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A. REISSUANCE AND PURPOSE

This Instruction:

Department of Defense

INSTRUCTION

AD-A272 423
L

March 10, 1993

NUMBER 6010.15

ASD(HA)

Third Party Collection (TPC) Program

DoD Instruction 6010.15 subject as above

March 7, 1991 (hereby canceled)

Title 1C¢, United States Code, Sections 1075,
1076, 1078 and 1095

Title 32, Code of Federal Regulations, Part
220, "Collection from Third Party Payers of
Reasonable Hospital Costs, current edition®

DoD 7220.9-M, "Department of Defense Accounting
Manual," October 1983, as authorized by DoD
Instruction 7220.9, October 22, 1981

93-27353
ARAEE M

1. Reissues reference (a).

2.

Updates policy,

responsibilities, and procedures to

implement an aggressive TPC Program at military hospitals that
will result in additional revenues to support the provision of
enhanced health care services to DoD beneficiaries.

B. APPLICABILITY

1 This Instruction applies to the Office of the Secretary of
Defense and the Military Departments.

C. DEFINITIONS

D. POLICY

allowed by law.

Terms used in this Instruction are defined in enclosure 2.

© It is DoD policy:

1. To collect from third party payers to the fullest extent
A third party payer has an obligation to pay the
United States the reasonable costs of health care services

provided in any facility of the Uniformed Services to a Uniformed

Services beneficiary who is also a beneficiary under the third

party payer’s plan.

The obligation is to the extent that the

beneficiary would be eligible to receive reimbursement or
indemnification from the third party payer if the beneficiary
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were to incur the costs on the beneficiary’s own behalf.
Authority to collect from third party payers has been expanded to
include outpatient services, automobile liability and no-fault
insurance and Medicare supplemental insurance carriers.

2. All funds collected under 10 U.S.C. 1095 [reference (b)]
from a third party payer for the costs of health care services
provided at a Uniformed Service facility shall be credited to the
appropriation supporting the operation and maintenance of that
facility. Health care services include both inpatient and
outpatient health care as well as the provision of ancillary
services. To provide a strong incentive to ensure a high
priority on the TPC program at the facility level all funds
collected on or after October 1, 1989 through the TPC program
shall be deposited into the appropriation supporting the MTF in
the fiscal year in which collections are made, and to the extent
practical shall be available to the local military treatment
facility rendering the care. Collections shall be over and above
the hospital’s direct budget authority in the year of execution
as obtained through the normal budget process.

3. All funds collected under the TPC program, except for
amounts used to finance zollection activities, shall be used to
enhance health care services.

4. A decision on whether or not to admit a beneficiary for
hospital care shall not be influenced by whether or not the
beneficiary is covered by a third party payer. Current policies
that base admission on such factors as the medical needs of the
patient and the availability of needed facilities and personnel
shall remain in effect.

E. RESPONSIBILITIES

1. The Assistant Secretary of Defense (Health Affairs)
shall:

a. Issue policy guidance and provide oversight to ensure
that the TPC program is resulting in maximum collections.

b. Develop and issue to the Services collection goals
and evaluate the Service’s performance toward meeting those
collection goals.

c. Develop a training program that addresses all aspects
of accounts receivable management, utilization management, and
medical records administration as they apply to the TPC Program.

d. Ensure that all management information and similar
support systems necessary for the TPC Program are available and
operational.

e. Establish an issues resolution process by which
recommendations can be systematically evaluated by TPC program
managers.
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2. The Secretaries of the Military Departments shall:

a. Ensure that TPC Program policies and directions are
implemented and fully executed.

b. Actively participate with the office of the Assistant
Secretary of Defense (Health Affairs) in the development of a
comprehensive TPC Program Implementation Plan that provides
guidance to MTFs on all aspects of the program.

c. Distribute Service collection goals among the MTFs in
a manner which considers unique facility attributes of the MTF
including population and demographic differences.

d. Participate in the development of an ongoing training
program and ensure full resourcing of the training requirement.

e. Develop and implement awareness programs for top
Service managers and training and education programs for activity
level personnel.

f. Develop a training module that incorporates Service-
unique aspects that will enhance the identification and
subsequent billing of insurance candidates.

g. If appropriate, compromise, settle, or waive a DoD
claim under this Instruction.

h. Provide any support necessary for implementing the
TPC Program, ensuring that adequate resources are devoted,
personnel are fully trained, and support systems are functional.

i. Provide consolidated and MTF level versions of the
reports specified in subsection F.5 below.

j. Utilize the Issues Resolution Process when requesting
policy determination on recommendations or concerns and publicize
the issue resolution procedures whereby recommendations or
concerns receive high level review and evaluation.

3. Each Commander of a Military Medical Treatment Facility
(MTF) shall:

a. Aggressively implement a TPC Program, and shall
provide adequate resources, leadership, training, and support.

b. Designate an office to be responsible for TPC Program
operations.

c. Follow all procedures delineated in section F below,
and by the Military Departments.

d. Ensure that all revenues collected are used
appropriately according to the policies specified in section D
above.




e. Maintain an audit trail of how program collections
are spent, documenting amounts spent for program operations and
health care services.

f. Submit periodic reports on the activity’s TPC Program
results as specified by subsection F.5 below.

g. Utilize the Issues Resolution Process when requesting
policy determination on recommendations.

