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Payment 
An allowable fee, or allowance, is determined for each service and supply you provide to 
Regence members. This allowance can vary with the type of benefits the member has and 
with the type of provider agreement(s) you have signed (e.g., professional or facility).  

Professional Reimbursement 

Relative value units and conversion factors 
Most professional allowances are calculated by multiplying resource-based relative value 
scale (RBRVS) relative value units (RVUs) by contracted conversion factors assigned to 
procedure codes. The most commonly-used RVUs are published annually by the Centers 
for Medicare & Medicaid Services (CMS) in the Federal Register, although Regence may 
also use RVUs published by St. Anthony’s in the absence of CMS RVUs. Conversion 
factors are assigned to procedure code ranges by Regence and are reviewed periodically.  

 
Site of service reimbursement methodology 
Site of service refers to the method of calculating reimbursement for services based on the 
setting in which they were provided. Services that can be provided both in office and 
facility settings will have both facility and non-facility RVUs listed in the Federal Register. 
In general, reimbursement calculations for office-based services are made using non-
facility RVUs, and for facility-based services using facility RVUs. If only one RVU is listed 
(e.g., facility or non-facility), that RVU will be used to calculate reimbursement regardless 
of treatment setting.  
 
The current Federal Register may be purchased online through the Government Printing 
Office at bookstore.gpo.gov.  
 

Other reimbursement methods 
Not all procedure codes have RVUs published in the Federal Register or St. Anthony’s. In 
these cases, allowances are administratively set by Regence using various methods. 
These include using published fee schedules, such as those used to calculate Medicare 
payment for laboratory procedures or durable medical equipment. Your provider consultant 
can discuss how specific allowances are determined. 
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Hold Harmless 
Participating physicians and other health care professionals have agreed to accept our 
allowable fee as payment in full for covered services and supplies, whether paid by 
Regence, our member, or another payer. This means you may only charge Regence 
members for deductible, coinsurance, copayments and non-covered services. You must 
write-off (or ‘hold the member harmless’) for other amounts as shown below. These  
write-offs are also known as contractual adjustments. Please reference your agreement for 
further clarification. 
 
 Charges above Maximum Allowable Fee: You must hold harmless any amount of 

your charge that is over the allowance. For example, if you charge $45.00 for a service 
with a $43.00 allowance, you must not charge the member for the $2.00 difference. 

 Charges denied due to investigational, medical or reimbursement policies: You 
must hold harmless any amount deemed a provider write-off based on Regence 
medical or reimbursement policies, including services or supplies determined not 
medically necessary. Changes in policy are normally sent via provider newsletters, 
letters from the Medical Director or company officer, or amendments to  
your agreement.  

 
Determining Member Responsibility 
Your payment vouchers display amounts you may bill to your members under the ‘Patient 
Responsibility’ column. In general, charges for non-covered services do not need to be 
written off and can be billed to the member. In some cases, the member cannot be billed 
unless they signed a non-covered member consent form acknowledging financial liability 
for the charges before the services or supplies were provided. A sample member consent 
form listing key elements that must be included for non-covered services follows on the 
next page. A non-covered member consent form, such as the sample form shown, should 
be used for all Regence patients, including Regence MedAdvantage patients.  
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Sample Non-Covered Services Member Consent Form 

 

 
NON-COVERED SERVICES MEMBER CONSENT FORM 

 

I, ______________________________________________________ (list patient name 
and member number), understand that the services and/or supplies listed below may not 
be considered eligible for benefits (e.g., services and/or supplies may be determined to be 
not medically necessary, non-covered or investigational) by ________________________ 
(health insurer). I understand that my health insurance coverage has certain restrictions 
and limitations, such as authorization requirements, and non-covered services and/or 
supplies. Since I have chosen to obtain the services and/or supplies listed below, I agree 
to be financially responsible for any and all related charges, if they are not covered by  
my insurance. 
 

