Webinar:
Reduce
Patient No-Shows

Costly

There are a million reasons a patient no-shows for an
appointment, or calls right before their scheduled appointment
to cancel. Some of the reasons are unavoidable, but all of
them cost you money.
Regardless of your specialty, location or patient population,
no-shows and late cancels are a costly nightmare. They can
lead to revenue losses for your practice of hundreds of
thousands of dollars a year – not to mention the management,
scheduling, and patient care challenges they cause.
Researching online how to best resolve patient no-shows and
late cancels will make your head spin. You’ll find thousands
of recommendations, with no idea if you can trust the source.
The best way to combat this costly problem is to get advice
from a leading practice management expert like – me!
BONUS! As a reader of Manage My Practice, use this code to
get 10% off the webinar price: MANAGEMYPRACTICE10OFF
On Wednesday, April 11th at 1pm ET, during a 60-minute online
training session, you can receive my proven no-show and late
cancel resolution tactics. I’ll walk you through how you can
reduce your no-show and late cancel rates, and stop the
hemorrhage of revenue that occurs with them.

Here are just a few of the practical, step-by-step tactics
you’ll receive by attending this upcoming, 60-minute online
training:
Find out how much money you’re really losing with proven
measuring protocols
Uncover the real reasons behind patient no-shows and
late cancels so you can fix them
Tools to create a no-show/late cancel policy that will
work
Effectively communicate your no-show/late cancel policy
to your patients
Figure out how to charge
cancels and not lose patients

for

no-shows

and

late

Expert scheduling strategies to mitigate no-shows and
late cancels and avoid revenue losses
Track benchmarks and determine if your specialty has
unique data to watch
Identify repeat offender patient types and learn how to
handle them
Using your website to improve patient understanding of
your policies
Develop no-show and late-cancel scripts for face-toface/phone interaction with patients
Address chronic late cancel/no-show patients without
losing them (if you don’t want to)
And so much more…

Who should attend? Anyone in a practice with an interest in
reducing patient no-shows and late cancels should attend this
expert-led online training. This includes, but isn’t limited
to: Practice/Clinic Managers, Administrators, Surgery Center
Administrators, Front Desk Managers, Scheduling Managers,
Providers, etc.
The AAPC has awarded 1 CEU for this 60-minute program.
Unfortunately, you’re never going to be able to completely
stop all patient no-shows and late cancels. However, there are
proven techniques that will help you significantly get more of
your patients to their appointments on time, and help you
avoid the massive losses that no-shows and late cancels
create.
Patient no-shows and late cancels is a chronic problem. A
variety of sources report that they cost US physician
practices approximately $150 BILLION a year. But you can
seriously reduce your losses with the proven tactics you’ll
receive from this expert-led online training. Don’t wait,
reserve your access today.

25
Principles
for
Adult
Behavior in Healthcare
This month John Perry Barlow died.
Described by Stephen Levy of Wired as a “cowboy, poet,
romantic, family man, philosopher, and ultimately, the bard of
the digital revolution”, Barlow penned a list he called the

“25 Principles of Adult Behavior,” as a series of instructions
for life.
I see it as a series of turn signals and it inspired me to
create the “25 Principles of Adult Behavior in Healthcare.”
I stole 9 of his principles (those in italics) and added a
bunch of my own.
1. Don’t assume you know what a patient is going through.
2. Don’t think the patient owes you respect for caring for
them.
3. Don’t think anyone owes you respect because you’re in
charge.
4. Be patient with every patient. Be patient with
everyone. Be patient. No matter what.
5. Don’t badmouth: Assign responsibility, not blame.
6. Say nothing of another you wouldn’t say to him.
7. Put nothing in writing that you are not willing to
repeat in a court of law or have printed on the front of
the local newspaper.
8. Laugh at yourself frequently. Just laugh, but not at
others.
9. Concern yourself with what is right rather than who is
right.
10. Expect no more of anyone than you can deliver yourself.
11. Never forget that, no matter how certain, you might be
wrong.
12. Praise at least as often as you disparage.
13. Admit your errors freely and soon.
14. Knock before entering.
15. All people deserve dignity. Offer it.
16. Everyone is frightened in healthcare, even if they don’t
act like it – patients and admins alike.
17. Leave it at the office.
18. Address patients and others by their formal titles until
they give you permission to do otherwise.
19. Keep your hands away from your eyes, your nose and your

20.
21.

22.
23.
24.
25.

mouth regardless of what your job is.
Wash your hands frequently, regardless of what your job
is.
Listen more than you talk. Especially listen to patients
even if you are sure you know what they are going to
say.
Let people finish their sentences and pause before
answering.
Start conversations with questions. You might be
surprised at what you learn.
If you’re the boss: sit at every workstation in the
office once every three months and observe.
Bring cookies to work once in awhile.
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Credit Card Signatures: Bye
Bye
What follows is an article adapted from one published in the
Infintech News January 30, 2018. Infintech is my Credit Card
on File gateway and credit card processor for my consulting
business. It is also a company I recommend to clients. I’ve
been working with my rep, Michael Gutlove for 6 years
implementing Credit Card on File in medical and dental
practices, and can honestly say his customer service is
unparalleled.
************************************
The rise of mobile payments such as Apple Pay and Google

Wallet have set the stage for consumers to have an improved
shopping experience when purchasing goods or services. With
the influx of convenient payment methods, credit cards
companies are continually taken to task on improving overall
purchasing practices.
The major credit card brands – MasterCard, Visa, American
Express and Discover – have found a way to do just that.
These brands recently announced that as of April 2018, they
will no longer require a signature on debit or credit card
purchases, so buyers can have a faster and more convenient
shopping experience. This will also help reduce merchants’
operating expenses associated with retaining these signatures.
Here is a quick recap of the statements from the card networks
according to creditcards.com:
Mastercard, which announced in October that it would
make signatures optional in April, says more than 80
percent of the in-store transactions it processes now
don’t need a signature.
Discover said on Dec. 6, that it, too, would abandon the
signature requirement. “With the rise in new payment
security capabilities, like chip technology and
tokenization, the time is right to remove this step from
the checkout experience,” Discover’s Jasma Ghai, vice
president of global products innovation, says.
American Express announced Dec. 11 that it will drop the
signature requirement globally in April. “The payments
landscape has evolved to the point where we can now
eliminate this pain point for our merchants,” said
Jaromir Divilek, Executive Vice President, Global
Network Business, American Express.
Visa said in a blog post that it will make “the
signature requirement optional for all EMV contact or
contactless chip-enabled merchants in North America,
beginning April 2018.”