F. PROCEDURES

1. Establish a TPC Program

a. The TPC Proyram requires reviewing all aspects of
accounts receivable management and necessitates the participation
of many functions within the MTF including physician and nursing
staffs, admissions, medical records, utilization and quality
assurance review, ancillary departments, management information,
as well as the finance offices. Activities must establish a TPC
Program that, at the very least, identifies those Uniformed
Services beneficiaries with third party payer plan coverage,
complies with third party payer requirements, submits all claims
to third party payers, follows up to ensure that collections are
made, and documents and reports collection activities. The TPC
Program procedures shall conform with third party payers’
obligations under 32 CFR 220, [reference (c)].

b. Authority to collect applies to an insurance, medical
service, or health plan agreement entered into, amended, or
renewed on or after April 7, 1986, for inpatient hospital care
provided after September 30, 1986. Authority to collect also
applies to an insurance, medical service, or health plan
agreement entered into, amended, or renewed on or after November
5, 1990 for Medicare supplemental plans, automobile liability
and no-fault insurance plans, and outpatient care provided after
November 5, 1990. An amendment includes, but is not limited to,
any change of rates, changes in benefits, changes in carriers,
and conversions from insured plans to self-insured plans or the
reverse.

c. DoD MTFs should not enter into participation
agreements with payers because such participation agreements are
premised on compliance with State and local laws, and Federal
entities are governed by Federal statutes and regulations. MTFs
may reach understandings with third party payers on claims
procedures and other administrative matters if such
understandings do not claim to be preconditions to complying with
State and local statutory and regulatory requirements.

d. Implementation of outpatient collections prior to
distribution of a standard system may not be ~nst effective at
some locations. MTFs shall implement an outpatient collection
program unless analysis demonstrates that it would not be cost
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effective to implement the program on an interim basis. MTFs
shall follow the procedures prescribed in enclosure 3, Outpatient
Cost Benefit Analysis Methodology, in conducting a business
analysis. Perform the cost benefit analysis for a one year
period using calendar year 1993. Procurement of hardware to
support the outpatient collections program shall not exceed the
configuration determined in the cost benefit analysis without the
approval of the Service.

2. Health Insurance Information Gathering

a. Certification of insurance coverage shall be made by
each beneficiary on the occasion of each admission or visit to a
MTF. Written certification shall be obtained from beneficiaries
at the time of each inpatient admission or at the time of an
outpatient visit if written certification is not in the patient
medical record or has not been updated within the past 12 months.
Annually, after 12 months have passed from the date of original
signature on file, the patient must update and sign a new form on
their first visit or admission in each 12-month period. During
the certification, MTF staff personnel are to question each
Uniformed Services beneficiary on the presence or absence of
health insurance coverage and for those with coverage, verify or
obtain the insurance company name, and policy identification
information. Enter insurance information obtained during the
admission or visit, including negative responses, on DD Form
2569, "Third Party Collection Program - Insurance Information"
(enclosure 4). The original signed DD Form 2569 should be
present in the outpatient record, a copy should be kept in the
inpatient record. Follow-up verification that the beneficiary
does not have insurance coverage may be recorded by an
endorsement on the DD 2569 or an entry on the treatment record
until the 12-month expiration date is reached.

b. For those inpatient and outpatient beneficiaries who
indicate that they do not have health insurance coverage, retain
the original of the signed form in the outpatient medical record.
Place a copy of the signed DD Form 2569 in the inpatient medical
record.

c. For those patients who indicate that they do have
health insurance coverage, insert the original of the signed form
in the outpatient medical record, a copy of the form in the
inpatient medical record, and forward a copy of the signed form
to the appropriate billing office. The exterior of both the
inpatient and outpatient medical records may be flagged in an
appropriate manner to indicate that the beneficiary has third
party payer coverage.

d. Third party payers may require compliance with
utilization review (UR) mechanisms in effect for other policy
holders. UR mechanisms may include pre-admission certification
programs, second surgical opinion requirements, and concurrent
reviews of admission or continued stay, etc. To the extent
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practicable, MTFs shall compile information on UR requirements of
major local insurance policies and establish mechanisms to effect
compliance with any such UR requirements allowed under 32 CFR 220
[reference (c)].

3. Billing Activities

a. Financial accounting for billings, collections, and
the disposition of third party collections shall be as prescribed
in DoD 7220.9-M [reference (d)].

b. The subordinate medical facility that issues third
party billings shall establish and maintain memorandum accounting
records as required by the parent organization that can report:

(1) The action taken on each claim.

(2) The amount billed.

(3) The amount collected.

(4) The amount resolved as invalid billings.

(5) The delinquent amount.

(6) The final account disposition.

