
 

 

   1 | P a g e  

 

 
 
Easy Billing Regional Training Reference Guide 

The Easy Billing Regional Training Reference Guide intends to offer you a detailed outline of all 
the functions and processes in the billing workflow. 
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Getting Started 
Successful billing in Valant requires some basic preparation and configuration: 
 

 Click on Transaction Codes | Procedures and ensure fees are set and other options 
configured as required for insurance billing. 

 Click on Persons and Institutions | Practice to configure Billing Info, Pay-to Address (if 
different), EDI Billing Contact, and other EDI configuration data if required. 

 Go to Persons and Institutions | Facilities to configure data related to the facilities at 
which encounters take place. 

 Access Persons and Institutions | Providers and configure each provider in the 
practice and ensure Tax ID, NPI, and Specialty are correct. 

 In Persons and Institutions | Insurance Companies configure each payer to whom 
claims will be submitted. (If different payers require different practice Billing Info the EHR 
can be configured with Variable Billing Provider.) 

 Click Persons and Institutions | Patients to configure each patient with payer 
information, copay amount, and subscriber (if required). 

 
 
 
 
 
 
 
 
 
 
 

Procedure Codes 
Go to Transaction Codes | Procedures – The items required for insurance billing are marked 
with **: In the image you will see that 99213 has been selected from the list of procedures. 
 

1. ** CPT Code: Must contain a valid CPT Code. 
2. ** Fee: Your fee for the procedure. 
3. ** Place of Service: Generally 11: Office. 
4. Default Appointment Duration: Sets default length of appointment on scheduler. 
5. Category: Applies a default color to appointments using this procedure code. 
6. ** Insurance Procedure Checkbox - Indicates whether or not a procedure is billable to 

insurance. 
7. Is Add-on Charge Checkbox: Indicates whether or not a procedure is considered an 

Add-On Code. 
8. Count as Visit/Count as Encounter Checkboxes: Indicates whether or not this procedure 

counts as a patient visit for authorizations and Meaningful Use. 
9. Allow Patient Reminders: Indicates whether or not an Appointment Reminder will go to 

the patient when they are scheduled for this procedure. 
10. Use as Next Procedure in Charge or Appointment Creation Checkbox: Used to indicate 

that this procedure will be automatically selected when the next appointment is created 
for this patient, when this is the last recorded appointment for that patient. 
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11. Is Laboratory Service Checkbox: Used to indicate whether or not a procedure is a 
laboratory service. 

12. Inactive Checkbox: Used to inactivate a procedure that is no longer being used. This 
hides it from the visible list. 
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Practice Setup 
Go to Persons and Institutions | Practice where there are a number of tabs which should be 

examined to ensure correct configuration. 

1. Billing Info: This data, when billing as a Practice with a Type II NPI, is used either in 

Box 33 and 33a of a CMS 1500 form, or in the appropriate Loop and Segment of an 

ANSI 837 claim file. If the practice is billing using the Provider’s Type I NPI, then the 

“Practice Type” should be set to “Person”. If the practice has a Type II NPI, then the 

“Practice Type” should be set to “Non-person”. 

 

 

2. Pay-to Address. This is used if the practice requires payment or remittance be sent to a 

location other than that listed in the Billing Info tab. This should never contain the same 

data as the image above. 
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3. Preferences: Should the “Bundle primary and add-on charges into single claim” become 

unchecked it will cause the add-on charges to be submitted without an associated 

Primary Charge. This generally results in denials. 

 

4. Statement Messages. This is where various messages can be configured for inclusion 

on patient statements. Only the Past Due messages associated with the oldest 

outstanding balance for the patient will be included. 

 

5. Statement Preferences. These allow for customization of the statement based on the 

preferences of the practice. 

 

6. EDI Billing Contact. This is submitted with each claims batch and provides the payer 

with contact information at the practice. Only the “Name”, and either the “Phone” or 

“Email” fields are required. 

 

7. EDI Configuration. These fields are used with third party (non-integrated) 

clearinghouses. Their enrollment representative will guide you should any of these fields 

be required for the successful submission of claims. The most commonly required field is 

“EDI Submitter ID” which allows the clearing house to identify the practice based on the 
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ANSI 837 file header. Nothing is required when using Navicure or Relay Health as your 

clearinghouse. 

 

 

 

 

 

 

 

Facilities Setup 
Each facility at which the provider(s) see patients requires an entry in Persons and Institutions 

| Facilities. Many small practices will have a single facility while larger practices may have two, 

three, or more. Required fields are marked with **. 

1. ** “Facility ID”: Generally an abbreviated name for the facility. 

2. ** “Name”: The actual name of the facility. 

3. ** “Street 1”: The Mailing Address of the facility. 

4. “Street 2”: The Apartment or Suite number that correlates to the facility's address. 

5. ** “City”: The City in which the facility resides. 

6. ** “State”: The State in which the facility resides. 

7. ** “Zip”: The zip code of the facility's address. “Zip +4”: The extension of the zip code of 

the facility's address. 

8. “Phone”: The most commonly used phone number to contact the facility. 
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9. “Ext.”: This field will allow the staff to specify an extension for the phone number if 

applicable. 

10. “Fax”: The fax number of the facility. 

11. “Facility NPI”: The NPI number of the facility. While not required to create a facility entry, 

this is required if different than the practice billing NPI. This populates 32a on the CMS 

1500 Claim Form. 

12. “Service Location Identifier”: The unique ID number for the facility other than the 

NPI.  (This is rarely applicable, i.e. Maine Medicaid) This field will populate Box 32B on 

the CMS 1500 Claim Form. 

13. “Inactive”: Removes a facility from the visible list. 

14. “Show in Patient Portal”: Will display the address, phone number and a map for this 

facility on the Locations tab in the Patient Portal. 
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Provider Setup 
Initial Provider setup is accomplished by your practice’s Implementation Services Manager. 

Only Valant employees with administrative permissions have the ability to add new providers to 

your EHR. However, the upkeep of the data once entered by the Implementation Services 

Manager resides with the practice. As with other data types, there are certain fields which are 

required. These are marked below with **. 

1. ** “Provider ID”: Internal ID of the Provider that is specified during the initial setup. 