Credit Card Signatures No Longer
Fight Fraud
In the past, signatures were perceived as an added layer of
protection to prevent customers and merchants from fraudulent
transactions. Initially, retail stores could use the signature
on the receipt and match it to the signature on the back of
the customer’s card, but merchants rarely do this making the
need for a signature less impactful. Although it isn’t
mandatory to collect a signature from a customer, merchants
can still do so if they wish.
The need for signatures has also declined around the world due
to many advancements in the payments industry such as
contactless payment options, the global adoption of EMV chip
technology and the ever-growing world of online commerce.
According to pymnts.com, in the two years since EMV chip cards
launched in the United States, fraud at the physical point of
sale has declined by 66 percent. This is attributed to the
deployment of EMV technology at the in-store point of sale and
consumers’ use of chip cards. Signatures as an added measure
of authentication is unlikely to create risk for chip card
transactions.

Credit
Card
Compromised

Security

Isn’t

According to macrumors.com, credit card companies eliminating
signatures for in-store transactions will not have any impact
on customer security. In fact, security is better than ever
due to the move towards a more digital payment world.
“Our secure network and state-of-the art systems combined with
new digital payment methods that include chip, tokenization,
biometrics, and specialized digital platforms use newer and
more secure methods to prove identity,” said Linda

Kirkpatrick, an Executive Vice President at Mastercard.

Both Merchants and Customers Are
Okay with this Change
According to usatoday.com, Kirkpatrick says that “eliminating
the need for signature is another step in the digital
evolution of payments and payment security.”
Since security is not an issue, both merchants and customers
are looking forward to saying goodbye to signatures. Payments
will become easier and more convenient, checkout lines will
move faster and merchants will be able to push more customers
through lines in a timely manner. It’s a win-win for everyone.
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Excel is the Skill You Need
or Need to Improve
It’s Time to Improve Your Excel Skills
Excel (or any spreadsheet program, try OpenOffice if you don’t
have Excel) should be the go-to tool for any medical practice
manager who is tasked with data analysis.

Examples of some of the data you should
be analyzing in your practice:
What are my net collection percentages by payer?

Am I receiving reimbursement at cost plus for any
vaccines and injectables I am supplying to patients?
Do I know the potential value of a contract offered by a
payer or an Independent Physician Association?
What is the cost of adding a new physician, NP, PA or
service line to my practice?

Your practice management system may
already crunch numbers for you, but:
1. Is it exactly the information you need?
2. Is it in the format in which you need it?
3. Is all the data I need to analyze found inside the
practice management system?
What if you don’t trust the information coming from your
practice management system? Many managers don’t. One of the
first rules to data analysis is “Know What You Are Looking
At”. Are you confident that the data you received is the data
you asked for? You may need a conversation with your practice
management system support team to be sure you understand where
the system is pulling data from and if it is the date you
want.
A clear understanding of how your practice management system
filters and reports your data is critical to producing
INFORMATION. Data only has the potential to become information
when it is accurate and actionable.

How to learn Excel or improve your Excel
skills:
If you know only enough Excel to get by, Nate Moore’s series
on Excel is a great place to start. Because he is in the
healthcare field, his examples make sense. His videos (new
ones regularly) are free here.
I first wrote about Massive Open Online Courses (MOOCs) back

in 2013 here and the list of offerings just keeps growing.
Coursera offers buckets of free courses, including courses on
Excel like these:
Microsoft: Microsoft office Fundamentals: Outlook, Word
and Excel
PricewaterhouseCoopers Accounting Firm: Problem Solving
With Excel
Rice University: Introduction to Data Analysis Using
Excel
For those of you that have the basics of Excel under your
belt, proceed to learning about Pivot Tables. They will become
your new best friend.
Big list of all kinds of free courses here.

Flu Shot Coding for 2017-2018

What’s new this flu season?
The recommendation to not use the nasal spray flu
vaccine (LAIV) was renewed for the 2017-2018 season.
Only injectable flu shots are recommended for use again
this season. CDC recommends use of the flu shot
(inactivated influenza vaccine or IIV) or the
recombinant influenza vaccine (RIV).
Flu vaccines have been updated to better match
circulating viruses (the influenza A(H1N1) component was
updated).
Pregnant women may receive any licensed, recommended,

and age-appropriate flu vaccine. (NOTE: there is some
concern about administration of the flu shot during the
first trimester – NPR news story today 9/25/17)
Two new quadrivalent (four-component) flu vaccines have
been licensed: one inactivated influenza vaccine
(“Afluria Quadrivalent” IIV) and one recombinant
influenza vaccine (“Flublok Quadrivalent” RIV).
The age recommendation for “Flulaval Quadrivalent” has
been changed from 3 years old and older to 6 months and
older to be consistent with FDA-approved labeling.
The trivalent formulation of Afluria is recommended for
people 5 years and older (from 9 years and older) in
order to match the Food and Drug Administration package
insert.