(7) How the total collections were spent in
accordance with subsection D.3 above.

c. Accurately prepare and submit claims to third party
payers. The MTF shall use the DD Form 2502, "Uniform Billing for
Inpatient Hospital Costs" until supplies of the form are
depleted, to prepare bills to third party payers for both
inpatient and outpatient medical care and services rendered to
dependents and retirees. Once depleted, the MTFs will utilize
commercial forms such as the UB82, UB92, or the HCFA 1500. Local
situations could require using a form other than the DD Form 2502
to bill some third party payers. To the extent practical, MTFs
shall comply with the data elements and code specifications of
the National Uniform Billing Committee and the Uniform Claim
Forms Task Force for submitting bills to third party payers.
Billings shall be prepared and forwarded to the third party payer
within 15 days following dictation of the medical record but in
no instance greater than 30 days following the patient’s
discharge from the MTF. In situations involving long term
hospitalization of beneficiaries, interim billings shall be made
on a periodic basis, not to exceed 90 day intervals.

d. The per diem or per visit charge equal to the
applicable inpatient or outpatient reimbursement rate subdivided
into hospital, physician, and ancillary charges shall be used as
an interim step to bill third party payers until such time as
patient-level rates associated with a medical specialty,
diagnosis related group, ambulatory patient group or other
methods are developed and implemented. The Office of the
Comptroller of the Department of Defense (0OC, DoD) in
coordination with the Assistant Secretary of Defense (Health
Affairs) establishes the rates and the methodology that shall be
used for billing third party payers. Rates shall be reviewed and
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revised each fiscal year as appropriate. MTFs are not authorized
to establish rates. Recommendations for additional rates can be
accomplished through the issue process discussed in section F.6.
Enclosure 5 contains several tables to assist MTFs with billing
and reporting. These tables are described in section F.5. The
Insturance Billing Requirements table clarifies the requirement to
bill by patient category and by type of insurance policy. The
Type Insurance and Report Preparations table clarifies which
insurance type is included in each of the DoD reports. The
Report by Patient table provides guidance on balancing insurance
information by patient category among the various reports. Table
4, Reconciliation Among Reports, provides detailed information to
assist balancing the DoD reports. The Fiscal Year Identity by
Form (Table 5) specifies the reconciliation of fiscal year data
among the DoD reports.

e. For inpatient hospital care provided before October
1, 1992, the computation of costs shall be based on the unified
per diem full reimbursement rate for all clinical categories of
hospital care. For purposes of this paragraph (and paragraph
F.3.f, below) charges for patients hospitalized on and after the
October 1 start date shall be based on the determination method
in effect for the respective periods of hospitalization.

f. Rates for inpatient hospital care shall be published
by the DoD Comptroller. Charges shall be based on the per diem
full reimbursement rate applicable to the clinical category of
services involved for inpatient hospital care provided on or
after October 1, 1992. Patients treated in an intensive care
unit any time during the 24-hour nursing period shall be charged
the intensive care per diem charge for that day, instead of a
charge to the clinical service to which the patient is currently
assigned. Should the patient be assigned to more than one
intensive care unit during the hospital day, the higher rate
shall prevail. For patients assigned to more than one non-
intensive care unit during the hospital day, the location of the
patient at the hour of census taking shall determine the clinical
group for reimbursement. For this purpose, the clinical groups
are as follows:

(1) Medical Care Services. This includes internal
medicine, cardiology, dermatology, endocrinology, gastro-
enterology, hematology, nephrology, neurology, oncology,
pulmonary and upper respiratory disease, rheumatology, physical
medicine, clinical immunology, HIV III - Acquired Immune
Deficiency Syndrome (AIDS), infectious disease, allergy, and
medical care not elsewhere classified.

surgery, cardiovascular and thoracic surgery, neurosurgery,
ophthalmology, oral surgery, otolaryngology, pediatric surgery,
plastic surgery, proctology, urology, peripheral vascular
surgery, and surgical care not elsewhere classified.

(2) Surgical Care Services. This includes general e
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(3) Obstetrical and Gynecological Care.

(4) Pediatric Care. This includes pediatrics,
nursery, adolescent pediatrics, and pediatric care not elsewhere
classified.

(5) Orthopedic Care. This includes orthopedics,
podiatry, and hand surgery.

(6) Psychiatric Care and Substance Abuse
Rehabilitation.

(7) Family Practice Care.

(8) Burn Unit Care.

(9) Medical Intensive Care and/or Coronary Care.

(10) Surgical Intensive Care.

(11) Neonatal Intensive Care.

(12) Organ and Bone Marrow Transplants.

(13) Same Day Surgery.

g. As authorized by 10 U.S.C. 1095(f) (2), [reference
(b)], the computation of costs for collections for most
outpatient services shall be based cn an all-inclusive per visit
rate. The per visit charge shall be equal to the outpatient full
reimbursement rate and includes all routine ancillary services
provided within the MTF. A separate charge will be calculated
for cases that are considered same day and/or ambulatory
surgeries. Per visit and same day and/or ambulatory surgery
rates shall be updated and published annually by the DoD
Comptroller.

h. When a facility of the Uniformed Services purchases
ancillary services or procedures from a source other than a
Uniformed Services facility, the cost of the purchased services
shall be added to the per diem or per visit rate. Examples of
ancillary services and other procedures covered by this special
rule include (but are not limited to): laboratory, radiology,
pharmacy, pulmonary function, cardiac catheterization,
hemodialysis, hyperbaric medicine, electrocardiography,
electroencephalography, electroneuromyography, pulmonary
function, inhalation and respiratory therapy, and physical
therapy services.

