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Agenda

 ICE Claims Standardization Team 

 Monthly Timeliness Forms

Commercial

Medicare

Medi-Cal

 PDR 101 - What the heck is a PDR?

 What's in store for 2010



ICE Claims Standardization Team 
It’s your Destiny 

 Approved Documents / Library

 Teams

 Calendar



Home page of ICE web site (ICEFORHEALTH.ORG)



How to get to the Library



How to get to the Library



Approved Documents in one folder
Commercial Denial Letters in another



How to find a team



ICE Claims Standardization Team Page



Calendar Page –includes all team meetings



How to find documents for a team meeting



Monthly Timeliness Forms



Monthly Timeliness Forms
 Medicare Advantage

Added Part C reporting requirements

 Commercial
Added fields for DMHC reporting requirements

Total # of claims received.

Added check boxes to indicate if total receipts includes 
Encounters

Clarified paid ER claims versus processed (line 32)

 Medi-Cal



Monthly Timeliness Form - Medicare Advantage

Report Preparer

Name Phone 

Title Fax 

E-Mail 

Month Month Month CMS Reporting

Month Year One Two Three Quarterly Data

75 85 70 230

72 85 70 227

Monthly Result % below Result: % On Time 96% 100% 100% 99%
95% Requires A 

Corective Action Plan

95 100 115 310

Number of Unclean, unaffiliated claims paid (Fully Favorable) during this reporting month 10 15 23 48

Total number of member liablility claims denied (Adverse) during this reporting month 8 15 9 32

Number of unaffiliated member liability claims denied (Adverse) during this reporting month. 2 3 4 9

Sub-total of claims paid and member liablility claims denied during this reporting month 103 115 124 342

100 109 115 324

Monthly Result % below Result: % On Time 97% 95% 93% 95%
95% Requires A 

Corective Action Plan

DROH*

Health Plan Submission Printed Name

[person name] Primary Title

[HP name] Phone Number

[address] E-Mail Address

[address]

[City, State, Zip] fax [Health plan contact fax number]

[e-mail address] phone

Rows and columns with headers that have yellow background must be completed.  DROH is to be complete if % on time is below 95%

Please see complete instructions, notes and definitions for this report format in tab titled, "Instructions"

DROH data is only reported under certain conditions as explained in that document

Management Company / TPA / Etc.

Group/IPA/Hospital NameHEALTH PLAN NAME

Medicare Advantage 

enter name of Management Company/TPA (if applicable)

Signature

Total number of claims paid (Fully Favorable) within 30 days 

30 Day, Unaffiliated Provider Medicare Advantage

enter Report Preparer Name here

enter Title of Report Preparer here

enter Phone# of Report Preparer

enter Fax# of Report Preparer

enter e-mail address of Report Preparer here

Total number of claims paid or denied within 60 days or less

This best practice item is not required unless three (3) consecutive months of non-

compliance have been reported or confirmed through audit

Number of claims paid (Fully Favorable) during this reporting month

Total number of claims paid (Fully Favorable) during this reporting month

60 day, Affiliated, Unaffiliated Unclean Provider Claims

If the 30-day and/or 60-day standard falls below 95%, please describe corrective action below:

Date

Appropriate Management Staff 

Appropriate Management Staff 

[Health plan contact phone number]

Appropriate Management Staff 

Appropriate Management Staff 



Monthly Timeliness Form - Medicare Advantage 
(detail - continued)

Report Preparer

Name Phone 

Title Fax 

E-Mail 

enter Title of Report Preparer here enter Fax# of Report Preparer

enter e-mail address of Report Preparer here

Management Company / TPA / Etc.

enter name of Management Company/TPA (if applicable)

enter Report Preparer Name here enter Phone# of Report Preparer

HEALTH PLAN NAME Group/IPA/Hospital Name

Medicare Advantage 



Monthly Timeliness Form - Medicare Advantage
(detail - continued)

Month Month Month CMS Reporting

Month Year One Two Three Quarterly Data

Monthly Result % below Result: % On Time

Number of claims paid (Fully Favorable) during this reporting month

Total number of claims paid (Fully Favorable) within 30 days 

30 Day, Unaffiliated Provider Medicare Advantage



Monthly Timeliness Form - Medicare Advantage
(detail - continued)

95% Requires A Corective 

Action Plan

Number of Unclean, unaffiliated claims paid (Fully Favorable) during this reporting month

Total number of member liablility claims denied (Adverse) during this reporting month

Number of unaffiliated member liability claims denied (Adverse) during this reporting month.