Cell-based Flu Vaccines
A candidate vaccine virus (CVV) is an influenza (flu) virus
that has been prepared by CDC or its public health partners
for use by vaccine manufacturers to mass produce a flu
vaccine. During the 2017-2018 season, for the first time, a
true cell-based CVV has been approved for use in flu vaccine
production for the Northern Hemisphere. Traditionally, CVVs
have been produced using fertilized chicken eggs. The cellbased CVV has been used to produce the influenza A (H3N2)
component of cell-based flu vaccines for the Northern
Hemisphere in 2017-2018. Recombinant flu vaccines also are
based on genetic sequences of recommended vaccine viruses that
have not been propagated in eggs. Cell-based flu vaccines that
use cell-based CVVs or genetic sequences have the potential to
offer better protection than traditional, egg-based flu
vaccines as a result of being more similar to flu viruses in
circulation. For more information, see CDC’s Cell-Based Flu
Vaccines webpage.
Options this season include:

Standard dose flu shots. Most are given into the muscle
(usually with a needle, but one can be given to some
people with a jet injector). One is given into the skin.
High-dose shots for older people.
Shots made with adjuvant for older people.
Shots made with virus grown in cell culture.
Shots made using a vaccine production technology
(recombinant vaccine) that does not require the use of
flu virus.

Medicare Reimbursement for the Flu
Shot
The Part B deductible and coinsurance amounts do not apply to
influenza vaccines or vaccine administration. All physicians,
nonphysician practitioners, and suppliers who administer the
influenza virus vaccination and the pneumococcal vaccination
must take assignment on the claim for the vaccine.
The following Medicare Part B payment allowances for HCPCS and
CPT codes apply to 8/1/2017-7/31/2018:
90630 $20.343
90653 $50.217
90654 Pending
90655 Pending
90656 $19.247
90657 Pending
90661 Pending
90662 $49.025
90672 Pending
90673 $40.613
90674 $24.047
90682 $46.313
(New code) 90685 $21.198
90686 $19.032
90687 $9.403

90688 $17.835
Q2035 $17.685
Q2036 Pending
Q2037 $17.685
Q2038 Pending
Q2039/90756 $22.793 Until CPT code 90756 is implemented
on 1/1/2018, Q2039 will be used for products described
by the following language: influenza virus vaccine,
quadrivalent (ccllV4), derived from cell cultures,
subunit, antibiotic free, 0.5mL dosage, for
intramuscular use. Providers and MACs will use HCPCS
Q2039 for dates of service from 8/1/2017- 12/31/2017.
HCPCS Q2039 Flu Vaccine Adult – Not Otherwise
Classified.

Flu Shot Administration Codes
Don’t forget to code the vaccine administration as well as the
vaccine itself!
Administered by a Physician, NP, PA, RN, LPN, Medical
Assistant (etc) WITHOUT COUNSELING:
90471 –percutaneous, intradermal, subcutaneous, or
intramuscular injections: one vaccine (single or
combination vaccine/toxoid)
90473 – intranasal or oral: one vaccine (single or
combination vaccine/toxoid)
Administered by a Physician, NP, PA (etc) WITH COUNSELING:
90460 – Immunization administration through 18 years of
age via any route of administration, w/ counseling by
physician or other qualified healthcare professional;
first vaccine/toxoid component
Here’s that invaluable flu shot chart from the Immunization
Action Coalition with flu vaccine manufacturer, trade name,

how supplied, age group, and CPT/HCPCS codes for Medicare and
non-Medicare plans.

It’s Not Too Late to Launch
CCOF on January 1st

High Deductible Plans
Becoming Mainstream

and

CCOF

Are

When we first starting teaching practices how to implement
credit card on file (CCOF) in their practices in 2010, only a
few practices had ever heard of it. Today, we get calls weekly
from practices who need help collecting patient balances,
especially from patients with high-deductible plans, many whom
do not understand how their plan works. Note that almost 25%
of persons covered by employer health plans are enrolled in
high-deductible plans, and almost 90% of enrollees in the
healthcare exchange (Affordable Care Act Marketplaces) have a
high-deductible plan!
The time-honored tradition of sending patients monthly
statements and allowing them to pay on their own timetable has
increasingly become untenable for medical practices,
especially small practices that have limited financial
resources to wait out patient payments. Physicians are paying
their staff, medical supplies, utilities and rent monthly

while waiting for insurance plans to pay in 30 to 45 days and
patients to pay anywhere from 60 to 120 days or more past the
date of service.

Having the Talk With Patients
Credit card on file opens the patient payment dialogue by
changing the conversation from “We’ll send you a bill when
insurance pays their portion” to “Once we receive the
insurance Explanation of Benefits (EOB), we’ll charge your
card for the patient-responsible balance. If the balance is
over $____, we’ll call you to discuss your payment.”
On January 1st, the deductible starts afresh for most plans,
and any practice not using credit card on file to collect
those deductibles is in for a particularly tough quarter –
what I’ve always called “The Black Months”. With the size of
deductibles however, many practices are in for another tough
year. Contrary to plans of the past that applied the
deductibles only to very high-priced services or hospital
events, many deductibles apply to office visits, medications,
labs – essentially every healthcare service one can have. Some
patients will never meet their deductible and will be paying
your practice out of their pocket for every service all year
long.

Is 2017 the year you streamline and
improve patient collections?
It’s not too late to get it together to launch your program
now to be ready for the new year. Here are the steps:
1. Integrate software that allows you to keep patient
credit cards on file on an offsite, secure, third-party
server as an add-on to your current merchant services
(credit card processing). Call your current credit card
processor to see if they have CCOF, but be careful –
there is a lot of confusing language around the CCOF

2.

3.

4.

5.
6.

part and CC processing charges. My recommendation for
CCOF software is here.
Educate patients on the change. Inform and educate
patients about your new policy between now and when you
launch.
Rewrite your financial policy to include CCOF. If no one
ever reads your financial policy, now is the time to
make it simpler and clearer.
Educate the staff. Explain why you’re making the change,
how it works and how to communicate with patients that
might have questions.
Change your patient scripts to include CCOF language
when you schedule and confirm appointments.
Get rid of patient statements. Decide how you will
handle current patient statements to clear those
balances. You eliminate statements when you implement
CCOF.

