
 
Medical Billing solutions to Physician’s, Medical Groups and Billing offices are being 
done out of India since 1994/1995 and has successfully helped many entities in the 
healthcare sector to avail the benefits of  increased cash flows and process efficiencies of 
outsourcing to India. The whole activity from being staff centric has been developed as a 
process to ensure uniformly error free performance. The main activities have been 
subdivided into functional units and they are as follows: 
 
• Claims data entry 

We have the data processed and input into the system within 24/48 hours of receipt 
for normal workflow. These data are audited for accuracy to ensure that the claims 
submitted are clean and in compliance with rules to ensure optimal and faster 
reimbursement. 
 

• Claims generation and submission (electronic and paper) 
Most of our claims are submitted electronic to avail the benefit of faster payment. We 
use clearinghouses like Medic Fast claims, Envoy and other direct submission modes. 
Paper claims with attachments (primary and Secondary) are printed and dispatched 
for postage in US on frequent basis. This takes about 3 business days to reach Clients 
office. 
  

• Payment posting 
The copies of check and Eob’s are scanned and received by the Service provider in 
India for Payment posting. All payment posting is completed with 24/48 hours of 
receipt. End of day, balancing of posted to deposit is done and also included for 
month end balancing of receipts.  

 
• Underpaid / unpaid claims identification and appeal, follow up 

Denials/Under paid claims are identified at the time of payment posting and also by 
scrutiny of the regular mail. All identified items are researched for further resolution 
by calling up insurance companies or by taking appropriate action. All the denied 
claims are acted within 3-4 business days of receipt  

 
• Account receivables analysis and management 

We have experienced analysts who research the unpaid claims by insurance company 
to identify potential problems and takes appropriate action for resolution. Also 
payment patterns of the major insurance companies are identified and all unpaid 
claims over the benchmark days are set up as work order for our call center agents to 
call up Insurance companies and check on the claim status. It is a policy it to check 
the claim status on all claims that are unpaid and this process result in identification 
of the problems early and results in increase in the collections by 15-20 % and also 
reduces the reimbursement cycle.   
 
 
 
 



• Financial reporting including customized reports as and when required  
A dedicated MIS team and will complete the financial and other practice reports on 
agreed timelines. Also the client’s requirement of reports, which occurs during the 
month, is met on a timely basis.  
The general month reporting would cover  

1. Daily recap summary 
2. Patient type/Financial class activity 
3. Doctor wise financial summary 
4. Service analysis by doctor, location, department etc. 
5. Aged receivables report by Financial class 
6. Any other report requested by the client as part of month end reporting 
 

• Patient billing and follow-up 
Prior to start of the project it is discussed with the client to evolve a policy on balance 
billing the patient. Patient billing is carried out as per the policy for frequency, value 
and number of bills before it is sent out for collections. We take reasonable steps to 
follow up with the patient for collection of the dues from them. 
 

• Handling patient enquires 
We have diligent and courteous staff to handle sensitive patient enquiries and explain 
to them any clarifications that they may require on the bills sent. 

 
• Provider enrollment assistance 

Staff from time to time checks the provider details with the insurance companies to 
ensure that the details of the provider are correctly reflected. We assist the practice in 
submission of application forms and track the processing on a weekly basis to ensure 
that the provider enrollment is done timely and accurately.   

 
 
At every stage of the whole process, QA practices are adopted to ensure that clean and 
error free claims are sent out to the Insurance companies. This results in quicker 
processing and faster turnaround of the claims resulting in increase ein cash flows to the 
clients by 10-20 %.   
 
Our main focus areas are   
 
- Ensuring that monthly collection targets are met 
- Identify all problem claims and resolve quickly for payment 
- Establish trends per carrier for delayed processing and focusing special attention for 

such claims 
- Formulate Billing rules per plan/carrier to generate clean claims 
- Advise physicians of denials and bundling issues 
- Call on each outstanding account over the benchmark days and arrive at an action 

plan. 
- Aggressive follow up until the issues are resolved. 
- Conversion of data into claims within 24-48 hours. 



TIF’ Image of the Patient Demographics: 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



Insurance Card Copy and License of the patient: 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Patient Demographics entered in SysMed: 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



SuperBill sample: 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 



Charge Entry Screen with the charges entered: 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
Procedure Entry with ICD Codes and Date of Service: 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
Payment Entry or Cash Posting: 
 
 

 


