


Have you ever been to the physician, presented

your health plan information, paid your 

co-payment and deductible, only to be 

subsequently billed for those medical services

by either your health plan or physician?

Chances are your physician has sent your

health care claim to your health plan, but the

health plan has either delayed payment for the

services or simply refused to pay the claim.

By delaying payments to physicians and to

you, health plans earn interest on the money 

they receive from you and your employer. 

They assume that the average consumer will

not fight back. Often you and your physician

are left footing the bill for services that should

be paid for by your health plan.

Patients and physicians deserve
nothing less than to have their
bills paid in full and on time.

“
”

The concept for this brochure comes from a similar one
created by the Community Health Law Project for the
Medical Society of New Jersey.
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Michigan State Medical SocietyÑhere for you

The Michigan State Medical Society (MSMS), working
with the American Medical Association (AMA) in its
Campaign to Promote Timely Payment, continues to
fight to guarantee that physicians receive timely
payment for the care they provide. Delayed payments
severely hinder physicians’ ability to keep their practices
afloat. Our efforts include monitoring health plan
compliance with state prompt payment laws and
promoting legislative and regulatory remedies that
provide for stricter enforcement of existing laws. We
also are working to strengthen and expand the prompt
payment law and to hold more health plans accountable
for delaying payments to physicians and patients.



MSMS and AMA fight for fairness

The MSMS, through the AMA’s Campaign to Promote
Timely Payment, has aggressively attacked the late payment
problem that is plaguing patients and physicians in Michigan.

The MSMS and AMA continue to battle against delinquent
health plans in order to defend the rights of patients and
physicians. Our goal is not only to enact meaningful laws,
but also to make sure that state regulators enforce those laws.
A top priority of the MSMS and the AMA is to get your claims
and your physician’s claims paid, in full and on time. We are
accomplishing these goals through the following activities:

• The AMA has assisted more than 50 state and local
medical associations by surveying physicians on how
quickly health plans pay claims. The survey data 
clearly demonstrate the magnitude of payment delays.
Approximately 25,000 physicians, who provided care to
more than 10 million patients and have contracted with
more than 500 health plans, have been surveyed as part
of the AMA’s Campaign to Promote Timely Payment.

• The AMA has worked with state medical associations
and national medical specialty societies to enact
meaningful laws governing prompt payment in 47
states and the District of Columbia. These laws focus
on interest penalties, claims status indicators, uniform
standards and forms for submission, and more.

• Regulators in several states have begun to hold health
plans accountable for violating state prompt payment
laws resulting in significant fines and corrective action.

How patients can help keep costs down

When it comes to payment of claims, patients are often left
in the dark. Bills that are not fully paid by health plans can
affect care and costs may go up. When physicians are not
paid in full by the health plan, the physician and office staff
have to spend more time trying to recover money, taking
time away from patients.

How is my claim prepared?

In 2002, Michigan passed Public Act 316. This bill requires
that health professionals, facilities, and health plans must
follow a timetable for processing and paying claims. Outlined
below are the requirements of a clean claim. The physician’s
office will ensure that your initial claim will meet the clean
claim requirements of the state regulations.

According to Public Act 316, a clean claim must:

• Identify the health professional or health facility that provided
the service to verify, if necessary, affiliation status

• Identify the patient and health plan subscriber

• List the date and place of service

• If necessary, substantiate the medical necessity and 
appropriateness of the service provided

• If prior authorization is required for certain patient 
services, it must contain information sufficient to 
establish that prior authorization was obtained

• Identify the service rendered using a generally accepted 
system of procedure or service coding

• Include additional documentation based upon services 
rendered as reasonably required by the health plan

If your claim is clean the health plan must pay the claim
upon 45 days of receipt. A clean claim that is not paid timely
bears simple interest at 12% per year.



After the claim is sent, what happens?

1. Your health plan has 30 days after receipt of the claim to 
notify your physician if there are problems with the claim.
The health plan must notify your physician, and 
identify the contested portion of the claim and the 
specific reason for contesting or denying the claim.

2. Your physician has 45 days (plus any additional time the 
health plan permits after receipt of the notice) to correct 
claim problems and resubmit the claim.

3. Once the physician resubmits the clean claim, the 
health plan is required to pay the claim within a 
45 day period. If the physician’s response does not make 
the claim clean, the health plan must notify the 
provider of an adverse claim determination, including 
the reasons, within the remainder of the 45 day period.

What if the health plan doesnÕt pay the clean

claim after 45 days?

Your physician may file a complaint with the Commissioner of
the Office of Financial and Insurance Services (OFIS)
alleging that a timely processing or payment procedure has
been violated. Although your physician has the right to a
determination of the matter by the Commissioner, the
legislation does not bar health plans from seeking court
action. In addition to any other penalty provided by law, the
Commissioner may impose a civil fine of not more than
$1,000 for each violation of the timely payment and
processing procedures, not to exceed $10,000 in the aggregate
for multiple violations.

Note: The OFIS in the Department of Consumer and
Industry Services (DCIS) has developed a complaint form for
use by health professionals, facilities and health plans. This form
is available on the Michigan State Medical Society Web site
(www.msms.org).

Helpful hints for your physician

Your physician’s office will take the following steps to ensure
your claim will be handled properly:

1. Date stamp all documents—the information and process 
is very time sensitive. Make sure all documentation is 
dated correctly.

2. Send all documents certified mail—this will ensure that 
the recipient acknowledges that the information has 
been delivered.

3. Your physician’s office will check in with your health 
plan on a regular basis to ensure that your claim is being
processed.

My health plan has denied coverage. What can I do?

In 2001, patients filed a total of 6,075 complaints with their
Health Maintenance Organization (HMO) in Michigan. More
than half (3,184) of the complaints were decided in favor of
the patient. Although the number of complaints against HMOs
are high, most patients are unaware of the process for filing a
complaint or fear repercussions from their HMO.

