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About EnableComp

Our Services

We take on old and new claims across the reimbursement lifecycle. Whether you choose to outsource some-or-all of yQLJr;CompI,ex claims,
you get intelligent automation, seamless implementation, ongoing client engagement, and expertise that goes above and beyond.- S

SRE

55

Veterans Workers’ Motor Vehicle Out-of-State Denials for All
Administration Compensation Accident / Third- Medicaid Payer Classes
Party Liability
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Folds of Honor

A nonprofit organization dedicated to providing educational scholarships to families
of soldiers wounded or killed while on active duty in the US Military ,

+ More than 29,000 scholarships have been awarded totaling over $145 million since 2007

@ enablecomp 4
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Why is this complex?
Validation/registration challenges
Fee Schedule overview

Texas FS Overview

Contracting

The 215t Century (where we started and where we are)
Legislative Impact (MISSION, COMPACT, and PACT)
VA Pain Points: Denials & Authorizations

VA Notification / Authorization Timeline

VA Appeals

AIR Report Recommendations — Texas Markets (VISN 17)

Questions & Anhswers
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Why is Billing Work Comp Complex?

Complicated and complex billing rules and regulations
Validation/Registration/Verification of coverage
Document requirements

Complicated Fee Schedule math

Pre-auth and utilization review

Timely filing requirements

Compensability and presumption

Higher denial rate

Complicated appeal process

YV V. V V V V V VYV V V

Complicated contracting considerations

« Billing work comp is like flying an airplane. Make sure you have safety checks
during take off and landing (Front and back end of the bill)

r@ enablecomp
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Challenges:

» Most injured workers do not know who their employer used for workers compensation
insurance

> Numerous phone calls can be required to determine claim destination (potentially to
patient/employer/payer)

» Company must file first report of injury

» No matter what the situation, it is not a work comp claim until this happens
Solutions:

> Ask the right questions at registration
> Do you know who your employer uses for work comp? (just in case but they
probably won't know ©)
> Who is my point of contact at your employer (risk management/HR/etc.)
» Catalogue everything!
> Keeping a database of all insurance/employer relationships can save you
time. (example: Enforcer360)

> Always verify but do in one phone call instead of 5!




» Reviewed GA client

» Over 400 claims for over $1.5m in charges
» 7 random employers chosen

» Employer information removed

» Excluded obvious large employers ie Walmart

EmployerA | EmployerB | EmployerC | EmployerD | EmployerE | EmployerF | Employer G Total
Claims 20 6 9 13 63 21 55 187 |43%total claim count
Charges §71,567 543,987 515,409 565,478 $51,009 674153 | $163547 | $486,150 |32% total charges

complex claims revenue solutions



Complicated Fee Schedule Math

> Math problems are rarely simple and require information from
multiple sources (i.e. DRG weights/Hospital cost to charge
information/locality/etc.)

> Not only do state have different Fee Schedules but they have
different methodologies (exomples on next slide)

> A lot of hospital systems are not able to quantify some of the

complicated Fee Schedule math/nuance
» Example: Florida OP Fee Schedule contains clinical nuances that

can't be built in

> Knowing the expected reimbursement before billing a claim

can help with planning/appeals

@ enablecomp 10
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WO rk ;,f,rfrf:ffjj{ . p FS types

> M@dica' (or Medlccud) based

>
» TXis Medicare based

Lower margins. Lower average reimbursement

> State Specific

> Usually more streamlined easier to navigate

> Higher reimbursement averages

» Usual and Customary

> No formal work comp rules/Fee Schedule in place

Difficult to work

YV V VYV

Contracts a plus!

> State run (Ohio)

Work comp division processes and pays claims
Typically, through approved managed care groups

Consistent reimbursement

Y V Y VY

Low appeal opportunity

Claims must not pay more than other providers in area

Hospital Fee
Schedule Types

[l DRG/Medicare
. Cost to Charge
B Vsual & Customary
[[] State Speific

@ enablecomp 11




Medicare and Work Comp

> Preferred model of payers across the county

» Consistent with other claim types

»  Work comp not considered by CMS when rates are set causing states to add sometimes up to 200% uplifts to account for higher

cost in treating work comp patients

» When CMS rates change so do work comp Fee Schedules

»

2023 spending bill impact/example

> Typically, some the lowest reimbursement averages nationally
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Texas Fee Schedule Overview

% IP claims pay at either 143% or 108% of Medicare depending on implant situation
< MAR = (Medicare FSR + outlier) x 143% if there is NO requests for separate implant reimbursement

< MAR = (Medicare FSR + outlier) x 108% if there IS a request for implant reimbursement

% OP claims pay at either 200% or 130% of Medicare depending on implant situation
< MAR = (Medicare FSR + outlier) x 200% if there is NO request for separate implant reimbursement

< MAR = (Medicare FSR + outlier) x 130% if there IS a request for separate implant reimbursement
< Nonsubscriber claims (claims billed directly to employer) are allowed in Texas but do not fall under
fee guidelines. Reimburse at 100% of billed charges
% Implants reimbursement at cost plus 10% or $1,000 per billed item addon, whichever is less, but not

to exceed $2,00 in add-on per admission
% Requests for separate reimbursement must be notated in box 80 of the UB04 on the initial submission of the

bill. Invoices are required

@ enablecomp
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Texas Out of State Rules

» Jurisdiction bosed oUt of state rules

< If an injury occurs in a state other than Texas, then THAT state’s rules would

apply
< Important to understand how other states work (especially neighboring

state’'s Fee Schedules)

% LA: State specific Fee Schedule
% AR: State specific Fee Schedule
% OK: Medicare concepts (Fair Health)

% NM: Paid via hospital ratio

@ enablecomp 14
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Contracting in Work Comp

» Complicated!

» Some states have PPO rules in place for workers'’
compensation

» Most states have FS in place that posses many of

the benefits of contracts
> Set rates

> Escalation methods
> Patient traffic generated organically (to an extent
and with caveats)

» Many bad work comp agreements get rolled into

group health contracts

» Smaller PT volume allows this to fly under the radar

@ enablecomp 15
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Contracting in Work Comp

. Percent Below Percent of Total
PPO daims Charges Total Payment RS PCR -

Prime Health 371 53,689,320 51,565,807 -10% 41% 13%
Movanet 332 %2 876,346 51,232 805 B3 433 11%
Coventry 292 1,762,352 LER4, 0E2 -12% 0% 8%
Multiplan 272 £727,000 LARD,047 -12% BB 43
Corvel 54 $E59,632 £225,100 -13% 34% 2%
UsA MCD 72 £225,193 £144, 051 -11% B4% 2%
VHN 56 5194, 169 5138,027 -10% 71% 1%
Fee Schedule 4,188 £1F,552, 500 56,0938 516 1% 4435 50%
Total 5637 426,686,512 %11,608,525 095, 439 100%

. Percent Below Percent of Total

PPOD Caims Charges Total Payment Fee Schedule PCR R

Emergency 123 £E15,192 5205, 357 B3 48% 19%
Imaging 45 156,970 581,068 -12% 52% 534
Inpatient 24 1,070,064 £473,971 -10% 445, 30%
Lab B 549 B21) £29,995 -36% 60% 2%
OP Surgey 48 51,458,929 5542 935 E% 37% 35%
Other OP 12 £13E,040 557,130 5% 42%, 3%
BT 114 5,233,005 504 135 -28% 409 B35
Total 374 %3,721,020 %1,575, 496 -10% 429, 100%

coN?

—
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Veterans

Administration

P 17

complex claims revenue solutions
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Department of Veterans Affairs

- Secretary of Veterans Affairs — Denis McDonough

« The Department has three central responsibilities

« Veterans Benefits Administration

« Veteran registration, eligibility determination, and the five business lines:
Home Loan, Insurance, Vocational Rehab, Gl Bill, and Pension.

- National Cemetery Administration
« Responsible for memorial benefits and Veteran cemeteries.
« Veterans Health Administration (the VA)

 Providing health care in all forms, biomedical research, and healthcare
network maintenance.

@ enablecomp 18
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Original Claim Processing
Highly Manual Process

1. Authorization / Non-Authorized

2. Provider would mail the claim to VA
Fee Basis with attachments.

3. Claim received by VA Fee Basis (Fee
Basis would review three questions)

A. Is the patient a registered and eligible
Veteran?

B. Is the patient’s injury related to Service?

C. Did the hospital perform the authorized
services?

4.1f the processor found all three
elements were in the affirmative,
the VA would approve the claim for
payment.

5.Payment would come from the
Department of Veteran Affairs

Claim Processing After MISSION
Electronic Process

Authorized (HSRM / ER Notification)

1. Provider sends claim and medical
records to CCN regional carrier

2. CCN regional carrier processes the
claim in conjunction with VA data.

3. Claim paid [/ denied by regional
cdarrier.

Non-Authorized

Follows the same procedure as
previously known, but it is electronic.

VA will look to see if there are
extenuating circumstances and
process accordingly.

