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Statement of Intent

a waiver of a prerequisite for coursework at
Jacinto Community College District.  The
as defined

This agrecement enables students to receive college credit and/or
the secondury level comparable to courses offered by Mt. Sun
granting of college credit is bused upon achievement of competencies through a course, or courses,
in Attachment B, which specifies the conditions of the articulation agreement.

Terms of Agreement

This agreement between Mt. San Jacinto Community College District and high schools or R.O.P. shall remain
in force for un indefinite period of time but shall be reviewed for consideration of continuation every three
years. This review will include an examination of up-to-date course outlines and a discussion of current
teaching methodologies and stated competencies. Either party to the agreement may terminate this agreement
at the close of any school year by proper written notice delivered to the President/Superintendent of Mt. San

Jacinto College or to the Superintendent of the secondary or R.O.P. educational institution.
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Attachment B

Mt. San Jacinto Community College District
Secondary and Community College
Articulated Course Standards and Criteria

[Date bebroary 18, 2009
A H 078 Medical Assisunt: Computerized oftice

Procedures

Medical Otfice Operation (692)

(N ame and Number of Course/MSICCD) (Name and Number of Course/High School or R.O.P.)

Description of Articulated High School or ROP Course Standards
(Please attach the course outline)

Content or Theory Summary:

This course is designed to provide an introduction to the major insurance programs and federal health care
legislations, national diagnosis and procedural coding systems. Student learn how to correctly complete the
CMS-1500 form using the various coding manual.

Competencies:

Students are expected to demonstrate competencies though supervised practice in:
** The use of case studies to complete the CMS-1500 form
¢ The use of the ICD-9-CM, CPT and HCPCS coding manuals to code diagnoses and procedures for the

completion of the CMS-1550 form.

Measurement Methods:

Weekly Chapter Tests

Weekly case studies

Assess the correct use of the coding manual
Comprehensive semester exam.
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Attachment B

Mt. San Jacinto Community College District
Secondary and Community College

Application of Lab:
W/ i F M . - N N M . - N PR
< Use of coding manuals or clectronic manual to code diagnoses and procedures
% Computerized case study analysis
Hours of Instruction:
< Five hours of lecture with vecasional lab activities, for a period of 18 weeks and a total of 90 semester

hours of instruction.

Textbook or Other Support Materials (Including Software):
Understanding Health Insurance: A guide to Billing an dRimbursement 8" edition.
By Michelle A. Green and JoAnn C Rowell.
This includes a textbook and the accompanying workbook.

Special Equipment:
< Forms for medical billing
s ICD-9-CM manuals
% HCPCS coding manuasl
«»  CPT coding manuals

& Electronic software for coding and reimbursement by Thompson's Delmar Learning.



Perris Union High School District
Course of Study

A. COURSE INFORMATION

1. Course Title

Medical Ottice Operation

2. Transcript Title / Abbreviation

3. Transcript Course Code / Number

. Required for Graduation?

D Yes No

71

9. Subject Area
(] History/Social Science
D English
(] Mathematics
(] science
(] Language other than English
D Visual & Performing Arts
[ College Prep Elective

Vocationl

6. Meets UC/CSU Requirements?

D Yes No

10. Grade Level(s)

7 8 9 FOx Fix 12x

~I

. Meets “AP” Requirements?

] Yes No

11. Meets “Honors™ Requirements?

(O Yes No

8. Course Author
Name:

Date Submitted: September 13, 2007

12. Unit Value / Length of Course
0.5 (half year or semester equivalent)
D 1.0 (one year equivalent)
D 2.0 (two year equivalent)

D Other:

13. APPROVALS:

Name/Signature Date

Subject Area Council:

Educational Planning Council:

Board Approval:




14, Pre-Requisites

None

15, Co-Requisites
None

16. Brief Course Description
This course contains advanced terminology: legal and medical implications of preparing and securing medical

documents: transcription materials and exercises adapted tfrom actual medical documents. This course introduces
basic. universal concepts of medical insurance and billing procedures and is a required course in the medical

assisting certificate program,




B. COURSE CONTENT

17. Course Goals and/or Major Student Qutcomes

(NOTE = If vou do not need all this space on this page and the following 3 pages,
just highlight and delete and the rest of the form will flow up)
The goal of this course 15 107

b Introduce information about major insurance program and tederal health care legiskation.
2. Provide a basic knowledge of national diagnosis and procedure coding systems.

3. Simplify the process of completing claims,
It is designed to give the student 1he tools necessary for processing health insurance claims which includes instructions
in all aspects of medical insurance. including plan options, payer requirements, state and tederal regulations,
abstracting of source documents, accurate completion of claims. and coding of diagnosis and procedures/ services.
This course provides hands. computerized practice exercises in which students use real case studies and patient records

to prepare a completed medical insurance claim. Throughout the course the students will complete 40 case studies for
the semester.



