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As I type this on Aug. 1, the first day of coordinated care organizations 
(CCOs) in the state of Oregon, are you and your organization prepared 
for today? Or how about for Jan. 1, 2014, the first day of the Oregon 
Healthcare Exchange?

While change has become the norm in business today, the speed in 
which change will happen in the next year will be significant. CCOs, 
something we did not even know about a year ago, are now live in 
many Oregon communities. What does this mean for you and your 
organization? What action should your organization taking today, or 
maybe more importantly, what should your organization be doing to 
best position itself for next year? What future changes are coming with 
Oregon CCOs? Will the Public Employees’ Benefit Board and/or the 
Oregon Educators Benefit Board become part of the CCOs? At the same 
time we are learning about CCOs, Oregon’s filing for the 2014 Oregon 
Healthcare Exchanges is due in May 2013. What is your organization 
doing to best position itself for January 2014? 

There are many significant changes coming in health care, and some 
very specific changes unique to Oregon. Oregon HFMA will continue 
to be your source of educational information for Oregon healthcare 
providers.

Our next meeting is a joint meeting with the Alaska/Washington 
chapter Sept. 19–21. Not only can you learn about Oregon CCOs, you 
can also work with your counterparts in Alaska and Washington to 
understand why those states are not doing CCOs and what action they 
are taking instead.

I look forward to seeing you all this fall.

Respectfully yours,
Dustin Taylor
Oregon President 2012–13

President’s Message

Are you ready for change?
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By Jeffrey A. Lampman, Beseler Consulting

On June 28, in one of the most anticipated decisions 
in years, the United States Supreme Court voted 5–4 

to uphold major provisions of The Patient 
Protection and Affordable Care Act of 2010 
(PPACA). Led by Chief Justice John Roberts, 
the Supreme Court concluded that the “indi-
vidual mandate,” one of the most controversial 
aspects of the law, was constitutional as a valid 
exercise of the federal government’s taxing 
power. In addition to upholding the require-
ment that all individuals maintain some sort 
of insurance coverage, the court also sanc-
tioned the expansion of Medicaid provided 
under the PPACA. Importantly, however, the 
court held that the federal government could 
not withhold Medicaid funds from states 
that choose not to expand Medicaid coverage pursuant to 
the PPACA. How that aspect of the court’s ruling impacts 
Medicaid expansion will likely be a state-by-state issue. The 
stage is now set for the PPACA to continue to be one of the 
key issues in the upcoming presidential and Congressional 
elections.

In upholding the PPACA, the court ensured that health 
care reform under the act will continue, at least until the 
federal elections in November. This removes some of the 
uncertainty under which health care providers have been 
acting while the legal challenge was pending. 

Health care providers should now proceed with the 
expectation that the PPACA will be implemented accord-
ing to schedule. While the upcoming election could change 
things, it would take a Republican sweep of the presidency 
and both houses of Congress to even begin the process of 
repealing provisions of the PPACA.

In order to best prepare financially, hospitals should pay 
special attention to the following areas as the PPACA is 
fully implemented. Now is the time for improved clinical 
and financial collaboration to be proactive in improving 
patient care delivery models while minimizing financial 
penalties today and in future years.

n The Hospital Readmission Reduction Program begins 
Oct. 1, 2012. The initial focus will be on readmissions 

Supreme Court rules on health care reform law

related to heart attack, heart failure and pneumonia. 
Hospitals with higher than expected readmission rates 
will experience reductions in their Medicare rates. It is 

expected that the federal fiscal year (FFY) 
2013 financial impact of the Readmission 
Reduction Program will total $300 million 
nationally. Hospitals can also expect up to a 2 
percent reduction in base DRG rates in 2014 
and up to a 3 percent reduction in base DRG 
rates in 2015. CMS will expand the program 
to include COPD, CABG, PTCA and other 
vascular procedures. It is estimated the read-
mission payment reductions will total $7.1 bil-
lion over 10 years. There are very few hospitals 
nationally that will not experience a payment 
reduction. Hospitals focused on the reduction 
of readmissions are best positioned to limit 
the financial impact of this program.

