Jayne’s Practice Management and Billing Consulting Services, LLC
Revenue Cycle Management Consulting Services
Client Demographic Capture & Intake Form
SECTION 1: CLIENT DEMOGRAPHICS
Organization Information

Legal Business Name: ______________________________________

DBA (Doing Business As): __________________________________

Tax ID/EIN: _____________________________________________

Business Type:
☐ Private Practice
☐ Hospital
☐ Ambulatory Surgery Center (ASC)
☐ FQHC
☐ Rural Health Clinic
☐ Behavioral Health Practice
☐ Home Health Agency
☐ Skilled Nursing Facility
☐ Laboratory
☐ DME Supplier
☐ Billing Company
☐ Other: ________________________

Specialty:
☐ Primary Care
☐ Internal Medicine
☐ Family Medicine
☐ Pediatrics
☐ Behavioral Health
☐ Cardiology
☐ Orthopedics
☐ Radiology
☐ Oncology
☐ Hospitalist
☐ Emergency Medicine
☐ Multi-Specialty
☐ Other: ________________________

Years in Operation: __________

Website: ________________________________________________

Primary Contact Information

Name: _________________________________________________

Title: _________________________________________________

Email Address: __________________________________________

Phone Number: __________________________________________

Mobile Number: _________________________________________

Preferred Communication Method:
☐ Email
☐ Phone
☐ Text Message
☐ Virtual Meeting

Practice Address

Street Address: _________________________________________

City: ____________________ State: ______ Zip: __________

Mailing Address (if different):

SECTION 2: PROVIDER INFORMATION
Provider Profile

Total Number of Providers: _______

Total Number of Locations: _______

Provider Name	Specialty	NPI Number	Credentialing Status
			
			
			
			

Hospital Affiliations:_______________________________________________________

SECTION 3: PRACTICE OPERATIONS
Patient Volume:__________

Average Monthly Patient Visits: __________

Average New Patients per Month: __________

Average Monthly Claims Submitted: __________

Technology Platforms

EMR/EHR System:

☐ Epic
☐ Cerner
☐ AthenaHealth
☐ eClinicalWorks
☐ NextGen
☐ Practice Fusion
☐ Kareo
☐ Other: ____________________

Practice Management System:

Billing Software:

Clearinghouse:

SECTION 4: PAYER MIX
Percentage of Patient Population
Payer Type	Percentage
Medicare	_____%
Medicaid	_____%
Commercial Insurance	_____%
Managed Care	_____%
Self-Pay	_____%
Workers Compensation	_____%
Other	_____%

Top Five Payers:

SECTION 5: CURRENT REVENUE CYCLE OPERATIONS
Billing Structure

Current Billing Model:

☐ In-House
☐ Outsourced
☐ Hybrid

Current Billing Company (if applicable):

Staffing
Position	Number of Staff
Billers	
Coders	
Credentialing Staff	
Front Desk Staff	
Collection Staff	
Other	
Revenue Cycle Assessment

Do you currently experience challenges with:

☐ Charge Capture

☐ Coding Accuracy

☐ Claim Submission

☐ Denials Management

☐ Payment Posting

☐ Accounts Receivable Follow-Up

☐ Patient Collections

☐ Credentialing

☐ Prior Authorizations

☐ Compliance

☐ Provider Documentation

☐ Staff Productivity

☐ Reporting & Analytics

SECTION 6: CONSULTING SERVICES REQUESTED
Select All Services Needed
Revenue Cycle Services