7. Determine your philosophy. How are going to deal with
patients who say they don’t have a credit or debit card,
or refuse to give you their card to place on file? Most
practices will lose a few patients, but it is always
less than you expect. Most patients who refuse are
patients who never intended to pay you anyway!
I ask physicians this question:
If you collected the same amount of money each month whether
you saw 500 patients who paid you part of what they owed, or
350 patients who paid you everything they owed, which would
you prefer?
Of course, every physician would love to see less patients,
having more quality time with each patient! What’s wrong with
having a practice full of patients who agree to pay you what
they owe? FYI, CCOF does not mean you cannot also serve
patients who need help with medical expenses – that’s a
different conversation!

For more information and help, see our CCOF page here, or
watch this 30-minute YouTube video here.
NOTE: I use the term “credit card” in this article, but you
can accept, if you so choose, debit cards, health savings
account cards, flexible spending account cards – even gift
cards.

Creating Facebook and Blog
Content for Your Medical
Practice – Free Webinar!
Ever
wish
you
felt
more
knowledgeable and confident about
social media, particularly Facebook
and blogs?
If you are ready to start using Facebook and posting blog
content for marketing, you’ve come to the right place.
If you’re not 100% sold on the time and effort you and your
staff have been putting into social media, you are not alone.
Managers, physicians and other healthcare providers tell me
they are stressed out over what they should be doing for
social media and blog content. They have questions like:
How much time I should focus on Facebook?
Why is no one engaging with my Facebook posts?

I have no followers/fans – what am I doing wrong?
Are Facebook Ads really worth it?
Should our practice have a blog?
How do we get started?
How do we create a doable plan for posting?
What on earth should we be blogging about, anyway?
Because I think this is so important to medical practices,
I’ve asked my good friends, Janet Kennedy and Carol Bush with
Get Social Health if they would introduce this topic to my
readers and they’ve agreed to share their best social media
secrets for healthcare practices – for free!

Janet and Carol will be addressing the
questions above and answering your
specific questions in the web clinic:
“Creating Engaging Content for Your Blog
and Facebook”. Click here to reserve your
spot for “Creating Engaging Content for
Your Blog and Facebook”
They will be sharing with you (and me) the latest information
on how to create engaging Facebook and Blog posts.
Can’t wait to see you there!

Mary Pat
P.S. The web clinic will last about an hour because I asked
Janet and Carol to devote at least 10-minutes to full-on Q&A.
That means you can ASK THEM ANYTHING about your business,
their business, social media, or whatever you can think of. So
start jotting down your questions now, and don’t forget to
sign up by clicking here.
P.S.S. They’ll be giving away some freebies – but you can only

get them if you’re on the Web Clinic LIVE! So register now and
mark your calendar for Thursday, August 25th at 12:00pm EST.

What’s Driving Your Medical
Practice to Change?
We’ve heard from many small independent practices of their
desire to evaluate/change their practice model due to:
Ongoing Medicare quality program and commercial
insurance fee reductions.
Increasing administrative expense related to preauthorizations, denials, and patient collections due to
high-deductible health plans.
Desire for more time with patients without sacrificing
income.
Now you can weigh in on the discussion by participating in
Kareo’s and the American Academy of Private Physicians’
(AAPP) annual survey which asks independent physicians for
their perceptions of different practice models such as
traditional
fee-for-service,
cash
fee-for-service,
concierge/retainer plans, telemedicine and more.

This description of the survey is posted
on Kareo’s blog:
“Industry research has shown that many independent physicians
are concerned about whether or not they can be adequately
prepared from the growing shift to value-based reimbursement.
As a result, they are testing or fully transitioning to other
options like concierge, direct-pay, and virtual models. For

the second year, Kareo has partnered with AAPP to investigate
this trend more broadly, seeking to understand the challenges
and benefits of each payment structure. Furthermore, this
survey seeks to determine if a hybrid practice model, which
takes into account various payment models, could solve issues
of contention that physicians have with their current
practice model.”
Healthcare providers and those who manage their practices can
access the survey for a chance to win an Apple Watch, an iPad,
or a one year AAPP membership. The survey is here: Private
Practice Model Perspective 2016.
Want to learn more about different practice models. See my
slide deck below “Twelve Practice Models for 2016”
12 Practice Models for 2016 from Manage My Practice

New
Rules
for
Charging
Patients for Their Medical
Records

Just when you thought you understood how to charge for medical
records!
New clarifications have just been released that give specific
direction to medical practices and other healthcare providers
on charging patients for medical records. I have extracted the

most salient pieces for you below, followed by FAQs from the
published clarifications.
1. Covered entities must inform the individual in advance
of the approximate/exact fee that may be charged for the
copy.
2. A covered entity can develop a schedule of costs for
labor based on average labor costs to fulfill standard
types of access requests (e.g. paper records, electronic
records, mailed records, etc.)
3. A covered entity may charge individuals a flat fee for
all standard requests for electronic copies of PHI
maintained electronically, provided the fee does not
exceed $6.50, inclusive of all labor, supplies, and any
applicable postage. While the Privacy Rule permits the
limited fee as described, covered entities should
provide individuals who request access to their
information with copies of their PHI free of charge.
4. The fee limits apply when an individual directs a
covered entity to send the PHI to a third party (and it
doesn’t matter who the third party is) HOWEVER, where
the third party is initiating a request for PHI on its
own behalf, with the individual’s HIPAA authorization
(or pursuant to another permissible disclosure provision
in the Privacy Rule), the access fee limitations do not
apply.
5. Administrative and other costs associated with
outsourcing the function of responding to individual
requests for access cannot be the basis for any fees
charged to individuals for providing that access.
6. A covered health care provider cannot charge an
individual a fee when it fulfills an individual’s HIPAA
access request using the View, Download, and Transmit
functionality of the provider’s CEHRT.
7. HIPAA does not override those State laws that provide
individuals with greater rights of access to their
health information than the HIPAA Privacy Rule does

8. A covered entity may not charge an individual who, while
inspecting her PHI, takes notes, uses a smart phone or
other device to take pictures of the PHI, or uses other
personal resources to capture the information,
however, a covered entity is not required to allow the
individual to connect a personal device to the covered
entity’s systems.
9. A covered entity may not withhold or deny an individual
access to his PHI on the grounds that the individual has
not paid the bill for health care services.