n The value-based purchasing (VBP) program will reward 
hospitals that deliver high quality care with value-based 
incentive payments to hospitals that meet specified 
performance standards. These standards will begin with 
a subset of the measures in the current pay for reporting 
program but will be expanded to include efficiency and 
outcome measures. Effective Oct. 1, 2012, all hospitals 
will experience a 1 percent reduction in base DRG rates. 
Incentive payments will then be made to the qualifying 
providers. In other words, hospitals will need to “earn 
their money back.”

n Beginning in FFY 2012, CMS publically reported the first 
eight hospital-acquired conditions under the inpatient 
quality reporting program. Beginning Oct. 1, 2014, hospi-
tals in the top quartile with respect to national HAC rates 
will experience a 1 percent payment reduction in base 
DRG rates.

n Hospitals should prepare for changes to Medicare Dispro-
portionate Share Hospital Reimbursement, which under 
the PPACA is set to begin on Oct. 1, 2013. Those changes 
will reduce Medicare DSH payments to 25 percent of 
their current levels.

›››

Chief Justice John Roberts 
cast the deciding vote and 
wrote the majority opinion 
on the Affordable Care Act.
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n Hospitals should pay greater attention to the Medicare 
Cost Report Worksheet S-10, which reflects uncompen-
sated care provided by a hospital. In conjunction with the 
decrease in Medicare DSH payments, an uncompensated 
care fund is being created. Although it is unclear exactly 
how the Centers for Medi-
care and Medicaid Services 
will determine how to 
allocate that fund, it is likely 
that the S-10 will pay a role 
in that allocation. The S-10 
also is a significant deter-
minant of electronic health 
record payments to hospi-
tals. (For more information 
about Worksheet S-10, see the 
article on page 6.)

n State-by-state changes in 
Medicaid will likely acceler-
ate following the Supreme 
Court’s decision. Many states 
had held up implement-
ing Medicaid changes and 
expansion until a final decision on the PPACA’s consti-
tutionality was issued. Now that the constitutionality 
has been settled, expansion measures will become more 
prominent. Hospitals should work with their Associations 
and other advocates to attempt to shape these expansion 
efforts to ensure that providers’ views are considered in 
the expansion. Once the specifics of each state’s expansion 

Supreme Court ruling
continued from page 2

become clearer, hospitals will have to work with consul-
tants and internal staff to adjust to those changes.

n Some states have stated that despite the Supreme Court’s 
ruling, the state will not implement various provisions 
of the PPACA. This puts hospitals in a very precarious 

position. With DSH funding 
scheduled to be reduced, if a 
State does not take steps to 
implement the PPACA, it is 
possible that hospitals in such a 
State will also be excluded from 
the new uncompensated care 
pool. The impact on hospital 
funding could be substantial. 
Hospitals should work closely 
with their advocates to ensure 
that any State that wants to 
register its continuing objec-
tion to the PPACA does so in 
a manner that does not hurt 
hospitals and other providers 
in the State.

Hospitals will experience 
Medicare payment reductions in just a few months. Addi-
tional reductions will continue over the next few years. It 
will imperative for hospitals to focus on these areas to mini-
mize the financial impact wherever possible. •

Besler Consulting offers a variety of customized services that can provide 
the appropriate mix of expertise to conduct a health care reform impact 
analysis for your hospital. For more information contact Jeffrey A. Lamp-
man at 609-514-1400 or jlampman@besler.com. 

Job Listing
To support the professional development of our members, HFMA Oregon Chapter 
encourages you to post job opportunities on our website at www.oregonhfma.org/jobs. 
This is a free service for employers and recruiters. 

http://www.oregonhfma.org/jobs.html
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›››

By David Verbaro

July is over and the sum-
mer is nearly gone. By 

now, all hospitals will have 
had their first encoun-
ter with the new 2552-10 
Medicare cost report forms. 
Although the cost reports 
have been submitted, what 
remains to be seen is the 
impact these changes will 
have on a hospital reim-
bursement. No worksheet has had more alterations than 
Worksheet S-10. Hospital CFOs and reimbursement direc-
tors should understand how the changes to this worksheet 
will influence the reimbursement they receive. 

