My Name: ________________


My Center/Member #:____________

Time/Motion Study – Preauthorization Protocols
Please list the payers you work with that require preauthorization for sleep testing, briefly describe their preauthorization process and indicate the percentage of your patient population impacted by the payer’s policy:

	Payer
	Preauth is submitted online, by phone or by fax?
	Requires Preauth for OCST only or for all Testing?
	Patient Information Required for Preauth
	% of Patients Impacted By Policy

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


PREAUTHORIZATION SUBMISSION

Please indicate the number of staff members, credentials of staff members and number of hours per week spent on the preauthorization submission process:_____________________________

 _____________________________________________________________________________

Please use a stopwatch to collect the following information about the preauthorization process for each of the payers you work with.  To collect a representative sample, please provide information on the process for five patients.

Name of Payer: ________________________

	Activity
	Patient 1 (time in min)
	Patient 2 (time in min)
	Patient 3 (time in min)
	Patient 4 (time in min)
	Patient 5 (time in min)

	Collect Patient Info
	
	
	
	
	

	Complete Preauth Form
	
	
	
	
	

	Submit Form (fax or portal)
	
	
	
	
	


Name of Payer: ________________________

	Activity
	Patient 1 (time in min)
	Patient 2 (time in min)
	Patient 3 (time in min)
	Patient 4 (time in min)
	Patient 5 (time in min)

	Collect Patient Info
	
	
	
	
	

	Complete Preauth Form
	
	
	
	
	

	Submit Form (fax or portal)
	
	
	
	
	


Name of Payer: ________________________

	Activity
	Patient 1 (time in min)
	Patient 2 (time in min)
	Patient 3 (time in min)
	Patient 4 (time in min)
	Patient 5 (time in min)

	Collect Patient Info
	
	
	
	
	

	Complete Preauth Form
	
	
	
	
	

	Submit Form (fax or portal)
	
	
	
	
	


Name of Payer: ________________________

	Activity
	Patient 1 (time in min)
	Patient 2 (time in min)
	Patient 3 (time in min)
	Patient 4 (time in min)
	Patient 5 (time in min)

	Collect Patient Info
	
	
	
	
	

	Complete Preauth Form
	
	
	
	
	

	Submit Form (fax or portal)
	
	
	
	
	


Name of Payer: ________________________

	Activity
	Patient 1 (time in min)
	Patient 2 (time in min)
	Patient 3 (time in min)
	Patient 4 (time in min)
	Patient 5 (time in min)

	Collect Patient Info
	
	
	
	
	

	Complete Preauth Form
	
	
	
	
	

	Submit Form (fax or portal)
	
	
	
	
	


PAYER RESPONSE TIME AND DECISIONS
For each payer that requires preauthorization please indicate on average the number of days it takes for you to receive a decision regarding preauthorization.  Additionally, in the past month, calculate the percentage of denied requests for in-center tests and the percentage of denied requests of any form of sleep test (in or out of center):

	Payer
	Number of Days to Receive Decision
	% of In-Center Requests Denied
	% of Patients Denied any form of Sleep Test

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


APPEALS PROCESS

Please indicate the number of staff members, credentials of staff members and number of hours per week spent on the appeals process:______________________________________________

 _____________________________________________________________________________

Please use a stopwatch to collect the following information about preauthorization appeals.  To collect a representative sample, please provide information on the process for two patients.  Because processes vary, please indicate time in minutes, hours or days accordingly.
Name of Payer: ___________________________

	Activity
	Patient 1
	Patient 2

	Time to complete appeals paperwork
	
	

	Time to receive response from payer
	
	

	Was this appeal approved?
	
	


Describe the appeals process for this payer:

Name of Payer: ___________________________

	Activity
	Patient 1
	Patient 2

	Time to complete appeals paperwork
	
	

	Time to receive response from payer
	
	

	Was this appeal approved?
	
	


Describe the appeals process for this payer:

Name of Payer: ___________________________

	Activity
	Patient 1
	Patient 2

	Time to complete appeals paperwork
	
	

	Time to receive response from payer
	
	

	Was this appeal approved?
	
	


Describe the appeals process for this payer:

Name of Payer: ___________________________

	Activity
	Patient 1
	Patient 2

	Time to complete appeals paperwork
	
	

	Time to receive response from payer
	
	

	Was this appeal approved?
	
	


Describe the appeals process for this payer:

Name of Payer: ___________________________

	Activity
	Patient 1
	Patient 2

	Time to complete appeals paperwork
	
	

	Time to receive response from payer
	
	

	Was this appeal approved?
	
	


Describe the appeals process for this payer:

STAFF IMPACT

As a result of new preauthorization processes, have you been required to hire additional staff?

YES ____

NO ____

If yes, please describe the number and type of staff you have added:

CLINIC IMPACT
As a result of new preauthorization processes, is your sleep center scheduling more consultations and follow-up visits?

YES ____

NO ____

If yes, have you needed to add more physician or physician extender staff?

YES ____

NO ____

If yes, please describe the number and type of staff you have added:
