for a
patient.

4. “No show” charges are billed directly to
patients as a “noncovered” service; they can-
not be billed to Medicare or other insurance
companies.

Medicare Participation Options

Neuropsychologists and other providers are not
required to see Medicare patients. Three options
exist for contracting with Medicare: (1) partici-
pating (PAR), (2) nonparticipating (NON-PAR),
and (3) opting out/private contracting (OPT-
ouT) [9].
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As a general rule, Medicare contractors send
letters to providers in mid-November of each
year, informing them of the upcoming calendar
year’s payment rates and offering them an oppor-
tunity to change their participation status.
Providers then have until December 31 of that
year to make their participation decisions. Unless
CMS reopens this “open enrollment period,” par-
ticipation is binding for the entire calendar year.

1. PAR: When a neuropsychologist agrees to
“participate” in Medicare, they agree to accept
Medicare’s reimbursement rates as payment
in full for the calendar year in question.
Medicare reimburses participating providers
at 100% of the approved payment rate and
pays them more rapidly than nonparticipating
providers. Generally speaking, 80% of the
payment comes from Medicare, with the bal-
ance coming from the patient.

2. NON-PAR: If a neuropsychologist elects not
to participate in Medicare, they have the
option whether or not to “accept assignment.”
If the NON-PAR provider accepts assignment,
Medicare pays claims at 95% of the partici-
pating provider amount, with 80% of that
amount coming from the contractor and 20%
from the patient. If the NON-PAR provider
decides not to accept assignment, they must
fill out a Medicare beneficiary’s claim form
and submit the claim directly to Medicare.
Medicare then pays the patient directly, leav-
ing the physician to bill the patient for ser-
vices rendered. Physicians cannot charge
Medicare patients for filing their claims, but
by refusing assignment, NON-PAR providers
can balance bill patients up to the “limiting
charge” (federal law restricts Medicare non-
participating providers from balance billing
more than 115% of the Medicare nonpartici-
pating reimbursement rate. This is called the
“limiting charge.” The potential reimburse-
ment rate for NON-PAR providers is 115% of
the Medicare NON-PAR reimbursement rate,
which is 109.25% of the participating pro-
vider reimbursement rate). Of course, as a
NON-PAR provider, the onus is on your prac-
tice to bill and collect from your patients. For

many practices, the cost of billing Medicare
on behalf of their patients, then billing the
patients to collect what Medicare paid directly
to them, and then attempting to collect from
these patients is not worth it.

3. OPT-OUT: Neuropsychologists also may
elect to opt out of the Medicare system
entirely. To do so, one agrees to not participate
in the Medicare program for 2 years and pri-
vately contracts with Medicare beneficiaries
for services rendered. Neuropsychologists can
then bill patients directly for their services at
rates agreed to between the patient and neuro-
psychologist. To meet the legal requirements
for the opt-out option, one must sign and file
an affidavit in which they agree not to bill or
receive payment from Medicare for at least
2 years.

The affidavit of participation status must be
completed at least 30 days before the first day of
the next calendar quarter; there is a 90-day win-
dow for rescinding the affidavit. The opted-out
neuropsychologist and Medicare patient must
sign a written contract before any service is ren-
dered. The contract must clearly state that, by
signing the contract, the patient (1) declines all
Medicare payments for services rendered by the
neuropsychologist, (2) is liable for all charges
without Medicare balance billing limitations or
assistance from Medigap or other supplemental
insurance, and (3) acknowledges that the patient
has the right to receive services from other medi-
cal providers.

Where a neuropsychologist opts out and is a
member of a group practice or otherwise reas-
signs his or her rights to Medicare payment to an
organization, the organization may no longer bill
Medicare or be paid by Medicare for services that
the neuropsychologist furnishes to Medicare ben-
eficiaries. However, if the neuropsychologist
continues to grant the organization the right to
bill and be paid for the services he furnishes to
patients, the organization may bill and be paid by
the Medicare patient for the services that are pro-
vided under the private contract. The decision of
an individual provider to opt out of Medicare
does not affect the ability of the group practice or
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organization to bill Medicare for the services of
those and practitioners who continue in a partici-
pating or nonparticipating status with Medicare.

Some Common Medicare Patient
Request Situations: What Is
the Appropriate Response?