2. ** “Display Name”: The desired way of displaying the Provider's name in the EHR and on 

Documentation. Must include credentials if required for the electronic signature. 

3. “Suffix”: The Credentials or the Suffix of the Provider's name (Ex.:  M.D., Jr., III, etc.). 

This field is not displayed as a part of the electronic signature. 

4. ** “First”: The First Name of the Provider. 

5. “MI”: The Middle Initial of the Provider. 

6. ** “Last”: The Last Name of the Provider. 

7. “Audio Reminder Name”: The Appointment Reminders module needs to be purchased 

for this field to be applicable. 

8. ** “Street 1”: This is typically the address of the clinic that the provider frequents most 

often. 

9. “Street 2”: This is typically the Apartment or Suite number of the clinic that the provider 

frequents most often. 

10. ** “City”: This is typically the clinic's city that the provider frequents most often. 

11. ** “State”: This is typically the clinic's state that the provider frequents most often. 

12. ** “Zip and Zip+4”: This is typically the clinic's zip code that the provider frequents most 

often. 

13. “Main Phone”: The most commonly used phone number to contact the provider. 

14. “Ext.”: This field will allow the staff to specify an extension for the provider's phone 

number if applicable. 

15. “Fax”: The fax number of the clinic that the provider frequents most often. 

16. ** “Email”: The email address of the Provider. 

17. “SSN”: The Social Security Number of the Provider. This is not required if a Tax ID is 

listed for the Provider. 

18. “Tax ID”: The Tax ID of the Provider. 

19. “State License”: This is the state license number that credentials the provider to practice 

in their state. 

20. “Provider NPI”: The National Provider Identifier (NPI) of the Provider. 

21. “DEA Number”: The DEA Number of the Provider. 

22. “Specialty Drop-down Box”: The Specialty of the Provider. This will determine the 

taxonomy code that goes out on the Provider's claims, if applicable. (Additional 

Taxonomy codes can be added to the system by calling our Support Department at 888-

774-0532, ext. 2.) 

23. “Incident-To Supervisor Drop-down Box”: The billing Supervisor of the Provider, if 

applicable.  ONLY enter a value here if all billing for the Provider should show the 

supervising Provider's information as the service provider. 
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24. “Billing Type Drop-down Box”: This field is used to categorize the provider if the practice 

is using Fee Schedules. See Fee Schedules. 

25. “Signature on File”: Checkbox indicates that the provider's signature is kept on file 

somewhere in the office. This box should be checked for successful insurance claim 

submission. 

26. “Accept Assignment” – “Medicare”: Checkbox indicates that the provider participates 

with Medicare and will be accepting assignment of benefits. 

27. “Accept Assignment” – “Tricare”: Checkbox indicates that the provider participates with 

Tricare/Champus and will be accepting assignment of benefits. 
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Insurance Company Setup 
Go to Persons and Institutions | Insurance Companies to configure each payer to whom 

submit claims. As with other data types, there are certain fields which are required. These are 

marked below with **. 

1. ** “Type”. A list of Insurance Types that populate box 1 on the claim form. This list 

includes Commercial, Medicare, Medicaid, Blue Cross/Blue Shield, Tricare, HMO, PPO, 

and Worker's Compensation 

2. ** “Name”: Name of the Insurance Company, used to identify this specific entry in the 

Patient Record. 

3. ** “Street 1”: The Mailing Address of the Insurance Company. 

4. “Street 2”: Additional details, such as a PO Box number, associated with the insurance 

company's address. 

5. ** “City”: The City in which the Insurance Company is located. 

6. ** “State”: The State in which the Insurance Company is located. 

7. ** “Zip”: The Zip Code of the Insurance Company's address. 

7. “Zip +4”: The extension of the Zip Code of the Insurance Company's address. 

8. “Tax ID”: The Tax ID associated in the ERA file for this particular payer. 

9. ** “Phone”: The phone number for Provider Services used to contact the Insurance 

Company. 

10. “Ext”: This field will allow the staff to specify an extension for the phone number if 

applicable. 

11. “Fax”: The fax number for Provider Services used to contact the Insurance Company. 

12. “EDI Payor ID”: The Payor ID assigned to the payor for Electronic Data Interchange 

(EDI). This number should be provided by the clearinghouse. Some clearinghouses 

have the ability to create paper claims for you and mail them to the payer for a nominal 

additional fee. They will provide a special EDI Payer ID to identify these claims. 

13. “Eligibility ID”: The ID number assigned to the payor for electronic eligibility checking, if 

the practice uses an integrated clearinghouse. 

14. “Medigap ID”: The ID number that identifies the payor as a supplement to Medicare. 

15. “Unique Member ID”: This check box indicates that plan members, who are not the 

subscriber, still have a unique member ID number assigned to them that differs from the 

subscriber's. This is generally used for Medicare. 

17. “Accept Assignment”: This check box indicates that the practice will be accepting 

assignment of benefits/payment from this payor. 

18. “Crossover”: This check box indicates that the payor, when used as a primary insurance, 

automatically forwards the claim to the secondary payor after processing has been 

completed. 

19. “Inactive”: This check box determines whether the insurance company is active or 

inactive in the EHR. (This does not delete the insurance company.  It merely removes 

the insurance company from the search results. Inactive payers will appear in the search 

results by selecting the Show Inactive Insurance Companies check box located in the 

upper right corner of the Insurance Companies Tab. The insurance company can be 
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reactivated again by un-checking the Inactive box and saving the changes via the Save 

button.) 

 

 

Note: The “EDI Payer ID” is only required for electronic claims. Paper claims can be created for 

insurance payers without an EDI ID. 

 

If “Variable Billing Provider” is enabled, click the Provider Information tab to configure the 

billing info required for each provider, for this payer.  There is a Add/Edit Button associated with 

each Provider as seen below. Any information entered for the provider will override the practice 

settings for this provider, for this payer. 
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Each Provider can be configured independently using the dialog shown below. In this case the 

provider is configured to bill Aetna using a Type II NPI. These fields can be changed to match 

the provider’s credentials for this payer, if they are different than the billing settings for the 

practice. 
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Once correctly configured click OK and finally Save at the bottom of that Provider Information 

tab. All claims submitted to Aetna for this provider will have the credentials seen above while the 

rest of the providers will have the details as noted in the Billing Info in Persons and Institutions 

| Practice. 