Weekly Schedule

WEEK CHAPTERS COMPUTERIZED VOCAB TAKE HOME CHAPTER

COVERED CASE STuDY Quiz ESSAYS TESTS
IN CLASS ASSIGNMENTS

1 Ch1t,2 Case study 1,2 Ch1t,2 Ch1t,2

2 Ch3 Case study 3,4 Ch3 Ch3

3 Chd Case study 5,6 Ch4 Ch4 Ch1.23

4 Chs Case study 7.8 Chs Chs

5 Che Case study 9,10 Cheé Cheé

6 Ch7 Case study 11,12 Ch7 Ch7 Ch4,5 6

7 Chs Case study 13,14 Chs Chs

8 Chg Case study 15,16 Ch9g Chg

9 Ch 10 Case study 17,18 Ch 10 Ch10 Ch7.89

10 Ch 11 Case study 19,20 Ch 11 Ch 11

11 Ch12 Case study1,2,3 Ch12 Ch12 Ch 10, 11

12 Ch 13 Case study 4,5,6 Ch 13 Ch 13

13 Ch 14 Case study 7,8,9 Ch14 Ch14

14 Ch15 Case study 10,11,12 Ch 15 Ch15

15 Ch 16 Case study 13,14,15 Ch 16 Ch 16 Ch12,13,14

16 Ch17 Case study 16,17,18 Ch 17 Ch17

17 Final Review Case study 19,20 Final Review Final Review

18 Finals Finals Finals Finals Finals



I8. Course Objectives

Text Chapter

Objectives
| i Listand discuss basie skills required of aspiring health insurance spectalists
DRescribe the responsibifities ot bealth insurance specialists
N Differentiate among automobile. disabihty, and hiabihty tnsurance
4 . . . . .
Discuss the history ot health care reimbursement form 860 to present
< Describe six managed care models, amd provide details about cach.
0 Differentiate between manual and electronic claims processing procedures
7 Detail the processing of a claim by aninsurance company.
8 Explain the use of Federal Reister.
Y Give examples of breaches of confidentiality.
10 Summarize tederal legislation and regulation that attect health care.
I Identity and properly use [CD-9-CM’s special terms. marks. abbreviation
12 Accurately code all diagnoses according to 1ICD-9-CM.
13 Explain the tformal CPT and compare ICD-9-CM 1o CPT.
4 Explain the historical development of CMS reimbursement systems.
15 List and define each CMS pavment system
16 Select and code diagnusis and procedures from case studies and sample reports
17 Research local coverage determinations
I8 Discuss reporting guidelines and restrictions covering various claims items.
19 Differentiate between primary and secondary commercial claims
20 Complete commercial primary and secondary fee-for-service claims accurately
21 Explain the function of Blue Cross and Blue Shield Association
22 Compare how PARs and nonPARs process BlueCard claims
23 Describe coverage for Medicare Parts A through D
24 Explain the billing sequence for Medicare patients with employer-sponsored plans.
Medicare-Medicaid crossover plans, and Medicare as secondary coverage
25 List and discuss Medicaid tederal guidelines
R . . . . . . . e
26 Explain how 1o verify a patient:s Medicaid eligibility
27 List and discuss TRICARE eligibility categories
o . . . g - -
=~ List siv services not covered by TRICARE provram
sy | List types of health insurance primary to TRICARE programs
3 . . . . . .
30 List and describe types of worker’'s compensation available ar the state level
3 Describe correct billing procedures for worker's compensation cases




20. Texts & Supplemental Instructional Materials

. . . . hoge
Fo Understanding Health Insurance: A guide to Billing and Reimbursement 8% Ed.
Authors: Michelle A, Green und JoAnn C. Rowell

2 1CD-9-CM by Practice Management Information Corporation. ISBN 1-57066-262-2-Hard Cosver
j CPT Ccode book
4. Student Workbook



21. Key Assignments
I Weekly vocabulary Quizzes
20 Weekly Computerized Case Studies
3 Weekly tahe home essays
4. Chapter tests
5. Final Bxams

22, Instructional Methods and/or Strategies
. Powerpomi presentations
2. Hands-on laboratory/computerized practices i filling out insurance claim forms

3 Group practice exercises

o
>

Assessment Methods and/or Tools
I Vocabulary quizzes 150 points

2. Take home essays 150 points

3. Case studies 400 points
4. Chapter tests 1000 points
5. Finals 300 points

Grading Scheme

A=00-100 % 1800-2000 points
B=180-89 %  1600-1799 points
C=70-79 9%  1400-1599 points
D=60-69 %  1200-1399 points

F= <60 % less than 1200 points

C. HONORS COURSES ONLY

24. Indicate how this honors course is different from the standard course.

D. BACKGROUND INFORMATION



25, Context for Course (optional)
This course is one of eight required courses for the Medical Assisting Certificate Program. The Medical Assisting
Certificate Program is a vocational prograni within the proposed Health Academy for the Perris High School

District.

26. History of Course Development (optional)
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P HS Medical Office Op%rations Finals
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M ultiple Choice

[cdentipy the letter of the choic /’ rlmf best completes the statement or answers the question.

I, What s another tigle tor reimbursement specialist?

a. health mainteance specialist ¢. health insurance specialist

b. health claims,specialist d. health management specialist
2. The mutual e\u.haﬂge of data between a provider and the payer is called:

a. electronic u.lai!ns processing ¢.  procedure coding

b. electronic dal;a interchange d. preauthorization

Payment of ulalms may be denied if requirements are not met for which insurance rule?

a. authorization to release medical information

b. upholding ethjcal standards

c. preauthorization

d. hold harmless clause

4. A health msurancd specialist who exclusively files claims on behalf of patients would most likely pursue
professional credéntials with which organization?

(o)

a. AHIMA g c. AAPC
b. NEBA ‘1 d. AAMA
5. An independent céntractor should carry which type of insurance?
a. workers’ comfpensation c. bonding
b. professional "ability d. property
6. Respondeat supe, fo. 1> Latin for which phrase?
a. Let the buyerpeware. ¢. Let the employee be free.
b. Let the chips fall where they may. d. Let the master answer.
7. Medical malpractice insurance is considered what type of insurance?
a. bonding g c. property
b. health N d. liability

8. CHAMPUS stands for:
a. Civil Health é}fnd Medical Provider for the United States
b. Civilian Health and Medical Plan of the Uniformed Services
¢. Civilian Heal& and Medicine Plan of the United States
d. Civilian Health and Medical Plan of the United States