These responses are based upon a review of the
current APA ethics code as well as our years of
clinical and business-related experience. Our
responses should be viewed as guidelines to be
considered by the reader. You may develop other
responses to these situations that are also appro-
priate or, perhaps, even more appropriate than
what is noted below. The main thrust of each
response deals with (a) making a priori service
delivery decisions about the contractual arrange-
ments you set up with the patient and (b) using
your understanding of how the patient’s insur-
ance approval and reimbursement system works.

Situation A The patient who wants you to carry
out a comprehensive, attorney-requested or
court-ordered, forensic examination, which is to
be billed in its entirety to Medicare. The purpose
of this evaluation is for a forensic opinion(s) to be
developed and used in a legal matter.

Response Do not accept the referral with the
proviso of billing Medicare for a forensic (admin-
istrative) service. This is not a medically neces-
sary service. You may be in violation of several
ethical rules as well as run the risk of committing
fraud in terms of your contractual relationship
with the insurance payor. Ask yourself the ques-
tion, “Is the referral question and the resultant
testing medically necessary as they relate to the
making of a diagnosis or alleviating a medical or
mental problem? Would the testing be necessary
if there was no active litigation?”

Medicare specifically states The services of CPs
are not covered if the service is otherwise
excluded from Medicare coverage even though a

clinical psychologist is authorized by state law to
perform them. For example, the Social Security
Act (Section 1862(a)(1)(A)) excludes from cov-
erage services that are not “reasonable and neces-
sary for the diagnosis or treatment of an illness or
injury or to improve the functioning of a mal-
formed body member.” Therefore, even though
the services are authorized by state law, the ser-
vices of a CP that are determined to be not rea-
sonable and necessary are not covered [10].

Situation B The patient has always wondered if
they could have a learning disability, and now
they want to be tested under Medicare for that
service. They want educational testing to identify
a diagnosis of a learning disability, and the
patient wants you to bill the services to Medicare.
They are not complaining of any other form of
medical, neurological illness or injury or mental
health problem that may be causally associated
with such an educational condition.

Response It is our understanding that Medicare
does not cover testing for educational purposes,
such as to identify a learning disability, as it does
not meet the criteria for medical necessity/cov-
ered service.

Situation C The patient asks or demands that
you waive either their co-pay, their deductible, or
both.

Response Do not waive the co-pay or deduct-
ible. Not only are you providing a service well
below your cost basis, but you may find that you
have violated the law! The Centers for Medicare
and Medicaid Services (CMS) has mandated that
physicians and other providers of health care
must collect co-pays and deductibles [11].

The reasoning behind this is as follows: If you
(the neuropsychologist) waive the co-pay or
deductible, you are, in effect, giving the patient a
discount. Therefore, if you are willing to “sell”
your service to the patient at a discount, you
should also give a discount to the insurer. A sec-
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ond (and lesser) reason for requiring co-pays and
deductibles is to cause the patient to have a share
in the cost of their health care, thereby reducing
unnecessary consumption of covered services.

A Review of Some Sample Forms
for a Private Practice in Clinical
Neuropsychology

The items that follow are examples of the types
of forms that we have developed to address com-
mon situations which occur in management of
our practice. Please feel free to adapt them to
your presented elsewhere [7].

Please note the following caveats. Many of the
forms have been reviewed by our company attor-
ney for acceptable legal standards according to
the laws of the Commonwealth of Virginia. You
will need to determine whether the wording in
these forms is legally valid in your jurisdiction.
Also, we feel that these forms reflect an appropri-
ate professional standard of practice according to
current APA ethics standards. Please do not try to
interpret these documents out of context. Our
office will change these forms whenever it is
deemed necessary so as to maintain acceptable
legal and ethical standards. Finally, each of these
forms is designed to be completed on an a priori
service delivery basis. This issue is critical in
many of the circumstances relevant to these forms.

(a) Referral form (Fig. 8.1): This intake form is
typically completed as part of a telephone
call from either the referral source or the
patient/patient’s family. Please note that it
also prompts for secondary and tertiary
insurance information. Some patients have
Medicare plans that may require a preautho-
rization for services. You do not want to have
to try to get a preauthorization, while the
patient is waiting at the registration window
and waiting for their appointment.

