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Health Maintenance 
Organization (HMO)

4 Different Models

1. Staff Model

2. Group Model

3. Network Model

4. Independent Practice 
Association (IPA)

 No out-of-network benefit, 
except emergency services

 PCP coordinates all care outside 
of an emergency



Health Maintenance Organizations (HMOs)

Pros

• Lower monthly premium

• Lower deductibles

• Lower co-insurance/co-
payments

Cons

• PCP coordinates all care

• Narrow network of providers

• No out-of-network benefits



Preferred Provider 
Organization (PPO)

 Insured flexibility

 PCP not required

 Insured can see any 
healthcare practitioner –
inside or outside of network

 In-network providers = 
lower out-of-pocket 
expenses

 Out-of-network providers 
= higher out-of-pocket 
expenses



Individual Plans

• Available to individuals who are self-employed or do not have access 
to employer or government-sponsored insurance

• Coverage is less comprehensive

• Premiums and deductibles tend to be higher than employer-
sponsored plans

Effective January, 1, 2014: 
• Affordable Care Act prohibits health insurance carriers underwriting based upon 

health status.
• Colorado essential health benefits required for every health insurance policy 

issued.



Colorado Essential 
Health Benefits

• Ambulance patient services

• Emergency services

• Hospitalization

• Maternity and newborn care

• Mental health and substance use disorder 
services

• Prescription drugs

• Rehabilitative and habilitative services 
and devices

• Laboratory services

• Preventative and wellness services and 
management of chronic diseases

• Pediatrice services, including oral and 
vision care



Small Group Market Plans

Business groups of 2 to 50 employees*

Require employers to have mandated 
benefits: (Colorado also requires…)
 ACA Essential Health Benefits
 Clinical Trials
 Congenital anomaly
 DME
 Diabetes care management
 Oral anticancer medications
Mastectomy coverage
 Off label RX drugs for cancer

Health insurers are required to do the following: 
1. Guarantee renewal of policy
2. Premium can only be based on smoking status, 

industrial classification, age, family size and 
geographic region.

*In 2016, Colorado opened the Small Business Health Option Program exchange for employers up to 100 FTEs. 



Large Group Market Plans

 Only available to employers with 50 
or more employees 
• Colorado requires 101+ FTEs

 Requires Essential Health Benefits

 Flexible benefit design & less 
regulated due to negotiating power



Self-Insured Plans

Referred to as “self funded” health 
insurance plans

Common with many large employers
Administered by a Third Party 

Administrator

Not subject to state laws & 
regulations

Prompt payment laws do not apply
Network adequacy provisions do 

not apply

1. Regulated by Employees’ Retirement 
Income Security Act (ERISA)

2. Employers by stop-loss insurance to 
limit risk





 Federally, administered health 
insurance program

 Available for individuals over the age 
of 65 or individuals with specific 
disabilities, such as ESRD

 Paid for by payroll taxes from working 
individuals for Part A coverage

 Member premium charge for certain 
coverages, such as Part B, C or D

Colorado statutes do not apply to Medicare traditional policies or Part C programs 
(Medicare HMOs)



 Free, state-sponsored health insurance program 
 Administered by the Department of Health Care Policy and Financing
 Available for low-income families with children and certain 

individuals with disabilites
Colorado’s income limits for Medicaid 
qualifications are: 
• 142% of FPL for children 0 – 18 years
• 195% of FPL for pregnant women
• 138% of FPL for nonelderly adults



Regulates health insurance coverages for over 1M Coloradans
 Individual
 Small Group
 Large Group

Oversites network adequacy
Provides legislative support and yearly reporting
Manages and investigates consumer and healthcare provider 

complaints



2018 Annual Report on Complaints Against Insurers. Colorado Department of Regulatory Agencies



Employee Retirement Income Security Act of 1974 (ERISA)
1. COBRA
2. HIPAA

A federal law that sets minimum standards to provide 
protection for individuals in employee-sponsored health 
plans and retirement accounts. 

Establishes 4 minimum requirements for plans: 
1. Provide plan participants with plan information 

regarding features and funding
2. Provides fiduciary responsibilities for those who manage 

and control plan assets
3. Requires plan to establish a grievance process for 

participants
4. Gives the participants the ability to sue for benefits and 

breach of fiduciary duty. 



Data Collection
How will Revenue Cycle Management (RCM) be impacted? 



Where the Law Ended Up:  Cost Collection





Medicare Revenue

• Medicare Fee for Service only

• Medicare allowed revenue is defined as the amount allowed by 
Medicare, not what Medicare pays. This will include the beneficiary 
share regardless if collected by the ambulance operation. 

• Do not include Medicare Advantage (Part C) reimbursement

• Do not include Medicare beneficiary membership fees



Medicare Revenue (Example)

# Transport Revenue $ # Transport Revenue $ # Transport Revenue $ # Miles Revenue $

A0426 45 13,500$          8 2,400$                5 1,550$            450 3,600$             

A0427 300 120,000$        55 22,000$              10 3,100$            6000 48,000$           

A0428 125 25,000$          26 5,200$                3 630$               1250 10,000$           

A0429 125 31,250$          30 7,500$                11 2,860$            1450 11,600$           

A0433 55 24,750$          5 2,000$                1 410$               550 4,400$             

A0434 15 7,500$            1 500$                   0 -$                225 1,800$             

665 222,000$        125 39,600$              30 8,550$            9925 79,400$           



Medicare Average Payment Concept

Service Level Total Volume Total Revenue Revenue/Volume

A0426 58 $21,050 $362.93

A0427 365 $193,100 $529.04

A0428 154 $40,830 $265.13

A0429 166 $53,210 $320.54

A0433 61 $31,560 $517.38

A0434 16 $9,800 $612.50

Average Payment/Transport



Subscription Programs

1. Place membership programs into 
two categories: 

• Medicare

• All other

2. Report only Medicare Net 
Revenue

Net Revenue = Medicare Patient Membership Revenue – Medicare co-pays not billed.