9. CPT stands for:

a. current procedural terminology ¢. civilian physician terminology
b. current physician terms d. compendium of physician terminology
10. The WHO. located in Geneva, Switzerland, is the originator of the ICD coding system. The acronym WHO
is: .
a. Worldwide Health Originator c. World Health Organization

b. World Healt!‘i Ombudsman d. World Web Health Organization
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1. Between 1965 and 1966, three government-sponsored programs for health care were instituted. These
programs were:
2. WHO. Medidare. and Medicaid
b.  Medicare. Cl?AMPU& Veteran's Administration
¢.  Veteran's Administration. Medicare. and Medicaid
d. CHAMPUS. Medicare. and Medicaid

_____ 12 The government-regulated Medicaid program is also known as:
a. Title Vor Titk 5 ¢. Title XIX or Title 19
b. Title XVIII or Title 18 d. Title XXX or Title 30

13. A program responsible tor providing health services to subscribers in a given geographical area for a fixed
fee is known as a:y,

a. managed caré‘organization c. retirement investment organization

b. public assistahce program d. health maintenance organization
4. Which health care’plan is designed for patients age 65 and older?

a. Medicaid c. TRICARE

b. Medicare d. Welfare

The act that prohibits sharing of medical information among health insurers and financial institutions for use
in making credit decisions is the:

a. Financial Ser¥ices Modernization Act

b. Medicare. Médicaid, and SCHIP Benefits Improvement and Protection Act

c. Taft-Hartley Act

d. Balanced Budget Act

16. The Standard Unique Health Identifier for Health Care Providers is also known as the:

a. ASCA k c. NPI
b. EIN 3 d. BIPA

{
17. Which event would be covered by automobile liability insurance?
a. collision thh»a deer
b. painand suff(‘frmg due to an accident
¢. reimbursement for funeral expenses
d. emergency rqéd service

18. Which state was the first to enact legislation that allowed consumers to sue an HMO for medical
i

I

malpractice? i
a. Texas . c. California
b. New York d. Florida

19. When a provider |§ paid a fixed amount per month to provide only the care that an indiv idual needs from that
particular provxder this is known as what type of payment?

a. tax-exempt c. capitation
b. indemnity d. sub-capitation
_20. A percentage of héalth care costs to be paid by the patient for health care services is known as the:
a. deductible c. coinsurance
b. copayment . d. indemnity
____21. The amount the m§ured must pay before health care benefits are reimbursed is known as the:
a. deductible " ¢. coinsurance
b. copayment d. indemnity
22, The flat payment thade by the insured for each service provided is known as the:
a. deductible c. coinsurance
b. copayment d. indemnity

t9
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23, Atriple option plein is also known as a(n) __ plan.
a. indemnity c. cafeteria
b. preferred | d. standard
24 An HMO that meets federal eligibility requirements for a Medicare risk contract. but is not licensed as a
federally qualiﬁed plan. ts a(n):
a.  competitive riedical plan ¢. special agreement plan
b.  risk contract p;lan d. unlicensed federal plan
25, A program that allpows individuals to set aside and subsequently withdraw tax-free funds for health expenses
is a: :
a. risk contract plan ¢.  medical savings account
b.  medical exclusion account d. medical spending account
26. The method of rei&burscment in which providers accept pre-established payments for providing health care
services to enrolldes over a period of time is:
a. indemnity c. liability
b. fee-for-service d. capitation
27. A company that e#ablishcs a utilization management program and performs external utilization review
services is a: )
a. review organj'zation c. consulting company
b. management F:ompany d. review administrator
28. A physician or heqlth care facility under contract with a managed care plan is known as a(n) ____ provider.
a. contracted c. subscribed
b. assumed g d. network
29. A nonprofit organjzation that contracts with and acquires the clinical and business assets of a physician
practice is a:
a. nonprofit pro‘vider c. nonprofit foundation
b. medical foun.cliation d. medical acquisition foundation
30. Another term for ;‘)‘olicyholder is:
a. subscriber " c. dependent
b. enrollee : d. beneficiary
31. The financial source document used by health care providers to record treated diagnoses and services
rendered to the patient during the current encounter is the:
a. medical record c. encounter form
b. authorization d. policy
32. A permanent record of all financial transactions between the patient and the practice is the:
a. encounter for’;}n c. chargemaster
b. day sheet ,"1 d. patient ledger
33. The name of the c‘bcument where providers report professional and technical services for reimbursement is
the: .
a. CMS-1500 claim c. patient ledger
b. day sheet I d. aging report
34, When a service oriprocedure does not match up with an appropriate diagnosis on a claim. the service or

procedure is 4-+- ‘ "4 to be:
a. unauthorized. C. more expensive
b. medically unnecessary d. fraudulent

! )

,'1
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35, The private, nonp;‘bﬁt organization that administers and coordinates the U.S. private sector voluntary
standardization system is:
a.  ANSI it ¢. OBRA
b.  HIPAA , d. CMS
36. The CMS equi\alént to the explanation of benetits form (EOB) is the:
a.  Preauthorization Notification
b.  Reimbursemént Determination Form
¢.  Medicare Summanry Notice
d.  Provider Remittance Notice
37 A letter is written Eénd signed by the provider that explains why a claim should be reconsidered for payment is
known as a(n): ]
a. argument ¢. reconsideration
b. benefit Y d. appeal
38. Asa general rule. a claim is considered delinquent when itis ____days past due.
a. 30 ‘ c. 90
b. 60 ) d. 120
39. A claim which is éorrectly completed on a standardized claim form is known as a(n) ____claim.
a. electronic ¢. clean
b. closed ! d. reconciled
40. An insurance comj any has the right to cancel a patient’s policy if the patient fails to:
a. keep scheduled appointments ¢. call for preauthorization
b. disclose any [gireexisting conditions d. select a primary care provider
41. An order by the court that requires a witness to appear to testify at a particular place and time is a(n):
a. summons . c. interrogatory
b. deposition ,“5 d. subpoena
42, Which type of Iavs"rideals with areas that are classified as something other than criminal?
a. civil 5; c. state
b. case " d. federal
43. The right of individuals to keep their protected health information from being disclosed to others is called:
a. security ;‘ c. confidentiality
b. privacy ) d. authorization
44. The document that ~antains new and changed Medicare policies and/or procedures that are to be incorporated
into a specific CMS program manual is a:
a. listserv I c. policy
b. special bulletjn d. program transmittal
45, Patient informatiqh and health insurance records must be maintained for _____ years.
a. five c. seven
b. six ' d. eight
46. The measure of w*xether a health care procedure or service will be reimbursed by a payer based on the
payer's contract apd provider documentation is called:
a. medical necegsit_\ c. authorization of benetfits
b. predeterminaﬁon d. evaluation
47. During which war was the Federal False Claims Act enacted?
a. World Warl i ¢. Civil War
b. Korean War | d. Vietnam War
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60.

