
Medical billing sounds like paperwork until you see what happens when it goes wrong. One month you are paying
salaries on time, the next month you are waiting on denials you thought were “handled,” and the cash flow that
used to arrive like clockwork is suddenly a guessing game. That is the moment many practices start looking at
medical billing services with clearer eyes and harsher requirements.

I have watched good billing teams rescue practices that were bleeding revenue through preventable denial
patterns. I have also seen practices hand off claims to a vendor that looked fine on paper, only to discover gaps in
follow-up workflows, inconsistent documentation support, or a weak approach to payer-specific rules. The
difference usually comes down to details you can uncover before you sign anything.

Below is a practical guide to what to look for when choosing a medical billing service, the questions that expose
real capability, and the red flags that show up when the vendor’s process is more marketing than management.

Start with what you are actually outsourcing
Most billing services sell “full-service billing,” but the scope can vary widely. Some vendors only handle claim
submission and basic denials, while others also manage patient billing, eligibility checks, posting, appeals, coding
support, and reporting.

Your first step is to define what you want to be better, not just what you want to offload. If your biggest pain is
delayed posting and unclear aging reports, you need strong payment posting and reconciliation, not just claim
submission. If your issue is denials for medical necessity, you need work that touches documentation and clinical
alignment, not only resubmissions.

A simple way to frame this is to separate billing into three operational layers:

1. Data quality, meaning coding accuracy, charge capture, modifier usage, and documentation alignment

2. Claim execution, meaning clean claims, correct payer targeting, timeliness, and compliant resubmission

3. Revenue recovery, meaning follow-up cadence, denial analysis, appeals strategy, and patient balance handling

A vendor can be excellent in layer two and weak in layer three, and you will feel that weakness as soon as claims
begin to age. The best service providers are honest about their strengths and show you evidence that they can
run each layer consistently.

Look for a vendor that understands denial patterns, not just claim
volume
Claim volume metrics are common in sales conversations, but volume alone does not tell you whether revenue is
being recovered. Denials are where billing services either demonstrate real expertise or reveal they are simply
pushing claims out the door.

When you evaluate vendors, ask how they analyze denials and what they do after the first denial. The difference
between good and great is often the second and third touch, not the first submission.

Strong billing teams usually track denials by payer and reason code, then connect those patterns to specific fixes.
For example, a practice might see a steady flow of denials for missing documentation or incorrect place of service.
The best vendors do not just resubmit, they identify the root cause, coordinate with the practice, and measure
whether the fix reduces future denials.



If a vendor’s answer is vague, like “we work denials,” dig deeper. Ask what denial categories they prioritize, how
they choose appeals versus resubmissions, and what turnaround time you should expect once a denial is
identified.

The credibility test: workflows you can audit
You do not need to become a billing expert to assess operational maturity. You need to be able to visualize the
workflow and verify that it is not dependent on one person’s memory or informal habit.

During evaluation, request concrete descriptions of their end-to-end process. How do they handle:

charge lag, meaning when services are posted and when charges are transmitted

coding edits and coding review, meaning what checks they run before submission

payer registration and payer-specific rules, meaning how they stay current

follow-up cadence, meaning how long claims sit before escalation

documentation retrieval, meaning how they respond when payers request records

Even better, ask for a sample workflow diagram or a written process outline. A capable provider will be comfortable
sharing their system at a level that is understandable and auditable. A less mature provider will keep answers at
the level of promises and broad descriptions.

If you can, request anonymized examples of performance reports they have delivered to other clients. Look for
whether reporting is consistent and actionable, not just a monthly spreadsheet with totals and little interpretation.

Service level expectations: timeliness is not a slogan
Medical billing is time-sensitive. The longer a claim is delayed, the more likely it is to hit payer cutoffs or complicate
appeals. The same is true for follow-up after a claim is submitted. There is a difference between “we follow up” and
“we follow up on a defined schedule and document outcomes.”