Impact of the new S-10 on hospital reimbursements
Until recently, the S-10 form had no reimbursement impact, 
and, in fact, the Centers for Medicare and Medicaid Ser-
vices (CMS) did not even require that hospitals complete the 
form. Starting in 2010, CMS instructed all acute care and 
critical access hospitals to complete the form to calculate 
the cost of providing care for which they are not compen-
sated. Going forward, Worksheet S-10 will play a vital role 
in the distribution of a hospital’s electronic health record 
(EHR) incentive payments and may be used in the calcula-
tion of future disproportionate share (DSH) payments. 

To determine a hospital’s uncompensated care costs on 
Worksheet S-10, a hospital records charges and payments, 
and calculates costs (using the cost-to-charge ratio [CCR] 
from Worksheet C) for:

n Services to Medicaid patients

n Services to SCHIP patients

n Services to patients covered by a state or local govern-
ment indigent-care program

n  Services to patients who 
are given a discount under 
a hospital’s charity care 
policy

In addition, Worksheet 
S-10 includes costs (again, 
using the CCR from Work-
sheet C) for non-Medicare 
and non-reimbursable Medi-
care bad debt.

Impact on EHR payments
A hospital’s EHR payment 

is driven by the amount of charity care it provides. Higher 
documented charity care will result in a more substantial 
EHR payment. The hospital’s uncompensated care amount 
consists of charity care and bad debt, both non-Medicare 
and non-reimbursable. This amount of uncompensated care 
is now calculated on line 20 of the 2552-10 Worksheet S-10. 
A hospital’s individual charity care policy will determine 
what services are eligible for line 20. A less stringent char-
ity care policy will most likely result in a higher amount of 
reported charity care. Accordingly, hospitals should con-
tinue to review their charity care policy, which are usually 
governed in part by State regulations. If a hospital fails to 
submit any information on the S-10, it may put EHR pay-
ments at risk. This omission could jeopardize millions of 
dollars in payments. Calculating EHR payments may not be 
the sole purpose of the Worksheet S-10.

Possible impact on DSH payments
Beginning in federal fiscal year (FFY) 2014 (October 2013), 
hospitals will receive only 25 percent of their current DSH 
payments. The remaining 75 percent, or most of it, will 
be included in an uncompensated care pool. A hospital 
will receive funding from this pool based upon its ratio 
of uncompensated care provided compared to the ratio of 

Recent changes to Worksheet S-10:  

Exploring the impact on reimbursements



❧ 5 

Pipeline Oregon Chapter of HFMA Summer 2012

New Members   •   New Members

Darnella Barrow
Moss Adams LLP

Jonathan Bradley
Practice Director
Top Tier Consulting

Matthew Carlson
Inworks Servicing, LLC

Michael Dionne
Staff Advisory Associate
Ernst & Young, LLP

Tobias Grazini
Associate Consultant
Huron Consulting Group

Douglas Hawkins
Reimbursement Analyst
Legacy Health

David Lindstrom
Registration Supervisor
Tillamook County General Hospital

Kris Minton
Contract Administrator
Health Net of Oregon

Thomas Motsiff 
Finance Director
Metropolitan Pediatrics

Felicia Phillips
Bonneville Environmental Foundation
Chief Financial Officer and Vice President of Operations

Suzanne Robinson
Director, Patient Business Services
American Medical Response

Yimin Wang
Senior Financial Analyst
Legacy Health

Christeena Whitfield 
Reimbursement Specialist
Salem Hospital

Jeff Winkley
Financial Manager
Oregon Health & Science University

uncompensated care provided by all hospitals. The Medi-
care statute [42 U.S.C. §1395ww(r)(2)(C)(i)] states that 
“appropriate data” will be the basis for a hospital’s amount 
of uncompensated care. CMS has not issued a rule specify-
ing the specific data it will use. It seems very likely, however, 
that CMS will use data on Worksheet S-10 to calculate the 
amount of a hospital’s payment from the uncompensated 
care pool. Regardless of the specific source of data, hos-
pitals should begin to shift their focus from the current 
DSH methodology to refining their methods of capturing 
uncompensated care payments.

Hospitals will soon have to contend with an increased 
amount of hospitals eligible for these payments. Now is the 
time for hospitals to evaluate their charity care policies to 
determine they are in accordance with CMS regulations. 
Hospitals should ensure they have included all of the proper 
documentation to support their amounts, while also trying 
to maximize their share of the uncompensated care pool.