 

 

 

Patient Setup 
Configuring the patient for insurance billing starts on the Demographics tab in the patient 

record accessed via Persons and Institutions | Patients. 

Important information for insurance billing is: 

 Complete current address. 

 Date of birth. 

 Sex. 

 “Auto bill patient checkbox selected”. This ensures charges created on the patient’s 

behalf will appear on patient statements, should they meet the statement filters. 

 “Info release authorized” checkbox selected. This indicates that the patient has signed 

paperwork authorizing the clinic to release their PHI to the insurance company. This 

populates box 12 on a CMS 1500 claim form. 

 “Signature on file” checkbox selected. This indicates that the insurance company is 

authorized to pay the clinic directly. This populates box 13 on a CMS 1500 claim form. 

The next steps in configuring the patient for insurance billing are generally a quick process if all 

the steps described previously have been accomplished. Click on Persons and Institutions | 

Patients and navigating to the Insurance 1.There are certain fields which are required, but only 

after an insurance company has been selected from the pull-down list. These are marked below 

with **. 

1. “Insurance”: A list of all payers previously defined in Persons and Institutions | Insurance 

Companies. 

2. ** “Type”: Contains the three choices described below. 

a. “Group”: Any Commercial payer (e.g. Aetna, Cigna, etc.) 

b. “Nongroup”: Any Federal, State, or Local payer (e.g. Medicare, Medicaid, Tricare, 

etc.) 

c. “Supplement”: Any supplemental insurance. (e.g. AFLAC) 

3. ** “ID Number”: The patient’s or patient’s subscriber’s insurance ID number. 

4. “Group Number”: Used to specify the Group number from the patient's insurance card. 

5. “Authorization 1”: A drop-down menu used to select the authorization that applies to the 

patient. (This list pulls from the Authorizations Tab in the Patient Record. 
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6. “Authorization 2”: A Drop-down Menu where a second authorization may be selected if 

applicable. 

7. “Other Authorizations”: Opens a dialog that allows for three additional authorizations to 

be applied. 

8. “Subscriber”: This is the name of the primary insured if different than the patient. Can be 

left blank in many cases. 

9. “Relation to Subscriber”: Used to specify the relationship of the patient to the subscriber. 

10. “Accept Assignment”:  Always checked if participating physician agrees to accept the 

negotiated rate as payment in full. Unchecked if the practice provides courtesy billing 

after receiving payment in full from the patient. 

11. “Crossover or Dual Coverage”: If Medicare is the primary payer they will provide 

Crossover billing at the request of the patient. Dual Coverage is where the primary and 

secondary are the same payer. 

12. “Auto Bill Insurance”: This checkbox causes newly created charges to be set as ready to 

bill to an insurance company upon creation. 

13. “Check Eligibility”: If configured, allows for insurance eligibility checks to be performed. 

 

 

 

      



 

 

15 | P a g e  
 

 

Additional payers can be added via the Options menu as seen above. Once an additional 

insurance tab is added, the process is the same with the exception of the “Crossover or dual 

coverage” check box which would never apply. Up to two additional payer can be added to a 

single patient’s record. 

 

 

 

Creating a Charge 
Billing in Valant begins with the creation of a charge. Generally, charges will be created based 

on an appointment in your scheduler. The appointment contains much of the information 

required to submit a claim to an insurance company. This includes the Patient, the Date of the 

Encounter, the Rendering Provider, the Facility, The Primary and any Add-On Codes, the Fee 

for each code, Units, Modifiers, and other details that may be required by the payer. 

 

To create a charge from an appointment, right-click on the appointment and select Record 

Appointment from the Appointment portion of the fly-out menu. 

 

The system will then create a billable charge by taking the appointment data and add to it 

insurance information pulled from both the patient record and from the payer record. If there are 

no errors or missing data the charge will be created and noticeable visual changes are made to 

the appointment. Above we see there is a vertical red bar on the left-hand side of the 

appointment and the patient name is in bold text. Below we see the results of recording the 
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appointment as completed. The red bar has disappeared and the patient name is no longer in 

bold text. 

 

 

In some cases, a large number of appointments may need to be recorded as completed at the 

same time. The Scheduler is provisioned with a tool to allow many appointments to be recorded 

as completed simultaneously. Simply click the Record Appointments button located at the 

bottom of the view column in the scheduler. 

      

 

This new screen allows for multiple appointments to be selected via the check boxes and 

assists users in identifying appointments that do not meet the criteria necessary to create a valid 

charge. In the example below, the 09/09/2015 appointment for UNKIM is missing a valid billing 

diagnosis. Appointment parameters may also be edited from this screen. Clicking Record 

Selected Appointments will process all checked appointments and create charges. Note: The 

[!] indicates that there is a charge or payment Patient Notification has been applied to this 

patient. 
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Occasionally charges need to be created that are not based on an appointment on the 

Scheduler. Valant provides two tools to accomplish this simply called Create Charge and 

Create Add-On Charge. 

From the Navigation Tree click Billing | Create Charge | Create Charge. This tool allows for 

the creation of a Primary Charge and allows for two Add-on Codes to be attached. 
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The next screenshot displays the screen in its default state. At this point (when logged in as a 

Provider), the only requirements are “Patient”, “Facility”, and a “Primary code”. If logged in as a 

Staff user the “Provider” would also be a required field. 

In most cases, selecting a “Patient” will set the values of “Facility” and “Primary Code”. “Primary 

code” is set if the last recorded charge has the “Use as next procedure in charge or appointment 

creation” checked in the Charge definition under Transaction Codes | Procedures. 

 

A complete and valid billable charge can be configured using the pull-down fields for “Add-on 

Code 1” & “2”, “Primary authorization”, and the “Dx1 – 4 Set” dialogs. Additionally, “Units”, 

“Modifiers”, and “Other Details” can be configured on this page. Once all of the fields have been 

completed click Save to create the charge and add it to the patient ledger. 
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Creating an Add-On Charge 
In some cases an Add-on Charge needs to be created and attached to a previously created 

Primary Charge. This is accomplished by going to Billing | Create Charge | Create Add-on 

Charge. 

 

The following image displays that tab in its default state. Note that the two requirements are to 

select the “Patient” and the “Add-on code” field at the bottom. 

