
INSTRUCTIONS FOR BILLING MED-PAY 
INSTRUCTIONS FOR RE-SUBMITTING REDUCED MED-PAY CLAIMS 

 
 
Dear Doctors: 
 
Here is a sample of how my chiropractic office bills med pay insurance.  The sample letter to 
AAA is an example of what was sent the FIRST time this claim was submitted.  The claim was 
paid in full.   
 

1. Note that my office wrote “SUPPLEMENT” and circled the diagnosis section on 
one of the HCFA forms.  Since one of the HBTI Diagnosis forms was submitted 
along with the billing, writing “SUPPLEMENT” on the HCFA form directs them 
to look at all the diagnoses on that form.   

2. Note that we submitted the HBTI Symptoms form along with the Diagnosis Form 
when we sent the billing.  We also submit an HBTI Treatment Plan form when 
the billing includes treatment.  (This claim was for the first date of service only.) 

3. An IRREVOCABLE Assignment of Benefits was sent to the med pay company.  
A sample of this can be downloaded from the HBTI website and edited for your 
office’s use.  Using this form is the only way you can stop unscrupulous attorneys 
from stealing the med pay. 

 
Submitting claims in this manner will get you paid in full the first time and you generally will 
not have to re-submit claims.  It is very, very, very important that you write in your letter that the 
patient will be “balance billed” for any amount the company does not pay.  If they cut your bill, 
they could be sued by their own insured for bad faith (for a LOT of money.)  That is why those 
words “balance billed” are magical.   
 
In summary: 
 
1. Use the HBTI forms:  Symptoms, Diagnosis, and Treatment Plan and submit them with 

your billing. 
2. Put a cover letter with your bills similar to the sample here. 
3. Circle the Diagnosis section on the HCFA form and write “SUPPLEMENT” on it.   
4. Use the magic words, “balance billed” in your cover letter 
 

RE-SUBMITTING DENIED CLAIMS 
 
Follow the same steps outlined above.  Submit all your forms, put a cover letter, circle the 
diagnosis section and write “SUPPLEMENT” across one of your HCFA forms, and use the 
magic words.  In a re-submission, make the last sentence bold type (the one that uses the magic 
words, “balance billed.”   



Eggleston Chiropractic Offices 
21521 Broolklawst St. 

Huntington Beach, CA 92646 
Phone (7 14) 962-7 103 

Facsimile (714) 965- 1368 

Sent via the fmc (213) 741-3192 

May 9,2008 

Attm: Wendy Kight 
AAA 

Re: 
Claim # - 

Total Pages 16 

Here is the first billing for-. If you have my questions please do not hesitate 
to call our oi'fice. I have included ow Assignment oPBenefits authorization as well as a 
Symptoms form, Diagnosis sheet, and copies of Epworth, Rivemead and Folstein interview and 
exam forms with Analysis to help provide you with all the information you will need to process 
her claim. 

Please feel fkee to wntact this office and speak with Dr. Eggleston personally if you have any 
questions regarding treatment. Please be advised tbat any balance that is not mvered by AAA 
will be balance billed to Ms. - 
L 

Very sincerely, 
Donna 
Eggleston Chiropractic Office 



SSNlID # 

Insured's Name . . 

I hereby instruct and direct the AAA 
Insurance Company to pay the benefits of my policy by check made out to and mded  directly to 

Dr. Steven 63 Egglaton, Esq. 
21521 BmUarst St. 

EPunfhgtoa Beach, CA 92646 
OR 

If my policy prohibits d-t payment to a doctor, then I hereby also instruct and &ct 
you, my insurance company, to make the check out to me and mail it as follows: 

CiO Dr. Steven C Eggieston, Esq. 
21521 Bmkha~st  St. 