(b) Registration form (Fig. 8.2): Page 1 asks for
the typical information. Page 2 addresses a
number of specific issues. Without going into
a line by line annotation, please note several

items of particular interest: first, that the time
for testing includes administration, scoring,
and report preparation as well as report dis-
cussion and, second, that the cost of respond-
ing to medical legal matters requires time
and that fees will be charged for these ser-
vices; page 3 deals with documenting the
Medicare no show policy and other general
insurance matters.

(c) Waiver of insurance (Fig. 8.3): This form is a
copy of the standard Medicare “Advance
Notice  for  Medically = Unnecessary
Services—Waiver of Medical Necessity”
form [12, 13]. This form should be used in
those situations where you have a Medicare
enrollee who is requesting services which, in
their specific situation, are not likely to be
deemed medically necessary by Medicare. In
many situations, federal rules still require the
provider to submit the claim, even though
they have good reason to believe in advance
that the service, e.g., forensic issues, is not
going to meet the accepted standard of medi-
cal necessity. This signed waiver allows the
provider to bill the enrollee for the service
instead of having to write off the claim. For
further information regarding this complex
issue, please refer to the website of your
state’s Medicare Part B carrier.

This form is valid as of July 26, 2017, and the
Medicare website states (taken verbatim as pub-
lic information):

Medicare and Neuropsychology:

A Look Forward to the Abyss or

to Eden? What Will Our Business
Management Practices Look Like in
the Future?

(a) We see opportunities for reimbursement
increases if our profession is successful in
advocating for inclusion in MIPS and other
quality/cost programs. However, we expect
to see per unit reimbursement levels continue
to decline over the next 10 years if our
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Advance Beneficiary Notice of Noncoverage | Medicare.gov
Medicare.gov

The Official U.S. Government Site for Medicare

Home / Claims & appeals | Your Medicare riahts /| Advance Beneficiary

Notice of Noncoverage Advance Beneficiary Notice of
Noncoverage

Notice of Noncoverage Advance Beneficiary Notice of
Noncoverage

You may get a written notice called an "Advance Beneficiary Notice of Noncoverage" (ABN) from your doctor, other health
care provider, or supplier if both of these apply:

You have Original Medicare.

Your doctor, other health care provider, or supplier thinks Medicare probably (or certainly) won't pay for the items or
services you got.

However, an ABN isn't required for items or services that Medicare never covers.
The ABN lists:

The items or services that Medicare isn't expected to pay for
An estimate of the costs for the items and services
The reasons why Medicare may not pay

The ABN gives you information to make an informed choice about whether or not to get items or services, understanding that
you may have to accept responsibility for payment.

You'll be asked to choose an option box and sign the notice to say that you read and understood it. You must choose one of
these options:

Option 1 : You want the items or services that may not be paid for by Medicare. Your provider or supplier may ask you to
pay for them now, but you also want them to submit a claim to Medicare for the item$ or services. If Medicare denies
payment, you're responsible for paying, but, since a claim was submitted, you can appeal to Medicare.

Option 2: You want the items or services that may not be paid for by Medicare, but you don't want your provider or
supplier to bill Medicare. You may be asked to pay for the items or services now, but because you request your provider
or supplier to not submit a claim to Medicare, you can't file an appeal.

Option 3: You don’t want the items or services that may not be paid for by Medicare, and you aren't responsible for any
payments. A claim isn't submitted to Medicare, and you can't file an appeal.

An ABN isn’t an official denial of coverage by Medicare. You have the right to file an appeal if payment is denied when a
is submitted.

Fig.8.1 Referral form

profession does not advocate effectively. We lated. This will also “make up” some of the
are moving away from per unit fees to global lost revenue for those who continue to see
service fees. We still expect to see the upper Medicare patients.

limit of allowable testing units decline as (c) We also envision more neuropsychologists
Medicare and other payors increase the choosing to “opt out” of Medicare and work
demand for computerized testing and solely on a private contract arrangement with
decrease funding for our services. patients. The rise in ‘“concierge neuropsy-

(b) These changes will result in an even greater chology” services is already a reality.

reliance on forensic and other professional (d) Many of the “a la carte” options typically
services where fee structures are less regu- offered to patients for free, or little cost will
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Neuropsychological Services Of Virginia