May a covered entity charge individuals a fee for
providing the individuals with a copy of their
PHI?
Yes, but only within specific limits. The Privacy Rule permits
a covered entity to impose a reasonable, cost-based fee to
provide the individual (or the individual’s personal
representative) with a copy of the individual’s PHI, or to
direct the copy to a designated third party. The fee may
include only the cost of certain labor, supplies, and postage:
1. Labor for copying the PHI requested by the individual,
whether in paper or electronic form. Labor for copying
includes only labor for creating and delivering the
electronic or paper copy in the form and format
requested or agreed upon by the individual, once the PHI
that is responsive to the request has been identified,
retrieved or collected, compiled and/or collated, and is
ready to be copied. Labor for copying does not include
costs associated with reviewing the request for access;
or searching for and retrieving the PHI, which includes
locating and reviewing the PHI in the medical or other
record, and segregating or otherwise preparing the PHI
that is responsive to the request for copying.While it
has always been prohibited to pass on to an individual
labor costs related to search and retrieval, our
experience in administering and enforcing the HIPAA

Privacy Rule has shown there is confusion about what
constitutes a prohibited search and retrieval cost and
this guidance further clarifies this issue.
This
clarification is important to ensure that the fees
charged reflect only what the Department considers
“copying” for purposes of applying 45 CFR
164.524(c)(4)(i) and do not impede individuals’ ability
to receive a copy of their records.
2. Supplies for creating the paper copy (e.g.,
paper,
toner) or electronic media (e.g., CD or USB drive)if
the
individual requests that the electronic copy be
provided on portable media. However, a covered entity
may not require an
individual to purchase portable
media; individuals have the right to have their PHI emailed or mailed to them upon request.
3. Labor to prepare an explanation or summary of the PHI,
if the individual in advance both chooses to receive an
explanation or summary and agrees to the fee that may be
charged.
4. Postage, when the individual requests that the copy, or
the summary or explanation, be mailed.
Thus, costs associated with updates to or maintenance of
systems and data, capital for data storage and maintenance,
labor associated with ensuring compliance with HIPAA (and
other applicable law) in fulfilling the access request (e.g.,
verification, ensuring only information about the correct
individual is included, etc.) and other costs not included
above, even if authorized by State law, are not permitted for
purposes of calculating the fees that can be charged to
individuals. See 45 CFR 164.524(c)(4).
Further, while the Privacy Rule permits the limited fee
described above, covered entities should provide individuals
who request access to their information with copies of their
PHI free of charge. While covered entities should forgo fees
for all individuals, not charging fees for access is

particularly vital in cases where the financial situation of
an individual requesting access would make it difficult or
impossible for the individual to afford the fee. Providing
individuals with access to their health information is a
necessary component of delivering and paying for health care.
We will continue to monitor whether the fees that are being
charged to individuals are creating barriers to this access,
will take enforcement action where necessary, and will
reassess as necessary the provisions in the Privacy Rule that
permit these fees to be charged.

What labor costs may a covered entity include in
the fee that may be charged to individuals to
provide them with a copy of their PHI?
A covered entity may include reasonable labor costs associated
only with the: (1) labor for copying the PHI requested by the
individual, whether in paper or electronic form; and (2) labor
to prepare an explanation or summary of the PHI, if the
individual in advance both chooses to receive an explanation
or summary and agrees to the fee that may be charged.
Labor for copying includes only labor for creating and
delivering the electronic or paper copy in the form and format
requested or agreed upon by the individual, once the PHI that
is responsive to the request has been identified, retrieved or
collected, compiled and/or collated, and is ready to be
copied.
For example, labor for copying may include labor
associated with the following, as necessary to copy and
deliver the PHI in the form and format and manner requested or
agreed to by the individual:
Photocopying paper PHI.
Scanning paper PHI into an electronic format.
Converting electronic information in one format to the
format requested by or agreed to by the individual.
Transferring (e.g., uploading, downloading, attaching,
burning) electronic PHI from a covered entity’s system

to a web-based portal (where the PHI is not already
maintained in or accessible through the portal),
portable media, e-mail, app, personal health record, or
other manner of delivery of the PHI.
Creating and executing a mailing or e-mail with the
responsive PHI.
While we allow labor costs for these limited activities, we
note that as technology evolves and processes for converting
and transferring files and formats become more automated, we
expect labor costs to disappear or at least diminish in many
cases.
In contrast, labor for copying does not include labor costs
associated with:
Reviewing the request for access.
Searching for, retrieving, and otherwise preparing the
responsive information for copying. This includes labor
to locate the appropriate designated record sets about
the individual, to review the records to identify the
PHI that is responsive to the request and to ensure the
information relates to the correct individual, and to
segregate, collect, compile, and otherwise prepare the
responsive information for copying.

May a covered health care provider charge a fee
under HIPAA for individuals to access the PHI that
is available through the provider’s EHR technology
that has been certified as being capable of making
the PHI accessible?
No. The HIPAA Privacy Rule at 45 CFR 164.524(c)(4) permits a
covered entity to charge a reasonable, cost-based fee that
covers only certain limited labor, supply, and postage costs
that may apply in providing an individual with a copy of PHI
in the form and format requested or agreed to by the
individual. Where an individual requests or agrees to access

her PHI available through the View, Download, and Transmit
functionality of the CEHRT, we believe there are no labor
costs and no costs for supplies to enable such access. Thus,
a covered health care provider cannot charge an individual a
fee when it fulfills an individual’s HIPAA access request
using the View, Download, and Transmit functionality of the
provider’s CEHRT.