i. If a Uniformed Services facility provides certain
high cost ancillary services, prescription drugs, or other
procedures based on a request from a source other than a
Uniformed Services facility and not incident to an outpatient
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visit or inpatient service at tue MTF, the charge will not be
based on the usual per visit or per diem rate. Rather, a
separate standard rate shall be charged to recover the cost of
the particular high-cost service, drug, or procedure provided.
This special rule applies only to services, drugs, or procedures
having a cost of at least $100. The cost for the services,
drugs, or procedures to which this special rule applies shall be
calculated and published annually by the DoD Comptroller.

j. The Uniformed Services maintain certain contract
clinics called PRIMUS (Primary Care for the Uniformed Services)
clinics by the Army and Air Force, and NAVCARE (Navy Cares)
clinics by the Navy. These are outpatient clinics that provide
only primary care services. Services provided by these clinics
are paid for by a facility of the Uniformed Service, of which the
PRIMUS or NAVCARE clinic is considered operationally to be an
extension. A separate, uniform per visit charge, representing
the average cost to the Department of Defense for a visit in all
PRIMUS and NAVCARE clinics shall be the basis of the charge for
these clinics. This rate shall be calculated and published
annually by the DoD Comptroller. Collections for PRIMUS/NAVCARE
visits shall be used to offset the cost of the contracts or to
increase the volume of services purchased.

k. In connection with Uniform Services Treatment
Facilities, the computation of costs for collections may differ.
Charges for such facilities shall be determined by the Department
of Defense based on government charges for similar services under
the Civilian Health and Medical Program of the Uniformed Services
(CHAMPUS) .

1. When a civilian physician provides health care
services in a military MTF under the Military Civilian Health
Services Partnership Program, DoD Instruction 6010.12 [reference
(e)], for insured dependents and retirees, the military MTF shall
bill the third party payer for the total per diem charge but
adjust the bill to credit the professional component. The net
charge shall be for the hospital and ancillary services
components only. The civilian physician bears the responsibility
for separately billing either CHAMPUS or the third party payer as
appropriate in accordance with references (e) and (f).

m. Any third party payer that can demonstrate, under 32
CFR 220 ([reference (c)], that its prevailing rates of payment in
the same geographic area for the same or similar aggregate groups
of services is less than the per diem or per visit rate (or other
amount as determined under paragraphs F.3.e through j, above),
may reimburse the Department of Defense at that prevailing rate
for that aggregate category of service. MTFs should expect third
party payers to provide documentation of the analysis which
supports their contention that their prevailing rates are lower.
When evaluating a position of a third party payer, MTFs are
reminded that the comparisons must be made for similar specialty
groups. If a payer normally pays on a DRG basis, all DRGs which
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commonly fall within the category being questioned must be
included in the payer’s analysis. For example, if a payer
questioned the internal medicine rate, all DRGs commonly falling
in the internal medicine specialty category identified by the
MEPRS category must be considered in the analysis. Documentation
should include sample size, sample area, sample selection,
grouping methodology, group mean, group standard deviation,
confidence interval, and other factors deemed relevant. The
burden of proof rests with the third party payer. Absence of
such proof, full reimbursement shall be expected.

n. For insured dependents and retirees, charges for
medical service and subsistence charges as required under 10
U.S.C. 1075 and 1078 [reference (b)] shall be considered to be
included in the insurance coverage. No such charges may be
collected from insured individuals, unless a claim has been
resolved and no payment is received or expected from the third
party payer.

o. A Military Health Service System beneficiary shall
not be required to pay the MTF any deductible or co-payment
amounts imposed by the third party payer. A beneficiary is any
person determined to be eligible for benefits and authorized
treatment in a military MTF, covered by Title 10 USC 1076(a) and
1076 (b) .

p. Health Maintenance Organization plans are subject to
the Third Party Collection Program and shall be billed, and are
expected to pay, for care to the same extent that they generally
pay for services provided by other health care facilities not
affiliated with the HMO.

g. Separate claims shall be made for the mother and for
the baby in an inpatient delivery case.

r. Multiple outpatient visits on the same day to
different clinics shall result in one charge for each clinic
visit. Multiple visits on the same day to the same clinic shall
result in only one charge.

S. Any payment made by the chird party to the patient
should not be considered as constituting payment under the TPC
Program. The claim must be paid to the MTF. The MTF has no
responsibility, and should not attempt, to collect from a patient
any amounts erroneously paid to them by a third party payer.

t. MTFs shall make available on request to
representatives of third party payers appropriate health care
records of the patients for whom insurance payment is sought.