☐ Comprehensive Revenue Cycle Assessment

☐ Revenue Cycle Optimization

☐ Billing Process Review

☐ Workflow Redesign

☐ Operational Assessment

☐ KPI Dashboard Development

Coding & Compliance

☐ Coding Audit

☐ Provider Documentation Audit

☐ Compliance Audit

☐ Risk Adjustment/HCC Audit

☐ DRG Validation Review

☐ CDI Services

☐ Provider Education

☐ Coding Staff Training

Billing & Collections

☐ AR Cleanup

☐ Denial Management

☐ Underpayment Analysis

☐ Revenue Recovery

☐ Collection Process Review

☐ Claim Edit Review

☐ Charge Capture Assessment

Credentialing & Enrollment

☐ Provider Enrollment

☐ CAQH Management

☐ Credentialing

☐ Recredentialing

☐ Contracting Support

☐ Payer Negotiations

Specialty Services

☐ Radiology Coding Support

☐ Hospitalist Services Review

☐ Behavioral Health Billing

☐ Home Health Billing

☐ FQHC/RHC Review

☐ Start-Up Practice Consulting

☐ Interim Revenue Cycle Leadership

☐ Staff Training & Development

☐ Other: _______________________

SECTION 7: FINANCIAL & PERFORMANCE METRICS
Monthly Performance

Average Monthly Charges: $____________________

Average Monthly Collections: $_________________

Average Monthly Adjustments: $________________

Current Accounts Receivable Balance: $__________

Key Performance Indicators

Days in A/R: __________

Clean Claim Rate: __________ %

Denial Rate: __________ %

Net Collection Rate: __________ %

First Pass Resolution Rate: __________ %

Patient Collection Rate: __________ %

A/R Aging
Aging Category	Balance
0-30 Days	$
31-60 Days	$
61-90 Days	$
91-120 Days	$
Over 120 Days	$
SECTION 8: COMPLIANCE & RISK ASSESSMENT
Compliance Program

Do you have a formal Compliance Program?

☐ Yes
☐ No

Do you conduct regular internal audits?

☐ Yes
☐ No

Have you experienced any payer audits in the last 24 months?

☐ Yes
☐ No

If yes, please explain:

Documentation Challenges

☐ Insufficient Documentation

☐ Medical Necessity Issues

☐ Missing Signatures

☐ Incomplete Notes

☐ HCC Documentation Concerns

☐ E/M Documentation Concerns

☐ No Significant Issues

SECTION 9: PROJECT OBJECTIVES
What are your primary goals?

☐ Increase Revenue

☐ Reduce Denials

☐ Improve Coding Accuracy

☐ Improve Compliance

☐ Reduce Days in A/R

☐ Improve Staff Productivity

☐ Improve Provider Documentation

☐ Improve Patient Collections

☐ Optimize Workflows

☐ Other: _______________________

Describe Your Current Challenges
Desired Outcomes
Project Timeline

☐ Immediate (0-30 Days)

☐ 1-3 Months

☐ 3-6 Months

☐ 6-12 Months

☐ Ongoing Consulting Support

Budget Range

☐ Under $5,000

☐ $5,000 – $10,000

☐ $10,001 – $25,000

☐ $25,001 – $50,000

☐ $50,000+

SECTION 10: DOCUMENT REQUEST CHECKLIST

Please provide the following if available:

☐ Aging Report

☐ Production Reports

☐ Denial Reports

☐ Sample EOBs

☐ Payer Contracts

☐ Fee Schedules

☐ Organizational Chart

☐ Policies & Procedures

☐ Compliance Plan

☐ Provider Roster

☐ Financial Reports

☐ Other Supporting Documentation

SECTION 11: AUTHORIZATION

I certify that the information provided is accurate and complete to the best of my knowledge. I authorize Jayne’s Practice Management and Billing Consulting Services, LLC to review the information submitted for the purpose of assessing revenue cycle management opportunities and consulting needs.

Authorized Representative Name: _______________________

Title: _______________________________________________

Signature: ___________________________________________

Date: ________________________________________________

HIPAA & Confidentiality Statement

All information submitted will be treated as confidential and used solely for consulting, operational assessment, compliance review, and revenue cycle improvement purposes. Any Protected Health Information (PHI) shared must comply with HIPAA regulations. A Business Associate Agreement (BAA) will be executed if access to PHI is required.

Jayne's Practice Management and Billing Consulting Services, LLC
Revenue Cycle Management • Coding • Auditing • Compliance • Provider Education • Practice Optimization