Conclusion
Hospitals have a significant number of issues to consider 
when completing their Worksheet S-10. These considerations 
include data collection, classification of uncompensated 
care, and various reporting requirements. With regards to 
data collection, hospitals will now have to determine who is 
responsible for obtaining the necessary information to 
support their amounts. Each line of the Worksheet S-10 
may have its own interpretation. For example, hospitals will 
need to determine how they will record partial payments 
from charity care patients. Data collection will be a key 
factor in completing this form. Understanding the impact 
that this data will have on your reimbursement will be 
critical to maintain your current level of payment. Hospitals 
may have an additional opportunity to review their submis-
sion, but it is not certain, so careful preparation and review 
is essential. •

For more information about the changes to the Worksheet S-10 and the 
impact on reimbursement, contact David Verbaro at dverbaro@besler.com 
or 732-92-8242.

Worksheet S-10 changes 
continued from page 5
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By Kathy Ruggieri, Beseler Consulting

The Patient Protection and Affordable Care Act of 2010 
(Section 3025 of the Affordable Care Act added section 

1886(q)) mandates that the Centers for Medicare and Med-
icaid Services (CMS) implement a program in which hospi-
tals with higher-than-expected readmission rates for certain 
designated conditions will experience reductions in their 
Medicare payments. The initial focus will be on readmis-
sions related to heart failure, heart attack and pneumonia. 

The implementation of this program and these reductions 
begins for fiscal year 2013 dis-
charges. It is expected that the 
federal fiscal year (FFY) 2013 
financial impact of the Read-
mission Reduction Program will 
total $300 million nationally. 
Hospitals can also expect up to a 2 
percent reduction in base DRG 
rates in 2014 and up to a 3 percent 
reduction in base DRG rates in 2015. CMS will expand the 
program to include COPD, CABG, PTCA and other vas cu-
lar procedures. It is estimated the readmission payment 
reductions will total $7.1 billion over 10 years. There are  
very few hospitals nationally that will not experience a 
payment reduction. 

In the 2013 IPPS Proposed Rule, the CMS have given 
hospitals 30 days to review and submit corrections on infor-
mation used to calculate their excess readmission ratios 
in conjunction with the Hospital Readmission Reduction 
Program. On June 20, hospitals received access to their 
hospital-specific readmission reports and had until July 19 
to review their data and report any errors to CMS.

The FY 2013 Hospital Readmissions Reduction Program 
implementation timeline is (all dates are 2012):

n June 20 — Hospitals receive hospital specific reports and 
discharge level data with results for the FY 2013 program 
for review, as proposed in the FY 2013 IPPS Proposed 
Rule

n July 19 — Deadline for hospitals to notify CMS of any 
concerns about their excess readmission ratio calculation

n Aug. 1 — CMS publishes excess readmission ratio results 
in FY 2013 IPPS Final Rule

n Oct. 1 — FY 2013 readmission adjustment goes into effect

n Oct. 11 — CMS reports FY 2013 excess readmission ratio 
results on its Hospital Compare website

There is a strong disagreement to the manner in which 
CMS implemented its readmission program. The statute 
mandates that CMS adjust the readmission measures to 
account for readmissions that are planned and unrelated to 
the initial admission. For FY 2013, CMS previously final-
ized that it will use the three existing 30-day readmission 
measures for heart attack, heart failure, and pneumonia 

patients. However, CMS has not 
excluded all planned and unre-
lated readmissions from these 
measures, despite ongoing feed-
back from AHA and other advo-
cacy groups. Several advocacy 
groups have communicated their 
concerns regarding the inclusion 
of planned and related admissions 

and have memorialized these concerns during the 2013 
final rule comment period.