May a covered entity that uses a business
associate to act on individual requests for access
pass on the costs of outsourcing this function to
individuals when they request copies of their PHI?
No. A covered entity may charge individuals a reasonable,
cost-based fee that includes only labor for copying the PHI,
costs for supplies, labor for creating a summary or
explanation of the PHI if the individual requests a summary or
explanation, and postage, if the PHI is to be mailed. See 45
CFR 164.524(c)(4). Administrative and other costs associated
with outsourcing the function of responding to individual
requests for access cannot be the basis for any fees charged
to individuals for providing that access.

Must a covered entity inform individuals in
advance of any fees that may be charged when the
individuals request a copy of their PHI?
Yes. When an individual requests access to her PHI and the
covered entity intends to charge the individual the limited
fee permitted by the HIPAA Privacy Rule for providing the
individual with a copy of her PHI, the covered entity must
inform the individual in advance of the approximate fee that
may be charged for the copy. An individual has a right to
receive a copy of her PHI in the form and format and manner
requested, if readily producible in that way, or as otherwise
agreed to by the individual. Since the fee a covered entity
is permitted to charge will vary based on the form and format
and manner of access requested or agreed to by the individual,

covered entities must, at the time such details are being
negotiated or arranged, inform the individual of any
associated fees that may impact the form and format and manner
in which the individual requests or agrees to receive a copy
of her PHI.
The failure to provide advance notice is an
unreasonable measure that may serve as a barrier to the right
of access. Thus, this requirement is necessary for the right
of access to operate consistent with the HIPAA Privacy Rule.
Further, covered entities should post on their web sites or
otherwise make available to individuals an approximate fee
schedule for regular types of access requests. In addition,
if an individual requests, covered entities should provide the
individual with a breakdown of the charges for labor,
supplies, and postage, if applicable, that make up the total
fee charged. We note that this information would likely be
requested in any action taken by OCR in enforcing the
individual right of access, so entities will benefit from
having this information readily available.

How can covered entities calculate the limited fee
that can be charged to individuals to provide them
with a copy of their PHI?
The HIPAA Privacy Rule permits a covered entity to charge a
reasonable, cost-based fee for individuals (or their personal
representatives) to receive (or direct to a third party) a
copy of the individuals’ PHI.
In addition to being
reasonable, the fee may include only certain labor, supply,
and postage costs that may apply in providing the individual
with the copy in the form and format and manner requested or
agreed to by the individual. A covered entity may calculate
this fee in three ways.
Actual costs.
A covered entity may calculate actual
labor costs to fulfill the request, as long as the labor
included is only for copying (and/or creating a summary
or explanation if the individual chooses to receive a
summary or explanation) and the labor rates used are

reasonable for such activity. The covered entity may
add to the actual labor costs any applicable supply
(e.g., paper, or CD or USB drive) or postage costs.
Covered entities that charge individuals actual costs
based on each individual access request still must be
prepared to inform individuals in advance of the
approximate fee that may be charged for providing the
individual with a copy of her PHI. An example of an
actual labor cost calculation would be to time how long
it takes for the workforce member of the covered entity
(or business associate) to make and send the copy in the
form and format and manner requested or agreed to by the
individual and multiply the time by the reasonable
hourly rate of the person copying and sending the PHI.
What is reasonable for purposes of an hourly rate will
vary depending on the level of skill needed to create
and transmit the copy in the manner requested or agreed
to by the individual (e.g., administrative level labor
to make and mail a paper copy versus more technical
skill needed to convert and transmit the PHI in a
particular electronic format).
Average costs. In lieu of calculating labor costs
individually for each request, a covered entity can
develop a schedule of costs for labor based on average
labor costs to fulfill standard types of access
requests, as long as the types of labor costs included
are the ones which the Privacy Rule permits to be
included in a fee (e.g., labor costs for copying but not
for search and retrieval) and are reasonable. Covered
entities may add to that amount any applicable supply
(e.g., paper, or CD or USB drive) or postage costs.
This standard rate can be calculated and charged
as a per page fee only in cases where the PHI
requested is maintained in paper form and the
individual requests a paper copy of the PHI or
asks that the paper PHI be scanned into an

electronic format.
Per page fees are not
permitted for paper or electronic copies of PHI
maintained electronically. OCR is aware that per
page fees in many cases have become a proxy for
fees charged for all types of access requests –
whether electronic or paper – and that many states
with authorized fee structures have not updated
their laws to account for efficiencies that exist
when generating copies of information maintained
electronically.
This practice has resulted in
fees being charged to individuals for copies of
their PHI that do not appropriately reflect the
permitted labor costs associated with generating
copies from information maintained in electronic
form. Therefore, OCR does not consider per page
fees for copies of PHI maintained electronically
to be reasonable for purposes of 45 CFR
164.524(c)(4).
Flat fee for electronic copies of PHI maintained
electronically. A covered entity may charge individuals
a flat fee for all standard requests for electronic
copies of PHI maintained electronically, provided the
fee does not exceed $6.50, inclusive of all labor,
supplies, and any applicable postage.