_____________________________________________________________________ 
Services/Supplies Requested 

__________________________________________________________________________________________________________________ 

_____________________________________________________________________ 
Condition/Diagnosis            
_____________________________________________________________________ 

Approximate Cost of Service 
_____________________________________________________________________  

Date of Service 
_____________________________________________________________________ 
Member or Legal Guardian Signature   Member Identification Number   Date 
_____________________________________________________________________ 
Witness Signature          Date 

 

 

This sample may be used as a guideline when developing a 
member consent form. Please consult with your legal counsel 
before adopting this format. 
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Receiving Payment 
 
As a participating physician, other health care professional or facility, you will receive a 
direct remittance advice weekly from Regence BlueShield of Idaho for claims you have 
submitted. Benefits are not assignable; you will receive direct payment even if your patient 
signs an assignment authorization. 
 
Provider Remittance Statements (Payment Vouchers) 
 
Regence BlueShield of Idaho’s Claim Vouchers contains information on how we 
processed your claims, and is commonly referred to as a “voucher” or “payment voucher.”  
 
Samples of Participating (Regular), Regence MedAdvantage, Innova®, Engage® ActivateSM 
and HSA Healthplan 2.0SM vouchers are shown on the following pages; these samples are 
not all-inclusive. The format and content may differ greatly with some products, groups, 
and wholly owned administrators such as Healthcare Management Administrators, Inc. 
(HMA). Voucher questions should be directed to Customer Service at the numbers listed in 
the Contact Us section of our Provider Web Site. 
 

Sample Participating (Regular) Voucher 

Participating (regular) vouchers are sent to participating providers for their patients 
covered under Regence BlueShield of Idaho Traditional and Preferred Provider 
Organization (PPO) plans. The sample voucher shown below contains fields that include 
detailed information on provider name, address, National Provider Identifier (NPI) and/or 
Regence identification number, type of voucher, voucher page number, date, voucher 
number, Regence BlueShield of Idaho policyholder name, Regence BlueShield of Idaho 
group number, claim number, patient account number (if one was submitted on the claim), 
claim total, including billed amount, allowed amount, contractual adjustment, amount paid 
and patient responsibility, payment summary, including voucher total, amount previously 
paid, amount recovered, total balance forward, check amount and check date, and 
applicable explanation codes.  
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Sample Participating (regular) voucher 
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Regence MedAdvantage Payment Voucher Sample 
Payments for all members enrolled in a Medicare Advantage plan like Regence 
MedAdvantage will be sent to participating physicians, other health care professionals or 
facilities accompanied by the Claim Voucher Statement on a regular basis. All vouchers 
will have the Regence BlueShield of Idaho name and logo in the upper left hand corner. 
Below is an explanation of the key information provided on this claim voucher. A sample of 
the Claim Voucher Statement follows. 
 
Section A 
 Professional Provider or Facility’s name  
 Regence Blue Shield of Idaho’s provider identification number 
 NPI number 
 Product name  
 Voucher page number 
 Date of check that accompanies this voucher  
 
Section B 
 Patient’s name 
 Member number 
 Patient’s account number (if one was submitted on the claim) 
 Member's group number 
 Claim number  
 
Section C 
 CPT, CDT, or HCPCS codes billed 
 Written description of the service 
 First and last dates of service 
 Total charge for the service 
 Fee adjustment or the amount not covered by the member's plan. The member may 

not be held responsible for this amount 
 Amount paid by another carrier 
 Amount of patient responsibility. This amount includes copayment, coinsurance, 

deductible or any non-covered services 
 The reason code explaining how this particular claim was processed. Refer to the last 

page of the voucher for descriptions 
 Amount paid by Regence BlueShield of Idaho 
 
Section D 
 Claim voucher totals 
 
Section E 
 Description of reason codes entered in the reason code column in Section C  
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Sample Regence MedAdvantage Voucher - Page 1 of 2 
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Sample Regence MedAdvantage Voucher - Page 2 of 2 
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BlueCard®, Innova®, Engage®, Activate® and  
HSA Healthplan 2.0 SM Vouchers 
 
The easy-to-read vouchers for these members include: 
 Boxes around the headers for each amount 
 Line by line breakdowns 
 Codes billed by line item and then, if applicable, the code(s) bundled into them 
 Specific error messages 
 
