The determination of a member’s payment or financial
responsibility after a claim is applied to a member’s benefits.

maximum reimbursement the member's health
insurance allows for a specific service.

The payment of health insurance benefits to a
healthcare provider rather than directly to the member of a health insurance
plan.

To generate a group of claims in a batch for transmitting or
printing.

A provider who bills for a service he or she has rendered,
or for a service another provider has rendered. The billing provider may or
may not be the rendering provider. For example, a physician may be the
billing provider; a nurse practitioner may be the rendering provider.

A payment method in which the provider is paid a set amount
per member, per month. The provider receives the same amount regardless
of how many times a patient uses a provider’s services.

Any insurer, managed-care organization, or group hospital plan
See Clinical Laboratory Improvement Amendments.

A set of
standards for laboratory testing that ensures the accuracy, reliability and
timeliness of patient test results. CLIA requires all facilities that perform tests
on materials derived from the human body for the purpose of diagnosing,
prevention or treatment of any disease to meet certain Federal
requirements. CLIA-waived tests are categorized as “simple laboratory
examinations and procedures that have an insignificant risk of an erroneous
result.”
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part of the federal
government's Department of Health and Human Services, CMS
administrates the government's Medicare and Medicaid programs. The CMS
establishes standards to which healthcare providers must comply to meet
certain certification requirements.

Effective 04/01/14, the CMS-approved paper claim form
that accommodates ICD-10 and eight diagnoses, as well as supervising and
ordering providers.

See Coordination of Benefits.

The amount a patient or guarantor is obliged to pay for
covered medical services once the patient has satisfied a co-payment or
deductible required by the health insurance plan.

The difference between the amount billed and
the amount allowed for a procedure code.

A process in which the insurance company
determines whether it should be the primary or secondary payer of medical
claims for a patient who has coverage from more than one health insurance

policy.

A fixed payment amount defined by the payer that the patient is
responsible for each time a service is rendered. Co-payments are due at the
time of visit.

a claim with $0.00 balance due, submitted to payer for
patient reimbursement.

Coverage in which a primary payer electronically
forwards payment information to the secondary payer. (In these cases, a
secondary claim is not generated.)

Procedure (px) codes. A coding
system used to describe treatments or services. These codes, developed and
maintained by the American Medical Association, are updated annually.

A specific dollar amount a health insurance company may
require patients to pay, out-of-pocket, each year, before the health insurance
plan begins to make payments for claims.

See Durable Medical Equipment.

Medical equipment used in the course
of treatment or home care.
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See Electronic Data Interchange.

a central agency for the collection, edit and distribution
of claims to payers.

In healthcare, the standardized, electronic
transmission of health information and health-insurance information.

An electronic version of the EOB in
ANSI-835 standard file.

Determination of patient’s enroliment and financial responsibility
to a payer.

A charge slip showing, at a
minimum, the patient name, provider, date of service, procedure(s)
performed and diagnosis.

See Explanation of Benefits.
See Electronic Remittance Advice.

A statement from the insurance company
showing what was billed; the allowed amount approved by insurance; the
amount paid; and the amount of patient responsibility.

Billing in which providers charge a fee for each service
provided.

See Fee for Service.

Insurance for individuals who are covered under a single
health insurance contract; usually a group of employees.

A practice registered as a group entity with one tax ID. The
practice is assigned a group NPI in addition to an individual NPL

Legislation mandating specific privacy rules and practices for medical care
providers and health insurance companies.

A network of providers that
contract exclusively with the HMO, or who agree to provide services to
members at a pre-negotiated rate.

A tax-advantaged savings account to be
used in conjunction with certain high-deductible (low-premium) health
insurance plans to pay for qualifying medical expenses.
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See Health Maintenance Organization.
Inpatient or home care for a terminally ill patient.
See Health Services Account.

The International Classification of Diseases (ICD)'s Diagnosis
(dx) codes.

A fee-for-service plan allowing patients to direct their own
health care.

An organization of physicians who
may maintain separate offices or practices, but negotiate contracts as a
group with insurance companies and medical facilities.

A patient admitted to a hospital.

Additional money that a payer pays a provider because a
claim was not settled in a predetermined length of time.

See Individual Practice Association.

a variety of healthcare and health-insurance systems that
attempt to guide a member's use of benefits, typically by requiring that a
member coordinate his or her healthcare through a primary care physician,
or by encouraging the use of a specific network of healthcare providers.

Provided to an individual or group, health insurance
that is intended to help fill gaps in Medicare coverage. (Supplement
insurances may cross over from the primary insurance and are never
considered primary).

A two-digit code, included with procedure code, which is used to
alter the procedure code. Procedure codes may be modified to more
accurately represent the service or item rendered. Modifiers are used to add
information or change the description of service in order to improve
accuracy or specificity.

A unique numeric identifier assigned to each
medication by the Food and Drug Administration.

A healthcare provider that has a contractual relationship
with a health insurance company.

A unique identifier assigned to covered
healthcare providers, facilities and organizations.

