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Medical Billing and Coding

Medical Billing and Coding Terms and Vocabulary

Medical billing and coding are crucial components of the healthcare industry, ensuring accurate and timely
reimbursement for healthcare services provided to patients. This field requires a deep understanding of
medical terminology, coding systems, insurance policies, and regulations. To excel in this profession, it is
essential to familiarize oneself with key terms and vocabulary used in medical billing and coding. Below is a
comprehensive list of terms that are commonly encountered in this field:

1. Medical Terminology
Medical terminology forms the foundation of medical billing and coding. It is essential to understand the
meaning of various medical terms to accurately assign codes and process claims. Some common medical
terminology includes:
- Anatomy: The study of the structure of the body and its parts.
- Physiology: The study of how the body functions.
- Pathology: The study of diseases and their effects on the body.
- Symptom: A subjective indication of a disease or condition reported by the patient.
- Diagnosis: Identification of a disease or condition by a healthcare provider.
- Prognosis: The likely course and outcome of a disease.

2. ICD-10-CM
ICD-10-CM (International Classification of Diseases, 10th Revision, Clinical Modification) is a coding system
used to classify diseases and health problems. It is crucial for medical coders to be proficient in using
ICD-10-CM codes to accurately describe diagnoses. Some key terms related to ICD-10-CM include:
- Code: A unique alphanumeric identifier assigned to a specific diagnosis or procedure.
- Principal Diagnosis: The primary reason for the patient's encounter with the healthcare provider.
- Sequela: A condition that results from a previous disease or injury.
- Excludes1: A note indicating that the code excluded should never be used at the same time as the code
where the note appears.
- Placeholder: A character used in a code to allow for future expansion.

3. CPT
CPT (Current Procedural Terminology) codes are used to describe medical procedures and services
performed by healthcare providers. Understanding CPT codes is essential for accurately billing for services
provided. Some important terms related to CPT coding include:
- Modifier: A code appended to a CPT code to indicate a specific circumstance that alters the service
provided.
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- Bundling: Combining multiple services into a single code.
- Unbundling: Separating bundled services into individual codes.
- Global Period: The timeframe during which follow-up care for a procedure is included in the initial
payment.

4. HCPCS
HCPCS (Healthcare Common Procedure Coding System) is a coding system used to describe supplies,
equipment, and services not included in the CPT codes. Some key HCPCS terms include:
- Level I: CPT codes used to report physician services.
- Level II: HCPCS codes used to report supplies, equipment, and services.
- Temporary Codes: Codes used for emerging technologies or services not yet assigned a permanent code.
- Permanent Codes: Codes that have been established for frequently used services or supplies.

5. UB-04
The UB-04 form is used for billing facilities such as hospitals and outpatient clinics. Understanding the
terminology associated with the UB-04 form is essential for accurate billing. Some key UB-04 terms include:
- Revenue Code: A four-digit code used to identify specific services or departments within a facility.
- Condition Code: A two-digit code used to provide additional information about a claim.
- Value Code: A two-digit code used to indicate the value of a service or supply.
- Occurrence Code: A two-digit code used to report specific events related to a claim.

6. Health Insurance Terminology
Understanding health insurance terminology is crucial for medical billers and coders, as it directly impacts
reimbursement and claims processing. Some important health insurance terms include:
- Payer: An entity responsible for reimbursing healthcare providers for services rendered.
- Beneficiary: An individual covered by a health insurance plan.
- Pre-authorization: Approval obtained from the insurance company before a service is provided.
- Claim: A request for payment submitted by a healthcare provider to an insurance company.
- Deductible: The amount a patient must pay out of pocket before insurance coverage begins.

7. Compliance and Regulations
Medical billers and coders must adhere to strict compliance standards and regulations to ensure ethical and
accurate billing practices. Some key compliance and regulatory terms include:
- HIPAA: Health Insurance Portability and Accountability Act, which governs the privacy and security of
patient health information.
- CMS: Centers for Medicare & Medicaid Services, the federal agency responsible for overseeing Medicare
and Medicaid programs.
- OIG: Office of Inspector General, which investigates fraud and abuse in healthcare programs.
- Coding Guidelines: Rules and conventions for assigning medical codes accurately.

8. Denials and Appeals
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Denials and appeals are common challenges faced by medical billers and coders. Understanding the
terminology associated with denials and appeals is essential for resolving issues and ensuring proper
reimbursement. Some key terms related to denials and appeals include:
- Claim Rejection: A claim that is not processed due to errors or missing information.
- Claim Denial: A claim that is not paid by the insurance company.
- Appeal: A request for reconsideration of a denied claim.
- Reconsideration: A review of a denied claim by the insurance company.

9. Electronic Health Records (EHR)
Electronic Health Records (EHR) play a significant role in medical billing and coding, as they streamline
documentation and coding processes. Understanding EHR terminology is essential for efficient data
management. Some key EHR terms include:
- Meaningful Use: The use of EHR to improve patient care and outcomes.
- Template: A pre-designed format for documenting patient encounters.
- Copy-Paste: The practice of duplicating information from one note to another.
- Audit Trail: A record of all changes made to a patient's health record.

10. Quality Improvement
Quality improvement initiatives are essential in healthcare to enhance patient outcomes and reduce costs.
Medical billers and coders play a role in quality improvement through accurate coding and documentation.
Some key quality improvement terms include:
- DRG (Diagnosis-Related Group): A classification system used to determine reimbursement for inpatient
services.
- HEDIS (Healthcare Effectiveness Data and Information Set): A set of performance measures used to
evaluate healthcare quality.
- QPP (Quality Payment Program): A program that rewards healthcare providers for delivering high-quality
care.

Understanding these key terms and vocabulary is essential for success in the field of medical billing and
coding. By mastering these concepts, professionals can ensure accurate coding, timely reimbursement, and
compliance with regulations. Continuous learning and staying updated on industry trends are also crucial
for staying ahead in this dynamic and rewarding profession.
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