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What	is	AppealAClaim?

AppealAClaim	is	an	online	software	package	that	
facilitates	communications	between	Health	Insurance	

Organizations,	their	Members,	and	Healthcare	Providers	
via	an	easy	to	use	website	that	captures	and	stores	

interactions	between	the	parties	when	handling	denied	or	
otherwise	unpayable	claims.	
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1.	A	Health	Insurance	Claim	is	Denied,	Marked	as	Pending,	or	otherwise	
judged	to	be	unpayable	by	the	Health	Insurance	Origination		
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2.	Information	about	that	Claim	is	electronically	passed	to	AppealAClaim
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3.	Notification	 is	sent	by	AppealAClaim	to	the	Plan	Member	informing	them	
that	there	is	a	problem	with	their	claim.		



Initial	Notification	

1. Initial	Paper	Notification	 (Email	Notification	 if	HIO	has	 available)
2. Customizable	 to	the	Needs	 of	 the	HIO
3. Co-Branding	 between	HIO	and	AAC	 to	help	 avoid	 Plan	Member	 confusion
4. Instructions	 for	the	Plan	Member	 on	Registering	and	Using	 the	AAC	 System	



Initial	Notification	

Each	Claim	 in	the	AAC	 is	assigned	 a	unique	 “Claim	Code”	 that	is	not	 associated	
with	 any	data	about	 the	claim.	 	

Plan	Members	 will	use	 this	 code	 to	associate	 and	attach	claims	 from	 their	HIO	
to	their	AAC	Account
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3a.	Notifications	to	the	Plan	Member	can	be	done	in	parallel	with	the	HIO,	
or	API	access	can	be	given	to	the	HIO	so	that	the	“Claim	Code”	can	be	
printed	on	their	existing	EOBs.	

EOB	with	or	without	 Claim	Code

API	Access
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4.	Once	a	Plan	Member	receives	their	Initial	Notification	with	their	“Claim	
Code”.	They	are	asked	to	go	to	http://www.appealaclaim.com and	register



Registering	with	AppealAClaim

1. First	time	users	 of	AppealAClaim	 will	
need	 to	register.

2. Registration	 can	only	 been	done	 once	 a	
member	 has	a	“Claim	Code”

3. A	Valid	 Email	Address	 is	required
4. Registration	 takes	about	 5	minutes



Registering	with	AppealAClaim

1. First	time	users	 of	AppealAClaim	 will	
need	 to	register.

2. Registration	 can	only	 been	done	 once	 a	
member	 has	a	“Claim	Code”

3. A	Valid	 Email	Address	 is	required
4. Registration	 takes	about	 5	minutes
5. Plan	Members	 will	click	 on	 “Did	you	 get	

a	Letter”	to	start	the	process.



Registering	with	AppealAClaim

6. Plan	Members	 will	enter	their	 “Claim	
Code”	 and	proceed



Registering	with	AppealAClaim

7. A	confirmation	 screen	 showing	 only	 a	
minimal	 amount	 of	data	concerning	 the	
claim	 is	displayed.
a. Claim	Number
b. Provider	 Name
c. Member	Name

8. The	Plan	Member	 is	 asked	 to	confirm	
that	this	 claim	pertains	 to	them.	
Optionally	 they	 are	warned	 against	
proceeding	 and	to	contact	the	HIO	if	
this	 clam	does	 not	concern	 them.			



Registering	with	AppealAClaim

9. Once	 a	Plan	Member	 confirms	 that	the	
claim	pertains	 to	them,	 they	 are	given	 a	
set	of	registration	 tabs.	
a. The	“Introduction”	 and	 “Terms	of	

Use”	 tabs	are	customizable	 to	the	
needs	 of	both	 the	HIO	and	AAC.

b. The	“Registration”	 tab	asks	 the	
member	 to	provide	 personal	
details	 such	 as	their	 name,	 email	
address,	 mailing	 address,	 phone	
number,	 and	they	 are	asked	 to	set	
a	password	 for	use	with	AAC.	

c. Optionally	 this	 data	can	be	pre-
filled	 with	information	 provided	 by	
the	HIO.

d. The	“Finish”	 tab	provides	 final	
information	 about	 registration.



Registering	with	AppealAClaim

9. Once	 a	Plan	Member	 confirms	 that	the	
claim	pertains	 to	them,	 they	 are	given	 a	
set	of	registration	 tabs.	
a. The	“Introduction”	 and	 “Terms	of	

Use”	 tabs	are	customizable	 to	the	
needs	 of	both	 the	HIO	and	AAC.

b. The	“Registration”	 tab	asks	 the	
member	 to	provide	 personal	
details	 such	 as	their	 name,	 email	
address,	 mailing	 address,	 phone	
number,	 and	they	 are	asked	 to	set	
a	password	 for	use	with	AAC.	

c. Optionally	 this	 data	can	be	pre-
filled	 with	information	 provided	 by	
the	HIO.

d. The	“Finish”	 tab	provides	 final	
information	 about	 registration.