61
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The process of safgkeeping patient information is called:

a.  security } ¢. confidentiality

b. privacy ;\ d. restriction

Funds received bvia provider or beneficiary n excess of amounts due or payable under Medicare or Medicaid
statutes and regul#ﬁions are called:

a. kickbacks . ¢. overpayments

b. briberies ; d. incentives

Code combinations that cannot be reported together on the same claim are called  pairs.

a. procedure 1 ¢. diagnostic

b. edit . d. visit

Which coding systems are impacted by Correct Coding Initiative (CC1) edits?

a. 1ICD-9-CMand CPT ¢. CPTand HCPCS Level HI

b. ICD-9-CM and HCPCS Level Il d. CPTand HCPCS Level Il

The two-digit cod§ attached to a main code to indicate that the procedure or ser ice has been altered is called
a(n): i

a. modifier ¢. description

b. edit y d. addendum

What will be sent:io a provider if it is determined that an overpayment has been made?

a. remittance advice ¢. demand letter

b. explanation if benefits d. program transmittal

An organization that performs centralized claims processing for providers and health plans is a(n):
a. clearinghousef c. administrative contractor

b. third-party adjninistrator d. payer

Any information gommunicated by a patient to a health care provider is considered:

a. private | c. protected

b. secure “1 d. privileged

Morbidity is another word for:

a. death : ¢. infection

b. disease v d. mortality

Which coding cla#siﬁcation is used for mortality data gathering?

a. CSM [ c. CPT

b. ICD ’ d. HCPCS level Il

Which two agencts within the Department of Health and Human Services are responsible for overseeing
changes and modifications to ICD-9-CM?

a. OIG and CM$§ ¢. HCFA and NCHS

b. OIGand NC[@S d. CMS and NCHS

How often is the ICD-9-CM updated?

a. monthly . c. annually

b. quarterly 1 d. semiannually

Patients treated in a hospital for uncomplicated ambulatory surgery are classified as __ patients.
a. inpatient ' c. observation

b. outpatient d. urgent

Which ICD codes are assigned for patient encounters when a situation other than disease or injury is present?
a. V Y c. M

b. E K d. C

W
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62. “Rule out myucardial infarction”™ is considered a  diagnosis.
a. principal | ¢.  secondary
b. primary ¥ d. qualified
63. Another procedurg performed during the same encounter as the principal procedure is the  procedure.
a. comorbid ¢. qualifving
b. secondary | d. incidental
64. Codes that represent the circumstances related to an injury are  codes.
a. E ‘ c. M
b. V ) d. CPT
65. What format doesithe ICD use to illustrate manifestation codes?
a. slanted bracnéws c. parentheses
b. straight brackets d. braces
66. Another word for visit is:
a. encounter c. diagnosis
b. service g d. event
67. Qualifying words &hat help clarify a diagnosis and/or provide alternate terminology for an ICD listing are
knownas médifiers.
a. essential : c. qualifying
b. nonessential ,J; d. comorbid
68. The appearance of a pathologic condition due to ingestion of or exposure to a properly administered chemical
substance is a(n):
a. poisoning !, c. allergic reaction
b. adverse effecg d. assault
69. An open fracture 1‘5 also known as:
a. impacted | c. greenstick
b. compound . d. comminuted
70. The perinatal peri’%}d includes the first _ days of life.
a. 7 : c. 21
b. 14 Y d. 28
71. ICD-10-CM ., -A_[;f--.nl to replace the ICD-9-CM Index to Diseases and Tabular List by:
a. 2005 i c. 2007
b. 2006 ] d. 2008
72. CPT represents what level of HCPCS (Healthcare Common Procedure Coding System)?
a. | ) c. I
b. 1 s d. 1v
73. Linking an lCD-‘)l M code with CPT codes on a claim demonstrates:
a. efficiency of the practice ¢. medical necessity
b. physician effgctiveness d. reimbursement due
74. Terms located in parentheses that clarify the assignment of a CPT code are called:
a. instructional notes c. diagnostic statements
b. descriptive qualifiers d. guideline notes
75. Assigning multiplg codes to procedures or services when one comprehensive code should be reported is
called: i
a. fragmenting | c. upcoding
b. detailing } d. unbundling
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76. When a physicianduanes arrangements with other providers or agencies for services to be provided to a
patient, this is called:
a.  medical decisiéon making ¢.  counseling for care
b. consulting fot services d. coordination of care
77. Select the appropf’iate modifier for a patient who presented to the internist’s otfice with extreme right lower
quadrant pain. was admitted to the hospital directly from the doctor’s otfice. and immediately underwent
laparoscopic appeldectomy.
a. -2 ¢. -57
b, -34 , d. -58
78 The Medicare Modernization Act (MMA) requires that new. revised. and deleted HCPCS level 1l codes will
be implemented each:
a. January | ¢. October |
b. March | ; d. December |

79. A triangle located'in front of a CPT code means the code:
a. has been dele&ed and should not be used
b. is brand new to this edition of CPT
¢. wasrevised f#‘om a previous CPT edition
d. isan add-on c,‘bde and is reported separately