Besler Consulting believes that hospitals should analyze 
their readmission reports by validating their data. It is 
unknown whether a change will be made related to planned 
and unrelated readmissions once the 2013 IPPS rule is 
finalized. Hospitals need to gain a detailed understanding 
of their readmission trends in order to prepare for these 
reduced payments. Although the Readmission Program 
initiative begins with a 1 percent reduction for 2013, further 
reductions are anticipated for 2014 and 2015. There is also 
the potential of an expansion to the current program over 
and above the three core measures. Besler Consulting also 
recommends that hospitals identify all planned and unre-
lated readmissions and identify these cases as errors during 
the 30-day comment period. It is unclear what appeal rights 
may apply outside of this 30 day review period, so hospitals 
should take the opportunity to raise any concerns now. 
Hospitals focused on the reduction of readmissions are best 
positioned to limit the financial impact of this program. •

Besler Consulting has been monitoring the readmission reduction program 
and we are prepared to assist you in the analysis and validation of your 
data. If you need assistance or have questions in general, please contact 
Kathy Ruggieri at 732-392-8227 or kruggieri@besler.com. 

Hospital Readmission Reduction Program begins

If predicted estimates come to 

pass, there are very few hospitals 

nationally that will not experience  

a payment reduction.

mailto:kruggieri@besler.com
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›››

Since the implementation of Medicare’s Outpatient 
Prospective Payment System (OPPS) in August 2000, 

we have come to understand the significant role the Charge 
Description Master (CDM) plays within this payment 
structure to ensure appropriate payments for hospital 
services. Constant changes, including Healthcare Common 
Procedure Coding System (HCPCS) updates, changes in 
procedures being performed throughout the hospital and 
changes in reimbursement guidelines highlight the impor-
tance of maintaining the CDM.

In January 2005, the Office of the Inspector General 
(OIG) released the Supplemental Compliance Program 
Guidance for Hospitals, which emphasizes the importance 
of maintaining the CDM.

Because HCPCS codes and Ambulatory Payment Clas-
sifications (APCs) are updated by CMS regularly, hospitals 
should pay particular attention to the task of updating the 
CDM to ensure assignment of correct codes to outpatient 
claims. This should include timely updates, proper use of 
modifiers and correct association between procedure and 
revenue codes. (Source: OIG Supplemental Program Compli-
ance Guidance for Hospitals, January 2005)

This guidance underscores that an outdated CDM poses a 
significant compliance risk for hospitals.

A representative from the Corporate Compliance Depart-
ment should be included on the hospital’s CDM Team for 
oversight and compliance documentation purposes. Ongo-
ing CDM maintenance is an important compliance moni-
toring activity and should be documented to demonstrate 
the hospital’s ongoing compliance efforts.

As comprehensive, annual and quarterly updates to the 
CDM are made, the Compliance Officer will want to evalu-
ate and assess the CDM review and maintenance function. 
One way to do this is to perform a CDM gap analysis. The 
gap analysis should include the following steps:

n Validation of the CDM

n Validation of the charge capture process

n Interviews with staff members responsible for charge 
capture to assess their knowledge of the process

n A review of the CDM maintenance policies and procedures

n A chart to bill coding and billing assessment

Additionally, staff members who are is involved in the 
ongoing maintenance of the CDM should receive annual 
instruction about how to comply with federal, state and 
local claims submission guidelines for correct selection of 
charges relevant to actual services being provided.

CDM compliance
An example of a compliance issue would be coding for 
drugs, biological or radiopharmaceuticals with the incor-
rect number of units. When billing for these items the 
number of units should reflect the units referenced in the 
HCPCS and CDM descriptions of that drug, as well as the 
documented number of units administered. CMS guidance 
states that:

Hospitals are strongly encouraged to report charges for 
all drugs, biological and radiopharmaceuticals, regard-
less of whether the items are paid separately or packaged, 
using the correct HCPCS codes for the items used. It is also 
of great importance that hospitals billing for these prod-
ucts make certain that the reported units of service of the 
reported HCPCS codes are consistent with the quantity of 
a drug, biological, or radiopharmaceutical that was used in 
the care of the patient. (Source: CR 7847, July 2012 Update of 
the Hospital Outpatient Prospective Payment System)

As you can see, the accuracy and appropriate use of the 
CDM is a significant billing compliance risk that requires 
oversight by the compliance department. The CDM review 
and maintenance procedures conducted as part of hospital 
operations are critical to a hospital’s billing compliance 
program.