10. The	Thank	 You	 Screen	 reminds	 Plan	
Members	 to	check	 their	email	 to	
complete	 the	registration	 process



Registering	with	AppealAClaim

11. After	a	few	moments	 the	Plan	Member	
should	 receive	 an	email	containing	 a	
hyperlink	 which	 allows	 them	 to	validate	
their	email	 address.

12. Plan	Members	 who	 type	an	incorrect	
email	 address,	 or	who	or	otherwise	
able	to	receive	 email	 from	AAC	are	
asked	 to	supply	 a	different	 email	
address.
a. All	AAC	 Emails	 are	processed	

through	Google’s	 backend	 to	help	
insure	 that	system	messages	 are	
not	marked	 as	“Spam”.	

b. Accounts	 that	are	not	verified	 are	
delete	 by	the	AAC	 system	after	5	
days.	(Plan	Members	 are	warned	
of	this	 at	the	time	of	registration.)



Registering	with	AppealAClaim

13.	After	a	Successful	 registration	 and	
email	 validation,	 the	plan	Member	may	
Login	 to	AppealAClaim	 and	use	 the	system



Registering	with	AppealAClaim

13.	After	a	Successful	 registration	 and	
email	 validation,	 the	plan	Member	may	
Login	 to	AppealAClaim	 and	use	 the	system
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5.	At	this	point	interactions	concerning	the	claim	are	handed	between	
AppealAClaim	and	the	Plan	Member.
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6.	All	Claims	in	the	AAC	system	are	managed	via	a	“Clock”	and	a	
“Responsible	Party”.	This	main	that	for	every	step	in	the	process,	there	is	a	
time	limit	to	complete	that	step,	and	a	clear	indication	of	who	is	responsible	
for	that	step.		
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7. The	first	two	steps	of	the	process	have	been	completed	(1.	Initial	
Notification	and	2.	Plan	Member	Acknowledgment)	

8. The	Plan	Member	must	now	review	their	claim	and	decide	on	the	next	
step.	Typically	a	Plan	Member	has	180	Days	to	appeal	a	denied	claim.	
Pending	Claim	deadlines	are	at	the	discussion	of	the	HIO.		



Plan	Member	Interactions	with	AppealAClaim	– The	Dashboard

After	a	Plan	Members	 Logs	 in	to	AAC,	 they	
are	presented	 with	 a	Dashboard	 that	gives	
them	an	overview	 of	the	system.	

This	 includes:	
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After	a	Plan	Members	 Logs	 in	to	AAC,	 they	
are	presented	 with	 a	Dashboard	 that	gives	
them	an	overview	 of	the	system.	

This	 includes:	
A	Navigation	Menu
Recent	Activities	 on	Claims
A	Profile	 sub	 Menu	 for	system	
tasks	 such	 as	updating	 an	email	
address	 or	changing	 a	password
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Plan	Member	Interactions	with	AppealAClaim	– The	Dashboard

After	a	Plan	Members	 Logs	 in	to	AAC,	 they	
are	presented	 with	 a	Dashboard	 that	gives	
them	an	overview	 of	the	system.	

This	 includes:	
A	Navigation	Menu
Recent	Activities	 on	Claims
A	Profile	 sub	 Menu	 for	system	
tasks	 such	 as	updating	 an	email	
address	 or	changing	 a	password

In	system	help	 to	guide	 a	Plan	
Member

AAC	Maintains	 Co-Branding	 with	 the	HIO	to	
minimize	 Plan	Member	 confusion



Plan	Member	Interactions	with	AppealAClaim	– The	Claim

The	vast	majority	 of	interactions	 that	a	Plan	
Member	will	 have	with	 the	AAC	 system	will	
occur	 on	 the	“Claim	View”.

This	 is	an	interactive	 representation	 of	 a	
single	 Claim	 in	the	AAC	 System	



Plan	Member	Interactions	with	AppealAClaim	– The	Claim

The	“Claim	 View”	is	 a	tabbed	 layout	 of	a	
Plan	Members	 Claim,	 broken	 into	logical	
segments



Plan	Member	Interactions	with	AppealAClaim	– The	Claim

“Claim	Details”	 contain	 the	items	of	
information	 AAC	 received	 about	 the	claim	
from	 the	HIO.

This	 includes	 the
Date	of	Service
Date	of	the	Claim
Date	of	the	Denial	 or	Pending
A	complete	 copy	 of	 the	Insurance	 Policy
under	 which	 the	claim	was	made.

Reason	 for	Denial	 or	Pending
Amount	 of	the	claim	 and	 the	amount
being	 denied	 (if	 applicable)

Information	 about	 the	Healthcare
Provider

Information	 about	 the	Member	 and
Claimant

Any	other	Dates	concerning	 the	claim



Plan	Member	Interactions	with	AppealAClaim	– The	Claim

The	“Claim	 Feed”	 is	the	primary	means	 by	
which	 interactions	 concerning	 a	claim	 are	
done.	