 

 

After selecting a patient a list of charges that fall between the “Between” dates appear. Select 

the Charge in question, set the add-on code from the pull-down list, set an “Authorization” if 

required and click Save. 
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Examining a Charge 
Navigate to Billing | View/Edit Charges. Select the patient in the pull-down list of choices in the 

upper left-hand corner of the screen. (Note: Navigation to this screen with the patient pre-

selected can be accomplished from the right-click menu in the appointment by selecting 

View/Edit Charges from the Easy Nav portion of the fly-out menu.) 

Below we see the all of the charges associated with this patient that fall between the date range 

specified. 

The first two rows are yellow, which indicates that the insurance company needs to be billed for 

that charge. The light orange row indicates that the patient is responsible for the balance on the 

transaction. 

 

 

To examine a charge, select it in the upper portion of the screen by clicking on the row. The 

details will appear in the lower portion of the screen. In this case, as there are no payments or 

adjustments, all we see is the pink procedure row. For the purpose of this example charges 

99214 and 90833 will be tracked through the billing cycle. 
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As mentioned, the yellow color of the charge (upper portion of the screen) indicates these two 

charges need to be billed to insurance. The legend above the list of charges explains the color 

coding: 

 

• Yellow: Insurance needs billing. Either a new charge, or one for which the responsibility 

has been reset to the insurance company, will display this color. 

• Gray: Insurance has been billed and the system is waiting for payment and adjustment 

information. 

• Orange: The responsibility for the remaining balance rests with the patient. 

• Purple: The charges have “Crossover” status indicating that the system expects the 

primary payer to bill the secondary payer. This could be because the primary is 

Medicare, or the primary and the secondary payer are the same company and have an 

internal crossover procedure. 

 

 

Selecting a charge will cause that row to turn baby blue in color. Additional features of the 

charge list in the upper portion of the screen are: 

 

 “Patient”: The patient whose transactions are displayed below. 

 Patient Filter: The button with a funnel on it allows for the searchable list of patients to be 

modified by Assigned Provider, Assigned Facility, or Patient Type. 

 Between Dates: Allows for the displayed charges to be filtered by a specific date range. 

Defaults to the value set in System Preferences | Default months of charges. 

 Edit Charges/Ledger: Allows for two different views of the patient’s charges. 

 Bundled: Is the Add-on Charge associated with a Primary Charge. 
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 Prim. ID: The ID of the original Primary Charge. Will be associated with each Add-on 

Charge. 

 Bill ID: The sequential, internal ID number assigned to this specific charge. 

 Date: The date associated with the encounter, generally pulled from the appointment on 

the scheduler. 

 Provider ID: The ID of the rendering provider. 

 Transaction: The Transaction Code ID of the procedure performed. 

 Charges: The fee associated with the procedure. 

 Payments: All payments applied to the charge. This is a total of both insurance 

company and patient payments. 

 Adjustments: All adjustments applied to the charge. This is a total of insurance 

adjustments, discounts, and write-offs. 

 Balance: Outstanding balance after payment and adjustment has been applied. 

 Statement Note: Notes which can be added to the Procedure detail and will appear on 

the Patient Statement. 

 

Once a charge has been selected the details are displayed in the lower portion of the screen. 

Additional features are described below. 

 “Bundle primary and add-on charges”: When bundled add-on charges are not fully 

editable. Unbundling them via this checkbox on the Primary charge allows full edits. 

 “Provider”: Rendering provider, pulled from appointment. 

 “Facility”: Facility at which the encounter occurred (pulled from appointment). 

 “Copay”: Patient responsibility expected to be collected at the time of service, pulled 

from patient record. 

 “Billing Status”: Check boxes which allow for a claim or statement to be created. In a 

standard claim cycle these are correctly managed by the EHR billing module. Rebilling 

corrected claims can require manual resets of these boxes. 

 Date: Date of encounter, pulled from appointment. 

 Transaction: Transaction ID, pulled from appointment. 

 Insurance: Identifies which insurance company was responsible for each payment or 

adjustment, pulled from ERA or Apply Insurance Payment module. 

 Dx 1 (ICD-9 & ICD-10): Displays the ICD-9 and ICD-10 codes for the primary billing 

diagnosis, pulled from the patient chart. 

 Charge: The fee associated with the transaction, pulled from the appointment. 

 Units: The number of units of the primary charge, pulled from the appointment. 
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 Payment: Amount collected from payer or patient. Will appear on payment details. 

 Adjustment: Amount of an adjustment by the payer or the practice. Will appear on 

adjustment details. 

 Note: Note which can be added to details, payments or adjustments. 

 

 

 

Once the charge has been selected the details are displayed in the lower portion of the screen. 

Additional features are described below. 

 

 View/Edit Detail: Button to the right which will open a dialog where values of a selected 

Procedure, Payment, or Adjustment row can be examined and sometimes edited. 

 Delete Detail: Button to the right which will delete a selected Payment or Adjustment. 

Procedures cannot be deleted with this button. 

 Add Adjustment: Button to the right which allows Credit, Charge, and Insurance 

adjustments to be added to the charge. Insurance adjustments are permitted only if 

there are insurance payments or adjustments. 

 Add Refund Payment: Button to the right which allows Patient or Insurance refunds to 

be processed. Available only when there are patient or insurance payments associated 

with the charge. 

 Undo: Button which reverts any changes made since the last save. 

 Save: Saves the changes made during current edit session. 

 Delete: Allows for the deletion of the procedure if, and only if, there are no payment or 

adjustment detail rows, no one has been billed, and the procedure was not saved on a 

Daysheet. 

 Options: Allows for the addition or deletion of payers to the charge. 
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The Edit Procedure dialog, accessed by clicking the View/Edit Detail button after selecting a 

procedure, allows for edits of much of the clinical data related to the charge. This includes data 

pulled from both the appointment and the patient chart. 

 “Service Date”: Allows the service date to be edited. 

 “Procedure”: Allows for the selection of a different Procedure Code from the practice list. 
Changing this causes the CPT Code to be changed. 

 “Dx1, Dx2, Dx3, &Dx4”: Allows for the four billing diagnoses to be edited, added or 
removed from the charge. 

 “Units” - The number of units associated with the encounter. 

