
Medical billing has a way of turning everyday clinical work into paperwork, code sets, and timing rules. If you have
ever watched a patient get their labs drawn, felt relieved the results are in, and then realized the billing outcome is
still pending, you have already seen the real life side of the process. Claims do not fail because care was wrong.
They fail because details were missing, entered differently than the payer expects, or submitted on the wrong
schedule.

This guide walks through the journey from a completed encounter to an approved payment, then digs into why
denials happen and what to do when they do. It is written for people who want a working understanding, whether
you are a billing specialist, an operations leader, a practice manager, or a clinician who would like to know what is
actually happening behind the scenes.

The claims workflow, in plain terms
A medical claim is not one thing. It is an agreement between provider and payer that says, “Here is the service,
here is how it happened, here are the people involved, and here is what we want reimbursed.” The payer then runs
that claim through a stack of edits. Some edits are automated and immediate, others involve manual review, and
many depend on what the payer already has on file.

In a typical practice, the workflow looks something like this: patient check in, demographic confirmation, insurance
verification, clinical documentation, charge capture, coding, claim creation, claim submission, payer processing, and
payment posting. Each step leaves a trail. When a denial shows up, you can usually trace it back to a specific
decision, data element, or timing problem.

One of the most misunderstood aspects is that claims can be “accepted” yet still not pay correctly. Acceptance
often means the claim passed basic formatting rules. Payment decisions depend on coverage, medical necessity
policies, contract rules, member eligibility, coordination of benefits, and the validity of the coding and
documentation.

Charges, codes, and why “the same service” can bill differently

Even when two patients receive very similar care, billing can differ based on documentation, modifier use, diagnosis
selection, and payer rules. A simple example is imaging. Many payers require certain documentation elements to
support medical necessity. If a note documents the reason for imaging clearly and ties it to the diagnosis, the claim
may sail through. If the note is vague, the code might be technically correct but still deny.

Coding is also a place where small differences have big consequences. The difference between a diagnosis that
supports the service and one that does not can be a denial reason on its own. The difference between a billed
place of service and the one the payer expects can trigger “incorrect billing” categories. The difference between an
eligible provider type and what the payer reimburses can be a separate problem entirely.

And then there is the human factor. Mistakes happen, but so does variation in process. Some practices submit
claims daily, others batch weekly. That schedule affects eligibility windows and can interact with patient churn, plan
term dates, and secondary insurance changes.

Data quality is not “nice to have”
People sometimes treat medical billing like a downstream clerical function. In reality, it is a feedback loop on
documentation and intake. The better your upstream data, the fewer denials you will see, and the less time you



will spend arguing with payer edits.

The data elements that most often show up in denial work include:

Member eligibility details and plan identifiers

Demographics that tie to payer enrollment (name, address, subscriber relationships)

Coverage information, especially coordination of benefits

Diagnosis codes and whether they match documented conditions

Procedure codes, units, and modifier usage

Provider identifiers and rendering versus billing roles

Dates of service and frequency rules

Claim attachment needs for certain payer policies

You can have an accurate clinical story and still deny if the billed information does not match the payer’s
enrollment file. You can also have a claim that looks “clean” but fails because the payer’s contract or policy says the
service is not covered for that specific patient.

A common lived scenario: a practice schedules a follow up visit for an established patient. The patient pays at the
visit and leaves without realizing the insurance on file is outdated. The claim is later submitted under the wrong
plan. The denial comes back as coverage not in effect or patient not found. The chart is fine, but the billing system
cannot work with insurance information that was never confirmed.

What denials really are, and why they differ
A denial is not one uniform category. Some denials are hard stops, meaning the payer will not pay under any
circumstances unless you fix the specific issue. Others are soft denials, meaning you might be able to appeal with
documentation, correct coding, or resubmit after verifying missing information.

There is also a difference between claim denials and line item denials. A claim can be partially paid and partially
denied. That matters for cash flow and for analytics, because the denial rate you track depends on how you count
it. If you count only whole claims denied, your number will look better than if you count line denials.

Another critical point: not all “nonpayment” events are denials. Sometimes a claim is suspended for additional
information, pended for medical necessity review, or rejected due to data formatting issues. Rejections are often
fixable quickly, while denials may require a deeper review of clinical documentation and payer policy.

