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PROFESSIONAL PROFILE
1. Healthcare Operations Manager focusing on the integrity of Insurance and other Third party payments and denials for all my clients. Solid leader promoting the Team concept while also motivating and holding staff accountable.

AREAS OF EXPERTISE
Inventory/Aged Receivables Management
Payment Quality Specialist for Government and Insurance Carriers
Claims Investigation and appeals processing
Medical Coding and Interpretation
HIPAA Guidelines
Submission of UB claim forms
Facility and Physician Reimbursement

EMPLOYMENT HISTORY

Bolder Healthcare
Director of Operations  2017 - Present
· Oversees the CBO operations for both Hospital and Physician conversion clients
· Manage a team of 20 employees	
· Developed, evaluated and implemented policies and procedures related to billing and reimbursement. Directly supervised employees in the Patient Accounts department 
· Responsibilities include interviewing, hiring, and training employees; planning, assigning, and directing their work; appraising performance; rewarding
and disciplining employees. 
· Performed special projects and studies as needed. Maintain internal controls and accounts receivable. Performed complicated insurance denials
· Directs Department which processes all 835 and 837 records, claim scrubbing, AR follow-up functions, credit balance and refund issues, cash posting and customer service for clients
· Maintains communications with PFS Managers, Directors and CFO regarding CDM related issues; assists in the negotiation of payer contracts; and deals effectively with all levels of management both internally and externally
· Maintain, update, and implement all policies and procedures of the department to ensure company goals and clients goals are met 
· Monitored and approved payroll.

Bolder Healthcare/ROI Companies
Team Leader 2014-2017 
· Created and designed AR reports, which were distributed weekly to staff. This proved to be a very effective workflow process and was used by our other areas.
· Contract and payer resolution expert
· Monitored staff production, quality of work and holding staff accountable to follow organization policies and procedures.  
· Quality oversight for payer activities

Apollo Health Street
Process Associate 2009-2013 
· Utilize A/R reports generated by systems CPSI, STAR and TRAC. Identify accounts that are past timely payment 
· Re-bill claims that are unable to be located by Insurance company/vendor and provide documentation if necessary in order to obtain payment
· Contact insurance companies such as Aetna, Anthem BC/BS, out of state Commercial Insurance carriers, Auto Insurance, Workman’s Compensation, Medicaid to obtain status of claims/payments/denials 
· Advise management of any trends and other issues with claims, as well as communicate issues and offer suggestions to management to improve patient

Arc Group Healthcare Management Associates 
AR Representative 2008- 2009
· Reviewed newly received aged receivables for assignment priorities and distribution to staff
· Performed QA on a monthly basis and provides feedback to staff relating to inconsistence and/or outstanding achievement. 
· Reviewed daily payment reports and process all denials received daily 
· Trained newly appointed staffing on project procedures and expectations 
· Contacted providers and carriers (multi-state experience/expertise) on a daily basis for claim status as determined by needs of the department
· Achieved and maintained, weekly, and monthly standards of productivity and quality as set by the department
· Utilized comprehensive knowledge of UB, HCFA, HCPCS and related forms for commercial and governmental contracts as well as self-pay contracts 
· Represented and promoted the Clients’ and Company’s Mission, Philosophy and High Standards
.
Praxair Healthcare Services 
Reimbursement Associate, 2007- 2008
· Receive a daily report "Billing Edits" for all IBC Providers, Highmark, all Out of State Blues, Miscellaneous Insurance Providers, and Aetna review all claims to ensure pricing, patient demographics, insurance providers and patient Id number billing correct, when necessary ensure authorization have been obtained,  prior to releasing claim to proper insurance provider
· Review weekly Electronic Claims Status (ECS) Reports and resubmit claims of which need corrections done in order to process
· Locate miscellaneous code invoices to submit with claims as needed  
· Generated paper claims when necessary and status claims to document date sent to insurance providers 
· Verify patients’ eligibility with insurance provider through Navinet or directly calling insurance provider

At Home Health Inc.
Staffing Assistance 2001-2007 
· Contact physicians and hospitals for referrals so I could send RN's, Therapists, and HHA's to patient’s homes
· Generated a weekly report on how many referrals received, how many outstanding and how many completed and reported to a weekly meeting
· Contacted RN's, Therapists, and HHA's on a daily basis to report any staffing assignments



EDUCATION

Olney High School- Diploma

SYSTEMS EXPERIENCE

Epic (Hospital and Physician)
All CMS systems
STAR
CPSI
Centricity 
Document Imaging- Caremedic, Onbase
Quadax
Huron
MS Office Suite                                                    