 “Modifiers (1-4)”: Modifiers are used to further specify or describe the circumstances of a 
procedure or service. 

 “Place of Service”: Allows for the POS to be changed to any value present in the 
Practice List. 

 “CPT Code”: The CPT code can be changed independently of the Procedure noted 
above. 

 “Charge to Patient Only”: Prevents a charge from being eligible for insurance billing or 
payment. 

 “Note”: Displays as Note for the Charge row in a patient statement. 
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Additional edits can be performed on the charge by selecting an Insurance tab or the Other 

Details tab. 

On the Insurance Tab(s), changes can be made to a single claim. As this data is populated into 

the charge when it is created, changes made in the Patient Record are not necessarily 

populated into existing charges. The Insurance Company, Type, ID Number, Group Numbers, 

Subscriber etc. can easily be modified on a charge-by-charge basis. 

The Undo, Save, and Delete buttons work the same here as they do on the Details tab. 
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The Other Details tab allows for certain other required data be entered on a claim-by-claim 

basis. This includes checkboxes to indicate a Condition related to employment or auto accident, 

date fields for current illness, hospitalization, and other dates. This also includes a field for 

entering a Referring Provider. 

The Undo, Save, and Delete buttons work the same here as they do on the Details tab. 

 

The Billing History tab shows each time claim was created and of what type. 

 

 

 

Creating Insurance Claims 
Once charges have been created in the system those with Insurance Responsibility will be in 

the Pending Insurance Claims Queue. To examine those, the Pending Insurance Claims report 

can be run. This is found in the “Billing” pull-down list of choices on the Reports tab. 

To create claims navigate to Billing | Create Insurance Claims. 

Start by creating a batch of Primary claims by clicking the Create Claims button after ensuring 

that the Claims Format is set to an EDI file choice. Below, Valant’s billing clearinghouse partner 

Navicure has been selected. The Filters can be used to select specific claims for creation. 
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Once the claims have been created and bundled, the EHR will transmit them to Navicure for 

you. The next screen will show a summary of the number of claims transmitted and the total 

amount in the batch. Clicking Go Back will send the user back to the “Create Insurance Claims” 

screen. 

 

While the screen above does not provide detail on which claims were submitted in that batch, 

the Claim Submission report does. The next page describes the two reports mentioned here, 

the Pending Insurance Claims report and the Claim Submission report. 

When using a third party clearing house, the claims must be marked as printed to start 

insurance aging. 
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Insurance Claims Reports 
Two helpful reports for claim submission are the Pending Insurance Claims report and the Claim 

Submission report. 

In the Pending Insurance Claims report seen below we can identify the status of all of the claims 

which have not yet been sent. To generate a report simply set the parameters desired and click 

the Preview button. After a few moments the report will generate. There are two interesting 

scenarios in the example below. 

The first is for patient 11SGAR, date of service 10/23/2013. The column of data labeled “Ins.” 

indicates this is a “S” or Secondary claim. This will not be processed unless the Claims Type is 

set to Insurance 2/3.  

The second is “ZZZWAY”, date of service 10/24/2014. The two rows indicating the Primary and 

Secondary charges are in a lighter colored, italicized font.  

 

 

 

 

 

 

 

 

 

 

 

 

 

An examination of these charges reveals the primary charge is marked as “Insurance needs 

billing”, while the add-on has been billed and is awaiting an insurance response. Claims cannot 

be submitted if the primary and add-on are in different billing states. 
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The Claim Submission report is shown below. This report can be configured with many more 

options than the Pending Insurance Claims report. It will break down the data first by Provider, 

then by Payer and finally by either Billing Date or Date of Service. 
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Applying Insurance Payments 
Insurance Payments can be processed either by manually applying payment and adjustment 

information from an EOB, or by processing an Electronic Remittance Advice (ERA) file. 

There are many different versions of an EOB.  While the information displayed is usually 

identical, each payer has the option to convey the information in their own format.  The most 

common format style used is the Standard Paper Remittance format.  This format is frequently 

used by Medicare.  An example of that format is displayed below. 

In the below case the claim amount was $431.00, but Medicare only allowed $193.15 of which 

$38.63 is patient responsibility. The total adjustment is $237.85 leaving a payment to the 

provider of $154.52. 

That information, as well as the payment date and check number are required to post the 

payment to the charge. 

Note: The information provided below is for a fictitious patient and is provided for demonstration 

and training purposes. 

 

 

To begin the manual payment process open Billing | Apply Insurance Payment. Using the 

information noted previously users would select the payer, enter the payment date, indicate the 

payment type, enter the total amount of the check, and finally enter the date this check was 

processed in Valant. Click Begin Posting Payments. Note: The “Processed Date” is ONLY 

used when billing Medicare as the secondary payer.  
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Using the patient filter “Emmett” has been selected from the pull down list. Note: The patient list 

will only contain patients who have WA Medicare as a payer. Only the fields with a yellow 

background can be edited on this page.  

 

 

The editable fields include the following: 

 “Partial”: Marking a payment line as Partial indicates that the payer’s responsibility has 

not yet been fully met. As a result, the responsibility for payment on the service line will 

remain with the current payer and will not move to the next payer or patient. 

 “Apply”: The payment amount being applied to the transaction. 

 “Con. Adj.”: The contractual adjustment amount being applied to the transaction.  

 “Pt. Discount”: Any additional discount amount being applied to the transaction which will 

reduce the patient responsibility. 

 “Denied”: If checked, applies an insurance denial and moves the remaining balance to 

the responsibility of the patient's next billing party. This is either the secondary payer, 

tertiary payer, or the patient.  



 

 

32 | P a g e  
 

 “$0”: If checked, applies a $0 insurance payment with the associated adjustment to the 

transaction and moves balance responsibility to the patient's next billing party. Use when 

no insurance payment is made, but no denial is given. E.g., patient deductible amount. 

Once the Unapplied amount reaches zero the payment may be processed. 

Below are the results to the charge of processing that payment. In this case, the responsibility 

for the balance falls to the patient as there is no secondary payer. 

 

The payment and adjustment details appear below. 