Common denial triggers you will actually see
Denials tend to cluster. Some of those clusters show up because of how your practice submits claims. Others show
up because of the payer’s rules and how strict their edits are.

Here are frequent triggers that come up across many specialties, from primary care to orthopedics:

Eligibility or coverage mismatches, including incorrect member ID, terminated coverage, or wrong plan type

Coordination of benefits issues, such as missing secondary insurance or incorrect payer order

Coding and diagnosis problems, including invalid codes, diagnosis not supported in the note, or missing or
incorrect modifiers

Timely filing limits, where the claim was submitted after the payer’s deadline

Frequency edits, where the billed service appears too often for the patient’s history



Missing documentation, especially for services that require attachments

Provider enrollment problems, such as billing under a provider who is not credentialed for that plan

Deductible or copay application errors, where the payer should have applied patient responsibility differently

Even when the billing team does everything “right,” the payer can still deny based on policy interpretations. For
example, the payer might consider a service bundled with another one, or consider a diagnosis unsupported for
that procedure. When that happens, your documentation and your prior authorization records become part of the
argument.

The denial workflow that keeps you sane
Denials can feel personal when you are the one building and sending claims. The goal is to replace frustration with
a repeatable process. You want a workflow that quickly identifies whether the issue is a data fix, a coverage issue, a
coding support issue, Helpful hints or a policy appeal.

A practical denial workflow starts at the denial reason code and the payer’s remittance details. The remittance
advice often includes not just the denial reason, but also whether the denial is at the claim level or line level, how
to correct it, and whether resubmission versus appeal is the right path.

Here is a simple working sequence that many teams use, and it fits even in busy practices because it reduces
guesswork:

Verify the claim details against what was submitted, focusing on dates of service, codes, modifiers, and
provider identifiers

Check eligibility and coverage, including whether the denial matches a specific member ID or plan term

Determine whether the issue is a rejection, a denial, or a pend for documentation, because the fix differs

Pull the documentation that supports the code and diagnosis, especially the sections the payer typically
challenges

Choose the action path, resubmit, correct and resubmit, or appeal with an attachment, based on the payer’s
instructions

The real trick is to avoid treating every denial the same. If you resubmit a claim that the payer explicitly requires
appeal documentation for, you can waste time and generate duplicate denials. If you appeal something that is
actually a corrected billing data element, you also waste time and delay recovery.

Example: a “simple” modifier denial that takes a week
Let’s say you perform a procedure billed with a modifier that indicates an altered service, a distinct procedural
service, or a staged component. The note supports it, and the coding team entered the modifier. Then the payer
denies with a reason that often reads like “modifier not allowed” or “incorrect modifier.”

The instinct is to appeal quickly, but experience teaches caution. First, confirm the modifier logic in your system. It
might be correct in the abstract but wrong on the specific CPT code you billed. Second, check the modifier
requirement rules for that payer. Some payers allow modifiers only for specific combinations or only when certain
diagnosis codes are present. Third, confirm that the claim version and the line item details match what the payer
received, not what you intended to send.

In one practice scenario, the modifier denial ended up being tied to a frequency edit on the same line. The payer
denied the modifier reason, but the underlying issue was that a related service had already been billed within a
restricted time window. Once the team reviewed the claim history and corrected the sequencing, the resubmission

https://www.eclinicalworks.com/blog/make-billing-easier-and-better/


processed without repeating the same denial reason. That is the kind of “two issues dressed as one” that you see
more often than you would expect.

Managing claim status: acceptance is not payment
You will see multiple claim outcomes as the payer processes your submission. Some are visible within your
clearinghouse dashboard, others only appear on the remittance advice.

The most useful mindset is to treat outcomes as stages:

A claim can be received, accepted, partially paid, fully paid, pended, suspended, rejected, or denied. Rejections
usually mean the claim did not pass basic edits. Denials mean the payer processed it but refused payment or
refused payment for certain lines. Pends typically mean the payer needs additional review or information before
deciding. Sometimes you need to correct and resubmit, other times you need to respond with documentation.

A common operational mistake is to chase every “not paid” status as if it were a denial. That creates noise, extra
work, and delays because the claim might still be in a standard processing hold.