H-tin@on Beach, CA 92644 
For the prsfessionai or chiropmctic/rnedical benefits allowable, and otherwise payable to me 
under my current immance policy as paymmt toward the total charges for professional services 
r e n d d .  IXIS IS A DIRECT ASSIGl+lME'NT OF MY RIGHTS AM) BENEFITS LNDER 
THES POLICY AND IS lRREVOC~LE, EVEN BY MY A T T O m Y -  DO NOT PAY THE 
BENEFITS OF THIS POLEY TO MY ATFOrCNEY AND D8 NOT M A E  ANY BENEFIT 
CHECKS TO M Y  ATTORNEY. Said payment will not exceed my indebtedness to Dr. Steven 
C Egglaton, Esq. and I have agreed to pay, in a current manner, any balance of said professional. 
services fees over and above tbis insurance yayment. Ifmy policy is an indemnity policy, I 
hereby direct you, my insmince company, to indemnify me against fie ham that would occur 
sbouId Dr. Steven C Eggleston, Esq. have to balance bll  me for professional fees that I 
contracted for and that you, my insurance company, fail to pay or fait to pay in M. 

A photocopy of this Assigmnent sMl  be considered as effective and valid as the crrigkd. I 
I also authorize Dr. Steven C Eggleston, Esq. to release any i n f o d m  pertinent to my case b 
any insurance company, adjuster, or at&omey involved in this case. 1 I e r  authorize Dr. Steven 
C Eggleston, Esq. to B e  a complaint on my behalf with the CafIfomia lksmmce Commissioner 
or the Califomja Deparpent of Mimaget3 Health k. 

Date: @ ! 3 d 0 9  
Signature of Policyholder: 

Signature of Claimant, if other than Policyholder: 
aob.80~ 



Date of Injury 

Please check ail symptoms you currently have that you did no$ haye before %he aceidsu~t. 

@ Sfeepiness Fmstrati~n 
@ Nausea C2 Wanting to be Alone 
b Vomiting fWl fatigue 
--: Seizure -? Hearing Problems A i ~ $ l ~ ' j  in ears 
I Dificulty Cancentrating 1-1 Change in Ser,se of Taste 

-. 
E! Suddenly Start Dreaming ;...j Change in Sense of Smell 
7 
L..: Mindless Staring ~!B Sleeping Problems 
!El Mood Swings C - Difftculty with Hand Coordinati~n 
Q Agitation ;.-; Difficult.+ Planning or Organizing 

Sadness I am more easily Distraded 
Blurry Vision Z Sociai Withdrawal 

3 Double Vision .C; Feding lsolated 
aF Disoriented -5 "Cltrnkn Sound with Neck Movements 
I Confused 
.- 

F Jaw Pain ~eft S 24 
:. .i Difficulty Speaking Clicking in Jaw - 

Hea.dache i_.i - Pain when Chewing 
@ Attention Problems i...! Numbness in Arms or Hands - 
Pi! Appetite Change i.. i Numbness in Legs or Feet 
5 Pupils Different Sizes 1 7ingling in A n s  or Hands 4 4  kldc 
S Dizziness S Tingling i e w  Feet ~ 4 5 ' d e  
E Balance Problems J Weakness h Arms or Wands 
3 C'rfficulty Walking !Z Weakness in Legs or Feet 
11% Graggy S Neck Pain kg 4 cent& 
:S Very 9ireb S Upper B8ck Pain 
1 Dozing Duri~g The Day a Low Back Pair: 
!@ Personaiity Change fa Shoulder Pain a Left - Right 
- Can't Remember Kurnbsrs f UpperAnn Pain - Left EJRight 
El Reading Problems Z Elbow Pain 7: . Left - Rigfat 
:- Writing Problems - Forearm Pain :-; Left - Right 
o Difficulty with Adding;Subtraciing 5 Wrist Pain 7 <...~ Left cl Right 
,Z Poor Asention li: Hand Pair! - Left i- Right 
3 Difficulty Learning New Things %IE Hip Pain :@ LeR 5 ..... Right 
i7 Difficult-] Understanding BE Upper Leg Pain a Left Right 