Sub-total of claims paid and member liablility claims denied during this reporting month

Monthly Result % below Result: % On Time
95% Requires A Corective 

Action Plan

DROH*

Total number of claims paid or denied within 60 days or less

This best practice item is not required unless three (3) consecutive months of non-compliance 

have been reported or confirmed through audit

60 day, Affiliated, Unaffiliated Unclean Provider Claims

Total number of claims paid (Fully Favorable) during this reporting month



Monthly Timeliness Form - Medicare Advantage
(detail - continued)

Health Plan Submission Printed Name

[person name] Primary Title

[HP name] Phone Number

[address] E-Mail Address

[address]

[City, State, Zip] fax [Health plan contact fax number]

[e-mail address] phone

If the 30-day and/or 60-day standard falls below 95%, please describe corrective action below:

Appropriate Management Staff 

Appropriate Management Staff 

Appropriate Management Staff 

[Health plan contact phone number]

Date Signature

Appropriate Management Staff 



Monthly Timeliness Form - Medicare Advantage 
(continued)

Due Dates:

Medicare Advantage Claims Reports for each month are due to the health 

plans on or before the 15
th

calendar day of each month following the 

month being reported.  If the 15
th

falls on a weekend or holiday, they should 

be sent in on the preceding work day.  



Monthly Timeliness Form - Commercial
1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

36

37

38

39

40

41

42

43

44

45

46

47

48

49

50

51

52

53

54

55

56

B C D E F G H I J K

Group/IPA/Hospital Name

RBO / Reporting No.

Management Company / TPA / Etc.

enter name of Management Company/TPA (if applicable)

Report Preparer

Name Phone enter Phone# of Report Preparer here

Title Fax 

E-Mail 

Qtr End Month Month Month Quarter

Year Month One Two Three Result

2008 3

Paid

Contested

Member-Denied

Sub total of above categories 

# of pd, contested, denied processed on time

Result: % On Time

DROH

# Paid on time

# paid beyond TAT, that included applicable interest/penalty

Total # of all claims received

Total # ER clms paid, contested and denied (mbr & prov)

# of ER claims paid on time

I certify (or declare) that I have read and reviewed the above quarterly results and all attachments thereto and know 

the contents thereof, and that the statements therein are true and correct to the best of my knowledge and belief.

Date

Printed Nameenter Principal Officer name here

Primary Titleenter Principal Officer title here

Phone Numberenter Principal Officer phone# here

E-Mail Addressenter Principal Officer email address here

fax [Health plan contact fax number]

phone (talk)[Health plan contact phone number]

Other - Please 

describe:(if you need 

more room - attach a 

separate document)

Indicate below any corrective action the provider group has instituted: check each box below that is applicable: 

Contracted for outside vendor claims assistance

Contracted for outside training

Instituted additional staffing

Instituted additional internal auditing

Weekly Internal Reporting

Paid, carried down from above

enter name of IPA or Hospital here

enter DMHC RBO# of IPA or Hospital here

enter Report Preparer Name here

enter Title of Report Preparer here

enter email address of Report Preparer here

enter Fax# of Report Preparer here

If overall results or ER Qtr % 

results are below 95% requires a 

Corrective Action Plan

[e-mail address]

Health Plan Submission Information

[person name]

[HP name]

[address]

Designated Principal Officer (signature)

[address]

[City, State ZIP

FFS Only Includes Encounters



Monthly Timeliness Form –Commercial
(detail - continued)

1

2

3

4

5

6

7

8

9

10

B C D E F G H I J

Group/IPA/Hospital Name

RBO / Reporting No.