The records that shall be made available are those necessary to
verify that the services were provided and that permissible terms
and conditions of the plan were met. Authorization for release
of medical records by the patient is not necessary and is not
dependent on the diagnosis except in the case of alcohol and/or
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drug abuse, AIDS, and sickle cell cases. Patients shall be
notified at the time that insurance information is collected that
medical information relevant to an episode of care being billed
will be provided to third party payers if requested.

u. Medicare supplemental carriers are statutorily
required to accept the claim as one involving Medicare-covered
services and cannot deny the claim on the grounds that no claim
had previously been submitted by the provider or beneficiary for
payment under the Medicare program. The obligation of a Medicare
supplemental plan to pay shall be determined as if the facility
of the Uniformed Services were a Medicare-eligible provider and
the services provided as if they were Medicare-covered services.
In general, Medicare supplemental plans are responsible for
amounts comparable to beneficiary out-of-pocket costs under
normal operation of the Medicare program. We are deferring any
efforts to collect from Medicare supplemental policies for
covered services, with the exception of inpatient hospital
deductible amounts. The obligation to pay the inpatient
deductible amount, which in 1993 is $676, only applies to
policies which cover the inpatient deductible. The supplemental
insurer will not be oblijed to pay the MTF if the benefit is
required to satisfy a patient’s inpatient deductible in a
civilian hospital arising from an admission within the same
benefit period. If the benefit has already been paid to a
facility of the Uniformed Services, it will be refunded to permit
the benefit to be paid to the civilian hospital. This will
assure that double payment from the insurer will not occur and
that beneficiaries will not be left without insurance coverage
for an out-of-pocket expense in connection with the inpatient
deductible.

Inpatient example - In 1993 the inpatient deductible
amount is set at $676. If the patient’s total inpatient charges
were $2,100 the supplemental plan would be liable for $676. Only
one inpatient deductible charge shall be made per hospital
admission, except in the case of an admission that occcurs within
60 days of the discharge from a prior admission, no second
deductible charge shall be made.

v. Third party collection authority has been expanded to
include automobile liability and no-fault insurance policies.
Authority to collect has also been extended to active duty
members in these instances. MTFs shall submit all cases
involving motor vehicle accidents to the servicing Judge Advocate
General (JAG) office for review and collection. The MTF and the
JAG shall work out an arrangement to ensure that the MTF is kept
informed of which cases will be pursued by the JAG and which will
not. Should the JAG official determine that tort liability
should be the basis for recovery, substantive standards of the
Federal Medical Care Recovery Act [reference (f)] shall apply.
Collection shall be accomplished by the JAG unless collection
authority is delegated by JAG to the MTF on a case-by-case basis.
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Such cases are under 32 CFR part 220, section 1095 [reference
(c)], and this Instruction. Should the JAG determine that the
case falls within the purview of the State no-fault statute, the
basis for recovery shall be the TPC Program. In either case, in
accordance with subsections C.2 and 3, above, any ronies
collected shall be deposited to the referring MIF. Whether based
on tort liability or no-fault authority, collection efforts will
be handled by the JAG unless subsequently delegated to the MTF.

4, Follow-up Activities

a. For each claim in which the third party response is
unsatisfactory (inappropriate aenial or partial denial,
inadequate payment amount, non-response, etc.), sufficient
follow-up activities must be conducted and documented. Those
follow-up activities include telephone contacts, letters, and any
other steps that might result in satisfactory resolution. MTFs
shall follow the specific debt collection procedures prescribed
by their Service.

b. All claims shall be closed or forwarded from the MTF
for formal debt collection and/or delinquent account action
within 6 months of initial billing, but not in excess of 9 months
from the date of discharge or outpatient care, unless there is
clear evidence that a satisfactory resclution is expected within
a reasonable time frame. Documentation of such expectation shail
be made into the patient’s accounts receivable record.

c. When payable claims are deemed delinquent, the
procedures defined by DoD Directive 7045.13, [reference (g)] and
DoD Instruction 7045.18, [reference (h)] shall be followed.
Those procedures are under the policy direction of the
Comptroller of the Department of Defense.

d. For cases in which TPC Program billings were made
before the full implementation of this Instruction, and claims
are unresolved, the MTF shall bring each case to a resolution in
accnrdance with subsection F.4.

e. Collection for outpatient visits is effective as of
October 1, 1992. Should the outpatient program be implemented
after this date, MTFs are authorized to back bill until October
1, 1992 if they determine that back billing of outpatient visits
is cost-effective.

5. Reporting Requirements

a. Enclosure 6 contains several tables to assist MTFs
with report preparation. Table 2, Type Insurance & Report
Source, indicates the inclusions of various insurance types on
the required reports. Table 3, Reporting of Patient Category by
Form, clarifies the reporting of charges by patient category.
Table 4, Reconciliation Among Reports and Additional
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Reconciliations, provide tips for reconciling the information on
the various reports. The reporting of billing information by
fiscal year is presented in Table 5.

b. Four quarterly reports shall be submitted to the
ASD(HA) with information specified in enclosures 7, 8, 9, and 10.
The Report on Program Results, the Collection Source Analysis,
and the Insurance Type Report each include an inpatient and
outpatient portion. The Aging Schedule reflects the sum totals
of both inpatient and outpatient outstanding collect 'ons. The
reports are due 30 days after the end of each quarter.
Descriptions of the reports are provided in subsections (1)
through (4) below. Copies of the forms and detailed instructions
for their completion are provided as enclosures 7, 8, 9, and 10.
MTFs shall submit both a hard copy and an electronic data file to
their respective Service for consolidation and submission to the
ASD(HA). Each quarter, the Services shall submit both a
consolidated hard copy and an electronic data file and shall also
submit a merged data file containing MTF detail data to include
all fields covered on the quarterly reports. Submission of
outpatient reports is required when either an automated version
of the reports is included within standard supporting software or
the MTF begins collection for outpatient care, whichever occurs
earlier.