Intake Form

Referred To: Referred By: Date:
Referral Called In By: Phone No: Fax No:
Client Name: DOB: Age:
Address: City/State: Zip:
Home Phone: Work Phone: Cell Phone:
Preferred Phone: [Circle] Home - Work - Cell  Email Address:
Responsible Party: Relationship To Patient:
Responsible Party Contact Info: Employer:
Reason For Referral:
NT__ PT___ Themapy__ EducT__ DOA: LOC[] Yes[] No
Outpatient: Inpatient: Room #: Records Req?: [] Yes [ ] No
Accident?: [ ] Yes [ JNO-DOLI: WC?2: []Yes [ ] NO-DOA: Altorney:
Primary [nsurance: ID: Phone #:
Address: Contact:
Mental Health Carrier (If Different): Phone#:
Mental Iealth Carrier Address: Effective Date:
Policy Holder Name: Rel to Pt: Group#:
Policy Holder D. O. B. Policy Holder Other Info
Deduct: Met?: Copay/Coinsurance.: PreauthReq?:  OTR Reg?:
Preauth # DI: Preauth # Test: Preauth # Therapy:

Notes:

Secondary Insurance: 1D: Phone #:
Address: Contact:
Mental Health Carrier (If Different): Pheneft:
Policy Holder Name: Effective Date:
Deduct: Met?: Copay Visit'Unit: PreAuth Req?: OTR Reqg™:
Preauth # DI: Preauth # Test: Preauth # Ther.:
Appointment Date: Confirmed Appt w/__ by
Appointment Date: Confirmed Appt w/ by
Appointment Date: Confirmed Appt w/ by
Client Informed: Copay Amount: 48-hr Notice: Glasses/Med List: DEQ Rev. 6/26/10

Fig. 8.1 (continued)
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NEUROPSYCHOLOGICAL SERVICES OF VIRGINIAL INC,

First Name: Middle: Last Name:

Address: City: State: Z1P:

Home Phone: ( ) - SSN: ! ! Sex: | | Male | | Female

DOB: I / AGE: Referred by:

Were you Injured while working? (Workers' Comp) | | NO | | YES-=>Date of Injury: / /

Accident? | | NO | | YES=>Motor Vehicle? | | YES | | Other Date of Accident ! /

Are you represented by an attorney? [ |NO | ] YES—>Attorney Name

Have you been seen at NSV previoush? || YES || NO  Are you here on an emergency basih? | | YES | | NO

Are you covered by Insurance health plan(s)? | | YES | | NO If YES, we need to make a copy of your insurance card(s).

Primary Ins. S dary Ins.
Vocational Status:
| | full-time student Education: Years Completed  Degree:
| | part-time student
| | homemaker Handedness: | | right | | left | | ambidestrous
| | retired
[ | full-time employed Occupation:
| | part-time employed Employer:
| | unemployed Work Phone:
| | disabled Cell Phone:
| | other
Marital Status: | | Single | | Separated | | Divorced | | Married | | Widowed
Medication Dosage # per day Medication Dosage # per day
(mg) (mg)
1) 4)
2) 3)
3) 6)
Responsible Party, if other than patient: (who is respoasible for payment of all costs incurred)
First Name: Middle: Last Name:
Address: City: State: 71pP:
Home Phone: ( ) -
Empl Work Phone: ( ) -
Responsible party's relationship to patient: | | Sp | 1Child || Parent Other
Note: Fees are posted at the receptionist’s window,
Fig.8.2 Patient registration form
need to become full fee expenses, so astobe (e) Once Medicare and other insurance compa-

able to operate at a profit vs. loss for the
time, talent, and effort involved. These items
include (1) forms that the patient wants com-
pleted and (2) letters to document some ele-
ment of care or diagnosis, as well as other
services which may not be billed to
Medicare.

nies allow for services where the professional
is not actually physically present on-site with
the patient, the entire question of in-office
testing will become moot. The patient will
not have to come to the neuropsychologist’s
office if they can go to another site such as
the PCP’s office and be interviewed and then
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Neuropsychological Services of Virginia, Inc.