80. A black dot (bullé!) located in front of a CPT code means the code isa(n) ____ code.
a. new 5 c. deleted
b. revised ! d. add-on
__ 81. Which type of doéjument is used as a reference to obtain medical or financial information?
a. coding c. referral
b. diagnostic ; d. source
82, CPT Appendix 1 Ii‘sts:
a. additions, defetions, and revisions c. genetic testing modifiers
b. Category I cbde modifiers d. CPT add-on codes
__ 83. Inwhat year was HCPCS introduced?
a. 1993 I c. 1996
b. 1983 ‘ d. 1986
84, Level ll codes are pssigned by which agency?
a. CMS [ c. AMA
b. HIAA d. ADA
__ 85. Approximately wt&at percentage of HCPCS level Il codes are temporary codes?
a. 15 i c. 35
b. 25 ; d. 45
__ 86. Levelllcodes wefp originally developed for which health care program?
a. Medicare ‘ c. Blue Cross/Blue Shield
b. Medicaid d.  Workers™ compensation
____ 87. CDTisacoding si‘stem that contains ___ codes.
a. supplies \ c. medical
b. equipment ‘ d. dental
___ 88. The types and catégories of patients treated by a health care facility or provider are part of the:
a. medical diagr}pstic category ¢. case mix
b. weighted valde d. diagnosis-related group
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9l.

93.

94.

95.

96.

97.

98.

99.

100.

101.

:
When was the first CMS (formerly HCFA) prospective payment system (PPS) implemented?

a. 1965 : c. 1983
b. 1972 ‘ d. 1996
!
Which codes are mquired on claims submitted for ambulance services?
a. HCPCS : c. CDT
b. CPT d. DSM

Medicare will pay'for ambulance services when:

a. the beneficiagy has no tunding for public transportation
b. the beneficiagy s family submits a request

c. other means oF transportation are contraindicated

d.  other means ot transportation are less convenient
Which develops I‘i:!cal clinical laboratory fee schedules?

a. Centers for Medicare and Medicaid Services

b. Medicare adqiinistrative contractors

c¢. individual state governments

d. Blue Cross/Blue Shield Association

Which isa provid}:fr who has two or more years of advanced training, has passed a special exam. and can

work as a primary care provider along with a physician?

a. medical assisfant ¢. physician assistant

b. nurse practitipner d. registered nurse

A fee schedule coptains ____ rates.

a. predetermineg c. usual and customary

b. retrospectivel, d. locality adjusted

The diagnosis related groups payment system applies to which group of patients?
a. observation - ¢. inpatient

b. outpatient /' d. rehabilitation

The software program used to measure the outcome of all patients receiving home health services is known
as: i

i

a. HAVEN c. OASIS

b. DMEPCIZ d. MDS

Home health resource groups rates are based on an episode of ____ days of care.
a. 30 L c. 90

b. 60 . d. 120

Which coding sysftEm does the home health prospective payment system (HH PPS) use to determine
appropriate payment levels?

a. ICD-9-CM . c. HCPCS

b. CPT-4 § d. CDT-3

Which software program collects home health assessment data for transmission to state databases”

a. OASIS ! c. IRVEN

b. HAVEN ' d. HHRG

In what year did the SNF PPS take effect?

a. 1988 Y c. 2000

b. 1998 1 d. 2001

Radiology payments will vary according to what factor?

a. acuity of patiénts c. place of service

b. number of patjents served d. amount of time per exam
4
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102, The major reason a patient was seen in a provider’s oftice is called the diagnosts.
a. principal " c. retmbursable
b. first-listed d. coded
103, The four compon&ms of a SOAP note are subjective. objective. assessment. and
a. prognosis ¢. plan
f
b. purpose ) d.  procedure
¥

104, Diagnosts codes zﬁje entered on the claim to identity the relationship between the patient’s condition and the
service or procedyre pertormed, which is called

a. linking c. coding
b, verifving d. resourcing
105 The two formats fBr clinic notes are the SOAP tormat and the  format.

a. abbreviated | c. diagnostic
b. general d. narrative

106. In addition to CPT modifiers. what other modifiers are reported on the CMS-1500 claim?
a. ICD-9-CM i ¢. HCPCS Level 1l
b. HCPCS Levef I d. HCPCS Level |

107. The process of anélyzing medical information to select diagnoses and procedures s called:
a. assigning ! c. linking
b. matching d. abstracting

108. Which item below would be located in the subjective section of a SOAP note?
a. length of lllnéSs as determined by the nurse
b. physical ﬁndf'ngs observed by the provider
c. signs and synmiptoms in the patient’s own words
d. personal history taken by the medical assistant
109. A urinalysis with 'bulture and sensitivity would most likely be linked to which diagnosis?
a. abdominal crgmping c. cough and wheezing
b. high fever and bladder pressure d. back pain
110. Which is the wawer required by Medicare for all outpatient and physician office procedures and services not
covered by the Médicare program?
a. Local coverage determination c. Program transmittal
b. Medicare derhand letter d. Advance beneficiary notice
F'11. The process of rewewmg patient records and claims to assess coding accuracy and completeness of

documentation is galled:

a. auditing L c. coding
b. abstracting | d. billing
112, A program that ed;its outpatient claims. assigns ambulatory payment classifications. and reviews submissions
for coding \alxdlty and coverage is _____ software.
a. DRGg grouper‘ c. Outpatient code editor
b. Chart audltor d. Automated order entry
113, On what payment ba5|s are inpatient medical cases billed?
a. prospective | c. perdiem
b. fee schedule : d. capitation

I 14. The abbreviation {:)CR stands for:
a. on-site claimgreading
) 0
b. optical charagfer reader

]