Dficufty Remembering 3 
-;-i Knee Pain E; Led: ;7 Right 

!!@ Re-reading Thirrgs to Understand !t - Lower Leg Pain ,z Left - Right 
b Anger -. t- Ankle Pain i.. ._: Left Wight 
n Difficulty blaking bcisiarrs r; Foot Pain . - Left 7 -~ .. Right 
,z Sfwed Speech Face Pain Le+-/ 5 d e $  
b Depression [3e Chest Pain 
:a Change in Sexual Functionkg 3 Stomach Pair! 
4H Hopelessness !E Bruise to b-f- ef h+ k w  
!@ Reduced Confidence :=. ScrapefCut lb t ' 

HeipIessness p Other Symptom b + s  to 
@ Apathy (Don't Care) BE Other Symptom be6~-+ btcrr\ 
B irritable 
I Flashbacks to Accident 
$ Impatience 

h 

rC,i HSTlnstitut~.mn~ 



w r a y s ~ v u ~ u  ru~ - 
Diaqnosis Status: @i Initial Update Date of Diagnosis: 1 123 / 0 8  

@ 847.0 Cervical SpISt 
q[Q 739.0 Occipitocervicai Sublux. 
a 739.1 Cervicothoracic Sublux. 

728.4 Cerv. Ligt. Laxity 
@ 728.5 Cerv. Hypermobility 
r_I 720.1 Cerv. Enthesopathy 
@ 723.1 Cervicalgia 

728.85 Cerv. Myospasrn 
CBB 729.1 Cervical Myalgia 
U 737.29 Loss of Cerv. Lordosis 

737.1 9 Traumatic Cerv. Kyphosis 
n 738.2 Acquired Cerv. Deformikj 

722.0 Cerv. Disk HerniationINeuritis 
953.0 Cerv. Nerve Injury 

Z 723.3 Cervicobrachial Nerve lrijury 
782.0 Cerv. Sensation Disturbance 
728.2 Upper Extremity Atrophy 

p% 728.9 Upper Extremity Weakness 
722.4 Cervical DJDIDDD 
722.81 Post Cervical Laminectomv 

@I 847.1 Thoracic SpISt 
@ 739.2 Thoracolumbar S~rblux. 
@ 728.4 Thor. Ligt. Laxity 
a 728.5 Thor. Hypermobility 
D 720.1 Thor. Enthesopathy 
@ 724.1 Thoracalgia 

7228.85 Thoracic Myospasrn 
729.1 Thoracic Myalgia 
848.3 Ribs SprainISrain 

U 739.8 Rib Cage Subluxation 
0 848.41 Sternoclavicular SpISt 
C] 786.50 Chest Pain 
0 722.11 Thor. Disc Herniation 
0 853.1 Thor. Nerve injury 
0 724.4 Thoracic Neuritis 
0 953.4 Brachial Plex. Nerve Inj. 
C] 353.0 Brachial Plexus Lesion 
n 722.51 Thoracic DJDIDDD 

8 847.2 Lumbar SpISt 
B 739.3 Lumbosacral Sublux 

728.4 Lumb.Ligt.Laxity 
728.5 Lumb.Hyperrnobility 
720.1 Lumb. Enthesopathy 
724.2 Lumbago 

@ 728.85 Lurnb. Myospasm 
729.1 Lumbar Myalgia 

n 722.1 0 Lumbar Disk Herniation 
iI] 953.2 Lumbar Nerve injury 
U 724.4 Lumbar Neuritis 

782.0 Sensation Disturbance 
0 728.2 Leg Atrophy 

728.9 Leg Muscle Weakness 
n 729.5 Leg Limb Pain 

729.81 Leg Swelling 
722.52 Lumb DJDIDDD 

1 722.83 Post Laminectomy 
1 0 756.12 Spondylolisthesis 
a 719.7 Difficulty Walking 

843.9 HipKhigh SprainIStrain U 719.46 Shoulder Pain 726.5 Hip Region Enthesopathy 724.3 Sciatic Neuritis 
726.10 Shoulder Enthesopathy 0 844.9 Knee SprainIStrain 956.0 Sciatic NI 