 

 

 

 

Applying Insurance Payments with ERA 
Applying an ERA payment can save many hours of labor. ERA files contain the same 

information as an EOB but is formatted in a machine readable file. ERA files can be viewed and 

processed by opening Billing | ERA. The ERA Tab will display ERA files delivered by an 

integrated clearing house, or manually uploaded from a non-integrated clearinghouse.  

 Between Fields: Filters ERA files by date received.  

 “Check/EFT #”:  Filters ERA files by check/EFT number. 

 “Show Processed Payments”: If checked, displays previously processed and bypassed 

ERA files for review. 

 Upload ERA 835 File: Allows upload of ERA files from non-partnered clearinghouses. 
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 Next: Begin posting selected ERA payment. 

 

 

Below is a payment and adjustment information for a variety of claims. The system matched 

some of the responses to charges existing in the EHR, however, some of the response lines do 

not display a Patient ID. This happens when the claim was submitted on paper or through a 

different practice management software package. 

 

 “Payment Date”: Indicates the date of the payment. 

 Payer Contact: Displays the payer's contact information as contained in the ERA file. 

This is not the same contact information as found in the payer record in Persons and 

Institutions | Insurance Companies 

 Exceptions Report: Displays exceptions information for unassigned payments 

contained in the ERA file. 

 Legend: Displays a legend describing the meaning of various colors in the Payment List: 

 

 “Adjudication Date” Indicates the date the claims were adjudicated by the payer. 
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 “Payer”: Indicates the name of the payer as contained in the ERA file. This is not the 

same contact information as Persons and Institutions | Insurance Companies | 

Insurance. 

 “Reference”: Indicates the payer reference number. 

 “Amount: The total payment amount. 

 “Unassigned Amount”: The total amount of unassigned payments contained in the ERA 

file. 

 ERA Payments List: Payment and adjustment transaction information contained in the 

ERA file are displayed in a color-coded, columnar view. 

o “+/-“: Expand or collapse itemized adjustment information associated with the 

payment. This information includes group and reason codes and their 

descriptions. 

o Adjustment Detail List: 

 Checkbox: If unchecked, the adjustment will not be applied. Often used 

when applying secondary ERAs. Checking/Unchecking adjustments will 

automatically update the Balance Column for the ERA line item. 

 Type Column: Indicates the adjustment Group Code. Group Codes 

assign financial responsibility e.g., CO would mean contractual obligation 

or provider responsibility and PR would mean patient responsibility. 

 Code Column: Indicates the adjustment Reason Code. Adjustment 

Reason Codes provide an overall explanation for the financial adjustment, 

and may be supplemented by more specific explanation using Remittance 

Advice Remark Codes. 

 Description: Provides a description of the reason for the adjustment. 

 Amount: The amount of the adjustment. 

 “Apply”: This will apply the line item into the system. You should use this for most, if not 

all, of the line items in your files. 

 “Ignore”: This will ignore the line item in the file. Choosing this will exclude the line item 

details from being processed. This is primarily included to allow incorrect or invalid 

responses from the payer to be ignored. 

 “Unassign”: Will apply the line item as being unassigned to a specific patient. This 

should only be used for payments that cannot be matched up with transactions in the 

system. Choosing to Unassign a payment will result in the payment appearing on the 

Day Sheet as a deposit and the Unassigned Payments report, but no other payment 

reports.  

 Patient ID Column: Indicates the Patient ID. Occasionally the system will not 

automatically match ERA payment information to a charge. You can manually match 

ERA line items by selecting Action | Match Manually. 

 Date Column: Indicates the charge date. This is usually the date of service. 

 CPT Code Column: Indicates the CPT Code used for the charge. 

 Charge Column: Indicates the charge amount. 

 Payment Column: The total amount of payments that will be applied to this transaction. 

 Copay Column: Indicates the patient copay amount for the service. 
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 Con. Adj. Column: The total amount of adjustments being applied to this transaction. 

You can view individual itemized adjustments by clicking the +/- Buttons 

 Other PR Column: Indicates the total patient responsibility other than copay. This is 

commonly used to display coinsurance totals. 

 Prev Pay Column: The total amount of payments that have already been applied to the 

charge indicated in the ID Column. 

 Balance Column: The expected remaining balance on the transaction after the 

payments/adjustments are applied, if not other changes are made within the ERA page. 

Checking/Unchecking adjustments will automatically update the Balance Column for the 

ERA line item. 

 Action button: 

o Show Details: View remittance information for the transaction. Helpful when the 

system is unable to match the payment data to a charge. The System Values 

and File Values allow for the identification of discrepancies, as in the Copay 

amount below. 

 

      
 

o Match Manually - Occasionally the system cannot automatically match ERA 

payment information to a charge. This happens when the original claim 

information was not submitted electronically from the Valant EHR. Below we see 

charges that match one or more aspects of the data found.  
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o Go Back button: Returns to the ERA list without applying payments. 

o Apply Payments button: Applies the selected ERA payments and adjustments. 

Once all of the payment and adjustment information has been reviewed and the Apply 

Payments button has been pressed the system will process all of the payment and adjustment 

information to the appropriate charges and return to the ERA list screen where another ERA file 

can be selected for processing. 

Please Note: Only one person can work in an ERA file at a time. If that individual leaves the 

ERA page in any way other than clicking the Go Back or Apply Payments buttons the file will 

be locked preventing other users from accessing the ERA details of this file. 

 

 

 

Print Patient Statements 
In order to collect the remaining balance from the patient a patient statement must be generated 

and mailed. Patient Statements are generated by opening the Billing | Create Patient 

Statements screen. Similarly to the Create Insurance Claims screen there are a number of 

filters which can be used to limit the number of statements created and printed. 
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 “Provider Filter” drop-down menu: If the “Provider Filter” field is left blank, statements will 
be generated for every patient regardless of assigned provider. This excludes any 
patients that may be filtered out by other means. 

o “Only” radio button: This will create Statements for all patients that see one 
particular provider when creating charges.    

o “All Except” radio button: This will exclude the patients who see a particular 
provider when creating charges for the rest of the practice.    

 “Patient Filter” drop-down menu: The patient that received the service. 
o Filter Icon: Allows the assigned provider, assigned facility, and the patient type to 

be included in the search criteria. 
o “Only”: radio button: One individual may be selected to receive a Patient 

Statement.  
o “All Except” radio button: This will exclude that individual patient.  