(@]

optical claim recognition
on-side claim recognition

Q.
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Birth dates are uswally entered on the CMS-1500 in w hich format?

a. DDMMYYYY c. YYMMDD

b. MMDDYY d. MMDDYYYY
The first code to anter in Block 21 is the:

a. first diagnosis treated by the provider ¢. first-listed diagnosis
b. condition that is most chronic d. qualitied diagnosis
Under which payifient system are observation services reimbursed?

a. OPPS . ¢. RUGs

b. DRGs ¢ d.  MPFS

The billing entity is also known as the:

a. third-party administrator individual preparing the claim

o]

b. legal business name of the practice d. the physician owner of the practice

In Blocks 9 through 9d of the Medicare CMS-1500 claim, the insurance specialist nay enter ____ insurance
policy informatioi

a. Primary i ¢c.  Medigap

b. Secondary d. Medicare

What is the prima‘fy benefit of using an optical character reader (OCR) device?
a. fewer claim rejections

b. increased claims processing productivity

c. less expensivé than manual processing

d. less paperwork generated

Which of the folld;wing is an acceptable diagnosis on a CMS-1500 claim?

a. abdominal patin and pressure ¢. rule out appendicitis

b. probable gout, d. angina versus myocardial infarction
A maximum of__,:f_ ICD-9-CM codes may be entered on the CMS-1500 claim.

a. three ; c. five

b. four ! d. six

The maximum nud.oer of two-digit modifiers that can be reported on one line in Block 24D of the CMS-1500
claim is: ‘

a. three 1 c. five

b. four ; d. six

Which option in Block 1 of the CMS-1500 claim is marked with an X to indicate a fee-for-service
commercial claim®

a. Group ! c. Other

b. FECA : d. BCBS

The patient is covplred by her employer’s group insurance plan. She is also covered by her spouse’s group
insurance plan. %ich plan is considered primary?

a. the plan with ?he least out-of-pocket expenses for the patient

b. the spouse’s ¢overage is considered primary

c. the patient can elect the primary coverage

d. the patient’s ,! ployer-sponsored plan is primary

A payer issues an authorization or precertification number for patient care. This number is entered on the
CMS-1500 claim in:

a. Actually. it isinot entered on the claim

b. The top right corner of claim

¢. Block 24K |

d. Block 23 N
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________ 127 Which of the following is true regarding the order of entry for reporting 1CD-9-CM codes on the CMS-1500
claim? )
a.  Each condition is entered in chronological order of treatment.
b. The codes areentered in descending order of severity.
¢. Conditions a(k entered according to costs associated with the condition.
d.  The order of éntry for reporting 1CD-9-CM codes is not a consideration.
~ 128 Block 1a contains-the insured’s 1D number. Which must be omitted when entering the 1) number on the

CMS-1500 claim™:

a. dashes ¢, letters
b. numbers d. spaces
129. What information %s entered in Block 23 of the CMS-13500 claim?

a. provider group number
b. tax identiﬁcagon number of billing entity
¢. provider specialty identifier
d. patient account number
130. Ifa patient is enro‘jled in an employer-sponsored group plan as well as a government plan not atfiliated with
the employer. which coverage is primary?
a. governmcil ¢ .
b. whichever plah the patient chooses as primary
C. employer—spa'nsored plan
d. the spouse’s plan
131. The date reported in Block 15 of the CMS-1500 claim is used to record the:
a. first date the patient was seen or treated for the same or a similar problem
b. date the patiest was discharged from the hospital
c. date the patieat’s prior care was completed
d. initial date thg patient was seen by the signing physician
132. How are the CPT/hCPCS codes sequenced in Block 24D of the CMS-1500 claim?
a. chronologica‘ order by date performed
b. descending order based on complexity
¢. decreasing order based on cost
d. in the same order as the ICD-9-CM codes in Block 21

133. Blocks 9a through;9d of the CMS-1500 claim are completed if the patient has what kind of insurance?

a. auto liability " c. secondary medical
b. home liability d. supplemental medical
134, Blue Cross and Bf"xe Shield plans originated as two separate entities selling what type of health plans?
a. employer-based insurance ¢. managed care
b. prepaid medigal d. indemnity insurance
135, In 1938, the first Blue Shield plan originated in:
a.  Palo Alto, California c. Dallas. Texas
b. New York. New York d. St. Paul, Minnesota
__ 136, Special contract clauses that stipulate additional coverage for health care services are known as:
a. addenda N c. riders
b. provisions ‘ d. inclusions
_137. With most Blue Cijoss Blue Shield plans. policvholders are also identitied as:
a. members c. participants

v

b. enrollees - d. patients



138, The mandatory segond surgical opinion (SSO) requirement is necessary for:
a.  elective surgery ¢. unusually high-cost procedures
b. organ transplémation d. emergency surgery
139, Coordinated homg health and hospice care provides the member an option to elect:
a. particular nurSes or caregivers for home health services
b. alternatives to the acute care setting
¢.  private room rather than semiprivate room
d.  monthh I.Wu‘;-.u respite care
140, In 1939, the Amerjcan Hospital Association became the approving agency for:
a. construction of new Blue Cross facilities
b.  financial restsucturing ot Blue Cross operations
¢. accreditation pf new prepaid hospital plans
d. certification of new prepaid physician plans
141, Which statement g; true regarding nonprofit organizations?
Their goal is to always break even financially.

a.
b. Profit earned'ts reinvested in the organization.

¢.  Profit earned -is distributed to officers and shareholders.
d.  They are funded exclusively by charitable donations.

