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Cash-Based and Out of Network FAQs 
These FAQs are intended to provide general information and education to PPS 
members about commercial insurance coverage for outpatient physical therapy 
services.  The information provided is not intended to address the requirements or 
guidance for any specific commercial insurance plan and does not constitute legal 
advice or legal representation.  For legal advice, members should consult an attorney in 
their state.     

In addition, the term “assignment of benefits” as used in these FAQs refers to the out-of-
network (OON) provider’s agreement (with the patient) to submit the claim for payment 
directly to the commercial insurance plan on the patient’s behalf.  If the commercial 
insurance plan accepts the assignment of benefits, the commercial insurance plan will 
send payment for the health care service directly to the OON provider instead of the 
patient.  

Can an OON provider ‘Balance Bill’ patients? (Please note this answer does not 
apply to Medicare Advantage plans.) 
Most federal references about balance billing in healthcare are limited to emergency 
care and/or procedures delivered in the hospital setting where the greatest occurrence 
of “surprise billing” happens.  

Under federal law, the Affordable Care Act (ACA) provides very little protection to 
patients from balance billing. While ACA prevents all but grandfathered health plans 
from charging patients any more than their standard in-network cost sharing amounts 
for emergency care it does not prohibit emergency care providers from balance billing 
patients.  
 
There is very little other federal protection against balance billing by non-emergency 
care providers. CMS has passed a rule that required all Qualified Health Plans (QHP) in 
the individual market to count OON cost sharing towards the beneficiary’s maximum 
out-of-pocket limit if it is delivered by an ancillary provider at an in-network facility. This 
Rule applies even if the QHP does not include any OON coverage. In general there is 
very little federal protection against balance billing at this time.  

Sweeping changes are being proposed by the National Association of Insurance 
Commissioners (NAIC) and the National Conference of Insurance Legislators. The 
efforts of both of these bodies address notice requirements to patients and many other 
requirements. 
 
While a small minority of states have what is commonly referred to as “comprehensive” 
balance billing protections, multiple states have laws in place to restrict or regulate 
some level of balance billing.  As consumer concerns about rising costs and price 
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transparency in the health care industry continue to rise, a growing number of states 
have also increased legislative activity in this area.  As a result, private practice physical 
therapists should regularly check applicable state laws to stay abreast of any limitations 
or prohibitions related to balance billing that may apply to their particular 
circumstances.  
 
Can an OON provider have various levels of discounting fees for OON  
patients?  
No. Cash discounts should be consistent and based on a current charge master no 
matter who is paying the clinic’s cash prices. Evaluations/Re-evaluations and treatment 
can have different discount percentages but they must be consistently applied. 
 
Can an OON provider “forgive” the OON patient’s cost share and still file the 
Insurance claim? If so, does the provider need to disclose the waiver of payment? 
No, the OON provider cannot “forgive” the OON patients cost share including  
deductibles and still file the insurance claim as if the patient paid the amount forgiven. 
OON provider policy should be consistent with all insurance payer types including 
Medicare. 
 
With regard to disclosure of any waiver of payment, the insurance claim, whether billed 
by the provider or given to the patient to submit, must reflect the actual cash collected 
by the OON provider from what the patient paid or is required to pay for services; 
therefore, the insurance claim cannot reflect any amount above what the patient will be 
paying the OON provider for services. 
 
Is an OON provider required to file a claim for OON patient services? 
For commercial plans, the answer is no.  The patient (sometimes through an employer-
sponsored health plan) is the one who has an agreement with the health plan. 
Therefore, any time the provider submits claims directly to the health plan (whether the 
provider is in-network or OON), the patient is “assigning” his or her benefits to the 
provider. When the provider is in-network, the health plan typically agrees to allow the 
assignment and pays the provider directly in exchange for the provider accepting a 
discount and submitting claims directly to the health plan on behalf of the patient.  When 
the provider is OON, the patient may still attempt to assign his or her benefits to the 
provider, but most health plans have policies that allow the health plan to decide 
whether it will allow the assignment. Sometimes they do not.   
 
Can a payer refuse to verify a patient’s benefits or restrict what information they 
release to an OON provider?   
In-network providers have a contractual relationship with the payer that allows them to 
obtain health plan information on their patients. OON providers have no contractual 
rights to obtain a patient’s health plan information. If an OON provider is having trouble 
getting the health plan to verify coverage, the OON provider should ask the payer what 
s/he needs to do to get the information. If the refusal is a privacy issue, ask the payer if 
you need to have the patient execute a HIPAA Authorization to Disclose Protected 
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Health Information in order to get the information.  Executing an Assignment of Benefits 
may also entitle the provider to the coverage information.  Ultimately, it should be the 
patient’s responsibility to make sure s/he has coverage for the services s/he is seeking, 
so consider having the patient contact his/her own health plan to obtain the information 
being sought.  If the provider is not accepting the assignment of benefits (the patient is 
paying the provider up-front and then submitting his/her own claims for reimbursement), 
there is no need for the provider to verify the patient’s benefits. 
 
Does an OON provider have to comply with the payer’s coverage policies i.e. 
specific documentation requirements beyond the norm?  
When the provider is OON, the provider has no direct contractual obligation to follow 
any specific payer policies. That said, if the payer has policies about what 
documentation is required as a condition of payment, it may apply those policies when 
adjudicating the patient’s claims. If the provider has accepted assignment, then the 
provider may not get paid if their documentation does not meet the payer’s 
expectations. If the provider has not accepted assignment, the patient pays the provider 
and submits their own claim for reimbursement. The policy between the payer (the 
health plan) and the patient determines what documentation the patient must submit to 
get reimbursed. Therefore, it is in the best interest of the patient for the provider’s 
documentation to meet professional standards and support the medical necessity of the 
claim.   
 