 “Patient Type” drop-down menu: If this field is left blank charges will be generated for all 
the Patients Types in the practice. This excludes any that are filtered out in previous 
settings. 

 “Only” radio button: One Patient Type may be selected to receive finance charges.     

 “All Except” radio button: Used to exclude one Patient Type from having a finance 
charge created in their account. 

 “Assigned Facility” drop-down menu: If this field is left blank charges will be generated 
for all the Assigned Facilities in the practice. This excludes any that are filtered out in 
previous settings. 

o “Only” radio button: One Assigned Facility may be selected to receive finance 
charges.  

o “All Except” radio button: Used to exclude one Assigned Facility from having a 
finance charge created in their account. 

 “Statement Type” drop-down menu: There are four statement types: 
o “Balance forward” will show all billing transaction details from the last 30 days or 

since the last time the patient was sent a Balance forward statement, whichever 
is greater. Additionally, it will display the total patient responsibility from the 
previous Balance forward statement as a single line item at the top, but will not 
include visits that are still pending insurance processing. 

o “Balance forward include pending charges” will display the same information as 
the Balance forward statement type, but includes pending insurance visits. 
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o “Outstanding charges only” will only print charges that have a balance remaining, 
whether it is insurance or patient responsibility. 

o “All charges” will generate a statement that shows the entire account history for 
the patient within the selected date range.  

 “Minimum Balance” field: Use the minimum balance selection to set the patient 
responsibility as a minimum dollar amount, or bottom limit, on statement generation. E.g. 
If you do not wish to send statements for balances less than $5.00 dollars, enter that 
amount here. To generate statements for all of the charges, even those with a zero 
balance, change this amount to $0.00.   

 Date Range fields: The date range option is to specify a time frame in a patient’s 
account history for creating a statement. The date range option works only with the 
“Outstanding charges only” (option 3) and “All charges” (option 4) statement types. Due 
to the functional nature of a balance forward statement, the date range boxes will be 
“inactive” when these statement types are used. 

 “Statement Formats” drop-down menu: Used to choose different graphic formats for the 
patient statements.   

o “Patient statement” format will create a statement for patient use only; no CPT or 
diagnostic codes will print on the statement. 

o “For insurance submission” creates a statement the patient can use to send to 
their insurance company directly for reimbursement. “CPT” and “diagnostic 
codes” will be specified, as well as provider data needed for insurance 
companies to process claims, such as “tax id”, “state license”, and “NPI 
numbers”. 

o “Cash only” will create a statement that looks the same as what was just 

described with a column for patient responsibility only; no column for insurance 

responsibility will appear. 

o “Simplified Statement”: A new, user configurable statement type that is replacing 

all of the first three choices. 

 “Save Individual Patient Statements” checkbox: This field will save a copy of the 

generated statement to the patient chart. This box needs to be checked prior to 

generating the statement in order for the statement to be saved in the system. 

 “Prepare Statements for Sending to Portal” checkbox: Allows the preparation 

of statements to be sent to a patient's Patient Portal account is configured. 

 “Include Guarantor Summaries” checkbox: This will include Guarantor Statements in the 

Patient Statements. 

 “Show Insurance Information” checkbox: This box toggles the presence of information 

required for insurance billing, regardless of the practice statement settings.  

 “Report Name” field: The name of the statement being generated. 

 “Report Description” field: The optional description of the statement being generated. 

 Clear button: Used to clear the above selections and return the form to the default 

values. 

 Generate Statements button: Used to generate a PDF file of all statements which meet 

the filter criteria as described above.  

o After generating the patient statement file with the preferred filters and formats, it 

may be viewed by opening the PDF file in your preferred utility. (e.g. Adobe Reader, 

in a Browser Window, in Preview on the Mac, etc.)  
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o If the PDF file is satisfactory, click either Mark statements as printed, or Mark 

statements as printed and save statements. This action will tell the system that 

statements have been generated, start patient aging, and will add the date of the 

statements file to all applicable patient account histories.  

o Clicking Mark statements as printed and save statements will save a pdf of 

the comprehensive statement file in Documents | Practice Documents. 

o If the PDF file is not satisfactory, close the PDF, click the Go back button and the 

generated information will not be added to any billing history data. 
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Applying Patient Payments 
To apply a patient payment to an existing charge, click on Billing | Apply Patient Payment. As 

seen below some configuration is required. The fields are as follows: 

 “Patient”: Select the patient for whom you have received payment. 

 “Payment Date”: Enter the date the payment will be deposited. 

 “Check or Reference Number”: Enter either the check number or a transaction number 

from a credit card transaction. 

 “Amount” Total amount of the payment. 

 “Pre-payment Credit”: Amount, if any, which the patient has in their pre-payment account 

that you wish to apply towards a current balance. 

 “Accept Pre-payment”: Button is active once a patient has been selected. Allows for 

funds to be paid into the patient’s pre-payment account. 

 “Payment Type”: Allows for the selection of Cash, Check, Credit Card, and Pre-payment 

Transfer transactions. Additional custom options can be included by adding them in 

Transaction Codes | Patient Payments. 

 “Clear”: Clears any value and resets the form to the defaults. 

 “Get Unpaid Transactions”: Displays transactions with a balance to the patient if within 

the Start Date window. 

 

Below we see the parameters for processing a check that was mailed to the practice after the 

patient received a statement. 
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The following image illustrates the Apply Patient Payment tab as it would appear using the 

parameters on the preceding page. (Note: the Start Date was adjusted to allow a charge from 

2010 to appear.) 

Other features of the page include: 

 “Zero balances”: When selected this checkbox will display charges with zero dollar 

balances as well as charges with a negative balance. 

 “Start Date”: The date from which you wish to have charges displayed. 

 “Total”: Total amount of the payment. 

 “Unapplied”: Total not yet applied to a specific charge. Unless this displays $0.00, the 

payment may not be processed. 

 “Pat, Pre-pay, Ins., and Tot”: Balances associated with this particular patient. 

 Pay Copay button allows the payment to be applied as the patient’s copay. 

 Pay Remainder button will apply the payment toward the entire balance of each 

selected charge line in the table. 

 Discount Remainder button will adjust each of the selected balances to zero in the 

table. 