Yo\  &TRIWEST

HEALTHCARE ALLIANCE®

@ enablecomp
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Legislative Changes- MISSION, COMPACT, AND PACT

Three Major Acts reshaped Veteran Benefits in the past six years:

1)

“MISSION" Act - Maintaining Internal Systems & Strengthening
Integrated Outside Networks

« Passed on June 6, 2018
« Eligibility Expansion and Creation of the Community Care Network (CCN)

“COMPACT" Act - Comprehensive Prevention, Access to Care, &
Treatment Act of 2020

 Passed on December 5, 2020
« Veteran Administration initiative to combat Veteran Suicide

“PACT" Act - Promise to Address Comprehensive Toxics Act
« Passed on August 10, 2022

« Expanded on March 14, 2024

- Medical Coverage expansion for Toxic exposure

9
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Legislative Changes- Year over Year

£ Community Provider Utilization
~ +» MISSION passed in 2019 and was fully implemented in 2020.

General usage
percentages
2000 through
2010 > 5%

:/f/ CCN Usage Growth Year over Year

2010 through
2013 = 6%

50% 60% 70% 80% B 100% 2014 through
CCN mVA 2018 = 10%

< Utilization of CCN resources continues to increase at an accelerated pace.
% Usage for 2023, came in just at 41%
% Secretary has not released their projection for 2024

@ enablecomp 21
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Legislative Updates - PACT Act Expansion and Budgets

VA finds itself in an unusual position as of July:

1) VA Budget Shortfalls 2024 & 2025
« Secretary McDonough informed Congress of a potential funding gap of $15 Billion
« 2024 - Veteran Health and Veteran Benefit - $2.88 Billion
« 2025 - Estimated $12.12 Billion
« VHA - driven by PACT Act [ VBA — driven by disability claims
« VA will eliminate 20,000 positions to make up the difference plus other cost containment policies.

2) VA Budget 2025
- VHA requested $20 Billion (down from $34 Billion) to purchase CCN care
- VHA requested $14 Billion (up from $4 Billion) to purchase care related to PACT Act Claims
- VA requested approval for $5 Billion in facility upgrades, but did not tackle the AIR Report.

3) Promise to Address Comprehensive Toxics Act (“PACT")
- Expanded Medical Coverage to additional 1.2 million Veterans on March 14, 2024
 Total enrolled Veterans increased from 9 million to approximately 10.4 million.

@ enablecomp
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VA Pain Points- Top 5 Denials

» The most common denials are;

1.

Untimely filing [90 Days for Mil Bill],

« Service Connected — 2 Years

« Non-Service Connected Millenium Bill - 90 days

« CCN Carrier (Authorized Referral) — 180 days

Lacking an authorization (did not meet criteria or process),
Patient not enrolled (Veterqn did not enroll in 24 months),

Another carrier is responsible (Medicare or Commercial), and

Coding (hybrid of Medicare coding).

« https://www.va.gov/COMMUNITYCARE/providers/SEOC-Code-User-Agreement.asp

9
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VA Pain Points- Other Insurance (MEDICARE)

“+ When Is Medicare Primary?

% 38 U.S.C. § 1725 Reimbursement for Emergency Treatment [Medicare > VA]

< The VA is primary if in cases where;
% The veteran is enrolled and received care within the past 24 months AND

*0

*e

< The veteran is enrolled with VA coverage (per § 1705 of this chapter)

“ Medicare is primary is the patient possesses Medicare at the time services were rendered.

< VA will pay as a secondary payer in these instances now (see Wolfe vs. Wilkie & Wolfe vs. McDonough)

% 38 U.S.C. § 1728 Reimbursement of Certain Medical Expenses [VA > Medicare]
< The VA s primary if the patient presents with the following;

% An adjudicated service-connected disability,

L)

R/

% A nonservice connected disability associated with and held to be aggravating a service-connected disability,

@,

% Any disability of a veteran if the veteran has a total disability permanent in nature from a service-connected disability,
% Any illness, injury, or dental condition of a veteran who
% A participant in a vocational rehabilitee program; and

< Medically determined to have been in need of care or treatment to make possible the veteran’s entrance into a course
of training or prevent interruption of course of training.

< Even if the patient possesses Medicare, the VA is primary.
% VA will process and pay this claim at 100% of the Medicare allowable
% Per the MSP, if VA approves the claim, they are responsible for that claim.

@ enablecomp
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VA Pain Points- Authorization Denials

Veteran

Treatment

Register

Response

72 Hour Window

RFS

Discharge SAR TAppeoI

“* When working a Veteran Authorization Denial, you have two options available.