The OFIS has created guidelines for patients who are
interested in filing complaints against their health plan.

To qualify for the review process, patients must have coverage
from a health plan through an HMO, Alternative Finance
and Delivery Systems (AFDS), or Blue Cross Blue Shield of
Michigan. 

“Prompt payment of claims is
very straight forward. Health
plans either obey the law, or
break it. This directly affects
patient care. ItÕs time to hold
health plans accountable.

”



If you receive a denial from your health plan and would like
the case to be reviewed, here are the steps to follow: 

1. If you are denied payment for a service that you think 
should be paid, call your health plan and request an 
internal review. Your health plan will provide you with 
information on its internal grievance process. 

2. Once the internal grievance process has been initiated, your 
health plan will review the grievance and provide you with a
final decision within 45 days. The final decision is called a 
Final Adverse Determination. If the Final Adverse 
Determination still denies the medical service, you may 
request an External Review. Your health plan will send you
information about the External Review with the Final 
Adverse Determination, including the OFIS Health Care 
Request for External Review Form.

3. The External Review portion of this process is completed by 
OFIS staff. Fill out the OFIS Health Care Request for 
External Review Form that your health plan sent with your
Final Adverse Determination. You also can get copies of 
the form by:

• Calling OFIS toll free 877 999-6442 and requesting a form;

• Or visiting the DCIS Web site (www.michigan.gov/cis)
and selecting Financial and Insurance Services located 
in the left column.

• Select Consumer Services in the left column
• Select How To File A Complaint in the left column
• Scroll down and select the Health Insurance and

HMO Grievance Procedure–Request For External 
Review Form (FIS-0018) in the Health 
Insurance/HMO section

4. OFIS will notify you within 5 days if your request has 
been sent to an Independent Review Organization 
(IRO). Your request will not be sent to an IRO if OFIS 
staff has determined that the service you are requesting is 
not covered. If your service is not a covered benefit, the 
External Review is over and the denial stands.

5. If you are covered, your request will be forwarded on to an 
IRO. The IRO reviews your medical information and 
the denial from your health plan. OFIS staff will review 
the IRO decision, make recommendations and issue a 
final decision.  

6. Within 35 days of your request, OFIS staff will contact you 
with a final decision on the denial. If you are not satisfied with
the External Review decision, you can take the matter to court.

Please note…If your physician thinks that this denial
seriously jeopardizes your health, the entire process can be
completed within 72 hours. For more information, please see
the Expedited External Review section of the Health Care
Request for External Review Form or call OFIS toll free at 
877 999-6442.

If you have a Medicare supplement, disability income, hospital
indemnity, specified accident, credit, ERISA self-funded plan
or long-term care health plan policy, the External Review
does not apply. Please call OFIS toll free at 877 999-6442
and staff will help you determine the complaint process for
your individual plan.



What happens after I submit my request for 

External Review?

After you submit your Request for External Review via fax or
the Internet, it is immediately assigned to an OFIS specialist.
Below is the procedure that takes place once your Request for
External Review is received.

• A specific file number is assigned to the complaint by an 
OFIS specialist once the Request for External Review is 
received. The specialist’s initials will be included on the 
request form.

• When the file is assigned, the OFIS specialist will 
immediately generate a post card that is mailed directly to
you. Keep this post card in your files. On the post card, 
the specialist will ask for specific information regarding 
your case. This may include communications with the 
health plan and past bills for the service in question.

• Photocopy all of the information you received from the 
health plan (bills, denials, etc.) along with documentation of
your communication with the health plan. You should have
all of this information available before you receive the post
card from OFIS.

• After you send in the materials, a specialist will contact 
you with additional questions and will assist you through 
the remainder of the process.

Your general rights as a Michigan patient

In addition to your rights related to prompt payment, there
are other health plan and HMO-related rights that you are
entitled to receive. The following is a partial list of your
rights as they relate to HMOs in Michigan.

An HMO must:

• Ensure that health care services provided to patients are
rendered under reasonable standards of quality of care
consistent with prevailing medical practice standards

• Have a quality assurance program for health care services

• Not modify the professional judgment of a physician
unless the course of treatment is inconsistent with the
prevailing standards of medical practice in the community

• Not restrict a provider’s ability to communicate information
to the patient regarding medical care options that are
in the best interest of the patient

• Provide for standing referrals to specialists for patients
with chronic and disabling conditions

• Not exclude coverage for drugs on the grounds that the
drug is not government-approved

• Give the patient the right to a second medical opinion

• Establish a procedure for resolving patient grievances
and expedited review of urgent patient grievances

• Notify patients of their right to a review of an 
unresolved grievance by the Statewide Provider and
Patient Assistance Panel

• Provide, without prior authorization, coverage for 
emergency services and care

• Not require or solicit genetic information or use
genetic test results for any insurance purposes

• Pay, contest, or deny claims within required time periods

• Provide patients with information regarding their
benefits, benefit limitations, grievance and review
procedures, processes relating to authorizations, referrals,
medical necessity determination and experimental or
investigational medical treatment determinations

Visit the OFIS through the Michigan Department of
Consumer and Industry Services (DCIS) Web site for
additional HMO notification and information requirements.



Contact the Michigan Department of

Consumer Industry Services (DCIS)

There are three ways to contact the Michigan DCIS:

• Go to the Web site at www.michigan.gov/cis

• Call 877 999-6442

• Send a fax to 517 241-4168

To learn more about MSMSÕs efforts to

address prompt payment

Go to the MSMS Web site at www.msms.org

For information about the AMAÕs Campaign 

to Promote Timely Payment

Go to the AMA Web site at www.ama-assn.org