Management Company / TPA / Etc.

enter name of Management Company/TPA (if applicable)

Report Preparer

Name Phone enter Phone# of Report Preparer here

Title Fax 

E-Mail 

enter name of IPA or Hospital here

enter DMHC RBO# of IPA or Hospital here

enter Report Preparer Name here

enter Title of Report Preparer here

enter email address of Report Preparer here

enter Fax# of Report Preparer here



Monthly Timeliness Form –Commercial 
(detail - continued)

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

B C D E F G H I J

Qtr End Month Month Month Quarter

Year Month One Two Three Result

Paid

Contested

Member-Denied

Sub total of above categories 

# of pd, contested, denied processed on time

Result: % On Time

DROH

If overall results or ER Qtr % 

results are below 95% requires a 

Corrective Action Plan



Monthly Timeliness Form –Commercial 
(detail - continued)

27

28

29

30

31

32

33

B C D E F G H I J

# Paid on time

# paid beyond TAT, that included applicable interest/penalty

Total # of all claims received

Total # ER clms paid, contested and denied (mbr & prov)

# of ER claims paid on time

Paid, carried down from above

FFS Only Includes Encounters



Monthly Timeliness Form –Commercial 
(detail - continued)

35

36

37

38

39

40

41

42

43

44

45

46

47

48

49

B C D E F G H I J

I certify (or declare) that I have read and reviewed the above quarterly results and all attachments thereto and know 

the contents thereof, and that the statements therein are true and correct to the best of my knowledge and belief.

Date

Printed Nameenter Principal Officer name here

Primary Titleenter Principal Officer title here

Phone Numberenter Principal Officer phone# here

E-Mail Addressenter Principal Officer email address here

fax [Health plan contact fax number]

phone (talk)[Health plan contact phone number][e-mail address]

Health Plan Submission Information

[person name]

[HP name]

[address]

Designated Principal Officer (signature)

[address]

[City, State ZIP



Monthly Timeliness Form –Commercial 
(detail - continued)

50

51

52

53

54

55

56

B C D E F G H I J K

Other - Please 

describe:(if you need 

more room - attach a 

separate document)

Indicate below any corrective action the provider group has instituted: check each box below that is applicable: 

Contracted for outside vendor claims assistance

Contracted for outside training

Instituted additional staffing

Instituted additional internal auditing

Weekly Internal Reporting



Monthly Timeliness Form –Commercial (continued)

Due Dates:

Å Commercial Claims Reports for the first two months of each quarter are due to the 

health plans on or before the 15th calendar day of each month following the month 

being reported.  If the 15th falls on a weekend or holiday, they should be sent in on 

the preceding work day. 

Å Enter Month Three data in Month Three column and then Quarter Result column 

data will automatically populate.  Submit it with signature on or before the last 

calendar day of the month after the last month of each calendar quarter



Monthly Timeliness Form –MediCal
2

3
4

5

6
7

8

9

10

11
12

13

14

15
16

17

18

19

20
21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

36
37

38

39

40

41

42

43
44

45

46

47

48

49

50

51
52

53

54

55

56

57

58

59

60
61

62

63

64

A B C D E F G H I

Management Company / TPA / Etc.

Report Preparer

Name 

Title 

E-Mail 

Qtr End Month Month Month Quarter

Year Month One Two Three Result

2008 1 2 3

Paid 5,250            4515 3618 13,383                  

Contested 502               430 318 1,250                    

Member-Denied 52                 45 32 129                       

TOTAL 5,804            4,990           3,968           14,762                  

Number in 30 C-Days 5,300            4,900           3,900           14,100                  

Number in 45 W-Days 5,804            4,972           3,950           14,726                  

*Result: % 30 C-Days 91.32% 98.20% 98.29% 95.52%

*Result: % 45 W-Days 100.00% 99.64% 99.55% 99.76%

DROH 20 18 14

5,250            4,515           3,618           13,383                  

# Paid within 30 C-Days 5,125 4,500 3,582 13,207

# Paid within 45 W-Days 5,130 4,510 3,585 13,225

# paid beyond TAT, that included applicable interest/penalty 120 5 33 158

Total # of all claims received 5815 4991 3972 14,778

Total # ER clms pd, contested and denied (mbr & prov) 150 125 115 390

# of ER claims pd on time 142 123 100 365

I certify (or declare) that I have read and reviewed the above quarterly results and all attachments thereto and know 

the contents thereof, and that the statements therein are true and correct to the best of my knowledge and belief.

Date Designated Principal Officer 

Health Plan Submission Printed Name

Primary Title

Phone Number

E-Mail Address

fax

phone (talk)

Other - Please describe:(if 

you need more room - 

attach a separate 

document)

Rows and columns with headers that have yellow background must be completed.  DROH is to be completed if % on time is below 95%.

Please see complete instructions, notes and definitions for this report format in tab titled Instructions.

DROH data is only reported under certain conditions as explained in that document.