Are costs authorized by State fee schedules
permitted to be charged to individuals when
providing them with a copy of their PHI under the
HIPAA Privacy Rule?
No, except in cases where the State authorized costs are the
same types of costs permitted under 45 CFR 164.524(c)(4) of
the HIPAA Privacy Rule, and are reasonable. The bottom line
is that the costs authorized by the State must be those that
are permitted by the HIPAA Privacy Rule and must be
reasonable. The HIPAA Privacy Rule at 45 CFR 164.524(c)(4)
permits a covered entity to charge a reasonable, cost-based

fee that covers only certain limited labor, supply, and
postage costs that may apply in providing an individual with a
copy of PHI in the form and format requested or agreed to by
the individual. Thus, labor (e.g., for search and retrieval)
or other costs not permitted by the Privacy Rule may not be
charged to individuals even if authorized by State law.
Further, a covered entity’s fee for providing an individual
with a copy of her PHI must be reasonable in addition to costbased, and there may be circumstances where a State authorized
fee is not reasonable, even if the State authorized fee covers
only permitted labor, supply, and postage costs. For example,
a State-authorized fee may be higher than the covered entity’s
cost to provide the copy of PHI. In addition, many States
with authorized fee structures have not updated their laws to
account for efficiencies that exist when generating copies of
information maintained electronically. Therefore, these State
authorized fees for copies of PHI maintained electronically
may not be reasonable for purposes of 45 CFR 164.524(c)(4).

A State law requires that a health care provider
give individuals one free copy of their medical
records but HIPAA permits the provider to charge a
fee. Does HIPAA override the State law?
No, so the health care provider must comply with the State law
and provide the one free copy. In contrast to State laws that
authorize higher or different fees than are permitted under
HIPAA, HIPAA does not override those State laws that provide
individuals with greater rights of access to their health
information than the HIPAA Privacy Rule does.
See 45 CFR
160.202 and 160.203.
This includes State laws that: (1)
prohibit fees to be charged to provide individuals with copies
of their PHI; or (2) allow only lesser fees than what the
Privacy Rule would allow to be charged for copies.

When do the HIPAA Privacy Rule limitations on fees

that can be charged for individuals to access
copies of their PHI apply to disclosures of the
individual’s PHI to a third party?
The fee limits apply when an individual directs a covered
entity to send the PHI to the third party. Under the HIPAA
Privacy Rule, a covered entity is prohibited from charging an
individual who has requested a copy of her PHI more than a
reasonable, cost-based fee for the copy that covers only
certain labor, supply, and postage costs that may apply in
fulfilling the request.
See 45 CFR 164.524(c)(4).
This
limitation applies regardless of whether the individual has
requested that the copy of PHI be sent to herself, or has
directed that the covered entity send the copy directly to a
third party designated by the individual (and it doesn’t
matter who the third party is). To direct a copy to a third
party, the individual’s access request must be in writing,
signed by the individual, and clearly identify the designated
person or entity and where to send the PHI.
See 45 CFR
164.524(c)(3)(ii).
Thus, written access requests by
individuals to have a copy of their PHI sent to a third party
that include these minimal elements are subject to the same
fee limitations in the Privacy Rule that apply to requests by
individuals to have a copy of their PHI sent to themselves.
This is true regardless of whether the access request was
submitted to the covered entity by the individual directly or
forwarded to the covered entity by a third party on behalf and
at the direction of the individual (such as by an app being
used by the individual).
Further, these same limitations
apply when the individual’s personal representative, rather
than the individual herself, has made the request to send a
copy of the individual’s PHI to a third party.
In contrast, third parties often will directly request PHI
from a covered entity and submit a written HIPAA authorization
from the individual (or rely on another permission in the
Privacy Rule) for that disclosure. Where the third party is

initiating a request for PHI on its own behalf, with the
individual’s HIPAA authorization (or pursuant to another
permissible disclosure provision in the Privacy Rule), the
access fee limitations do not apply. However, as described
above, where the third party is forwarding – on behalf and at
the direction of the individual – the individual’s access
request for a covered entity to direct a copy of the
individual’s PHI to the third party, the fee limitations
apply.
We note that a covered entity (or a business associate) may
not circumvent the access fee limitations by treating
individual requests for access like other HIPAA disclosures –
such as by having an individual fill out a HIPAA authorization
when the individual requests access to her PHI (including to
direct a copy of the PHI to a third party). As explained
elsewhere in the guidance, a HIPAA authorization is not
required for individuals to request access to their PHI,
including to direct a copy to a third party – and because a
HIPAA authorization requests more information than is
necessary or that may not be relevant for individuals to
exercise their access rights, requiring execution of a HIPAA
authorization may create impermissible obstacles to the
exercise of this right.
Where it is unclear to a covered
entity, based on the form of a request sent by a third party,
whether the request is an access request initiated by the
individual or merely a HIPAA authorization by the individual
to disclose PHI to the third party, the entity may clarify
with the individual whether the request was a direction from
the individual or a request from the third party. OCR is open
to engaging with the community on ways that technology could
easily convey this information.
Finally, we note that disclosures to a third party made
outside of the right of access under other provisions of the
Privacy Rule still may be subject to the prohibition against
sales of PHI (i.e., the prohibition against receiving

remuneration for a disclosure of PHI at 45 CFR
164.502(a)(5)(ii)). Where the prohibition applies, a covered
entity may charge only a reasonable, cost-based fee to cover
the cost to prepare and transmit the PHI or a fee otherwise
expressly permitted by other law or must have received a HIPAA
authorization from the individual that states that the
disclosure will involve remuneration to the covered entity.

May a health care provider withhold a copy of an
individual’s PHI from the individual who requested
it because the covered entity used the
individual’s payment of the allowable fee for the
copy to instead pay an outstanding bill for health
care services provided to the individual?
No. Just as a covered entity may not withhold or deny an
individual access to his PHI on the grounds that the
individual has not paid the bill for health care services the
covered entity provided to the individual, a covered entity
may not withhold or deny access on the grounds that the
covered entity used the individual’s payment of the fee for a
copy of his PHI to offset or pay the individual’s outstanding
bill for health care services.

