
HEALTHSMART MANAGEMENT SERVICES ORGANIZATION, INC. 
 
 

JOB DESCRIPTION  

 
JOB TITLE:  Senior Institutional Claims Examiner 
 
DEPARTMENT: Claims Department 

CLASSIFICATION: Full Time 

REPORTS TO:  Senior Claims Manager  
 
EFFECTIVE: 09-01-2021 

 
 

 
 

 
 
 
POSITION SUMMARY: 
 
The Senior Institutional Claims Examiner accurately reviews, researches and analyzes professional, 
ancillary and institutional inpatient and outpatient claims. Essential Functions and Responsibilities of the 
Job : Knowledge of CPT/HCPC, ICD-10 codes and guidelines. Comprehensive knowledge of DMHC, 
DHCS and CMS guidelines to accurately adjudicate Medicaid, Commercial and Medicare Advantage 
claims. Comprehensive knowledge of various fee schedules and CMS pricers 
for outpatient/inpatient institutional, ancillary and professional claims, including, but not limited to 
Medicare fee schedules, DRG, APC, ASC, SNF-RUG. 
 
 
EDUCATION/EXPERIENCE: 
 

1.  High school graduate, some college preferred. 
2.   Experience in a managed healthcare environment for a minimum of ten (10) years. 
3.   Working knowledge of computers and software programs such as Microsoft Word, 

Excel, Power Point. 
4.   Excellent verbal and written communication skills, ability to analyze and problem 

solve. 
5.   Strong organizational and mathematical skills. 
6.   Must be detail oriented and work well as a team. 
7.   Expertise in ICD, CPT-4, and HCPCS coding structure. 
8.   Ability to generate claims status reports and understanding of EOB. 
9.   Definitive understanding of provider and health plan contracting, delineation  of risk, 

medical terminology and industry standard reimbursement methodologies required. 
10. Knowledge of CMS, DHCS and DMHC regulations required. 
11. Ability to work independently with limited supervision. 
12. Ability to research and resolve claims issues to appropriately respond to provider, 

Health Plan, etc. 
 
 
 
 



13. Knowledge and familiarity of Health Plan and IPA/Medical Group benefits and 
contracts. 

14. Experience in working CMS Level 1 Appeals and Grievance cases a plus. 
15. Ability to identify and report processing inaccuracies that are related to system 

configuration.  
16. Process all types of claims, such as, HCFA 1500, outpatient/inpatient UB04, high 

dollar claims, COB and DRG claim  
 

DUTIES/RESPONSIBILITIES: 
 

1. Responsible for the processing of outpatient/inpatient institutional claims and the 
comprehensive knowledge of using CMS prices, DRG, APC, ASC, SNF-RUG payment 
methodologies. 
 

2. Responsible for the processing of claims that are either the financial responsibility of 
the assigned IPA or capitated Hospital. 

 
3.   Responsible for the resolution of Provider Disputes and generate required 

Acknowledgement and Resolution Letters to send to providers. 
 
4.   Responsible for requesting additional information required to adjudicate claims by sending    
      Development Letters to providers. 
 
5.   Responsible for generating accurate Denial Letters for claims denied as member liability. 

 
6.   Run reports and self-audit in order to review payments for inaccuracies prior to check 

generation. 
 

7.    Assist with encounter data processing when needed. 
 

8.    Identify system issues and report these to Claims Management so that the system can 
be    enhanced for future auto adjudication. 

 
9.    Assist with EDI Provider errors as needed. 

 
10.  Mail out Checks and EOBs when needed. 

 
11. Work provider projects for reconciliation when needed. 

 
12.  Identify overpayment and submit request to Claims Management for refund. 

 
l 3.  Maintain high level of departmental effectiveness by maintaining good working 

relationships  with all Company personnel.  Be a resource for interfacing with other 
departments for complex issues. 

 
 

15. Attend internal and external meetings as necessary. 
 

16. Other duties as assigned. 
 
 
 
 
 



 


