] Denial Prevention and
Revenue Recovery Toolkit

A Complete System for Medical Billing Teams - Revenue Cycle Management

This toolkit is an integrated five-tool system designed to reduce claim denials, accelerate
appeals, and recover lost revenue across the revenue cycle.

Each tool cross-references the others to support a seamless workflow from prevention to
appeal resolution and trend analysis.

) Tool 1: Top Denial Audit
Checklist

Use this checklist both pre-submission to prevent avoidable denials and post-denial to
identify root causes and process breakdowns.

ELIGIBILITY AND COVERAGE VERIFICATION

(O Patient eligibility was verified at the time of service for the billed date of service.

(O Active coverage was confirmed with the correct payer before claims submission.

(O Subscriber ID and group number were entered exactly as reflected on the insurance card.

(O Coverage effective dates were checked to confirm the patient was eligible on the date of
service.

(O Patient demographic information matches payer records, including name, date of birth,
and address.

(O Secondary insurance was identified and documented for coordination of benefits.

AUTHORIZATION AND REFERRAL REQUIREMENTS

(O Prior authorization was obtained, verified, and documented in the account before
services were rendered.

(O The authorization number was entered on the claim and supported by the submitted
services.

(O Rendered services fell within the authorized units, dates, and covered procedure scope.

(O Areferral was obtained when required by the payer or plan benefits.

(O The specialist NPl and servicing provider information matched the referral requirements.

(O Retro-authorization was attempted and documented when advance authorization was
unavailable.



CODING ACCURACY

(O ICD-10 diagnosis codes were assigned to the highest level of specificity supported by the
documentation.

(O The primary diagnosis supports medical necessity for the billed CPT or HCPCS services.

(O CPT codes accurately reflect the procedures, services, and time documented in the
record.

(O Modifiers were applied appropriately and sequenced correctly according to payer
requirements.

(O Bundling and unbundling edits were reviewed and coding followed CPT and payer
guidance.

(O LCD or NCD coverage requirements were met for all applicable Medicare and payer-
specific services.

"4 Cross-Reference: Document findings in Tool 2 (Denial Tracking Spreadsheet) for trend
analysis

TIMELY FILING AND CLAIM SUBMISSION

(O The claim was submitted within the payer's timely filing limit for the date of service.
(O Corrected claims were filed within the payer's allowed corrected-claim timeframe.
(O Any appeal was submitted before the payer's deadline and tracked to completion.
(O The date of service was accurate and matched the encounter documentation.

(O The claim was not submitted as a duplicate of a previously filed claim.

COORDINATION OF BENEFITS

(O The primary payer was billed first according to payer order and plan hierarchy.

(O The secondary claim included the primary EOB or payment information when required.

(O CoOB information in the practice management system is current and verified.

(O Medicare Secondary Payer rules were applied when Medicare was not the primary payer.

(O Claim sequencing was correct based on insurance primacy and dependent coverage
rules.

DOCUMENTATION COMPLETENESS

(O The medical record supports all services billed and demonstrates medical necessity.
(O Physician or qualified provider signature is present where required.

(O Medical necessity is clearly documented within the encounter note.

(O The treatment plan is documented and aligns with billed services.

(O Progress notes are complete, legible, and consistent with the submitted claim.

(O Orders are present for ancillary or referred services when required.

CLAIM DATA ENTRY AND TECHNICAL ERRORS

(O Patient name and date of birth match the insurance card and payer record exactly.



(O Provider NPl is correct and matches the billing and rendering provider information.
(O Place of service code is accurate for where the service was rendered.

(O Units of service are correct and supported by documentation and coding rules.

(O Charges match the fee schedule and reflect the correct billed amount.

(O Rendering provider and billing provider information are entered correctly.

Checkmark emoji Cross-Reference: Document findings in Tool 2 (Denial Tracking
Spreadsheet) for trend analysis

Tool 2: Denial Tracking
Spreadsheet Template

This template tracks all denied claims from identification through resolution, creating a clear
record of what happened, who owns the next step, and whether the denial was recovered. It
also supports trend analysis and staff accountability by organizing denial data into consistent
fields that can be reviewed weekly, monthly, and quarterly.