Can an individual be charged a fee if the
individual requests only to inspect her PHI at the
covered entity (i.e., does not request that the
covered entity produce a copy of the PHI)?
No. The fees that can be charged to individuals exercising
their right of access to their PHI apply only in cases where
the individual is to receive a copy of the PHI, versus merely
being provided the opportunity to view and inspect the PHI.
The HIPAA Privacy Rule provides individuals with the right to
inspect their PHI held in a designated record set, either in
addition to obtaining copies or in lieu thereof, and requires
covered entities to arrange with the individual for a

convenient time and place to inspect the PHI.
See 45 CFR
164.524(c)(1) and (c)(2).
Consequently, covered entities
should have in place reasonable procedures to enable
individuals to inspect their PHI, and requests for inspection
should trigger minimal additional effort by the entity,
particularly where the PHI requested is of the type easily
accessed onsite by the entity itself in the ordinary course of
business.
For example, covered entities could use the
capabilities of Certified EHR Technology (CEHRT) to enable
individuals to inspect their PHI, if the individuals agree to
the use of this functionality.
Further, a covered entity may not charge an individual who,
while inspecting her PHI, takes notes, uses a smart phone or
other device to take pictures of the PHI, or uses other
personal resources to capture the information.
If the
individual is making the copies of PHI using her own
resources, the covered entity may not charge a fee for those
copies, as the copying is being done by the individual and not
the entity.
A covered entity may establish reasonable
policies and safeguards regarding an individual’s use of her
own camera or other device for copying PHI to assure that
equipment or technology used by the individual is not
disruptive to the entity’s operations and is used in a way
that enables the individual to copy or otherwise memorialize
only the records to which she is entitled. Further, a covered
entity is not required to allow the individual to connect a
personal device to the covered entity’s systems.
More information is available here.

Advance
FAQs

Beneficiary

Notice

The advance beneficiary notice (ABN) is a powerful tool for
practices to educate patients about their benefits and
responsibilities for Medicare non-covered services. Many of
our readers still write us to ask questions about the form and
the correct way to use it in the office, so we developed this
Frequently Asked Questions list for the ABN to clear up some
of the confusion.
We always tell the physicians we work with: “If you are going
to accept insurance, you need to be the expert on insurance.”
In practice this means knowing your patient’s benefits and
working with them to communicate with them about what, if
anything, they will owe before or after payer adjudication. No
one enjoys being surprised about money!

The ABN is also a tremendous opportunity to talk about
financial responsibilities with a patient. If you don’t have a
credit card on file program in your practice, it’s important
to be proactive about patient financial responsibilities and
how they will be handled. Having a patient sign that they
understand they will be financially responsible for payment
for a non-covered service is a natural way to start that
process.
Here are some of your most frequently asked ABN questions.

What is the ABN? What does it do?
The ABN was originally developed by the Centers for Medicare
and Medicaid Services (CMS) to make sure Medicare patients
were aware that if they received services that were not
covered by Medicare, payment for these services would be their
responsibility. By signing the ABN, the patient agrees that if
Medicare (or other payer) does not pay the physician then the
patient will have to pay for it. The document affirms that the
patient knows they could be required to pay out of pocket.
Once the ABN is signed, if you are sure Medicare won’t pay you
can (and probably should) collect the patient portion listed
on the form immediately. You can charge in full for the
services if the ABN is signed, however the service is self-pay
at that point, so I always suggest you charge your self-pay
rate.

What won’t Medicare pay for?
The classic example is an annual physical, which many people
assume is part of their Medicare coverage. Medicare will pay
for an initial “Welcome to Medicare” visit, as well as an
“Annual Wellness” visit, but the key word to hear is “visit”.
These are not physical examinations. If a patient wants a
physical, they will need to sign an ABN before the service
saying they understand that Medicare will not pay for it.
Other things that Medicare will not pay for include services

without specific medical need, like labs or imaging
diagnostics without diagnoses that are accepted as medically
necessary. Medicare will also only pay for certain services at
regular intervals, for example women who are considered “low
risk” for cervical cancer can only receive a pap smear every
24 months. Note that you are not required by Medicare to get
an ABN signed for services that are never covered, such as the
annual physical, however, it pays to be absolutely clear when
discussing payments, so I suggest you get an ABN signed by the
patient regardless.

Should we just have everybody sign an
ABN?
No. The ABN is to be used in specific instances for a specific
service. You cannot require a patient to sign a “blanket” ABN
for the year, just in case. If Mr. Smith wants a service that
Medicare is unlikely to, or definitely will not pay for and
the physician is comfortable ordering or performing the
service, a staff member should present an ABN to Mr. Smith for
that specific day’s procedure, before it is performed. If the
patient is a having a series of recurring services that will
not be covered, you can have one ABN signed for up to twelve
months of the specific service. An example of this might be a
series of physical therapy sessions. The ABN is not a catchall to protect from denial, however, and persistent misuse
will not only be denied, but could open the door to an audit.

We are a small, busy practice; that
sounds like a lot of work!
It is a lot of work for a practice! Many practices choose to
not use the ABN rather then work out a protocol to implement
it. The practice has to have a system in place so that the
physician or staff member can explain the situation, fill out
the form, answer the patient’s questions and file the ABN for
posterity (they have to be kept seven years, like other

records). It can be the physician in a micropractice, or a
dedicated billing or customer service employee in a larger
setting. Also, a note has to be made of the ABN signing in the
patient’s chart so that modifiers can be added to the CPT
codes for billing.

Are ABNs for Medicare only?
No. You can also have a patient sign an ABN for a private
payer. This helps the patient to understand that if their
insurance doesn’t cover the service specified, the patient
will have to pay for it. Medicare requires an ABN be signed
in order to bill the patient, but for patients with private
insurance it’s still a great opportunity to talk about noncovered services, deductibles, copays, coinsurance or any past
balances if you haven’t already. A few private payers actually
require a waiver/ABN to bill patients for non-covered services
– check your contract to be sure.

Mary Pat has created a generic non-Medicare ABN; if you’d like
a copy for $20, just email Mary Pat and she can send you one.