(1) Third Party Collection Program - Report on
Program Results (DD Form 2570). This report summarizes only the
non-active duty inpatient and outpatient billing and collection
activity for the MTF. It excludes active duty and third party
liability. Separate forms shall be completed for inpatients and
outpatients to report the respective billing and collection
activity. The Services shall consolidate each of the two reports
for their MTFs and submit them to the ASD(HA) along with the
individual reports for each MTF. The FY identity of each
collection shall be maintained and shall be based on the date
that medical services are rendered. Inpatient stays that span
two FYs shall be reported for the FY in which the patient is
discharged. For instance, care rendered that crosses from FY
1992 into FY 1993 shall always be reported as a FY 1993 claim.
Collections shall be deposited to the operations and maintenance
appropriation of the activity in the year in which collected,
regardless of the year the care was rendered. For example,
collection of a claim for care rendered in FY 1992 that is
collected in FY 1993 would be reported as a collection made in
the current year (FY 1993) for a claim that originated in Prior
Year One (PY1l) (FY 1992). Detailed instructions for completion
of the DD Form 2570, for both inpatients and outpatients, are
provided in enclosure 7.

(2) Third Party Collection Program - Aging Schedule
(DD Form 2571). This report provides an indication of how
aggressively activities are pursuing reimbursement from third
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party payers and identifies the extent to which the payers are
delinquent. Inpatient and outpatient open claims data shall be
combined into a single aging report. A consolidated report shall
be prepared by each Service and submitted to the ASD(HA) along
with the individual report from each MTF. The total amount
reported as uncollected for each FY on the DD Form 2571 shall
reconcile to the total amounts remaining uncollected (Part I,
block 4, column 11) as reported for that FY on both the inpatient
and outpatient version of DD Form 2570. Detailed instructions
for completion of the consolidated DD Form 2571 are provided in
enclosure 8.

(3) Third Party Collection Program - Collection
Source Analysis (DD Form 2607). This report summarizes for the
current fiscal year only, the inpatient and outpatient source of
collection activity at the MTF, excluding active duty and third
party liability. Each Service shall consolidate the report and
submit it to the ASD(HA) along with the individual reports for
each MTF. Inpatient stays that span two FYs shall be reported
for the FY in which the patient was discharged. For instance,
care rendered in FY 1992 shall always be reported as a FY 1992
claim regardless of the year collection is made. Detailed
instructions for completion of the DD Form 2607 for both
inpatients and outpatients are provided in enclosure 9. An
exemption to the requirement to submit this report for outpatient
care may be granted by the Services if no automated report
capability is available at an MTF.

(4) Third Party Collection Program -~ Insurance Type
Report (DD Form 2608). This report summarizes billing and
collection activity by the type of insurance (for example, no-
fault/auto liability insurance, medical health care insurance,
Medicare supplemental insurance, and other insurance) that is
carried by the different patient categories. Inpatient and
outpatient collections shall be reported separately in order to
present a picture of the respective billing and collection
activity. Each Service shall consolidate each of the two parts
and submit them to the ASD(HA) along with the individual reports
for each MTF. The FY identity of each claim shall be maintained
and shall be based on the date that medical services are
rendered. Detailed instructions for completion of the DD Form
2608 for both inpatients and outpatients, are provided in
enclosure 10.

c. Each MTF shall submit to the ASD(HA), via their
respective Service, an annual report as to how the amount of
funds collected under the TPC Program were spent by the activity.
It is only necessary that the MTF report how amounts collected
under the auspices of the TPC Program were used. It is not
necessary that the MTF attempt to track specific funds collected
for the TPC Program through the accounting systems to the point
of expenditure. A letter report is due to the ASD(HA) within 90

14
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days of the end of each FY. No specific format for the letter
report is specified.

6. TPC Issue Process

The people conducting the day-to-day business of talking
with beneficiaries, gathering other health insurance information,
billing third party payers, resolving disputes, etc., are likely
to be the first to recognize the need for improvements in policy
decisions or automation. A formal issues process will ensure
uniformity of handling recommendations and that new ideas achieve
visibility and consideration. MTFs will follow the procedures
outlined in enclosure 11 whenever a request for a policy decision
is made to the Service or DoD TPC program managers.

G. INFORMATION REQUIREMENTS

The quarterly and annual reporting requirements listed in
this Instruction have been assigned Report Control Symbols
DD-HA(Q) 1854, DD-HA(Q)1855, DD-HA(A)1856, DD-HA(Q)1905, and DD-
HA (Q) 1906.

H. EFFECTIVE DATE AND IMPLEMENTATION

This Instruction is effective immediately. Forward one copy
of implementing documents to the Assistant Secretary of Defense
(Health Affairs) within 120 days.