Copyright MEDfx Corporation 2014. Doc ID: 21-1403-056 6



See National Drug Code.
See National Provider Identifier.

Healthcare rendered to a patient outside of the health
insurance company's network of preferred providers.

A patient who receives care at a medical facility but is not
admitted overnight.

A provider who agrees to accept assignment of
services provided.

A bill showing a patient’s remaining financial
responsibility.

A payer'’s allowed amounts for procedures.

a unique number assigned to all payers that accept claims
electronically.

See Primary Care Physician.

A standard code that must be included on
professional claims to specify where services were rendered.

See Place of Service.
See Preferred Provider Organization.

A group of preferred healthcare
providers for whom claims are paid at the highest level.

A patient’'s main healthcare provider.

The first insurance responsible for adjudication when a
patient has more than one insurance.

A payer's pre-approval of a provider to perform a
procedure.

A practice not credentialed as a group.

The process of contacting a patient to return at a later date. It is used
instead of scheduling an appointment.

A primary care physician’s authorization to see a specialist for
diagnosis or treatment.

A provider who directed a patient to another provider.
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A return of money to a payer due to overpayment.

A patient's signature that allows release of
medical records from the provider to the payer for adjudication of a claim.

The person who provided services to or treated the
patient.

The person or entity responsible for the patient balance,
and the person to whom the statement is addressed.

A portion of expected payment that is withheld until the end
of a period; it is used as an incentive for efficient care.

The second insurance responsible for adjudication.
The name of the insurance-policy holder.

A provider giving direction or supervision to
another provider.

Money previously paid on a claim that is retracted by a payer.

A code set to categorize type and/or specialization of
health care providers.

A third insurance, after primary and secondary
insurance, responsible for adjudication.

A defined length of time a payer allows for filing claims after
a service date.

A standard code set describing procedure codes.

An institutional claim-filing form, normally used by inpatient
facilities and Federally Qualified Community Health Centers (FQCHCs) to
submit charges for reimbursement.
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DISCLAIMER OF WARRANTY AND LIMITATION OF LIABILITY

MEDfx CORPORATION MAKES NO REPRESENTATIONS OR WARRANTIES OF ANY
KIND, EXPRESS OR IMPLIED, INCLUDING, BUT NOT LIMITED TO, THE IMPLIED
WARRANTIES OF MERCHANTABILITY AND FITNESS FOR A PARTICULAR PURPOSE,
WITH RESPECT TO ANY PROGRAM OR OTHER MATERIALS OR SERVICES OR ANY
SOFTWARE PRODUCTS THAT HAVE BEEN DESIGNATED BY MEDfx CORPORATION
AS "AUTHORIZED FOR USE WITH MEDfx,” AND THE SAME ARE HEREBY
DISCLAIMED. MEDfx CORPORATION MAKES NO REPRESENTATION OR WARRANTY
THAT THE PROGRAMS OR OTHER MATERIALS OR SERVICES OR ANY AUTHORIZED
SOFTWARE PRODUCTS WILL MEET REQUIREMENTS OR THAT THEIR OPERATION
WILL BE ERROR-FREE OR CONTINUOUS OR THAT ANY OR ALL DEFICIENCIES WILL
BE CORRECTED. MEDfx MAKES NO REPRESENTATION OR WARRANTY THAT THE
PROGRAMS OR OTHER MATERIALS OR SERVICES OR ANY AUTHORIZED
SOFTWARE PRODUCTS DO NOT OR SHALL NOT INFRINGE PATENT, COPYRIGHT,
PROPRIETARY INFORMATION OR TRADE SECRET RIGHTS OF ANY PERSON OR
ENTITY. EACH PROGRAM AND ANY OTHER MATERIALS AND SERVICES ARE
PROVIDED "AS IS." THERE DO NOT EXIST ON THE PART OF MEDfx CORPORATION
ANY PROMISES, REPRESENTATIONS OR WARRANTIES NOT EXPRESSLY
CONTAINED IN THIS PARAGRAPH. MEDfx Corporation shall have no liability
whatsoever for direct, special, consequential, incidental, indirect, punitive or any
other injuries, losses or damages, including without limitation, loss or damage to
earnings, profits or goodwill or increased expenses or costs, foreseen or
unforeseen, that may be incurred or suffered by any end user or any other person
or entity, whether under the laws of contract, strict liability, tort or otherwise. In no
event shall MEDfx Corporation’s liability exceed the amount of any fees paid to
MEDfx Corporation for the particular programs or other materials or services to
which the claim relates.

THE PROGRAMS, MATERIALS AND SERVICES ARE NOT INTENDED TO BE USED AS
DIAGNOSTIC TOOLS OR TO PROVIDE MEDICAL/DENTAL DIAGNOSES OR
DETERMINATIONS AND END USERS ARE SOLELY RESPONSIBLE FOR USING DUE
CARE AND EXERCISING INDEPENDENT JUDGMENT IN THE USE OF EACH
PROGRAM, MATERIAL, AND SERVICE.
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