 Apply to Oldest Balances button will direct the payment toward the oldest charges in 

the table. This button does not distinguish between patient responsibility and insurance 

responsibility on the transaction. 

 Enter Payment Details button allows for the entry of payment and adjustment amounts 

and notes in a single dialog. 

 

 

Below we see the payment has been applied and the Save button can now be clicked. The 

“Unapplied” is zero, the balance on this particular charge is zero and the total amount of the 

patient’s check has been applied. 
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In the View/Edit Charges tab we see the results of having applied the payment to the charge. 

The balance is zero and the row is white. 
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Transferring a Patient Payment 
There are times when a previous patient payment needs to be transferred to a different charge 

or between patients. This process only works for payments received and posted to a transaction 

as a patient payment. Click on Billing | Transfer Patient Payment. 

      

 

The screen that opens requires a patient to be selected. Once a patient has been selected 

additional details can be entered. The Transfer Date defaults to the current date, the Amount 

will be the total amount you wish to transfer, the note field can contain a reminder note 

regarding why the transfer is occurring, and if multiple transfers will be accomplished the check 

box allows the system to remember the details between actions in the same session. When the 

parameters have been set click Get Transactions. 
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The following image displays a list of all transactions that have a patient payment. Here we 

need to select where we want to take the money from. Once selected click Next at the bottom 

of the screen.  

 

 

The next image displays charges which have an outstanding balance. It is important to note that 

the funds can be transferred between patients by selecting a different patient in the patient pull-

down list of choices. 

To apply funds to each of the two charges below we click in the apply box and enter 25. Once 

the Unapplied amount reaches zero, the transaction can be completed by clicking Save. 
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Creating a Day Sheet 
The Day Sheet functions as an accounting tool that shows all changes that have been made to 

the accounts receivable (positive and negative amounts) since the last time a Day Sheet was 

generated. 

Go to Billing | Create Day Sheet to open the Day Sheet tab.  

      

The Show Day Sheet button creates a PDF that you may open and save to your computer or 

save to the Practice Documents page. 



 

 

46 | P a g e  
 

 The in-house billing team recommends posting all patient payments and insurance 

payments on a regular basis, as bank deposits are made. 

 If payments are posted on the day that a deposit is made to the bank, they can easily be 

audited and verified by using this day sheet. 

 The last page of the PDF document will show the Bank Deposit Sheet. 

 The totals shown on the Bank Deposit Sheet should equal the amount of money that 

was deposited in the bank for that day. 

    

 

 

Credit Cards: 

 If credit or debit card payments are accepted, keep in mind that these payments go 

directly into the bank account according to the agreement with the merchant card 

processing agent. 

 They are not part of the physical deposit that is taken to the bank and do not show up on 

the bank deposit sheet. 

 Credit card payments are shown in the section of the Day Sheet called “Credit 

Summary” where they are listed along with any other payments and adjustments that 

have been applied to the account since the last time a Day Sheet was generated and 

saved. 
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 Also listed in the Day Sheet are any charges that have been entered into the system, 

either through the Scheduler or the Billing | Create Charge function. 

 Review the Day Sheet carefully before marking as created. 

 Once a transaction detail (e.g. charges, insurance payments, patient payments) has 

been saved on a Day Sheet, it cannot be deleted or altered. 

 Any changes or corrections needed for a transaction will have to be made through an 

additional adjustment mechanism after an item has been printed and saved on a Day 

Sheet. 

If a mistake is found during review of the Day Sheet: 

1. Close the document and click the Go Back button. 

2. Re-enter the payment or adjustment correctly per the EOB or patient payment 

information or modify the details in the View/Edit Charges tab. 

3. Generate the Day Sheet again. 

4. If the Day Sheet data is now correct, print and click Mark Day Sheet as Created and 

Save Day Sheet. This will save the Day Sheet as a permanent part of the records as a 

practice document. 
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If things don’t go as planned 
Once claims have been submitted to a payer, there are generally four possible outcomes: 

Payment 

The payer sends payment and adjustment information via an ERA or an EOB and that is 

processed normally. 

Zero Dollar Payment 

The payer sends no payment, but sends adjustment information. This is what happens if the 

patient has not met their deductible. The adjustment will reduce the balance to the negotiated 

rate and the next payer assumes responsibility.  

Rejected 

This can be for a variety of reasons: incorrect or invalid  billing diagnoses; patient city, state, or 

zip incorrect on claim; identical/duplicate billing diagnoses; invalid CPT Code; invalid subscriber 

information, invalid release of information flag; etc. 

Denied 

This can be for a variety of reasons: the patient was not covered by the payer at the time of 

service (indicating the patient is not their client); the service is not part of the patient’s benefits, 

the service was not authorized, the claim is a duplicate of a previously processed claim, etc. 

 

When claims are rejected or denied edits can be made in the EHR or in the clearinghouse, and 

the claims can be resubmitted. 

In some cases, the data contained in an existing charge will not be automatically updated when 

changes are made elsewhere in the EHR. This includes diagnoses in the patient chart, edits to 

the Procedure Codes, Other Details in the Patient Record, anything at all to do with the original 

appointment, etc. In those cases the data will need to be manually edited on a charge-by-

charge basis in the View/Edit Charges page. 

In other cases, some data is maintained outside of the charge and is combined with the charge 

to create a claim. This includes details in the Billing Info tab, Facility tab, Provider tab, 

Subscriber information, most information in the Patient tab, etc. Changes made in these areas 

will be updated on resubmitted claims. 

If a claim was originally submitted with incorrect insurance information, the user will be 

prompted to update existing charges after making edits in the Patient Record. This process is 

noted below: 

Some claims were rejected due to a missing ‘B’ suffix on the insurance ID. 
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Adding the suffix and clicking Save results in the dialog in the image below. Select each claim 

which requires the data to be updated for resubmission by selecting the check box. Clicking OK 

will update the selected charges. This process can be used when a patient’s policy changes, in 

that case simply click Do not update charges. Older charges will retain the original information 

and new charges will be created with the updated values. 

 

 

Propagating the changes both updates the selected charges and resets the insurance 

responsibility (evidenced by the yellow color of the row.) By doing so, the claims will 

automatically be included in the next batch and no further edits are required. 
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Here we see the updated insurance ID number. 

 

 

 

 

 