ER Qtr % results below 95% 

requires a Corrective Action 

Plan

[Health plan contact phone number]

enter Principal Officer title here

enter Principal Officer phone# here

enter Principal Officer email address here

[Health plan contact fax number]

[address]

[City, State ZIP]

[e-mail address]

3

[person name]

[HP name]

[address]

enter Date of submission

Paid, carried down from above

(Signature)

enter Principal Officer name here

*A monthly result of less than 

90% in 30 Days and/or less 

than 100% in 45 day category, 

requires a corrective action 

plan .                                                 

*A quarterly result of less than 

90% in 30 Days and/or less 

than 95% in 45 Days, requires 

a corrective action plan.

enter Report Preparer Name here

enter Title of Report Preparer here

enter email address of Report Preparer here

enter name of Management Company/TPA (if applicable)

Group/IPA/Hospital Name

RBO / Reporting No.

enter name of IPA or Hospital here

enter DMHC RBO# of IPA or Hospital here

Indicate below any corrective action the provider group has instituted: check each box below that is applicable: 

Weekly Internal Reporting

Contracted for outside vendor claims assistance

Contracted for outside training

Instituted additional staffing

Instituted additional internal auditing

Includes EncountersFFS Only



Monthly Timeliness Form –MediCal 
(detail - continued)

2

3
4

5

6
7

8

9

10

11

A B C D E F G H I

Management Company / TPA / Etc.

Report Preparer

Name 

Title 

E-Mail 

enter Report Preparer Name here

enter Title of Report Preparer here

enter email address of Report Preparer here

enter name of Management Company/TPA (if applicable)

Group/IPA/Hospital Name

RBO / Reporting No.

enter name of IPA or Hospital here

enter DMHC RBO# of IPA or Hospital here



Monthly Timeliness Form –MediCal 
(detail - continued)

13

14

15
16

17

18

19

20
21

22

23

24

25

26

27

A B C D E F G H I

Qtr End Month Month Month Quarter

Year Month One Two Three Result

Paid -                       

Contested -                       

Member-Denied -                       

TOTAL -                       

Number in 30 C-Days

Number in 45 W-Days

*Result: % 30 C-Days

*Result: % 45 W-Days

*A monthly result of less than 

90% in 30 Days and/or less 

than 100% in 45 day category, 

requires a corrective action 

plan .                                                 

*A quarterly result of less than 

90% in 30 Days and/or less 

than 95% in 45 Days, requires 

a corrective action plan.

ER Qtr % results below 95% 

requires a Corrective Action 

Plan



Monthly Timeliness Form –MediCal 
(detail - continued)

28

29

30

31

32

33

34

35

36
37

38

39

40

41

A B C D E F G H I

DROH

-               -               -                       

# Paid within 30 C-Days

# Paid within 45 W-Days

# paid beyond TAT, that included applicable interest/penalty

Total # of all claims received

Total # ER clms pd, contested and denied (mbr & prov)

# of ER claims pd on time

I certify (or declare) that I have read and reviewed the above quarterly results and all attachments thereto and know 

the contents thereof, and that the statements therein are true and correct to the best of my knowledge and belief.

Paid, carried down from above

Includes EncountersFFS Only



Monthly Timeliness Form –MediCal 
(detail - continued)

43
44

45

46

47

48

49

50

51
52

53

54

55

56

57

58

59

A B C D E F G H I

Date Designated Principal Officer 

Health Plan Submission Printed Name

Primary Title

Phone Number

E-Mail Address

fax

phone (talk)

Other - Please describe:(if 

you need more room - 

attach a separate 

document)

[Health plan contact phone number]

enter Principal Officer title here

enter Principal Officer phone# here

enter Principal Officer email address here

[Health plan contact fax number]

[address]

[City, State ZIP]

[e-mail address]

[person name]

[HP name]

[address]

enter Date of submission (Signature)

enter Principal Officer name here

Indicate below any corrective action the provider group has instituted: check each box below that is applicable: 

Weekly Internal Reporting

Contracted for outside vendor claims assistance

Contracted for outside training

Instituted additional staffing

Instituted additional internal auditing



Monthly Timeliness Form –MediCal (continued)
DUE DATES:

 Claims Reports for the first two months of each quarter are due to the health plans on 

or before the 15th calendar day of each month following the month being reported.  If 

the 15th falls on a weekend or holiday, they should be  sent in on the preceding work 

day. 