Timely filing and the quiet power of dates
Timely filing denials are especially frustrating because they often do not reflect clinical or coding accuracy. They
reflect the timeline of submission and the rules in the payer agreement.

Timely filing limits vary by payer. Some are strict and short, some are longer, and some depend on whether the
claim is original or corrected. Even when you know the general rule, you must account for the difference between
date of service, date of receipt by the payer, and date of submission through your clearinghouse.

Here is the practical part: your process for charge finalization and claim run schedules matters. If your practice
waits on chart completion, or if your charge entry lags, you can drift past the payer’s deadline without noticing.
The fix is not just “submit faster.” It is tightening the loop between clinical documentation completion, coding
release, and claim submission.

Teams often solve this by implementing internal monitoring, such as flagging encounters nearing submission
deadlines. This can be especially important for practices with variable provider schedules, high referral volume, or
frequent changes to coding workflows.

Eligibility and coordination of benefits: the denial magnets
Eligibility and coordination of benefits, or COB, are where errors multiply because multiple records exist and they
change. Patients can update coverage mid year, switch plans, or have coverage that is not captured correctly at
check in. Payers can also change how they treat secondary insurance.

The denial reasons in this area may point to member not covered, no benefits, patient not found, invalid member
ID, or incorrect payer responsibility. The root cause might be simple, like a typo in the member ID. It might also be
more systemic, like your registration team not collecting subscriber information, or not confirming the relationship
correctly.

COB also requires careful handling. If you submit to the primary payer and they deny because the patient is not
the responsible member under that policy, you might be chasing the wrong path. In many cases, the correct fix is
verifying the COB order, confirming who is primary and secondary, and updating the claim accordingly.



A story I have seen more than once: a practice bills a claim with a primary plan listed on file. The payer returns a
denial about patient responsibility being incorrect. When the billing team digs in, they discover the patient has a
marketplace plan as secondary, and the COB data was never updated after the patient started using the new plan.
Once registration fixed the plan order and the billing team corrected the submission, the claim paid without
needing an appeal.

Documentation matters, but so does the way you attach it
Some denials are documentation driven, and those often fall into categories like missing information, medical
necessity questions, or required attachments. The payer’s remittance advice usually states what they need, but the
details can be finicky.

When a payer says “supporting documentation required,” you want to provide exactly what they are asking for,
not everything you have. Over attaching can slow down review. Attaching the wrong document type can result in
another denial or an “information not received” loop.

The attachment rules also include formatting and transmission requirements. Some payers accept PDFs, others
have proprietary portals, and some require specific cover sheets or naming conventions. Your clearinghouse may
handle some of this for you, but not all.

The best operational approach is to treat attachments like a controlled process: ensure you can quickly pull the
correct note portion, confirm dates, include the right diagnosis support, and follow payer instructions closely.

Appeals: when you need to argue the claim like a brief
Appeals are time consuming. They also can be successful when you approach them strategically. A good appeal is
not just “please reconsider.” It is a targeted response that aligns evidence with the denial reason and the payer’s
policy criteria.

A payer denial for medical necessity often implies a specific standard. Your appeal should address the standard. If
the denial claims lack of documentation of symptoms, you point to the symptoms in the note. If it claims the
diagnosis does not support the procedure, you connect the diagnosis to the clinical rationale and the documented
findings.

If prior authorization was required, appeals are especially sensitive. Incomplete or missing authorization can derail
payment even when the service was performed correctly. That is why prior auth records, including approval letters
and authorization numbers, need to be captured and attached to the claim when appropriate.

It is also important to maintain a consistent style and evidence set. Teams sometimes struggle with the “moving
target” problem, where they appeal but then send new documentation that does not actually support what was
billed. Consistency helps the reviewer understand the claim.

Measuring denial performance without fooling yourself
You can reduce denials, but you also need to know what type of reduction you achieved. If you only focus on
denial rate, you might miss that you are experiencing more pends or more denials shifted to another payer
outcome.

Operationally, you want to track trends that reflect root causes. Many organizations track denial rate, denial dollar
impact, and denial aging. They also break down denial reasons, whether by code, by payer, or by service line.



A useful lens is severity. Some denials are easy to fix and low-dollar. Others are expensive, slow, and require appeal
work. If you ignore severity, you can optimize the wrong thing.

Cash flow is often the driving concern, but time-to-resolution is what determines workload. A high-dollar denial
that resolves quickly might be less disruptive than many small denials that require repeated corrections.

Practical prevention: where to invest time for the biggest return
Prevention is rarely a single task. It is the accumulation of small improvements across intake, coding, submission,
and follow up. If you only train coders but intake continues to collect incorrect insurance details, you will keep
seeing eligibility denials.

Here are the prevention areas that tend to deliver results because they reduce the most common denial clusters:

Strong insurance verification at the point of service prevents many eligibility and COB issues. Tight charge capture
and timely claim submission reduce timely filing problems. Coding accuracy and modifier logic reduce edit-based
denials. Documentation alignment reduces medical necessity and attachment issues.

Prevention also requires feedback loops. When a denial repeats, the billing team should not just fix the claim and
move on. The recurring denial reason should trigger a review of the step where the failure originated: registration,
coding rules, documentation templates, or submission timing.

Handling edge cases without breaking your workflow
Some denials are not “errors,” they are situations. Patients move, payer policies change, and claims do not always
map perfectly to standardized billing structures.

Examples of edge cases include:

A payer changes frequency edit rules and denies previously accepted patterns. A provider’s credentialing for a
specific payer lapses, causing coverage denials. A service requires an attachment that your team does not
automatically include, resulting in missing documentation. A claim is submitted under a taxonomy or provider type
the payer does not recognize.

In these cases, you need a judgment call on whether to resubmit, correct enrollment details, request an update, or
appeal. The right action depends on what the denial reason truly means, not what you assume it means.

This is where having a small set of internal rules helps. For instance, you might decide that credentialing related
denials are handled by a specific workflow. Or you might decide that certain medical necessity denials always
trigger an attachment review. Teams that define these pathways reduce time wasted on “try everything and hope.”

Communication: the quiet factor that speeds recovery
Medical billing is full of internal handoffs. A patient’s eligibility issue might begin at check in, but resolution might
require coordination with clinical staff to obtain documentation, or with operations to verify prior auth details.

Good communication prevents duplicate work. Billing teams need timely access to chart notes. Providers need
clarity about what payer reviewers commonly challenge. Practice leaders need visibility into patterns so they can
invest in training or workflow redesign.

Even a small practice can benefit from a rule like “denials are not just the billing department’s problem.” When you
create a shared understanding of which documentation elements matter for payment, clinicians write notes with



fewer gaps. When registration teams understand how enrollment data affects claim outcomes, member updates
become more accurate.

Cash flow reality: denial work is workload, not just rework
It is tempting to think denials are simply “extra work.” They are extra work, but they are also delayed revenue and
delayed clarity. The longer a denial ages, the harder it becomes to recreate the documentation and the history
needed for resolution.

From an operations perspective, that means you should treat denial follow up like a queue with priorities. Focus
first on denials with larger dollar impact, denials with short payer response windows, and denials that have clear
resubmission fixes. Save appeals for cases where the documentation and policy alignment can make a difference.

If you have limited time, you do not want to spend hours crafting an appeal for a claim that actually needs a
simple eligibility correction. If you have plenty of time, you still want to avoid repeat denials by addressing root
causes.

A “first pass” understanding of claims, denials, and next steps
If you only remember a few things, make them these:

Claims fail for reasons that typically live in a handful of categories. Denials are not random, they are clues. The
denial reason code and remittance details tell you what the payer wants to see changed. Your job is to connect
that instruction to the correct step in your workflow.

Once you get into the habit of doing that, denials start to feel less like surprises and more like a manageable
system you can improve.

The path from claims to denials is not just a billing process. It is a bridge between clinical intent and payer rules.
When you build that bridge carefully, you spend less time recovering money you already earned, and more time
making sure care turns into payment on schedule.

If you want a starting point for your own team, begin by pulling a sample of recent denial remittances, sorting
them by denial reason, and asking one question for each cluster: where did this issue first enter our process. Then
fix that step. That is where the biggest reduction usually comes from, and it is the difference between chasing
denials forever and building a billing operation that learns.


