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Workflow: Responding to Private Insurer Audits
Purpose 
This workflow guides AAO members and clinics in conducting and documenting an internal audit in response to a private insurer audit request. It aligns with the AAO Internal Audit Checklist & Summary (“Audit Checklist”) and is intended for internal use only. Use this process to manage scope, safeguard health information, perform a structured internal review, prepare a complete response package, and close the file efficiently.
Reference Tool: Use the Audit Checklist  throughout this workflow to document the audit file, including: clinic and insurer details; records reviewed; period reviewed; audit findings (clerical errors; improper direct claims; improper invoices; inaccuracies; provider information; product information; service information; other); total value of improper claims/invoices; follow-up required; and reviewer/supervisor attestations.
Red Flags and Example Issues to Identify During Internal Review 
Treat the following as high-priority checks. Map each red flag to at least one Audit Findings category on the Audit Checklist when documenting results.
· Billing for health services that were never received 
· Map to: improper invoices; 
· Indicators: gaps between EMR charting and billed items; missing encounter documentation; inconsistency between billing and patient confirmation notice
· Submitting the same claim to multiple insurers to double benefits 
· Map to: improper direct claims; inaccuracies; 
· Indicators: identical dates of service and items appearing across multiple insurer portals; unexplained coordination-of-benefits entries
· Allowing non-plan members to use benefits
· Map to: improper direct claims; inaccuracies; 
· Indicators: mismatches between patient identity in EMR and plan member details; absence of relationship verification for dependants
· Plan members or their dependents use all annual maximums annually when services are not medically necessary 	
· Map to: improper direct claims; 
· Indicators: repeated full-maximum claims without corresponding clinical need or clinical notes supporting necessity
· Providers mixing marketing practices with patient treatment (i.e., use of incentives)
· Map to: improper direct claims; 
· Indicators: discounts, rebates, contests, or gift cards or store credits tied to clinical recommendations; bundled promotions that influence care plans
· Encouraging plan members to utilize all their benefits before the end of the year, driving up plan utilization 
· Map to: improper direct claims; 
· Indicators: mass communications urging benefit exhaustion; scheduling patterns clustered at year-end without clinical justification
· Providing unnecessary treatments to maximize billings 
· Map to: improper direct claims; 
· Indicators: treatments or products lacking documented clinical rationale; patterns of upcoding or add-on services without indications
Workflow Steps
1. Intake and Triage 
· Log the audit request immediately using the Audit Checklist’s Clinic/Audit Details and Insurance Company Details sections. 
· Including the Assigned Reviewer to conduct the audit
· Record the insurer’s file number, contact information, the date received, the response deadline, and the stated scope. 
· Open a secure audit file and assign a file name/number. 
· Conduct an immediate risk screen to identify potential red flags and any urgent preservation needs.
2. Roles and Responsibilities 
· Assigned Reviewer (primary auditor, e.g., Office Manager or Bookkeeper) and Supervisor (owner/optometrist) as per the Audit Checklist roles. 
· Designate a communications lead to liaise with the insurer. 
· Confirm availability and deadlines; diarize internal milestones to ensure timely completion and quality control.
3. Scope Confirmation 
· Confirm audit parameters with the insurer in writing: period under review, provider(s), clinic location(s), claim types, and requested records. 
· Set the internal review period on the Audit Checklist (e.g., 2 years or 5 years) and note precise date ranges. 
· Identify the record sets to be reviewed (for example, EMR/patient records, eClaims, invoices, lab orders/invoices) consistent with the Audit Checklist’s Records Reviewed section.
4. Preservation and Hold 
· Implement a records hold notice to all relevant staff. A records hold is a temporary suspension of the normal destruction or deletion of records to ensure they are preserved for legal, regulatory, investigative, audit, or operational purposes until the hold is removed.
· Securely preserve EMR charts, billing exports, insurer portal submissions, lab documentation, invoices, communications, and any marketing materials that may relate to the red flags. 
· Restrict alterations to records; maintain an audit trail.
5. Internal Review Methodology 
· Assemble data extracts:
· EMR encounter notes and clinical assessments 
· Billed items, dates of service, provider identifiers  
· Insurer portal submissions and acknowledgements 
· Invoices and receipts 
· Lab orders and lab invoices 
· Perform reconciliations: 
· Match billed services/products to EMR documentation and lab records 
· Verify provider identity/registrations on claims 
· Confirm patient/plan-member details and relationship status for dependants 
· Check for duplicate submissions across insurers and coordination-of-benefits accuracy 
· Apply the Red Flags and Example Issues list: 
· Use the mapping guidance above to categorize each issue under the Audit Checklist’s Audit Findings 
· Note patterns (for example, year-end utilization spikes; repeated full-maximum usage without clinical rationale)
· Document outliers with precision: 
· Describe the issue, affected dates/claims, dollar values, and supporting evidence 
· Capture root cause hypotheses (e.g., clerical workflow error; training gap; ambiguous marketing messaging, misconduct concern) 
· Quantify impact: 
· Calculate the total value of improper claims/invoices for the Audit Checklist 
· Prepare a draft remediation log (e.g., claim reversals, corrected invoices, reimbursement, prospective training, sanctions, etc.)