You should seek clear service level expectations in three areas:

submission timelines, including how they handle late charge capture

follow-up cadence, including when they escalate stuck claims

aging management, including how they prevent long claim tails

A vendor that can commit to specific timelines is a vendor you can measure. Be cautious of service agreements
that are flexible in ways that protect the vendor but leave you without measurable outcomes. You want clarity on
how they define “worked,” “pending,” “in appeal,” and “resolved.”

Data and integration: your practice’s setup matters more than vendors
admit
A billing service cannot bill accurately if charge capture is chaotic. Many problems that look like “billing vendor
issues” are actually upstream workflow issues in scheduling, documentation, and coding habits.

As you evaluate a provider, be realistic about your current state. Do you have consistent charge entry? Are
encounters documented with the right level of detail? Do you submit all claims required by your payer contracts?
Is eligibility verified?



A strong billing partner usually asks questions early and does not pretend the practice will magically produce
perfect data just because billing is outsourced. They help you identify where claims are getting diluted with
incomplete information, and they establish practical fixes.

You should ask about their approach to:

eligibility and benefit verification workflows

charge audit processes, including what they do when a charge is missing

mapping of your fee schedule and procedure codes

coordination with your clinical team when documentation needs improvement

If the vendor’s plan is “we’ll handle everything,” push back. “Everything” includes the practice’s behavior, not just
the billing department’s claims queue.

Pricing models: understand what you are paying for
Pricing is where medical billing conversations get complicated fast. Common models include percentage-based
fees, per-claim fees, or hybrid structures that vary by service type, payer complexity, or patient balance work. The
key is to understand what the fee is tied to and what tasks are included.

You also need to know what happens when a claim is denied repeatedly. Does the billing fee apply again when the
claim is resubmitted? Is there additional labor billed outside the standard fee? Are appeals included, or do they
become billable separately?

Even if you receive a rate sheet, the real cost comes from behavior. A vendor that aggressively resubmits claims
might reduce your visibility into root causes, then charge a high fee for repeated attempts. A vendor that targets
fixes may submit fewer claims but improve recovery quality. The pricing structure should match the strategy.

A practical approach is to ask for pricing in plain language and then ask how the vendor operates under that
pricing. If the fee encourages volume over recovery, your revenue may medical billing suffer even if gross billing
looks busy.

What a good agreement looks like in real life
Contracts can hide the difference between a true partner and a vendor that behaves like a ticket processor. You
want terms that clarify responsibilities, timelines, reporting frequency, and dispute handling.

Key agreement areas to request clarity on include:

scope of services and what is excluded

payer credentialing responsibilities, including who maintains what

reporting cadence, including denial and appeal reporting

documentation handling responsibilities and turnaround expectations

audit rights, including how you can access claim status and work performed

termination terms, including transition support and data export

If the agreement limits data access or makes transitions expensive and slow, you should treat that as a risk signal.
Your practice should not become dependent on a system you cannot retrieve and validate.

Also pay attention to the vendor’s willingness to negotiate realistic expectations. When a vendor refuses to define
timelines or reporting outputs, that is not a minor detail. It is an operational tell.

http://query.nytimes.com/search/sitesearch/?action=click&contentCollection&region=TopBar&WT.nav=searchWidget&module=SearchSubmit&pgtype=Homepage#/medical%20billing


Questions that reveal real capability
You can learn a lot from sales calls, but the most reliable information comes from specific questions that force the
vendor to describe their process and provide evidence.

Here are questions I recommend asking, and why they matter:

1. How do you measure claim quality before submission, and what tools or edits do you use to catch
common errors?

This reveals whether they prevent denials or mainly react after denials appear.

2. What is your denial management workflow, including who owns denials by reason code and how you
decide between resubmission and appeal?

This clarifies whether they have a strategy or rely on generic follow-up.

3. What reporting do you provide monthly, and what decisions should my practice be able to make
from it?

Reporting should be actionable, not just descriptive totals.

4. What are your expected turnaround times for claim status follow-up and appeals updates?

Timeliness protects revenue. Delays turn solvable issues into slow, expensive work.

5. How do you handle documentation requests and clinical clarification, and what turn-around time do
you expect from our team?

