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PERFORMANCE DESCRIPTION

JOB TITLE:


Claims Analyst/Examiner III
DEPARTMENT:

Claims 

RESPONSIBLE TO:
Claims Manager
SUMMARY OF DUTIES:
This position requires the timely and accurate processing of medical claims in accordance with health plan guidelines and applicable state and federal regulations. 

MAJOR DUTIES:

· Responsible for the accurate processing and completion of medical claims upon first receipt.

· Processes all types of claims consistently ahead of current turnaround standards.

· Applies organizational guidelines to make expeditious claims adjudication decisions.

· Routes claims to other departments for review as appropriate by completing special forms.

· Reviews and monitors pended claims reports as applicable and appropriate, and takes immediate action to ensure timely adjudication.
· Processes adjustment requests submitted by customer service and approved by the claims management team timely and follows up with providers as necessary and directed by management.

· Answers and responses to phone calls related to claims

· Applies accurate principles, policies, procedures and regulations,  including:   benefit interpretation, COB, co-insurance, and out of pocket/lifetime maximums to the adjudication process
· Refers claims review requests that require professional medical necessity   

review to the UM nurse or Medical Director for review and determination in an
      appropriate , timely, and consistent manner.

· Documents applicable information to support claims determinations.

PERFORMANCE STANDARDS

Process

1. Processes and adjudicates claims as assigned in accordance with specialty assignment, organizational policies, contractual parameters, health plan requirements, and state and federal regulations.

2. Ensures accurate and timely adjudication of each claim, ensuring accuracy as relates to cost share, provider contract status and terms, organizational policies and departmental procedures.  Maintains at minimum a 95% accuracy rate and processes a minimum of 225 claims per day/28 claims per hour.
3. Follows all necessary adjudication processes to establish a “one and done” approach that facilitates efficiency and productivity. 

4. Acts as resource to staff and provides guidance and direction to others within the department, and clarifies as necessary with provider and other departments to ensure accuracy of adjudication.

5. Responsible for maintaining knowledge and understanding of all claims related policies and procedures, and assists management and staff in ongoing improvement in policies and educational tools.

6. Takes appropriate and timely action regarding problem resolution.

7. Interprets and applies benefits and plan information, as well as the division of financial responsibility associated with each plan, and provider contracts to ensure accurate adjudication of each claim, and acts as resource to other staff members as necessary.

8. Ensures that claims received from non-contracted providers are processed timely (within 30 calendar days from original date received to date check mailed), and accurately (and in accordance with state and federal requirements).

9. Applies  interest and penalties appropriately (interest application begins following regulatory timeframe for applicable claim, (i.e. non-contracted 30 day claim; interest begins on day 31 and is calculated for every calendar day thereafter through the date the check is mailed)

10. Identifies opportunities for recovery and refers information as applicable.

11. Uses translation and language services appropriately and timely when necessary.

12. Uses resources appropriately and timely, including internal reports to ensure accurate and timely adjudication and productivity.

13. Refers claims appropriately and timely that require clinical assistance, and maintains tracking system to ensure timely claims outcomes.

14. Maintains applicable files and documentation in an organized manner.

Communication

1. Keeps current on all plan benefits, documents, contracts, DOFRs, amendments, coverage guidelines, and state and federal regulations.
2. Ensures that member issues are resolved timely and facilitates inclusion of appropriate leadership and/or clinical staff as necessary.

3. Processes provider queries in a timely and courteous manner, including those that may be urgent or time sensitive, and identifies opportunities to streamline processes or communications.

4. Maintains timely fax responses, pend files, and overall communication and correspondence.

5. Communicates with members and providers in a manner that reflects professionalism, competency, courteousness, compassion and caring

6. Communicates with colleagues in a manner that reflects professionalism, cooperation, courteousness and support.

7. Returns telephone calls promptly, noting the date, time and name of person contacted, and, if message is left, noting the name of the person who took the message.

Confidentiality and Compliance

1. Participates in departmental and organization wide activities and programs to promote compliance with state and federal statutes, and health plan and organization policies and standards.

2. Keeps individual information, as well as clinical information confidential, and ensures that all communications are handled accordingly.

3. Communicates information in a manner consistent with confidentiality and privacy policies of the organization.

4. Notifies supervisor immediately of any potential or real breach in confidentiality or compliance.

Information Management and Data Entry

1. Maintains security of password and complies with all policies and procedures related to access and use of information system.

2. Processes and gathers sufficient information and data as provided by practitioners and/or other providers to complete the claims or other type of research necessary to resolve provider issue.

3. Processes and gathers sufficient information and data as necessary to complete member related transactions, including information dissemination, enrollment, problem resolution, and care and service coordination.

4. Documents pertinent information relative to the situation.

5. Maintains files and information in an organized fashion.

6. Facilitates member and provider correspondence as required by organizational policy or as directed by supervisor.

KNOWLEDGE, SKILLS AND ABILITIES:

1. Ability to sit for long periods of time.

2. Ability to meet high production and quality standards.

3. Must have the ability to maintain a positive attitude and be adaptable to change.

4. Must have team attitude and be willing to work with diverse groups of employees and management.

5. Must have the ability to work overtime as required during peak periods.

6. Experience working with medical terminology as well as ICD-9/CPT-4 coding.

7. Experience working with CMS-1500 and UB-04 forms.

8. Experience working with managed care claims preferred.

9. Excellent key board skills and 10-key required.

EDUCATION, TRAINING AND EXPERIENCE REQUIRED:

1. High school diploma or equivalent.

2. Minimum five years of experience working with health insurance/managed care claims required.