If the health plan requests documentation from the patient for an OON claim, the patient 
can request it from the physical therapist/clinic. If the health plan doesn’t believe the 
documentation is adequate, it can deny the claim and the patient can appeal.  When the 
patient appeals, the patient can ask what information is needed in order to “perfect the 
claim” and the payer is required to provide that information.  The provider may include 
an addendum to their original documentation at that time if the payer requires more 
information.  
 
With regard to coding the OON provider’s services, it is recommended that the provider 
use CPT codes and apply the AMA’s CPT coding definitions and policies when 
choosing the codes to bill for the services.  If the OON provider’s billing statement does 
not include the appropriate CPT, the payer won’t be able to tell what services were 
provided and is therefore more likely to deny the claim.   
 
If the payer (health plan) has additional coding or documentation policies (i.e. it applies 
Medicare’s bundling rules or other unique policies outside the scope of AMA’s policies) 
as a condition of payment, then those conditions should be identified in the patient’s 
health plan documents.  Otherwise, there is no way for the OON provider or the patient 
to know what the conditions are.  If the payer denies a claim based on additional coding 
or documentation policies that are not identified in the patient’s health plan documents 
as a condition of payment, and the provider’s documentation otherwise supports the 
medical necessity of the claim, the patient should be able to get the denial overturned 
on appeal. 
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Can a payer deny authorization for services to an OON provider?   
Health plans must authorize services in accordance with their coverage benefits, which 
may or may not include coverage for OON benefits.  If the health plan does not offer 
OON benefits, it can deny authorization for services by an OON provider.  But if the 
health plan does offer OON benefits, it may not refuse to authorize medically necessary, 
covered benefits by an OON provider merely because the provider is OON.  Look to the 
patient’s Summary Plan Description of their benefits (if the health plan is sponsored by 
the employer) or the Certificate of Insurance to see what the patient’s benefits are. 
 
Can an OON provider appeal claim denials?   
Yes, but they are not obligated to. OON providers have no obligation to appeal on 
behalf of their patients; however, they may appeal on behalf of the patient as the 
patient’s Authorized Representative. When the provider appeals as the designated 
Authorized Representative, the provider steps into the shoes of the patient and has all 
the legal rights that the patient has for a full and fair review. The patient has to 
designate an Authorized Representative in writing. Most health plans have their own 
form for the patient to fill out and sign to designate an Authorized Representative. 
Providers who accept such designation should include this form with their request for an 
appeal. 
 
If an OON provider files a claim for his patient and indicates that he has an 
assignment of benefits ‘on file’ will he get paid directly from the payer?   
Most health plans have a policy that empowers the plan to decide whether to honor a 
request to assign benefits to a provider. Rarely, they do not have such a policy. When 
the provider is in-network, the health plan honors the assignment as a matter of the 
provider agreement. But when the provider is OON, the health plan may decide not to 
honor the assignment and send the provider’s payment directly to the patient. This is a 
good reason for OON providers not to accept assignment. If they do, providers should 
require patients to sign over payments from their health plan or promptly bill the patient 
if they do not receive timely payment.   
 
If an OON provider files a claim for his patient does that constitute an agreement 
to accept the contractual rate?  
No, filing a claim by an OON provider does not constitute an agreement to accept the 
contractual rate of the payer. However, payers often send payment for services 
rendered to the patient rather than the provider to discourage OON filings. Many health 
plans refuse to acknowledge assignment of benefits submitted by OON providers by 
including anti-assignment clauses which prohibit payment to be made directly to the 
OON provider. This is why it is important for providers to execute an assignment of 
benefits and payment agreement with the patient in case the health plan does not honor 
the assignment. In the interest of patient rights, several states have enacted mandatory 
assignment of benefits statutes to combat this restriction to a patient’s choice to assign 
benefits. More states are likely to enact this type of regulation.  
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How do OON providers collect more from the payer than in-network providers? 
In-network providers have a contractual relationship with the health plan payer. As a 
result, in-network providers must accept the amount reimbursed under the contract as 
total payment for services subject to any deductibles to be collected from the patient. 
Health Plan contracts typically prohibit in-network providers from charging the patient 
more than what is paid under the contract (referred to “balance billing” the patient). 
 
Because OON providers have no relationship with the health plan payer, OON providers 
have more leeway in determining the amount to charge for services (typically based on 
“usual, customary and reasonable” or UCR charges). To the extent that a patient’s 
health plan covers OON, which can be more or less than the amount paid for the same 
services by in-network providers, OON providers have the additional option to balance 
bill patients for the remaining reimbursement amount for UCR charges to the extent 
allowed under state law. 
 
OON providers can obtain more reimbursement than in-network providers for the same 
services. based on the UCR charges and their ability to balance bill the patient. 
However, OON providers have to accept certain risks by not having a contractual 
relationship with the health plan. For instance, because OON providers have no 
contract with the payer, the payer may choose to issue payment for services directly to 
the patient, leaving the OON provider to seek all payment directly from the patient. 
Payment processing times for OON providers may also be delayed in comparison to the 
processing time for in-network provider claims. Also, at the outset, most health plan 
payers incentivize patients to choose in-network providers by setting higher premiums 
and/or higher deductible amounts for plans with OON benefits to encourage patients to 
use in-network providers. 
 
 