6. Privacy, Consent, and Minimum Necessary 
· Limit collection, use, and disclosure to what is required for the audit response. 
· Verify legal authorization prior to disclosure of any health information, e.g., obtaining appropriate consent before disclosing individually identifying health information to the insurer and document authorization in the file and retain consent form(s). 
· De-identify records where possible if consent is not available and where de-identification meets the audit request’s needs. 
· Transmit information using secure methods approved by the clinic.
7. Drafting the Response Package and Quality Control 
· Response letter:
· Identify the audit scope, period, and materials provided 
· Summarize methodology and high-level findings 
· Where applicable, explain corrective actions or process improvements 
· All submissions should be either (i) on the clinic's letterhead, signed by the clinic owner(s), or (ii) through legal counsel acting on behalf of the clinic owner(s).
· Exhibits: 
· Organized copies/exports of EMR entries, eClaims, invoices, lab orders/invoices, and relevant communications
· Index all documents; use consistent naming and page numbering 
· Review against the Audit Checklist: 
· Ensure all Clinic/Audit Details and Insurance Company Details are complete 
· Records Reviewed and Period Reviewed accurately reflect the file
· Audit Findings are categorized under the Audit Checklist headings (i.e., Clerical errors; Improper direct claims; Improper invoices issued; Inaccuracies; Other) 
· Total value of improper claims/invoices is calculated and supported 
· Follow-Up Required items are identified (i.e., expand scope; reimbursement offers; management escalation; written consent) 
· Quality control: 
· Second-person review by the Supervisor or designate
· Verify minimum-necessary disclosures and redaction where required
· Confirm internal consistency between Audit Checklist and exhibits
8. Submission to Insurer 
· Submit the response package by the insurer’s preferred secure channel by the deadline. 
· Include the insurer’s file number, contact, and index of enclosed materials. 
· Request written acknowledgement of receipt.
9. Follow-Up 
· Track insurer questions and supplemental requests; respond using the same privacy and minimum-necessary principles, or in accordance with clinic privacy/disclosure protocols. 
· If potential overpayments are identified, evaluate remediation options, including voluntary corrections or reimbursement offers, as appropriate. 
· Implement corrective actions:
· Update billing procedures, provider documentation templates, and marketing practices 
· Provide targeted staff training addressing each relevant red flag area
· Adjust scheduling or patient-communication templates to avoid encouraging non-medically necessary utilization
10. Closure 
· Complete the Audit Checklist’s Reviewer and Supervisor attestations. 
· Record final outcomes, including any repayments, insurer determinations, or delisting appeals, and file all correspondence. 
· Lift records hold; retain the audit file per clinic retention policy. 
· Issue an internal lessons-learned summary and update policies/procedures to prevent recurrences.
Practical Tips and Controls by Red Flag Area 
· Services never received
· Control: Require same-day EMR note and patient confirmation for each billed item; reconcile daily billing against encounter logs. 
· Double submissions to multiple insurers 
· Control: Implement a pre-submission duplicate check and a coordination-of-benefits workflow with documented primary/secondary order. 
· Non-plan members using benefits 
· Control: Validate identity and eligibility at each visit; capture and verify dependant relationships. 
· Annual maximums used without medical necessity 
· Control: Require explicit clinical rationale tied to diagnosis and periodicity guidelines; add supervisory sign-off for repeat maximum claims. 
· Marketing mixed with treatment (incentives) 
· Control: Separate marketing from clinical decision-making; prohibit incentives linked to clinical recommendations; review all campaigns pre-release. 
· Encouraging year-end benefit exhaustion 
· Control: Standardize patient communications to emphasize clinical need and recall criteria; monitor year-end booking patterns. 
· Unnecessary treatments to maximize billings 
· Control: Introduce peer review of treatment plans with utilization analytics; flag outlier patterns for secondary review.
Documentation Aids 
Use the Audit Checklist as the central record for: 
· Audit identification and insurer details 
· Records and periods reviewed 
· Categorized findings and quantified totals 
· Required follow-up actions and consents 
· Final attestations and dates
Contact and Escalation 
· Communications Lead: [Name, Position, Contact]
· Compliance Lead: [Name, Position, Contact]
· Office Manager: [Name, Position, Contact]  
· Privacy Officer: [Name, Position, Contact] 
· Clinic Owner/Optometrist (Supervisor): [Name, Contact] 
· External counsel contact (if applicable): [Name, Firm, Contact]
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