
 
 
 

Payment Policy 
 

 
 

 

This policy ensures that Martin’s Point Health Care (MPHC) has a process to review and verify charges that 
appear on facility, professional, and ancillary provider claims and corresponding reimbursements to ensure that 
such charges and reimbursements are consistent with the applicable policies of TRICARE® and the Centers for 
Medicare & Medicaid Services (CMS), as well as MPHC provider agreements, MPHC policies, procedures and 
accreditation standards, and, as applicable, nationally recognized medical, claims administration, and 
reimbursement regulations and policies (collectively, “Payment Standards”). 

 
 

 

It is the legal and contractual responsibility of MPHC and its network and non-network providers to ensure 
appropriate billing and payment for services rendered, and to take steps to improve coding and payment 
processes. As such, MPHC monitors claims adjudication data, feedback from providers, CMS and TRICARE 
guidance and publications, and regional and national trends to identify potential patterns of overpayment. 
When such patterns are identified, claims data is reviewed and validated and, if necessary, claim adjustments 
are made, all consistent with the procedure set forth below. This policy relates to adjudicated inpatient and 
outpatient facility, professional, and ancillary provider claims. MPHC audits defined samples of claims based 
on parameters developed and set by the MPHC audit staff. MPHC audit staff consists of MPHC employees 
and contractors who possess a thorough knowledge of medical procedures and terminology and Payment 
Standards and perform audits in accordance with this policy. 

 
 

1. MPHC audit staff identifies a potential pattern of overpayment and reviews affected claims in 
accordance with Payment Standards. 

2. MPHC audit staff identifies affected providers and calculates potential overpayments. 
3. MPHC sends written notification to providers with potential audit exposures at or above a 

predefined dollar-value threshold set by MPHC at its sole discretion. 
4. MPHC audit staff shall follow established workflows for department and manager approval of 

audits to ensure integrity of the audit process and interpretation of Payment Standards. 
5. Any audit in which any single provider or provider group is affected by $100,000 or more shall be 

submitted to MPHC’s Compliance and Legal Affairs Department for approval prior to conducting 
claim adjustments. 
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6. MPHC adjusts claims for affected providers in accordance with the audit results, which may 
include invoicing the affected providers or offsetting future payments owed to affected providers 
by the amount of the audit recoupment, at MPHC’s discretion. 

7. At the conclusion of an audit, MPHC notifies the affected providers of the audit results and related 
adjustments to identified claims through the MPHC Remittance Advice. 

8. MPHC will limit the review period of each audit to a maximum of 24 months from the 
remittance date or to the period specified in the provider agreement unless applicable law or 
regulatory guidance requires a longer period. 

9. Claim adjustments that impact member cost shares are processed as though the provider had 
billed MPHC and the member appropriately. In the event the adjustment results in an additional 
obligation of the member, an adjustment to the member’s cost share will be processed only if the 
date of the claim adjustment is within one (1) year of the date of service. 

10. In accordance with the MPHC provider agreement and TRICARE and CMS regulations, 
members are held harmless from audit results and may not be held liable except for 
adjustments to cost shares per step 9 above. 

11. If a provider disagrees with MPHC’s audit findings, the provider shall follow MPHC’s Provider 
Dispute Resolution policy, which requires the provider to submit a detailed written justification and 
supporting documentation for the charges and services at issue within 120 days of the date of the 
MPHC Remittance Advice. Providers shall use MPHC’s Claim Dispute Form for this purpose. 

12. MPHC adheres to national standards and policies recognized by CMS and TRICARE relating to 
procedural coding, medical claims administration, and medical claims reimbursement. In any 
matter where TRICARE or CMS does not maintain an applicable policy, MPHC may refer to 
national standards and policies relating to procedural coding, medical claims administration, 
and  medical claims reimbursement. In the absence of a specific national standard or policy, 
MPHC may adopt its own claims payment policy. 

13. MPHC strictly adheres to State and Federal requirements regarding confidentiality of 
patient medical records. 

14. MPHC reserves the right to amend this policy and to communicate such changes as it 
deems appropriate. 

 

 

The Audit and Network Management departments routinely monitor and review the audits. Any trends or 
issues identified by audits are documented and acted upon. 

 

 

 
Centers for Medicare & Medicaid Services. Medicare Managed Care Manual, chapter 21, section 50.6. 

Department of Defense. TRICARE Operations Manual, chapter 1, section 4; chapter 13, sections 1, 2 and 4. 
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