 Either:

 enter Month Three data in Month Three column and then Quarter Result column 

data will automatically populate. Submit it with signature on or before the last 

calendar day of the month after the last month of each calendar quarter. 

 OR:

 Modify the spreadsheet so that you can enter the Quarter Result column data and 

the Month Three column is automatically derived by subtracting Month One and 

Month Two from the Quarter Result. Submit it with signature on or before the last 

calendar day of the month after the last month of each calendar quarter.



PDR 101



PDR 101

(Ï× ÄÏ ) ÄÅÔÅÒÍÉÎÅ ÉÆ ÉÔȭÓ Á 0$2

 How do I find the data the ICE Claims Team has 
created

 What are the requirements in processing a PDR

 Reporting requirements 

Quarterly to the health plans

Annually by the health plans to the DMHC





Provider Dispute Resolution

 Applies to all commercial products, including Healthy 
Families and Knox Keene Licensed plans that 
administer Medi-Cal

 Medicare Advantage Plans are excluded

 Medi-Cal claims that do not hold a Knox Keene license 
are to follow the Department of Health Services (DHS) 
Guidelines



Written Procedures for PDR Must 
be Established by Payer
 As required by Assembly Bill 1455, the DMHC has set forth 

regulations establishing certain claim settlement practices 
and the process for resolving claims disputes for managed 
care products regulated by the DMHC. (Downstream 
Provider Notice can be found on the ICE website at 
http://www.iceforhealth.org/library/documents)

 Disputes will be tracked in a manner allowing linkage with 
ÐÁÙÅÒȭÓ ÏÒÉÇÉÎÁÌ ÃÌÁÉÍ ÎÕÍÂÅÒ

 When contesting, adjusting or denying a claim, payer must 
notify the provider of their right to file a formal dispute 

 Notification should contain where and how to file a formal 
dispute



Written Dispute Requirements for 
Providers

7ÒÉÔÔÅÎ $ÉÓÐÕÔÅÓ ÓÈÏÕÌÄ ÉÎÃÌÕÄÅ ÔÈÅ ÐÒÏÖÉÄÅÒȭÓ ÎÁÍÅȟ 
identification number and contact information

 If the Dispute is regarding a claim or a request for the 
return of an overpayment

The issue should be clearly identified including the date 
of service

! ÃÌÅÁÒ ÅØÐÌÁÎÁÔÉÏÎ ÏÆ ÂÁÓÉÓ ÆÏÒ ÐÒÏÖÉÄÅÒȭÓ ÆÅÅÌÉÎÇ ÔÈÁÔ 
the payment, request for overpayment return, request 
for additional information, reason contested, denied or 
adjustment is incorrect.  





http://www.iceforhealth.org/library/documents/PDR_Form_combined_0108.doc



Written Dispute Requirements for 
Providers (continued)

 If the Dispute is not regarding a claim or request for 
the return of an overpayment 

A clear explanation of the issue 

4ÈÅ ÐÒÏÖÉÄÅÒȭÓ ÐÏÓÉÔÉÏÎ ÍÕÓÔ ÂÅ ÄÏÃÕÍÅÎÔÅÄ

 If the provider is appealing on behalf of the enrollee 
ɉ!"Ϋήίί ÐÁÇÅ έΫ ÏÆ έαɉήɊ Ȱ4ÈÅ ÐÌÁÎ ÓÈÁÌÌ ÒÅÓÏÌÖÅ ÁÎÙ 
provider dispute submitted on behalf of an 
ÅÎÒÏÌÌÅÅȣÉÎ ÔÈÅ ÐÌÁÎȭÓ ÃÏÎÓÕÍÅÒ ÇÒÉÅÖÁÎÃÅ ÐÒÏÃÅÓÓ ÁÎÄ 
ÎÏÔ ÉÎ ÔÈÅ ÐÌÁÎȭÓ ÏÒ ÔÈÅ ÐÌÁÎȭÓ ÃÁÐÉÔÁÔÅÄ ÐÒÏÖÉÄÅÒȭÓ 
ÄÉÓÐÕÔÅ ÒÅÓÏÌÕÔÉÏÎ ÍÅÃÈÁÎÉÓÍȱ



PDR:  Deadlines for Submission
 Submission of a Provider Dispute must be within 365 

days from last date of action on the issue 



Acknowledgement

 Provider disputes must be acknowledged in writing 

Paper submissions within 15 working days from receipt 
of the dispute

Electronic submissions within 2 working days from 
receipt of the dispute



Incomplete Disputes

 An incomplete dispute may be returned to provider within 
45 working days requesting additional information 