Example

No. of Customers Revenue Write Off Net Revenue

Medicare 3,325 249,375$              154,765$            94,610$                 

Third Party Payers 1,650 165,000$              76,548$              88,452$                 

Self Pay 500 75,000$                 84,321$              (9,321)$                  

Total 5,475 489,375$              315,634$            173,741$              

Subscription Revenues by Customer



Medicaid

Revenue calculation includes: 
• Medicaid fee-for-service
• Medicaid managed care
• SCHIP fee-for-service

Total Billed Charges – Total Write Offs = 𝑀𝑒𝑑𝑖𝑐𝑎𝑖𝑑 𝑅𝑒𝑣𝑒𝑛𝑢𝑒



Payer Type Tx Volume Billed C/A Net Payment Write Off Balance

Medicaid FFS 1,000            900,000$             648,000$                               252,000$       239,400$       2,520$       10,080$       

Medicaid HMO 1,500            1,350,000$         972,000$                               378,000$       370,440$       5,557$       2,003$          

Total 2,500            2,250,000$        1,620,000$                          630,000$       609,840$       8,077$       12,083$       

Medicaid Revenue

$621,923



Other Plans

Includes: 

1. Commercial Health Plans (this should not include MC/MD plans)

2. Contracts or other arrangements with facilities

3. Veterans Administration

4. Tricare

5. Other government-sponsored plans (excluding Medicare/caid)

Total Billed Charges – Total Write Offs = 𝑂𝑡ℎ𝑒𝑟 𝑃𝑙𝑎𝑛 𝑅𝑒𝑣𝑒𝑛𝑢𝑒



Payer Type Payer Tx Volume Billed C/A Net Payment W/O Balance

Commercial BC/BS 325 300,625$       60,125$       240,500$       182,780$       3,656$       54,064$       

Cigna 40 37,000$         -$             37,000$         25,900$         259$          10,841$       

Aetna 15 13,875$         -$             13,875$         10,823$         108$          2,944$         

Tricare 23 21,275$         12,340$       8,936$           8,489$           85$            362$            

V/A 6 5,550$           3,219$         2,331$           1,399$           14$            918$            

Facility Contracts 128 57,600$         -$             57,600$         51,264$         513$          5,823$         

Total 537 435,925$      75,684$      360,242$      280,654$      4,634$      74,953$      

Other Plans Revenue

$355,608



Public Funding

• State or Local Tax subsidy or income

• Grant dollars
• SAFER grants

• Worker Training 

• HITECH 

• Donations

• Revenue received from governmental authorities that are not tied to 
patient specific services, but provided for entire ambulance 
operations.



Public Funding

Do NOT include revenues that are not dedicated specifically for the provision 
of ground ambulance services.  



Uncompensated Care (UCC)

Separate into four categories: 

1. Dual eligible

2. Bad debt

3. Charity Care

4. Subsidies by state & local jurisdictions for UCC



Dual Eligibles

1. Optional reporting but useful to better evaluate ambulance service 
delivery risks and future reimbursement strategies. 

2. Uncollectable revenues related to beneficiary share not covered by 
Medicaid. 

3. Ambulance suppliers and providers must demonstrate efforts to 
collect these amounts to report. 



Bad Debt

• Ambulance transports invoiced but ultimately not collected despite 
efforts to do so. 

• Needs to be payer category & service-level specific

• If an ambulance supplier or provider writes off bad debt in a 
general ledger and continues collection, Medicare will not recognize 
this as bad debt. 

Medicare recognizes Medicare bad debt when 
collection efforts cease and there is no 
reasonable expectation of recovery. 



Charity Care

Allowable Revenue

• Any amount related to a discount given based upon the ambulance 
supplier or providers charity care policy or financial assistance policy 
(FAP)

• Co-insurance, co-payments and deductibles can also be considered 
charity care and the patient has met the ambulance supplier or 
providers charity care policy or FAP policy. 



Charity Care

Non Allowable Revenue

• Patient discounts outside charity policy or FAP policy

• Prompt pay discounts

• Employee discounts



Subsidies for UCC

• Certified Public Expenditures (CPE) 

• Intergovernmental Transfers (IGT) 

• Local tax subsidies
• Millage tax

• Utility tax

• Any other fee assessed by local gov’t or ambulance supplier/provider

• Provider Assessments 



Other Sources

• Dispatch services

• Billing services

• Rental income

• Community Education

• Income from interest and investments

• Fundraising

• Donations





Contact Information

Asbel Montes

Senior Vice President

Acadian Ambulance Service

Asbel.montes@acadian.com

337.291.3310

mailto:Asbel.montes@acadian.com