GUARANTEE OF PAYMENT AND ASSIGNMENT OF INSURANCE BENEFITS: For value received, the undersigned guarantor and/or
patient (hereinafter the “Responsible Party”) promises to pay lo Neuropsychological Services of Virginia, Inc. (hereinafler "NSV") all charges
incurred for services rendered to the Responsible Party. The Responsible Party understands that NSV will process the paperwork to complete
insurance claim(s) but only as a courtesy to the Responsible Party, and the Responsible Party authonizes NSV to rel any and all medical
information necessary to complete insurance claim(s) and assigns any monies due and owing under the insurance contract to NSV, It is,
however, understood and agreed that the Responsible Party is responsible for all monies due and owing for services rendered by NSV in
the event insurance does not pay for these services. [tis acknowledged that the ultimate completing and following-up of any insurance claims
is the responsibility of the Responsible Party. It is further agreed by the Responsible Party, that in the event any monies received by NSV from
the insurance carrier which are at any time after their receipt withdrawn from NSV by the insurance carrier, the Responsible Party will be
responsible for those monies then due and owing, and waives any delense for payment the Responsible Parly may have against NSV, In the
event this account is turned over to an attorney for collection, the Responsible Party hereby agrees to pay all costs of collection including, but not
limited to, court costs and 33 1/3% attorney’s fees. The Responsible Party authorizes use of this form on all insurance claim submissions.
Release of records to referral sources is also authorized. The Responsible Party agrees to be bound by the terms and conditions of this account
with NSV.

A minimum of 48 hours weckday / 2 business days notice is required for cancellation of appointments, If this notice is not reccived, the
Responsible Pasty may be charged a fee for the amount of time which was reserved for the appeintment at the rates posted in the offices of NSV,
See page 3 for details. This also pplies 1o Medi tients. Insurance will not be billed for missed/canceled appoi Your copay is
expected at the time of service, We will file the Responslbl-: Pm‘ly s initial insurance claim(s) and provide dm,ulnenlallon necessary for insurance
reimbursement. We do not, however, guarantee that each service will be covered or what percentage will be covered. The Responsible Party
may incur extra charges for refiling of insurance claims.

In the event that the Patient’s/Responsible Party™s insurance does not cover our services (or any portion thereof), NSV will work with the
Responsible Party regarding payment (e.g., setting up a payment plan). NSV expects full payment within thirty (30) days of the date of service.
The Responsible Party hereby agrees that accounts not pald within thirty (30) days will be charged a late fee of 515,00 and will acerue
interest at the rate of 1.5% per month (18% A.P.R. - a minimum of $1.00 will apply}. The Responsible Party bears ultimate financial
responsibility for all services rendered to the Patient/Responsible Party, including workers' compensation ¢laims and personal injury cases,
regardless of the outcome of litigation. In the event that coverage is denied under workers' compensation, the Responsible Party will pay any
unpaid balance, notwithstanding any appeal of such denial, With respect 1o personal injury cases, the Responsible Party is responsible for fees
incurred, NSV may not be able to seek payment from third parties, and NSV cannot wait on the outcome of pending litigation for payments.
NSV does not accept contingency fee arrangements. If there is any remaining balance(s) due at the time of settlement, the Responsible Party
hereby authorizes their attorney to clear the Responsible Party’s outstanding accounts. In the event the Responsible Party has "medpay”
available and health insurance, NSV considers medpay to be the primary insurer. The Responsible Party’s signature also constitutes the
imevocable agreement to a waiver permitting payment of medpay insurance claims directly to NSV prior to claimant receiving such funds.

Responding to Forensic/Medical Legal requests, conferences and telephone calls with attorneys involve additional time and record keeping, The
Responsible Party is responsible for all direct costs and expenses associated with NSV and its attorney responding to discovery requests
(including depositions and subpoena duces teeum time and labor costs) and with conferences including, but not limited to court appearances,
preparation of reports, photocopying, faxes, long-distance telephone calls, out of office travel, overnight delivery and courier services. These
expenses are billed 1o the Responsible Party and to the Patient’s/Responsible Party’s Attomey. The Responsible party, however, remains
responsible for payment of these charges if not paid in full within sixty (60) days. The above noted direct cost and expenses are understood and
accepled to be in addition to any published federal and/or state statutes which may otherwise apply.

NOTE: Testing includes time for (1) administering and (2) scoring the tests, and (3) preparing the report. In nonforensic/nonmedical-legal cases,
this will typically add 1-3 hours to the actual testing time. Forensic/medical-legal cases typically require even more time and may include record
review and consultation(s) with attorney(s), ete, In certain cases (such as, but not limited to, medical-legal cases), a more comprehensive and
time-consuming assessment may be needed than what may be approved under your insurance plan [for example, when an insurance plan covers
up 10 3 hours of testing/report preparation but your clinician feels that your case requires additional hours of testing/record review/report
preparationfetc]. The responsible party as noted below accepts responsibility for these charges,

If you have any questions, please speak with a member of our Management team. Y our signature indicates that you have read the above and
agree to the terms contained therein. These agreements are irrevocable.