A guide for reading the new Claim Vouchers and summaries is included on the following 
pages. More detailed information is available in our Guide to Claim Vouchers for these 
products, available in the Educational Tools section of our Provider Web Site under  
Self-paced. 
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Sample BlueCard, Innova, Engage, Activate and HSA Healthplan 2.0 Claim Voucher  
 
Claims for your Innova, Engage, Activate , HSA Healthplan 2.0 and BlueCard (out-of-area) 
patients are reported on a Claim Voucher and mailed weekly. They are sorted by clinic, 
then alphabetically by provider. Each claims section is sorted by product, then claim type 
(original or adjusted). Within each section, claims are sorted by network, patient name and 
claim number. The main pages include original claims followed by adjusted claims that do 
not have an amount to be recovered. Claims for your patients on other Regence 
products are reported on separate vouchers. 
 

 
Section A 
 Provider’s name and address 
 Regence provider 

identification number  
 National Provider 

Identifier (NPI)  
 Date of check that 

accompanies this voucher  
 Voucher number 
 Voucher page number 
Section B 
 Product name 
Section C 
 Patient name 
 Patient account number (if 

submitted with the claim) 
 
 

(Section C continued) 
 Member number (including 

alpha prefix for BlueCard 
members) 

 Insured’s name 
 Provider network 
 Member’s group number 
 Rendering provider’s name 
 Claim number  
Section D 
 First and last dates of service 
 CPT or HCPCS codes billed 
 Total billed amount for the 

service 
 Amount allowed by 

member’s plan 
 Contractual adjustment 
 

(Section D continued) 
 Amount paid by another 

health plan (e.g., COB or 
third party) 

 Risk withhold (if applicable) 
 Amount paid by Regence 
 Amount of patient 

responsibility (deductible, 
copayment, coinsurance or 
non-covered services) 

 Claim interest paid 
 Message code/explanation 

indicating how claim was 
processed  

Section E 
 Claim totals by product 
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Summary of Adjusted Claims to be Recovered  
 
When an adjustment is made, it will show as a negative payment on the voucher and 
include the previous voucher date. The negative amount is not actually subtracted from 
our payment at that time. If applicable, a refund request will be sent under  
separate cover. 
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Payment Summary and Summary of Payment Reductions 
 
This section lists current payments amounts as well as any payments that are being 
recovered on this voucher from a previous adjustment. 
 

 
 
Pended Claims Summary 
 
This section provides information about claims we have received but have not 
processed because additional information or further review is required (e.g., 
coordination of benefits information, an accident report or medical records). You can 
check the status of pended claims on the Provider Center (formerly Regence Online 
Services for Providers). 
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Sample Activate Member Choice Account Payment 
 

 

 
Note: Only items that differ from Innova, Engage and HSA Healthplan 2.0 vouchers are 
listed below. 
Item A 
 Claim number begins with an M 
 
Item B 
 The message code is ZMO 
 
Item C 
 Explanation of ZMO message code 

A B 

C
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Additional Information 
 
How to Appeal Payment Determinations 
 
If you disagree with how a claim was processed, please contact Customer Service. If 
the determination is not reversed or if you disagree with the subsequent determination, 
you may wish to use the appeals process. Please refer to the Appeals section for 
detailed information. 
 

Overpayment Recovery 

If you receive an overpayment on a claim or a payment for someone else’s patient, or if 
Regence discovers a claim has been overpaid due to a duplicate or adjusted claim, an 
overpayment recovery may be initiated. Regence does not initiate overpayment 
recovery efforts more than 18 months after a claim is paid. However, no time limit shall 
apply to the initiation of overpayment recovery efforts based on any of the following 
criteria:  
 
 Reasonable belief of fraud or other intentional misconduct  
 Required by a Self-Insured Plan  
 Required by a state or federal government program.  
 
Overpayments may be refunded to Regence via check or by deducting the overpayment 
amount from a future voucher. Once you have been notified of an overpayment, your 
office will have 30 days to respond. If we do not receive a response after 30 days, the 
recoupment will be automatically deducted on a future remittance advice. For more 
information regarding the overpayment recovery process, please refer to our Provider 
Web Site in the Claims & Billing section, under Overpayment Recovery. 
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