Highlights of June update of Hospital OPPS*
n HCPCS code C1882, Cardioverter defibrillator, other than 

single or dual chamber, implantable, has been reinstated 
as a device code that can satisfy the edit for CPT code 
33249, retroactive to Jan. 1, 2012.

n CMS is implementing in the OPPS the seven Category III 
CPT codes that the AMA released in January 2012. Codes 
0302T to 0308T, along with their status indicators, APCs 

Charge Description Master maintenance; highlights of OPPS Update
By Elizabeth Schaub-DeBlock, Beseler Consulting

*Source: MLN Matters, MM7847
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Fall Meeting 2012 (11 hours CPE)
A joint meeting with Washington-Alaska HFMA
September 19–21 
The Heathman Lodge
7801 N.E. Greenwood Drive
Vancouver, WA 98662

Winter Meeting 2013
February 20–22
Embassy Suites Portland — Washington Square
Tigard, Ore.

Spring Meeting and Annual Banquet 2013
May 15–17
Salishan Spa & Golf Resort
Gleneden Beach, Ore.

Summer Meeting 2013
July 17–19
Mount Bachelor Village Resort
Bend, Ore.

UPCoMinG EvEnTS

and payment rates, can be found in Addendum B of the 
July 2012 OPPS Update on the CMS website at http://
tinyurl.com/PipelineCMSupdate.

n As of July 1, HCPCS code C9732 has been deleted. CPT 
code 0308T should be reported in its place, and should be 
reported with device C1840.

n There are two new drugs and biological that have been 
granted pass-through status as of July 1, 2012: 
— C9368, Grafix core, per sq. cm
— C9369, Grafix prime, per sq. cm

n Six new HCPCS codes have been created for reporting 
certain drugs and biological (in addition to those listed in 
the preceding paragraph):
—  Q2047, Injection, peginesatide, 0.1 mg (for ERSD on 

dialysis)
—  Q2049, Inj, doxorubicin hydrochloride, liposomal, 

imported lipodox, 10 mg

—  Q2034, Influenza virus vaccine, split virus, for intra-
muscular use (Agriflu)

—  Q2045, Injection, human fibrinogen concentrate, 1 mg 
(this replaces J1680 which changed to SI E, as of July 1, 
2012)

—  Q2046, Inj, aflibercept, 1 mg (this replaces C9291, 
which was deleted as of July 1, 2012)  

—  Q2048, Inj, doxorubicin hydrochloride, liposomal, doxil, 
10 mg (this replaces J9001 which changed to SI E as of 
July 1, 2012)

Remember to update your CDM to ensure compliance. •

Besler Consulting provides a variety of customized services that can provide 
the appropriate mix of experience and audits to help with your CDM 
review. For more information contact Laureen A. Rimmer at 732-839-8226 
or lrimmer@besler.com.

CDM maintenance
continued from page 7

http://tinyurl.com/PipelineCMSupdate
http://tinyurl.com/PipelineCMSupdate
mailto:lrimmer@besler.com
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Like civilian physicians and other providers, military treat-
ment facility (MTF) physicians and providers need to see 
a variety of patients and diagnoses, perform the full range 
of services within their specialty when in medical training, 
and maintain proficiency in their specialty. MTF resources, 
such as buildings and equipment, also need to be optimized 
to save taxpayer dollars. Those are some of the reasons 
MTFs are given the right of first refusal for Tricare Prime 
beneficiaries residing in a Tricare prime service area for 
inpatient admissions, specialty appointments and proce-
dures requiring prior authorization.

The MTF staff will review the referral to determine if they 
have the specialty capability and an available specialty care 
appointment within Tricare access standards. If the MTF 
accepts the care, the beneficiary must obtain these services 
at the MTF or they would be using their point of service  
option with higher copays and deductible. If the service 
is not available at the MTF within the appropriate access 
standards, the beneficiary is referred to a civilian network 
provider.

Please note: It is very important to include clinical infor-
mation in all referral or authorization requests. Doing so 
enables MTF providers to make an informed decision about 
whether they can accept the patient or will approve use of a 
network servicing provider. 

How the ROFR process works
When you determine a referral request is required and 
submit it to TriWest Healthcare Alliance, the request will 
be forwarded to the MTF, based upon an MTF capability 
report, to determine if the MTF can provide the service.