142, Which statement is true regarding for-profit organizations?
Taxes are paid on profits. and then profits are distributed to shareholders and officers.

a.
b. They are tax-exempt and distribute all profits to shareholders.
¢. They pay taxés. and distribute a percentage of profits to shareholders and officers.
d. Taxes are paid. and all profits are reinvested into the organization.
143, In what year did Blue Cross and Blue Shield merge to form the Blue Cross Blue Shield Association
(BCBSA)? '
a. 1939 ’ c. 1977
b. 1955 * d. 1986

144. [fa subscriber fait'$ to adhere to PPO guidelines and the provider’s payment is reduced, who is responsible
for the balance between the provider’s payment and the PPO allowed rate? (ANS IS C AND DIF IS EASY)

a. provider 1 c. employer

b. subscriber d. plan
145, Precertification is;a form of:

a. prospective p 'yment c. retrospective review

b. prospective agthorization d. managed care
146, The plan in which a subscriber originally enrolled is known asthe __ plan.

a. Home ,' c. Primary

b. Main i d. Service

I47. What document received by the PAR or PPN provider outlines the patient’s total deductible. as well as
copayment or coinsurance, as described in the patient's policy?
a. explanation of benefits c. patient registration form
b. release of medical information d. remittance advice
148. To be protected from policy cancellation, what type of plan should the patient purchase if available?
a. the most expensive
b. the least expensive
c. the plan with a noncancellation clause
d. the plan that is transferable nationwide

91
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State Medicaid prq'grams will pay the Medicare premium. deductible. and coinsurance for qualified Medicare
beneficiaries (QMB) with:
a. atemporary disability
b. end-stage rengl disease
¢. low monthly jncome and limited resources
d. hepatitis-related liver disease
The abbreviation MSP stands for Medicare Secondary Payer as well as:
a.  Medicare supplemental plan ¢.  Medicare subscriber plan
b. Medicare supplemental payment d.  Medicare subscriber payment
The Medicare berfetit period encompasses what period of time?
a. day one of haspitalization through the 60th consecutive day following discharge
b. the first 60 ddys of any new illness
¢. up to 30 daysas an inpatient and the first 30 days following discharge
d. any 60 noncoLsecutive days after discharge
Medicare patients" out-of-pocket expenses for acute care hospitalization services are calculated on the basis
of: )
a. benefits nou ubeu c.
b. lifetime reserve days d.
Medicare limits h’“‘spice services to four benefit periods, which include:
a. one 30-day period, two 60-day periods, and one final lifetime extension period
b. one 30-day pé'riod. two 90-day periods. and a final lifetime extension period
c. continuous cére in four segments without defined length
d. around-the-clock care for the last four months of life
Medicare Part A is available at no cost to individuals age 65 or older and who:
a. currently recgive retirement benefits from Social Security
b. qualify to receive retirement benefits from Social Security but have not yet applied for
benefits i
c. had Medicaré-covered government employment
d. all of the aboye

What does the abbyeviation SLMB represent?

a. specific level}Medicare billing program

b. specified lowtincome Medicare billing plan
c. specified lowkincome Medicare beneficiary program

d. specific Ievel“;of monetary benefits

Respite care is provided to relieve nonpaid family members from caring for a terminally ill loved one and
allows for tempnrifrv:

a. hospitalization of the terminal patient

b. private duty fursing on a 24-hour basis

¢. paid vacation'time for the caregivers

d. confinement {n an assisted-living facility for the patient

The Medicare Ges‘ieral Enrollment Period is held annually:

a. January I thrgugh March | ¢.  March 1 through September |

b. January | thr?ugh March 31 d. March 1 through September 30

An easy-to-read monthly statement that clearly lists health insurance claims information for beneficiaries is
the:

a. Remittance Advice c.
b. Explanation of Summary Notice d.

yearly deductibles
benefit periods

Medicare Summary Notice
Benefit Summary Notice

3 13
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The type of Medicare HMO that allows patients to continue to receive traditional Medicare benefits is the

~_ HMO.

a. risk-based ¢. preferred provider

b. cost-based ’, d. network services

The Balanced Budget Act of 1997 provided for the inclusion of what sery ices under Medicare Part B?
a. inpatient '4*"ff‘““!tmcm ¢. preventive screening

b. home birthing, d. experimental drug

What type ofplan;js used by an enrollee to pay health care bills in conjunction with a high-deductible health
care policy for which Medicare pays the cost?

a.  Health savings account ¢.  Medical savings account

b.  Medicare suhp‘ementar) insurance d. Medicare savings account

Which Medicare @an was created in part to assist beneficiaries with outpatient prescription drug costs
(effective in 2006)?

a.  Medicare Adﬁamage c. Medicare Part C

b. Medicare SELECT d. Medicare Part D

Which vaccination is approved for administration during a mass immunization clinic?
a. influenza virys c. Tetanus

b. hepatitis B d. measles, mumps. rubella

Health plans that gover specific diagnoses or fall into the special hospital indemnity classare ____ plans.
a. supplemental" ¢. resource

b. secondary | d. extra coverage

An example of a Medicare Coordinated Care Plan is a(n):

a. traditional fe¢-for-service plan c. extra coverage plan

b. medical saviqgs account d. prospective payment system
Medicaid is state #dministered and federally .

a. mandated | c. qualified

b. designed '< d. accountable

Which of the follg}wing is a Medicaid service offered to the mandatory eligibility group?
a. dental services c. eyeglasses

b. family planning services and supplies d. prescription drugs

Which of the following provides an optional service to Medicaid patients?

a. outpatient hoﬁpital c. optometrist

b. nurse midwife d. nursing facility

The assumption of an obligation for which another party is primarily liable is:

a. subrogation " ¢. assumption

b. coordination 3 d. appropriation

Additional health and liability programs are always considered  to Medicaid.

a. Primary . c. Tertiary

b. Secondary :1 d. Supplemental

Medicaid eligibilify for infants born to Medicaid-eligible pregnant women can continue throughout the first
of the infant(s life.
a. sixmonths | c. 18 months

b. one year d. two years

YT T
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1720 Qualified Disable’d and Working Individuals (QDWIls) who meet income requirements do not have to pay

which cost?