Clearly identify missing information necessary to 
resolve dispute

Cannot ask for claim documentation already submitted

 Provider has 30 working days to submit additional 
information or dispute may be closed

If additional information received timely, process as a 
completed Provider Dispute

If additional information not received, or not received 
timely, Provider Dispute may be closed



Complete Disputes

 Written determination upholding or overturning the 
dispute must be issued within 45 working days of 
receipt

State pertinent facts

Explain reasons for decision

 If the dispute is overturned, payment including 
applicable interest and penalties must be issued within 
5 working days of the written determination 



PDR:  Payment of Interest and Penalties

 Interest (15% per annum) and Penalties on disputes 
which result in a determination in favor of the 
provider, should be calculated beginning the first 
calendar day following the 45th working day of receipt 
of the original complete claim 

 Interest for ER claims (Place of Service 23 and Revenue 
Code 450, when applicable) is paid at the greater of $15 
for each 12-month period or at the rate of 15% per 
annum for the period the claim is late



PDR:  Provider’s Right of Appeal with 
Delegated Payers

 If a provider is not satisfied with the initial 
determination of the delegated payer, and the 
determination is related to medical necessity or 
utilization review, the provider has the unconditional 
ÒÉÇÈÔ ÔÏ ÁÐÐÅÁÌ ÄÉÒÅÃÔÌÙ ÔÏ ÔÈÅ ÈÅÁÌÔÈ ÐÌÁÎȭÓ ÄÉÓÐÕÔÅ 
process for a de novo review within 60-working days of 
receipt of the written determination.  If request is not 
submitted timely, dispute may be rejected by the 
Health Plan 



PDR:  Retaining Documents and 
Records

 Copies of all provider disputes and corresponding 
documentation must be kept for a period of not less 
than seven years

 A minimum of the last two years must be easily 
accessible. Following that timeframe, they may be 
stored, warehoused, or placed on microfilm and 
available within 5 days of request from the Health 
Plan/DMHC 

 Code of Regulations Title 28 § 1300.85.1.  Retention of 
Books and Records



Dispute Reporting Requirements

 Delegated Provider Organizations are required to 
submit a Quarterly Provider Disputes Report to Health 
Plans 

 Health Plans reports findings to the DMHC annually 

 Reports will need to include:

Number and types of providers using the resolution 
process

Disposition of all disputes, including type, terms 
and resolution

Bundled disputes will be reported separately



http://www.iceforhealth.org/library/documents/ICE_Claims_ComlQtrProvDisputesRpt_10-31final(1).xls



PDR:  Audit Requirements
 Health Plans will perform a minimum of one annual 

Audit of provider dispute files and tracking system 

 Audits will focus on the following:

Timeliness and accuracy of acknowledgements

Timeliness and accuracy of written resolutions 
(clear communication to providers addressing the 
ÐÒÏÖÉÄÅÒȭÓ ÄÉÓÐÕÔÅɊ

Accuracy and timeliness of interest and/or penalty 
payment if applicable 

Timeliness of check payment



PDR:  Audit Requirements

 Original Claim - Audit documents should include 
evidence of the date the item was entered for paper 
claims, or, for electronic claims, either the date the 
item became available to you from the clearinghouse, 
or the date the claim arrived via direct electronic 
delivery. 

 Auditors inspect for 95% on-ÔÉÍÅ ÅÎÔÒÙ ÏÒ ȰÌÏÁÄȟȱ ÉÎ 
accordance with 1300.71(a)(8)(E). 

 Original EOB ɀThe original EOB is required to reflect 
the processing of the original claim.



PDR:  Audit Requirements

 The Provider Dispute being audited

 Claims history pertaining to the outcome of the PDR 
audited (including but not limited to duplicate claim 
submissions, previous PDRs, adjustments, etc.)

 The acknowledgement letter, letter requesting 
additional information (if applicable) and the final 
determination letter ɀAll correspondence will be 
reviewed pertaining to the PDR.

 PDR EOB - for overturned provider disputes



 The documents contained in this presentation and

additional resources are located in the Provider 
Dispute Resolution folder on the ICE website at:

http://www.iceforhealth.org/library



What’s in store for 2010?



Questions