% OPTION #1 (Authorization on file)

< Under CCN - If there is an authorization on file, see if you can use Secondary Authorization Request (“SAR”).
% Under VA - If there is an authorization on file, did you attempt a Request for Service extension?

< OPTION #2 (Appeal)

< Utilizing the Standard of Care as noted in the VA statute, if the patient feels their life is in danger and a
reasonable person would conclude that services are needed, the VA will not deny the claim.

< You must show why an authorization was not obtained, examples include; patient unconscious at the time at
presentation, mental confusion, other insurance was provided...

@ enablecomp 25
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VA Pain Points- Notice / Authorizations
“*Form 10-10143g

Case Specific Information

Veteran Information Treating Facility Information

Name NP

Social Security Number Name

Date of Birth Address

Address Point of Contact (POC) Name

Date Presenting to Facility POC Phone #

Date of Discharge POC Email Address

Admitted? (YES/NO) _ : : L L
Chief Complaint/Admission DX and/or Discharge DX el it e

<+ The Point of Contact (POC) will receive follow up emails and communications from the
VA regarding approval, denial, transfer request, or conditional approval.

+The VA utilizes InterQual as their utilization management standard (VHA Directive 1117
October 8th, 2020) and the “reasonable person” standard for emergency treatment.

@ enablecomp 26
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VA Pain Points - Request For Service

< Form 10-10172 - https://www.va.gov/vaforms/medical/pdf/va_form_10-10172.pdf

Y2 Department of Veterans Affairs REQUEST FOR SERVICES (RFS) FORM
PREVIOUS AUTHORIZATION NUMBER:

NOTE: The Request for Services (RFS) Form 10-10172 must be submitted via an approved method {HSEM,
Electronic fax, Direct Messaging, traditional fax, or mail). Completion of this form 1s REQUIRED and MUST

TODAY'S DATE (MM/DD/YYTY): BE SIGNED by the requesting provider for further care to be rendered to a Veteran patient.

SECTION |: VETERAN INFORMATION
1. VETERAN'S LEGAL FULL NAME (Firse, MI, Lasi); 2. DOB (MMDINYYYY):
3 VA FACILITY: 4. VA LOCATION:

SECTION li: ORDERING PROVIDER INFORMATION

“+*The RFS form is utilized when a hospital discharges a Veteran and that Veteran provides
information pertaining to their VA coverage at the time of discharge.

“ Hospitals have 72 hours from the time of discharge to contact the VA with the relevant
information to initiate a Request For Service, which is essentially a retro-authorization.



https://www.va.gov/vaforms/medical/pdf/va_form_10-10172.pdf

“How does the VA process and pay your claims?
“*Based on the Veteran’s Injury

“*Non-Service Related Injury versus Service-Related Injury

< Non-Service Related Injuries

% Under the Millennium Act of 2001, Non-Service related Injuries are covered by the VA at a
discounted rate

< Discounted Rate equals 70% of Medicare (38 C.F.R. §17.1005)

<+ Service Related Injuries

< Service-Related Injuries are paid at 100% of the Medicare allowable.
(38 C.F.R. §17.4035)

“Community Care Providers DO NOT have an appeal right regarding “underpaid”
claims. You must appeal with an actual issue that supplies you an appeal right.

@ enablecomp 28
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VA Appeals - Appeal Roadmap

“ Veteran Headlth Administration Appeal Map
« Appedl landscape is difficult

/“ P

« Timeline; 4\
« 90 Days for VA appeal ,ff"/Stg;eme
« 1Year for Court Appeals 4 Tu \ \_ Outside of VA
+ Must go through each step / US Court oprpeaIs b \
- If you skip a step, will be dismissed // fotithe Fedorsi Sircut \
« Various Admin Law Standards / us Courth Appeals \"\
. Success y for Veterans Claims b )
// 17 \
« Not a great overturn rate y Board o Vetorans’ Aopsals A\ v
- Board of VA Appeals / )
/ A\
- Goes to Veteran's Benefit File Local VA Uiices N

 Roadblocks

«  Will not get a copy of the Veterans Benefit file. Hospital does not have standing to sue on this issue.

+ Significant language barrier - Standards continue to shift, no established standard such as
“Arbitrary and Capricious”. Mostly “De novo” or “clearly erroneous”

@ enablecomp 29
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VA Appeals - Appeal Drafting

¢ How to write an appeal?