Signature: Responsible Party:
Date: Date:
**1f patient is # minor, are vou herthis legal gunrdian? [ ] YES [ ] NO If NO, please notify our Management team regarding this matler,

Rev. 4122011

Fig. 8.2 (continued)
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Neuropsychological Services of Virginia, Inc.

Insurance & Appointment No Show Information Notice
From: The Clinicians & Staff at NSV

It has come to our attention that, despite every reasonable effort undertaken by you and by our clinicians and highly
trained office staff to obtain specific and accurate information/confirmation from your insurance company regarding:

1. Whether our clinicians and/or NSV is an approved provider of services under vour health care plan:
2. What are the insurance approved services requested in your case;
3, What is the time limited extent of services which may be provided per appointment;

4, What is the insurance company stated allowed amount of patient copay and/or the allowed amount of insurance
payment to be made to NSV;

5, The specific preauthorization and preauthorization number for the requested services;
6, Other information which documents the insurance company s responsibility to pay the patient’s claim,

Unfortunately, some insurance companies may provide NSV with the information needed to appropriately process and
reimburse NSV for professional services rendered, but then (after we perform the requested services) they inform us that the
insurance information which they gave us is incorrect and/or incomplete. Your insurance company then may inform the
clinicians and NSV that they arc not responsible for payment for the otherwise agreed upon services. Your insurance company
may delay andor defer their reimbursement for previously authorized services, The clinicians and NSV thereby inform the
responsible party noted below that: first, this type of situation may develop in your situation despite your/our best efforts to
prevent such an cvent; second, that the responsible party assumes responsibility for making the insurance company take
appropriate responsibility for their actions; third, that the responsible party agrees to pay NSV the appropriate payment which is
otherwise due from the insurance company while the responsible party sceks to make the insurance company live up to their
agreed upon financial obligations to the patient.

7. Missed/Broken appointments: A minimum of 48 hours weekday/business days advance notice is required for the cancellation
of appointments without incurring a missed/broken appointment penalty. This is strictly enforced. If this notice is not received,
the Responsible Party may be charged:

(a) $75.00 for a missed | hour Psychotherapy and or Office Feedback appointment and

(b) $75.00 per hour for a missed Testing appointment. This may involve 3 - § hours of lost time.

(c) $15.00 for a missed 10 minute Telephone Feedback/Conference appointments,

(d) Please see the 2011 rate schedule posted in the office of NSV for further information.

If you have any questions, please speak with 2 member of our Management team, Your signature indicates that you have read the
above and agree to the terms contained therein.

Signature: Date:

Fig. 8.2 (continued)

accessed via Internet-based video connection are unable to make a strong case for such, we
(e.g., Skype-type service). This is already run the risk of neuropsychology being pushed
happening. to the sidelines of patient care. We make this
(f) As Medicare moves toward its uncertain point a second time because we believe being
future, Congress will explore other mecha- at the table beats being on the menu for the
nisms to rein in the costs of caring for a future of our profession.
growing Medicare population. We, as a pro- (g) Now that electronic medical records have
fession, must work together to create a quali- become more widespread, private practice
tative and quantitative value proposition. neuropsychologists will adopt such technol-
Neuropsychology can and should play a key ogy in greater numbers. There will be many

role in caring for Medicare patients. If they reasons, but simply being able to maintain
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A. Notifier:
B. Patient Name: C. Identification Number:

Advance Beneficiary Notice of Noncoverage (ABN)

NOTE: If Medicare doesn’tpayforD. ___ below, you may have to pay.

Medicare does not pay for everything, even some care that you or your health care provider
have good reason to think you need. We expect Medicare may not pay forthe D.
below.

D. E. Reason Medicare May Not F. Estimated
Pay: Cost

WHAT YOU NEED TO DO NOW:
» Read this notice, so you can make an informed decision about your care.
» Ask us any questions that you may have after you finish reading.
e Choose an option below about whether toreceivethe D. — listed
above.
Note: If you choose Option 1 or 2, we may help you to use any other
insurance that you might have, but Medicare cannot require
us to do this.