Documentation is often where appeals succeed or fail.

If the vendor answers these questions with specifics, you are usually seeing an operational team that can execute.
If answers are broad or inconsistent, consider it a warning that the team may not run the process the way they
claim.

Watch for red flags that often show up after go-live
Every practice has unique circumstances, but certain patterns show up when billing services underperform. Some
are easy to spot in the first month, others emerge later when claims age and follow-up becomes the real work.

Common red flags include:

A vendor that cannot explain their process for posting and reconciliation, but still wants to manage your revenue
cycle. This often results in mismatched remittances and unclear patient balances.

A vendor that focuses heavily on “clean claims” without explaining how they handle documentation gaps. Clean
claims do not exist if documentation is incomplete or inconsistent.

A vendor that promises rapid appeals without stating what documentation standards they require. Appeals
succeed when the record matches the medical necessity and payer criteria.

A vendor that avoids discussing payer-specific differences. Payers differ in how they interpret modifier usage, place
of service rules, frequency edits, and timely filing windows. If the vendor treats payer rules as interchangeable,
denials will be harder to correct.

A vendor that cannot provide examples of performance reporting or denies access to anonymized samples. If they
have strong results, they should be willing to show the work behind the numbers.



Staffing and ownership: who will actually do the work?
Billing services often market teams, but what you need to know is what happens day-to-day medical billing
company specialists and who owns outcomes. Ask about staff structure: coding reviewers, claims analysts, denial
specialists, and patient billing support. You also want to know what happens when volume spikes, when an
appeals backlog builds, or when a payer changes its requirements.

A mature billing operation typically has clear ownership and escalation paths. If the vendor relies on one generalist
for everything, quality can suffer when that person is out or overloaded. Quality also suffers when the team is
unclear on who is responsible for a denial that crosses categories.

You should ask if there is a dedicated point of contact for your account and if they can explain how your account is
prioritized relative to others. If they cannot describe account-level ownership, you might have to manage the
vendor’s internal workflow yourself, which defeats the point of outsourcing.

Patient billing responsibilities: decide what you want your front desk
to do
Even if you are focused on professional billing, patient balances affect your practice’s operational stress level. If
your billing service handles patient billing, you need clear rules on what happens when patients call, what payment
plans look like, and how statements are generated.

Ask about:

whether they contact patients promptly and how they document outcomes

how they handle disputes, including payer reprocessing versus patient misunderstanding

how they manage communication when insurance changes

whether they comply with applicable requirements for billing communications and hardship considerations (at
minimum, they should be able to describe their policy in plain language)

This is one area where mismatched expectations can create friction. Your practice staff may feel pushed into
explaining denials or balances they did not generate. Meanwhile, the billing service may assume the practice will
handle certain patient questions. Decide responsibilities up front.

Coding and documentation support: where revenue is won or lost
If you think coding is only about choosing procedure codes, you will miss the real value a billing service can
provide. Coding quality includes modifier selection, diagnosis coding alignment, and proper documentation to
support those codes. Even when coding is handled by a coder, billing teams influence outcomes because they see
which codes and documents fail.

A strong billing service does not merely correct codes after denials. They identify patterns that point to upstream
documentation issues and recommend changes. Sometimes that means training a clinician on how to document
medical necessity. Sometimes it means flagging frequent charge capture errors that lead to missing
documentation.

Be careful with vendors that claim they can “fix coding” without working with your clinical documentation practices.
If your documentation never supports the code choices, the vendor can resubmit claims all day and still lose. The
best path is aligning documentation and billing rules so the record supports payment the first time.

https://mail.dilijentsystems.com/blogs/top-8-medical-billing-companies-in-the-usa-for-2025
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A simple way to evaluate “performance” without getting lost in
metrics
You should ask for performance reporting, but do not drown in numbers. The most useful metrics tend to be tied
to decisions you can make.