< Format — Issue, Rule, Analysis, and Conclusion
< Issue — Clearly Identify the reason for the denial
> Examples; Authorization, Timely Filing, Responsibility
< Rule — Layout the rule per statute or policy
» Authorization — 72 hours when treatment starts
< Analysis — Show your actions
» Give detailed notes that you took to follow the procedure
< Conclusion — Demand that the VA review
» Request the VA overturn their previous decision after a de novo review

< If you don't have much, you still have the Kitchen Sink

J/

< Throw everything you have in your first appeal, because if you don't mention it in your
first level appeal, you can’t bring it up in your second level appeal without timely
evidence.

@ enablecomp 30
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VA Appeals - Example

Department of Veteran Affairs
Attn 11FB

P.O. Box 3003

Bay Pines_, FL. 33744

REIMBURSEMENT OF CERTAIN EXPENSES

Second, when reviewing 38 US.C. § 1728, we believe that the Department of Veteran

Affairs 15 skirting liability for this claim as it approved this encounter under authorization number

Client Name- XX OO0 after speaking with Bay Pines. In reviewing such cases, if the VA authorized the claim

Patient Name- % and then denies the claim for lacking medical necessity, the VA has created a false promise for
Patient ID %- ) XXX XK coverage, when in fact the VA never meant to cover this episode of care.
Date of Service: OO

- ) XX Specifically, the emergency treatment rendered to the Veteran falls into one of the follow
gii}iz imount. M categories. First, an adjudicated service-connected disability. Second a non-service-connected
- disability associated and held to be aggravating a service-connected disability. Third, any disability
of a veteran if the veteran has a total disability permanent in nature from a service-connected

_ disability. Finally, any illness, injury, or dental condition of a veteran who 1s a participant in a
FROVIDER APPFAL vocational rehab program and i1s medically determined to have needed care or treatment to make
possible the veteran’s entrance into another rehab program.

To Whom It May Concern,

As the patient clearly falls into one of the outlined categornies, the patient’s XXX, and the
VA 15 clearly aware of this issue, we demand that the authorization be honored, and the claim
processed.

Upon review of the above reference patient account, we believe that the claim should be
reconsidered for payment. Specifically, we disagree with how the Fee Basis denied the entire claim
for lacking medical necessity. In reviewing the medical records, the hospital was duty bound to
accept the patient, the patient believed that he was in serious jeopardy, and the events qualify under
the reasonable person standard. As outlined below, we will show why the hospital was bound to
treat the patient, why the patient’s condition warranted immediate medical attention, and why the
VA should fulfill their obligation under 38 U.5.C. §1728 (a).

AVOID
1) Choos

Under 38 US.C. § 1725, Reimbursement for Emergency Treatment, Congress laid out the ) 1+i

basis requirements for payment of Emergency Foom claims. Specifically, a veteran referred to in 2 Ge nera I |t|eS
this section 15 an individual who 1s an active Department health-care participant who 1s personally
liable for emergency treatment furnished the veteran in a non-Department facility. A veteran 1s

REIMBURSEMENT FOR EMERGENCY TREATMENT

3) Some statutes

considered an active Department health care participant if the veteran 1s enrolled in the health care 4) O ne se nte nce
system established under section 1705 and recerved care under this chapter within the last past 24

months preceding the furnishing of such emergency.

DTS — @ enablecomp 31




AIR Report - Texas Markets (VISN 17)

* Per AIR Report and 2020 Census

* Enrollees

7 North Texas Market 192,848 208,468 +8.1%
Central Market 131,904 158,020 +19.8%
Southern Market 133,406 167,424 +25.5%
Valley Coastal Bend Mrkt 46,676 49,149 +5.3%
Northwest Texas Market 26,752 25,360 -5.2%
West Texas Market 22,814 24,547 +7.6%
Southwest Texas Market 41,116 47,859 +16.4%
TOTALS 595,516 680,827 +14.3%

* Demand Change next 10 years
- Inpatient Medical /[ Surgical Services, Inpatient Mental Health Services, Long
Term Care, and Outpatient Medical Services reported to increase all markets.

+ Cost to Implement Changes - $11.2 Billion

@ enablecomp 32
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VISN 17 - North Texas Market
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VISN 17 - Central Market
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VISN 17 - Southern Market

Texas
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VISN 17 - Valley Coastal Bend Market
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VISN 17 - Northwest Texas Market
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VISN 17 -West Texas Market
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VISN 17 -Southwest Texas Market
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CONTACT

Andy Hatfield

VP, Client Services

(817) 271-9459
ahatfield@enablecomp.com

4057 Rural Plains Circle, Suite 400
Franklin, TN 37064

° enablecomp 4

eeeeeeeeeeeeeeeeeeeeeeeeeeeee



Thank You!
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