Primary Tracking Fields

Field Name Data Type Purpose or Values

Claim Number Text Unique identifier from
practice management
system

Patient Name Text For reference and lookup

Date of Service Date Service date(s) for denied
claim

Payer Name Dropdown Insurance company name

Denial Date Date Date denial was received or
identified

Denial Reason Code Text CARC or payer-specific code

from remittance

Denial Category Dropdown Eligibility, Authorization,



Coding, Timely Filing,
Documentation, Technical,
COB, Medical Necessity

Denial Description Text Brief explanation of denial
reason

Billed Amount Currency Original claim amount
submitted

Denied Amount Currency Amount denied or adjusted

Responsible Party Dropdown Staff member or department

assigned to work denial

Appeal Deadline Date Last date to file appeal per
payer requirements

Appeal Status Dropdown Not Started, In Progress,
Submitted, Pending
Response, Approved,
Partially Approved, Upheld,
Written Off

Recovery Amount Currency Amount recovered after
appeal or correction

Resolution Date Date Date claim was fully
resolved
Notes Text Additional details, actions

taken, or follow-up needed

Summary Dashboard Sections

Metric Calculation Method

Total Denials (Count) Count of all denial records in tracking period
Total Denied Amount Sum of all denied amounts

Total Recovered Amount Sum of all recovery amounts

Recovery Rate Percentage (Total Recovered divided by Total Denied)

times 100



Denial Rate by Payer Group denials by payer name, calculate
percentage of total

Denial Rate by Category Group denials by category, calculate
percentage of total

Top 5 Denial Reasons Rank denial reason codes by frequency

Average Days to Resolution Average time between denial date and
resolution date

Appeals Success Rate (Approved Appeals divided by Total Appeals
Submitted) times 100

. Best Practice: Update this spreadsheet daily and review metrics weekly with your
billing team to identify emerging trends before they become systemic issues.

"4 Cross-Reference: Use Tool 1 (Audit Checklist) to investigate denials and Tool 5 (Root
Cause Analysis) for quarterly trend review

=] Tool 3: Appeal Workflow
Template

This template provides a systematic approach to appeals, from the initial decision through
escalation, with clear timelines and documentation requirements. It helps teams standardize
submissions, track next steps, and strengthen follow-up at every stage of the process.

Appeal Decision Tree

Before initiating an appeal, evaluate whether the denial is worth pursuing. Use these criteria:

Appeal Write Off

Denied amount exceeds cost to work Denied amount is below cost threshold



(typically over $25-50)

Clear documentation supports medical Documentation is insufficient or unavailable
necessity or correct coding

Denial is due to payer error or missing Denial is valid and services were not
information covered

Within appeal deadline with adequate time Past appeal deadline or insufficient time
to prepare

High probability of overturn based on denial Low probability based on payer history or
reason denial type

Three-Level Appeal Process

LEVEL 1: First Appeal

Component Details

Timeframe Submit within 30-180 days of denial, based
on payer-specific deadline

Submission Method Online portal, fax, or mail per payer
requirements

Required Documentation Appeal letter, medical records, clinical
notes, authorization documentation, coding
rationale

Turnaround Time 30-60 days for most commercial payers, 60

days for Medicare

Success Rate Benchmark 40-60 percent for well-documented
appeals

LEVEL 2: Second Appeal

Component Details
Timeframe Submit within 30-60 days of Level 1 denial
Submission Method Formal written appeal with additional

clinical support



Required Documentation

Turnaround Time

Success Rate Benchmark

LEVEL 3: External Review

Component

Timeframe

Submission Method

Required Documentation

Turnaround Time

Success Rate Benchmark

All Level 1 materials plus peer-reviewed
literature, clinical guidelines, specialist
letters, and expert opinion

30-60 days, may be longer for complex
cases

20-30 percent, requiring stronger clinical
justification

Details

Submit within timeframe specified in Level 2
denial, typically 60-180 days

State insurance department, independent
review organization, or binding arbitration

Complete appeal history, all clinical
documentation, payer correspondence, and
state-specific forms

60-90 days or longer depending on
jurisdiction

10-20 percent, reserved for high-dollar or
egregious denials

» Tip: Track appeal success rates by payer and denial type in Tool 2 to refine your appeal
strategy and focus efforts on high-yield opportunities.

"4 Cross-Reference: Use Tool 4 (Payer Cheat Sheets) for payer-specific deadlines and

submission methods



Tool 4: Payer-Specific Cheat

Sheets

These one-page reference sheets give billing teams quick access to critical payer
requirements, cutting research time and helping prevent missed deadlines. Use them to
standardize payer-specific workflows and keep the most important rules easy to find at the

point of work.