G. OPTIONS:  Check only one box. We cannot choose a box for you.

UJ OPTION1. IwanttheD. — Jisted above. You may ask to be paid now, but |
also want Medicare billed for an official decision on payment, which is sent to me on a Medicare
Summary Notice (MSN). 1 understand that if Medicare doesn’t pay, | am responsible for
payment, but | can appeal to Medicare by following the direclions on the MSN. If Medicare
does pay, you will refund any payments | made to you, less co-pays or deductibles.

[JOPTION 2. Iwantthe D.—___ listed above, but do not bill Medicare. You may
ask to be paid now as | am responsible for payment. | cannot appeal if Medicare is not billed.
[0 OPTION 3. IdontwanttheD. —___________ listed above. | understand with this choice |

am not responsible for payment, and | cannot appeal to see if Medicare would pay.
H. Additional Information:

This notice gives our opinion, not an official Medicare decision. [f you have other
questions on this notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY:
1-877-486-2048).

Signing below means that you have received and understand this nolice. You also receive
a copy.

l. Signature: J. Date:

According o the Paperwork Reducton Act ol 1995, oo persons are regquired to resporsd 1o a collection of mloomation unless it displays a valid OMB
control pumber,  The valid OMB control number for this infermation collection is D93R1566. The time required 1o complete this information
collection is estimated to avernge 7 minutes per response. including the time to review instructions. search existing data resourecs. gather the daa
preeded, and coanplee and review the intornzion collection,. 11 veu have comaents ceacerning U accuraey of the 1hne estioaie or suggestions or
Empeaving this form, please write to; CMS, 7500 Security Bonbevard, Attn: PRA Reporis Clearance Officer, Ballimore, Maryland 212344-1 850

Form CMS-R-131(03/11) Form Approved OMB No.
0938-0566

Fig. 8.3 Medicare noncovered service form
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record access from referral sources and to
provide quick transmission and access of
our reports to other sources will become
more critical. If we do not stay on an EMR
technology par with our MD referral
sources, then the MD will see the cost of
their office having to copy or fax records to
us as a financial disincentive for a referral.
Active use of an EMR will be critical for
involvement in MIPS and other payment
incentive models.

It is therefore incumbent to focus on the
“value” of the services we offer. Even as many of
our tests become computerized, we must continue
to demonstrate the value of the personal interac-
tion between neuropsychologist and patient. We
must be able to demonstrate how the information
we provide is better and more accurate than
“shortcut” software-based neuropsychological
testing being sold to (and used by) other medical
professions who do not have our training and
expertise. We must be able to show how our care
creates better patient outcomes. To the extent we
can do this, our future is much brighter.

Clinical Pearls

* Know what constitutes a medically necessary
service and agree to bill Medicare for such
service—and bill the patient for services that
are not medically necessary according to
Medicare.

e Play a role in making sure payors understand
what neuropsychologists do and how our
efforts have a positive impact on both patient
outcomes and the overall delivery of cost-
effective health care.

* Do not hesitate to educate the patient as to
what is a medically necessary service and what
is not medically necessary. The patient should
have a say in their health-care delivery choices.
This includes accepting financial responsibil-
ity for nonmedically necessary services.

e Document time and service provided to the
patient properly the first time, according to

documentation standards, and you will reduce
the risk of audit problems in the future.

e Know what your cost of practice is and use
that information properly in your clinical care
decisions. This includes understanding the
cost of unfilled time on your schedule when
you are not receiving offsetting revenue.

* Do not forget the rules you knew yesterday
may have changed overnight. Health-care
reimbursement, quality measurement, and
delivery have changed significantly since the
first edition of this book a mere 5 years ago.
Be a student and remain a student.

* Be clear and consistent with patients about

collecting co-pays and deductibles.

* One cannot provide “Luxury car quality care

at used car rates of reimbursement.” Also, plan
for the autonomous driving vehicle and don’t
be left at the curb.

* We enjoy helping people or we would not

work in this field. We feel that our profes-
sional time has value and that the business
arrangements that we make are reasonable and
appropriate to providing care to our patients.
We cannot provide quality services if we can-
not meet our financial obligations.

e The next time you visit your doctor, read the

sign next to the receptionist’s window.
Typically, it will state that “Co-pays are
expected at time of service” and that “the
patient is responsible for obtaining pre-autho-
rization for requested services.” Treat your
patients appropriately and in the same man-
ner you are treated when you are the patient at
the receptionist window.
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