Look for clarity on:

denial rates by category or reason code

resubmission and appeal outcomes

time to first follow-up and time to resolution

payment posting accuracy and reconciliation process

patient balance aging and collection outcomes if included

A useful vendor report usually tells a story: what changed, what improved, what is still broken, and what the next
fix is. If the reporting is only totals, you will not know whether the vendor is learning or repeating.

Example scenarios that show how choices matter
Consider a practice that bills a high volume of outpatient procedures. Their denial rate for missing prior
authorization rises after a payer policy update. A weak billing approach keeps resubmitting claims until the denial
count looks busy. A stronger approach identifies the policy change, updates prior authorization workflows, and
coordinates with scheduling to verify approvals before services occur. Within a couple cycles, denials drop because
the workflow changes upstream.

Now consider a specialty practice with complex documentation. They are getting partial payments and frequent
underpayment adjustments. A billing service that focuses only on submission might label it as “payer behavior.” A
better partner examines the explanation of benefits patterns and compares coding and documentation alignment.
They may also adjust how they communicate with the payer and which appeals they choose. The improvement is
not that payers become nicer, it is that claims match payer requirements more consistently.

In both scenarios, the key is not just effort. It is diagnosis, ownership, and follow-through.

Common trade-offs to discuss early
Medical billing services are not identical, and your selection comes with trade-offs. The best decisions come from
acknowledging those trade-offs before they show up as problems.

Here are a few trade-offs worth discussing:

Lower percentage fee versus stronger denial recovery: a lower rate can cost you if the vendor’s denial
workflow is shallow or appeals are limited.

Focus on submission versus focus on documentation alignment: some vendors excel at getting claims
out, but struggle with payer record requirements.

Fast turnaround promises versus realistic payer timelines: a vendor should explain when “fast” is possible
and when payers drive delays.

Full revenue cycle versus limited scope: managing patient balances, appeals, and reconciliations often
requires more involvement and coordination.



Your goal is not to avoid trade-offs, it is to pick the one that matches how your practice operates and where your
revenue risk actually sits.

Bringing it all together: a practical selection process
If you want a disciplined approach, run the evaluation like a small project rather than a leap of faith.

First, gather your billing pain points. Be specific about categories and timeframes, like “denials for missing
documentation increased over the past two quarters,” or “claims remain unresolved longer than we expect.” Then
confirm what services you need, and what can stay in-house.

Second, evaluate vendors on workflow clarity and reporting usefulness, not just on sales charisma. Ask for sample
reports, sample denial analytics, and examples of how they handled payer changes. If they cannot articulate how
they learned from prior failures, that is a sign.

Third, negotiate a start period with measurable outputs. Even if you do not formalize every metric in the contract,
you can set expectations operationally. For example, require a defined reporting cadence in the first two months
and a documented approach to denial analysis.

Finally, plan the transition. A clean handoff requires charge and eligibility data mapping, a timeline for initial claim
processing, and clarity on who owns errors discovered during the shift. The transition period often reveals the
vendor’s real discipline.

What to request before you sign
Even without formal list-heavy procurement, you can ask for a short set of practical items:

a written scope of services with exclusions

a sample monthly performance report

denial and appeals process documentation, even if summarized

the pricing structure described in plain language with examples of how fees apply

account ownership details, including escalation paths

transition plan timeline and data access approach

If the vendor is confident, this material should not be hard to produce. If they stall, you should treat that as an
early signal of operational ambiguity.

Choosing a billing service is choosing your revenue risk posture
A medical billing service does more than submit claims. It becomes part of how your practice manages risk, cash
flow, and payer relationships. The “best” vendor is the one that matches your operational reality and can show you
how their process turns payer rules into consistent payments.

When you evaluate them, prioritize workflow clarity, denial recovery strategy, and reporting that helps you take
action. Ask questions that force them to describe their day-to-day execution. Watch for vague promises around
timeliness, appeals, and documentation support. Most importantly, make sure the contract does not leave you
guessing about responsibilities.

If you do this work upfront, outsourcing can become a quiet improvement, not an ongoing crisis. Your staff gets
time back, your claims move with less confusion, and your practice stops living one payer cycle at a time.