Eudacol 7D WWados

Edward D. Martin, M.D.
Acting Assistant Secretary of Defense

Enclosures - 11

1. References

2. Definitions

3. Outpatient Cost Benefit Analysis Methodology

4. Instructions for Completing Form DD 2569, "Third Party
Collection Program - Insurance Information"

5. Insurance Billing Requirements Quick Reference Tables

6. Tips for Reconciliation of Reports

7. Instructions for Completing Form DD 2570, "Third Party
Collection Program - Report on Program Results"

8. Instructions for Completing Form DD 2571, "Third Party
Collection Program - Aging Schedule"

9. Instructions for Completing Form DD 2607, "Third Party
Collection Program - Collection Source Analysis - Section
I and I1I"

10. Instructions for Completing Form DD 2608, "Third Party
Collection Program - Insurance Type Report - Section I
and I1I"

11. TPC Issue Process

15




Mar 10, 93
6010.15 (Encl 1)

REFERENCES, continued
(e) DoD Instruction 6010.12, "Military Civilian Health Services
Partnership Program," October 22, 1987
(f) Public Law 87-693, "Federal Medical Care Recovery Act,"
September 25, 1962

(g) DoD Directive 7045.13, “DoD Credit Management and Debt
Collection Program,' October 31, 1986

(h) DoD Instruction 7045.18, "Collection of Indebtedness Due the
United States," March 13, 1985

(i) Title 32, Code of Federal Regqulations, Part 199, "Civilian
Health and Medical Program of the Uniformed Services"

(j) Public Law 97-99, "Military Instruction Act," Section 911,

December 23, 1981
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DEFINITIONS

1. Automobile Liability Insurance. Insurance against legal
liability for health and medical expenses resulting from personal

injuries arising from operation of a motor vehicle. Automobile
liability insurance includes:

(a) Circumstances in which liability benefits are paid
to an injured party only when the insured party’s tortious acts
are the cause of the injuries.

(b) Uninsured and underinsured coverage, in which there
is a third party individual (tortfeasor) who caused the injuries
but the medical expenses are covered by the patient’s insurance
because the tortfeasor is uninsured or underinsured.

2. CHAMPUS Supplemental Plan. An insurance, medical
service, or health plan exclusively for supplementing an eligible
person’s benefit under CHAMPUS. (For information concerning
CHAMPUS, see CFR Part 199 (reference (i)).) The term has the same
meaning as in Section 199.2 of reference (i). No insurance,
medical service, or health plan provided by an employer or
employer group may qualify as a CHAMPUS supplemental plan.

3. Facility of the Uniformed Services. Any MTF or dental
treatment facility of the Uniformed Services (as that ternm is

defined in 10 U.S.C. 101(43) reference (b)). Contract facilities
such as Navy NAVCARE clinics and Army and Air Force PRIMUS clinics
that are funded by a facility of the Uniformed Services are
considered to operate as an extension of the local MTF and are
included within the scope of this program. Facilities of the
Uniformed Services also include several former Public Health
Services facilities that are deemed to be facilities of the
Uniformed Services under Section 911 of Pub. Law 97-99 (reference
(jJ)) (often referred to as "Uniformed Services Treatment
Facilities" or "USTFs").

4. Healthcare Services. Include inpatient, outpatient, and
designated high-cost ancillary services.

S. Inpatient Hospital Care. Treatment provided to an
individual other than a transient patient, who is admitted (i.e.,
placed under treatment or observation) to a bed in a facility of
the Uniformed Services that has authorized beds for inpatient
medical or dental care. Infants born to either active duty
Service members who have personal health insurance coverage or who
are covered by a spouse’s plan fall within the TPC Program and the
third party payer should be billed. (Inpatient hospital care
provided in the former Public Health Service Hospitals now deemed
to be USTFs is not governed by this Instruction. Although USTFs
are covered by 10 U.S.C 1095 (reference (b)), procedures for USTFs
are separately established.)




6. Insurance, Medical Service, or Health Plan. Any plan or
program designed to provide compensation or coverage for expenses
incurred by a beneficiary for health or medical services and
supplies. It includes:

(a) Plans or programs offered by insurers, corporations,
organized healthcare groups or other entities.

(b) Plans or programs for which the beneficiary pays a
premium to an issuing agent as well as those plans or programs to
which the beneficiary is entitlec as a result of employment or
membership in, or association with, an organization or group.

(c) Medicare supplemental insurance plans.

7. Medicare Supplemental Insurance Plan. An insurance,
medical service, or health plan exclusively for supplementing an

eligible person’s benefit under Medicare. The term has the same
meaning as "Medicare supplemental policy" under Medicare program
regulations.

8. No-Fault Insurance. An insurance contract providing
compensation for health and medical expenses relating to personal
injury arising from the operation of a motor vehicle in which the
compensation is not premised on who may have been responsible for
causing such injury. No-fault insurance includes personal injury
protection and medical payments benefits in cases involving
personal injuries resulting from operation of a motor vehicle.

9. oOutpatient Hospital Care. Visits tec a separately
organized clinic or specialty service made by patients who are not
currently admitted to the reporting MTF. Patient receives
healthcare services for an actual or potential disease, injury, or
life style-related problemn.

