| Am Ready for the Next Step....

Physician/Owner Name(s):

Contact Person:

Contact e-mail:

Legal Entity Name:
Street:

City: State:_ Zip Code:
Phone #: ( ) -

Fax #: ( ) -

C lamready to sign up!

I am enclosing the attached application package. Please review my application and have
Inga Ellzey contact me to discuss the billing fees and discuss the billing service contract.

C Please call my office at the following number:
Phone: ( )
C intheevenings C during the day Between: and AM/PM
C | prefer that my staff not know about my inquiry. Please call my C office C home

at the following number:

Phone: ( )
C inthe evenings C during the day Between: and AM/PM

C I need more information!

C Please have Inga Ellzey call me at the following number:

Phone: ( )

C inthe evenings C during the day Between: and AM/PM
C Please send a comprehensive information package on the billing service to the

following address:

TO RESPOND: Confidential Fax: 1-407-678-5751
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ALL INFORMATION WILL BE HELD STRICTLY CONFIDENTIAL



Dermatology Billing

West Goast
Dermatology
Billers, LIG

Billing Service Application

(Please answer all questions completely and to the best of your knowledge. The information
provided will be held in the strictest of confidentiality and will be personally reviewed by Inga
Elizey.)

Needs Profile

1. Are you presently using a billing service?

C No (If no skip to question #2)

C Yes (If yes, how many years?

Why are you interested in changing companies?

2. Why are you considering a billing service? (Check all that apply)

A/R getting too high

Can't find qualified people

Key individual who did billing left

Don’t want to invest in computer upgrades

Need space now occupied by billing staff

Don't think present staff is doing the best job and may be writing off things they
should be appealing

Other (explain)

O 000000

3. Is your staff supportive of you using a billing service?

C Yes
C  No (explain)
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Practice Profile

1. How many total providers are in your practice? (Indicate how many
below)

___ Physicians (full-time)
Physicians (part time)
_ Nurse practitioners
____ Physician Assistants
__ Mohs Surgeons

Dermatopathologists

2. Are you planning to add any providers in the coming six months?
C Yes C No If Yes, indicate the number below.
C Physician Assistants (how many)
C Nurse Practitioners (how many)
C Physicians (how many)
C Mohs Surgeons (how many)

C Dermatopathologists (how many)

3. How many total offices do you have including your main office?
______Total
Are they all located in the same state?
C Yes C No

If No, please list the other states
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Revenue Profile

1. How many patients do you see weekly between all providers?

Patients per week (total)

2. What were your gross charges for the following calendar years? (Gross charges are the
amount billed before contractual adjustments are made.)

And how many patient claims/procedures did this represent?

Gross charges this represents (circle one)
S in year 2009 claims/procedures
3. What were your net receipts for the following calendar years? (Net receipts is the total

deposits in the bank...actual collections)
And how many patient claims/procedures did this represent?

Net receipts
S in year 2009

4, What percentage, if any, of your net receipts is income from cosmetics?
C None of my practice is cosmetic

% of my practice is cosmetic procedures and over-the-counter dispensing

Carrier Profile
1. Are you a Medicare participating provider?

C Yes C No

2. Do you bill the Medicare allowed amount?

C Yes C No

3. Do you bill non- Medicare patients at a different rate?
C Yes C No

If Yes, indicate approximately what percentage above Medicare rates? percent
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4, Do you participate with any capitated insurance plans?
C Yes C No

If Yes, indicate how many

5. Do you participate with any managed care insurance plans?
C Yes C No

If Yes, indicate how many

6. Do you accept Medicaid?
C Yes C No
If yes, does Medicaid represent more than 5% of your practice?
C Yes C No
7. Do you accept CHAMPUS/Tricare?
C Yes C No
If yes, does CHAMPUS/Tricare represent more than 5% of your practice?

C Yes C No

Procedure Profile

1. What surgical procedures to you frequently perform? (check all that apply)
C Mohs’ C Flaps C Grafts
C Excisions C Biopsies C Destructions
C Intermediate/Complex repairs  C Other 1.
2.
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Please provide a list of your 21 most commonly billed procedures/services, not including
E/M services? (Use CPT codes).

Please do not guess. You should be able to run this report from your billing software.
This is commonly called a procedure productivity report.

1 6.
2 7.
3. 8.
4 o.
5 10.
Pathology Profile
1. Do I
C Yes C No
2. -
C Yes C No
3.
C Yes C No
C
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