Cheat Sheet Template Structure

Create one cheat sheet per contracted payer using this standardized format:

Section

Payer Name and ID

Timely Filing Limit

Corrected Claim Deadline

Appeal Deadlines

Preferred Submission Method

Common Denial Codes

Authorization Requirements

Medical Necessity Guidelines

Contact Information

Special Notes

Information to Include

Full payer name, payer ID number, plan
types covered

Number of days from date of service to file
initial claim

Timeframe allowed to submit corrected or
replacement claims

First appeal deadline, second appeal
deadline, external review deadline

Portal name and URL, fax number, mailing
address, EDI payer ID

Top 5-10 denial reason codes specific to this
payer with brief descriptions

Services requiring prior auth, how to verify
auth, retro-auth policy

Link to LCD or NCD, coverage policies,
documentation requirements

Claims phone number, appeals phone
number, provider relations contact, portal
support

Unique billing rules, modifier preferences,
claim submission quirks, payment timelines



Sample Payer Cheat Sheet: Medicare Part B

Field

Payer Name
Timely Filing
Corrected Claims

Appeal Deadlines

Submission Method

Common Denials

Prior Auth

Medical Necessity

Contact Info

Special Notes

Details

Medicare Part B (Traditional Medicare)
12 months (1 year) from date of service
Must be filed within timely filing period

Level 1: 120 days, Level 2: 180 days, Level 3:
60 days

EDI (primary), CMS-1500 by mail for paper
claims

C0O-16 (no auth), CO-50 (non-covered), CO-
97 (bundled), PR-96 (non-covered charge),
CO-4 (incorrect procedure code)

Required for certain DME, Part B drugs, and
high-cost procedures - verify via MAC

Must meet LCD and NCD guidelines,
diagnosis must support procedure

1-800-MEDICARE, MAC-specific phone and
portal

Modifier 25 required for E&M with
procedure same day, ABN required for non-
covered services

Sample Payer Cheat Sheet: Blue Cross Blue Shield

Field

Payer Name
Timely Filing
Corrected Claims

Appeal Deadlines

Details

Blue Cross Blue Shield (specify state plan)
180 days (6 months) from date of service
60 days from original claim processing date

Level 1: 180 days, Level 2: 60 days from
Level 1 decision



Submission Method Availity portal (preferred), EDI, fax to plan-
specific number

Common Denials CO-16 (no auth), CO-197 (precert required),
CO-50 (non-covered), CO-22 (coordination
of benefits), PR-1 (deductible)

Prior Auth Required for surgeries, advanced imaging,
specialty drugs - obtain via portal or phone

Medical Necessity Follows InterQual or MCG criteria, peer-to-
peer available for denials

Contact Info Provider services: plan-specific number,
Availity portal support, appeals fax line

Special Notes Requires referral for specialists in HMO
plans, timely filing strictly enforced

Action Item: Create a cheat sheet for each of your top 10 payers by volume. Update
quarterly or when payer policies change.

"4 Cross-Reference: Use these cheat sheets when completing Tool 2 (Denial Tracking)
and Tool 3 (Appeal Workflow)

/- 11| Tool 5: Root Cause Analysis
Worksheet

This worksheet helps identify the systemic issues driving denials by analyzing patterns,
pinpointing process breakdowns, and tracking corrective actions. Use it to move beyond
individual claim fixes and address the underlying workflow problems that create repeated
denials. Complete it quarterly or any time denial rates spike to keep your recovery efforts
focused and proactive.



Section 1: Denial Volume Analysis

Analyze denial data from Tool 2 (Denial Tracking Spreadsheet) for the review period.

Denial Category Count Total Dollar Amount Percentage of Total
Denials

Eligibility and

Coverage

Authorization and
Referral

Coding Errors
Timely Filing

Documentation
Issues

Technical and Data
Entry

Coordination of
Benefits

Medical Necessity

TOTAL 100%

Section 2: Top Denial Reasons

Rank the top 5 denial reasons by frequency and financial impact.

Rank Denial Reason Code Frequency Dollar Impact
and Description



Section 3: Process Breakdown Identification

Identify where in the revenue cycle the denial originated.

Revenue Cycle Stage

Front-End (Registration and
Scheduling)

Mid-Cycle (Coding and
Charge Capture)

Back-End (Claims
Submission and Follow-Up)

Common Failure Points

Eligibility not verified,
insurance info incomplete,
authorization not obtained

Incorrect codes, missing
modifiers, unbundling
errors, lack of
documentation

Claims submitted late,
missing information, no
follow-up on denials

Contributing Factors

Insufficient training, lack of
real-time verification tools,
high patient volume

Coder training gaps,
outdated coding resources,
poor provider
documentation

Staffing shortages, lack of
denial tracking system,
unclear accountability