If the MTF can provide the service, TriWest will com-
plete the referral to the MTF and inform the beneficiary to 
schedule an appointment. If the MTF declines the refer-
ral request, TriWest will complete the referral to a civilian 
network specialist and notify your patient to schedule an 
appointment.

Prime beneficiaries should have access to a primary care 
manager whose office is within 30 minutes of home under 
normal circumstances. Specialty care should be available 
within one hour of home.

Important points to remember 

n An MTF has the right of first refusal for specialty care and 
other services they can provide for Tricare Prime benefi-
ciaries living within a 60-minute drive of the MTF. 

n Care may be provided by the MTF if the service or care 
is available, even if you request, or the Prime beneficiary 
prefers, a civilian specialist. 

n If the MTF accepts the referral, a Tricare Prime benefi-
ciary may choose to use their point-of-service benefit and 
seek care with a civilian provider. 

n All requests must include clinical information. When sub-
mitting a referral or authorization request online, perti-
nent clinical information may be attached electronically 
and notes may also be copied from your medical manage-
ment system. 

n If the MTF accepts the referral, it will call the beneficiary 
directly to schedule an appointment within the MTF. 

n The beneficiary should not schedule an appointment 
with a civilian network specialist until he or she receives 
approval from TriWest.

Visit the referrals/authorizations section at www.triwest.
com/provider for more information. •

Military treatment facilities and their right of first refusal

http://www.triwest.com/provider
http://www.triwest.com/provider
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Make social networking count: Connect with 
HFMA National

Social networking continues to increase in popular-
ity and importance. You may have a Facebook profile, 
a LinkedIn page, or a Twitter account — and so does 
HFMA National.

Whether you want to connect with a specific HFMA 
forum group or need general information, use HFMA 
National’s official social networking site at www.hfma.
org/chapter_resources/socialnetworkinglinks.htm 
to make your social networking profile count, and get 
connected with us!

oregon HFMA Sponsors

DiAMonD

Asset Systems, Inc. — assetcollect.com  

Delap LLP — delapcpa.com 

Healthcare Outsourcing Network LLC — healthout.com 

Healthfirst Financial — healthfirstfinancial.com

MDS — meddatsys.com 

Moss Adams LLP —mossadams.com 

PNC Healthcare Group — pnc.com 

Professional Credit Service — professionalcredit.com 

Relay Health — relayhealth.com  

Triage Consulting — triageconsulting.com 

GoLD

AKT LLP, CPAs & Business Consultants — aktcpa.com

HeRO Outsourcing — herooutsourcing.com

KPMG — kpmg.com 

Merchants Credit Association — merchantscredit.com 

Orrick, Herrington & Sutcliffe LLP — orrick.com 

West Asset Managment, Inc. — westassetmanagement.com 

Wipfli LLP — wipfli.com 

SiLvER

First Choice Health Network — fchn.com 

Ricoh Healthcare (Ikon) — ikon.com 

Outreach Services — outreachservices.com 

Trilogi — trilogihealth.com 

XTend Health Care — xtendhealthcare.net 

BRonZE

CIGNA — cigna.com 

Columbia Bank — columbiabank.com 

Hawes Financial Group — hawesfinancial.com 

Healthcare Resource Group — hrgpros.com 

Healthnet — healthnet.com 

LifeWise Health Plan of Oregon — lifewiseor.com 

Resource Corporation of America — resource-corp.com 

Southern Oregon Credit Services — socredit.com 

Valley Credit Service, Inc. — valley-creditservice.com

Click on these links to visit our sponsors’ websites!

Follow us on Facebook and Twitter!  
Click on the logos to learn more.
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Chapter of the Healthcare Financial Management 
Association. Our objectives are to provide 
members with information about chapter and 
national HFMA activities and to provide a forum 
for reporting state and national issues relating 
to the healthcare industry. Opinions expressed 
in articles are those of the authors and do not 
necessarily reflect the view of the Oregon HFMA 
Chapter or its members. The editor reserves 
the right to edit material and accept or reject 
contributions, whether solicited or not. All 
correspondence is assumed to be a release of 
information for publication unless otherwise 
indicated. ©2012 Editor 2011–12: Chris Brazil
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