@ 841.9 Elbow SprainEtrain 726.6 Knee Enthesopathy 953.3 Sacral NI 
739 7 Elbow Subluxation 0 845.00 Ankle Sprainistrain 
726.3 Elbow Enthesopathy n 726.7 AnkleIFoot Enthesopathy a 842.00 Wrist SprainIStrain 845.10 Foot SprainIStrain 

Cj 739.7 Wrist Subluxation D 719.7 Difficulty Walking 

912.0 Shoulder &Arm 
ussion1No LOC 913.0 Elbow, Arm, Wrist 

914.0 Hand 8 Fingers 
916.8 HipTThighILeglAnkle 
9 17.0 Foot & Toes 

11 780.8 Sleep Disturbance 
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[ 1500 1 AAA Los Angeles !A! 
Attn Sharon Moore 

#z 
HEALTH BblB$JRANCE CLAhkfj FFORM 3 

U 
I 

\r - 
i;. 

1 
I 

1 ?jelfu S o o s s e m  C h i l d 0  0 t h s r ~ S  1 I I 
. - . I - -  I 

STA-' ( 8. PATIENT STATUS SiTY 1 1 single ~ a r n e d n  0 t h e r B  / Fountain VaIIey 
I -  

/ TELEPSONE rlnclude Area Code) 1 1 i!? CODE / TELEPHONE [include Area Code) 

1 92663 1 ( 949) 233 9968 
r-l FLIII-Tixe mart-Tlxe 

E ~ I I Y ~ ~  CJ .student $dl"t a 92708 1 ( 714)968 5902 --- 6 
p ~ I N S U S E D ' S  NAME (List Name, First 70: [ 11. IEJSUREO'S POLICY GROUP OR FECA NUMBER 

i I ! 
I a. OTHER INSURED'S POLICY OR GROUP NUWBZR I a. EMPLOYMENT? (Current or Previous) I a. iNSURED:S GAJE OF BIRTH SEX g 

MIM , SD I YY ! DYES  NO : I I 
.---- urn 

SEX PLACE ( ~ t s t e j  j b EMPLOYEQ'S NAME OR SCHOOL NAME 

Iq NO CA ; 2 
L-: ! -- I CT 

s. INSilR4:JCE PLAN  NAP^^ OR PROGRAM NAME 

DYES P NO 1 AAA Los Angeles 
1 10d. RESERVED FOR LOCAL USE 1 d. IS THERE ANOTHER HEALTH BENEFIT PLAN? 

i I /?YES lXf NO I? yes, return io and , - - 
-- 

READ BACK DF FORbl EBEFORE COMPLETING & SlGt41NG THIS ~ a =  ! $3.  :NSL;RED'S OR AL'THORIZED PERSON'S SlGRiATURE !authorize 

1 i o  process this claim. I also Eques! payment of gwernrnEn1 beneiits either to mySe!l or ta the party who accepts asslgnmenl 9 sewices described belov). 
below. 

05 09 2008 Signature on file -- - .- -, , - - DATE - -  S!GNED__________ - . I .  , -*s--.- ...- ~ .- 

174, MA DATs ! m? DD m ~ i r s t  : YY syrng-i 16. D ~ ~ i u ~ +  
INJURY (Accident) OF. I G:VE FIRSTDATE "IM j DD i v>; MNi 1 DO , YY !vl?d ! DD I YY 

, 04 k 23 : 2008 9 PREGNANCYILMPI I ! FROM I I TO ! I I I . , I I / ~ ~ . - O F H F ; R R I N O  PROVIDER OR OTHER SOURCE HOSPiTAUZATlON DATES RELATED TO CURRENT SE~VICES 
WPU! I DD ! YY PdM I DC , W 

I I FROU t Tn . 
I; Ct!ARGES 

ILLNESS OR :NJURY (Relate .teems 1. 2, 3 or 4 to Item 

riiORlZATlON IUUMBER 

Mfd. by Msalcal Arls Press 
Cail toll-fioa: !-8!~328-21?9 @Printed on Recycled Paper 

Use with Enveiope #14145 (gilrrmed) or 474146 (self-seal) 