10. Third Party Payer. An entity that provides an
insurance, medical service, or health plan by contract or
agreement. A third party payer includes:

(a) State and local governments that provide such plans.

(b) Insurance underwriters and private employers (or
employer groups) offer:-c self-insured or partially self-insured
and/or partially underwritten health insurance plans.

(c) Automobile liability insurance and no-fault
insurance carriers. It also includes Medicare supplemental
insurance policies.

11. Third Party Payer Plan. Any plan provided by a third
party payer, but not an income supplemental plan or workers
compensation plan.

12. Uniformed Services Beneficiary. Any person who is
covered by 10 U.S.C. 1074(b), 1076(a), cr 1076(k; (reference (b)).
For purposes of paragraph F.3 * , above (but not for other
sections), a Uniformed Services neneficiary also includes active
duty members of the Uniformed Services.
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QUTPATIENT COST BENEFIT ANALYSIS METHODOLOGY

The following steps are prescribed for performing a business
analysis of outpatient collection potential. MTFs shall follow
these procedures when requesting an exemption to the requirement
to implement an outpatient collections program. Contact your
Service representative if it is necessary to deviate from these
guidelines.

I. Claims:

A. Workload: Analysis of the costs and benefits for
implementing an outpatient collection program is based on
anticipated workload as the assumption is that there is a strong
positive relationship between workload and the costs and benefits
of the program.

1. Estimate the number of health insurance (OHI) claims
per year that the MTF can anticipate. This will serve as the
basis for determining the personnel and equipment costs along with
projected collections.

2. Use the number of non-active duty outpatient visits
multiplied by the percentage of non-active duty dispositions with
OHI for the current and past year for the MTF. This will provide
an indication of potential billable visits/claims excluding the
impact of copays and deductibles. For the purposes of the cost
benefit analysis, one claim per visit is assumed. For example, an
MTF estimates they will have 43,000 outpatient visits and have had
an average of 10 percent of non-active duty disposition with OHI
for the past two years:

43,000 x 10% = 4,300 Annual OHI Claims

II. Costs:

A. Manpower: The number of projected OHI claims processed
annually by the MTF will be used to determine staffing
requirements. One Full Time Equivalent Employee (FTE) per 2,860
claims per year is used as the standard for the purposes of this
analysis. Divide the annual estimate of OHI claims by 2,860 to
determine the number of FTEs that will be needed to perform
outpatient billing. Round fractions upward to the next full FTE.

1. Divide the 4,300 annual OHI claims by 2,860 which
results in 1.5 FTEs. One FTE can handle approximately 2,860
claims per year. Round upwards to the next whole number (2) to
determine how many FTEs will be required to process these clainms.
4,300 + 2,860 = 1.503 = 2

2. If it is possible to obtain part-time help or use a

portion of another FTE’s time to perform other functions unrelated
to outpatient collections round downward instead of upward.
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3. Determine the grade level for the number of total
FTEs required to process the estimated billable OHI claims (step 2
above) from the Civil Service Grade Level Table, (Table 1). Read
down column one until you find the calculated number of FTEs the
facility requires and then across to determine the grade level
distribution. 1In the example above, a requirement for 2 FTEs was
determined. Read down column one until you find 2. Reading
across you will note that the projected grade level distribution
is 1 GS 4-4 and 1 GS 5-4.

4. Use the Civil Service Labor Estimate Table (Table 2)
to determine the estimate of annual labor costs for the grade
level identified in step 3. Civil Service Step 4 is used as the
step level for each grade. Multiply the number of FTEs times the
appropriate annual total labor cost for the GS grade for CY93 to
determine the total annual labor cost.

a. For example:
One GS4 $24,704.38
One GS5 27,641.94

Total §52!346.32

b. Add 1/2 month of labor cost for each grade
level (salary and benefits) to the total labor costs calculated
above to estimate the cost of two weeks of staff training prior to
implementation of the program.

(1) Monthly Labor cost x 0.5 equals Training
cost estimate:
(1 GS4 + 1 GS5) x .5 = Training cost =
($2,059 + $2,303) x .5 = $2,181 Training cost

(2) Annual labor cost plus the training cost
equals the total personnel cost:

$52,346 + $2,181 = $54,527 Total Personnel cost

B. Hardware Requirement: A standard hardware configuration
has been developed based on the expected billable workload.
Purchase of hardware which exceeds the configuration developed
following this methodology must be approved by the Service
Headquarters.

1. Determine the system confiquration needed for the
projected number of claims for an outpatient collections program
from the Standard Hardware Requirements Table (Table 3). Obtain
estimates from commercial vendors if purchase of commercial
software is contemplated. Otherwise use the GSA price schedule or
other appropriate government computer purchase contract to price
out the cost of the hardware. It may be necessary to get quotes
from several vendors to be confident of the cost of a commercial
off the shelf (COTS) system.




Mar 10, 93
6010.15 (Encl 3)

a. The basic system configuration is a host file
server with additional terminals being networked off it (if
justified by the work load). Additional terminals may be 386 or
486 PCs or basic "dumb" terminals with no stand-alone processing
capability.

b. Divide the number of annual billable OHI OPVs
by 5,200 (the number of 