a.  Medicare Pariﬂ A premiums ¢. Medicaid coinsurance

b.  Medicare Par}‘ B premiums d.  Medicaid copayments
173 Aclaim that shou!d not have been paid originally will resultina(n) _ claim.

a. adjusted K ¢. credited

b. balanced d. voided
VVVVV 174, A claim that has Had a pay ment correction is a(n) ____ claim.

a. adjusted ! ¢. credited

b. balanced A d. voided

175. Who can the insuﬁ;gnce specialist contact to request information about the local Medicaid program?
a. Local city goyernment
b.  Local county government
c. State govemrﬁent
d. Centers for Madicare and Medicaid Services
176. Individuals who h'ave resources at or below twice the standard allowed under the SSI program and income at

or below 100% ofthe federal poverty level are considered qualified __ beneficiaries.
a. Medicaid | c. SSI
b. Medicare : d. dual eligibility
_177. How many TRICARE regions are located in the United States?
a. 3 ‘ c. 6
b. 4 ' d. 12

178. TRICARE Manag‘ement Activity (TMA) is the office responsible for the:
a. entire uniformjed services health care system
b. coordination and administration of TRICARE
c. processing of TRICARE health care claims
d. preauthorizati;on of TRICARE reimbursement
179. The TRICARE Pr{‘me point-of-service option is activated when the:
a. beneficiary uges a specialist
b. beneficiary s¢geks medical care without prior approval
c. primary care ﬁ\anager authorizes care from a civilian specialist
d. primary care!panager authorizes care at an emergency department
180. The catastrophic cap benefit was put into effect to:
a. establisha mzip(imum payment TRICARE will allow annually
b. protect beneijiaries from devastating financial loss due to serious illness or long-term
treatment
c. cover expenses of beneficiaries when they serve overseas
d. limit the TRI{;ARE costs associated with catastrophic coverage
181. TRICARE claims:are submitted for processing to:
a. TRICARE contractors c. TRICARE Service Centers
b. TRICARE Nﬁnagement Activity d. TRICARE Lead Agent offices
182. When reservists are called to active duty. their dependents may be eligible for TRICARE benefits when the

reservist is made dgtive for:

a.  at least six m8nths ¢. 30 days or more
b. three or more months d. an undefined period of time

g 15
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A TRICARE employee who provides information about using TRICARE and assists with other matters
affecting access td health care. such as appointment scheduling. is the:

a. nurse advisor’ ¢. beneficiary services manager
b. primary care manager d. health care finder

IRICARE is ifto commercial medical insurance policies.

a.  Primary ) ¢. Tertiary

b. Secondary d.  Supplemental

A

Business offices staffed by one or more beneficiary services representatives and health care finders to assist

TRICARE sponsars are the:

a.  TRICARE Sarvice Centers (TSC)

b. Military Heaﬂh Services System (MHSS)

¢.  Program Integrity Oftfices (P1)

d.  TRICARE Mgnagement Activity (TMA)

The office responsible for military readiness and peacetime health care is the:
a. TRICARE M nagement Activity (TMA)

b. Military Heatth Services System (MHSS)

¢. Health AtTa1r§ (HA) office

d. Military Treagment Facilities (MTF)

Which TRICAREbffice is responsible for surveillance of fraud and abuse activities worldwide?
a. TRICARE Management Activity (TMA)

b. Military Hea!th Services System (MHSS)

¢. Health Affau{s (HA) office

d. Program Integrity (PI) office

Which beneﬁciarifﬁs would be eligible for CHAMPVA?

a. active dury ~*+ r=tired service members

b. survivors of Veterans who died in the line of duty (without misconduct)
c. Congressionef: Medal of Honor recipients

d. children awatting legal adoption by a service member

What percentage ¢an TRICARE Extra enrollees save on their program cost shares by using network

providers? i

a. 5% ) c. 20%

b. 10% f d. 25%

Which TRICARE plan allows the greatest freedom in selecting civilian providers?
a. Extra b c. Standard

b. Prime ! d. CHAMPUS

Which TRICARE prganization manages programs and demonstration projects?

a. TRICARE Management Activity (TMA)

b. Military Heahh Services System (MHSS)

c. Health Affairs (HA) office

d. Program Madagement Organization (PMO)

The two orgamzaJlons that joined forces for the Cancer Clinical Trials Demonstration Project are:
a. CMS and DoD c. NCland DoD

b. OIGand CMS d. CMS and NCI
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Which circumstaq'ce would preclude an employee from receiving workers® compensation benefits with an
on-the-job injury?:
a. sleeping on the job
b.  working whilg impaired by an illicit drug
¢. working unauthorized overtime
d.  failure to follgw a new procedure

LS. tederal mine safety laws were first enacted in what year?

a. 1911 ¢. 1977
b. 1969 4 d. 2001

The program designed to provide medical treatment and other benetits for respiratory conditions related to
former employment in a coal mine is the:

a. Black Lung Benefits Act

b. Division of Coal Mine Workers™ Compensation

¢. Mine Safetv dnd Health Act

d. Federal Black Lung Program

How long is an employer required to retain documentation regarding accidental exposure incidents?

a. 5years , ¢. 10 years

b. 7 years d. 20 years

Who is responsiblé for completing the First Report of Injury form?

a. employer . c. provider

b. patient | d. insurance carrier

The process by which a dispute is resolved when an impartial third party makes the final determination is:
a. adjudication & ¢. deposition

b. arbitration d. appeal

A legal proceeding during which a party answers questions under oath but not in open court is:
a. adjudication ¢. deposition

b. arbitration 4 d. appeal

The basic differen¢e between fraud and abuse is the ____ of the person.

a. knowledge ¢ c. income

b. occupation d. intent