1. The	Feed	 is	a	running	 dialog	 of	all	
communications	 from	all	parties	
concerning	 the	claim.	

2. Entries	 are	written	 (text)	
communications,	 but	 can	also	 contain	
file	 attachments.	The	 Feed	uses	 a	
“message	board”	 model	 rather	than	a	
“Chat”	model.	 It	is	not	 intended	 for	
real-time	 communication.	

3. Entries	 are	marked	 as	to	who	made	
them:	Member,	Health	 Insurance	
Organization,	 Healthcare	Provider,	 or	
External	 Review	Organization.



Plan	Member	Interactions	with	AppealAClaim	– The	Claim

The	“Claim	 Feed”	 is	the	primary	means	 by	
which	 interactions	 concerning	 a	claim	 are	
done.	

4. Each	item	is	time	 and	location	 stamped	
showing	 the	exact	time	the	entry	was	
made	 and	also	 the	IP	address	 of	the	
Member	 at	the	 time	it	was	made.

5. There	is	 no	limit	 on	 number	 of	entries	
that	can	be	made	into	 the	Claim	 Feed.	

6. When	 an	entry	is	made,	 the	other	
parties	 to	the	claim	receive	 an	email	
notification.	 These	 notifications	 do	not	
contain	 any	information	 about	 the	
entry.	They	 are	indented	 to	act	as	alerts	
to	the	parties	 prompting	 them	 to	log	
into	AppealAClaim	 and	 see	the	Feed	
item	there.



Plan	Member	Interactions	with	AppealAClaim	– The	Claim

The	“Add	 Information”	 tab	allows	parties	 to	
the	claim	 to	add	 items	 to	the	“Claim	 Feed.”

These	 Items	can	be	text	based	questions,	
or	answers	 to	questions.	

In	many	cases,	 parties	 to	the	Claim	will	
need	 to	provide	 copies	 of	physical	
documents.	 The	“Add	 Information”	
provides	 this	 functionality	 by	 allowing	
parties	 to	“attach”	scanned	 documents.	
These	 scanned	 documents	 reside	 in	the	
Claim	 Feed	 throughout	 the	process.	



Plan	Member	Interactions	with	AppealAClaim	– The	Claim

The	reality	 however	 is	 that	most	 Plan	
Members	 either	may	not	own	 a	scanner,	 or	
not	be	 fully	 versed	 in	it’s	 use.

AppealAClaim	 provides	 unique	
functionality	 that	allows	 parties	who	 are	
unable	 to	“scan”	 a	physical	 document	 the	
ability	 to	“Fax”	a	document	 directly	 into	
the	“Claim	 Feed”.	

Each	party	to	a	claim	 can	download	 and	
print	 a	Fax	Cover	 Letter.



Plan	Member	Interactions	with	AppealAClaim	– The	Fax	Cover	Letter

Each	party	to	a	claim	 can	download	 and	print	a	Fax	Cover	 Letter	that	
contains	 a	unique	 2d	barcode	 for	that	party	and	 claim.	

Documents	 can	then	be	faxed	 to	AppealAClaim	 via	a	toll	 free	number	
using	 this	 Fax	Cover	 Letter.	

Any	 pages	following	 the	Fax	Cover	 Letter	are	automatically	 converted	 into	
a	digital	 document	 and	 attached	to	the	Claim	 Feed	 as	coming	 from	 that	
party.

The	Fax	Cover	 Letter	can	be	 reused	 for	any	 additional	 documents	 from	
that	party.

This	 functionality	 means	 that	AppealAClaim	 can	provided	 meaningful	
support	 and	usability	 even	to	Plan	Members	 who	do	not	 own	 a	computer.	



Plan	Member	Interactions	with	AppealAClaim	– The	Claim

The	“Provider”	 tab	provides	 a	unique	 code	
that	a	provider	 can	use	 to	Login	 to	
AppealAClaim,	 view	 this	 (and	only	 this)	
claim,	 and	make	comments	 into	 the	“Claim	
Fee”.	

This	 code	 can	be	provided	 to	the	Provider	
by	the	 Plan	Member,	 the	HIO,	or	AAC.		
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With	the	Provider	Code,	a	Healthcare	Provider	can	interact	with	AAC	just	as	
the	Plan	Member	does.	All	entries	into	the	Claim	Feed	are	marked	as	having	
been	made	by	the	Healthcare	Provider.		

Provider



Plan	Member	Interactions	with	AppealAClaim	– The	Claim

The	“Policy	 Text”	tab	allows	 a	Plan	Member	
to	access	 to	the	 complete	 text	of	 the	policy	
that	was	 infect	when	 this	 claim	was	made.	

A	PDF	copy	of	 the	complete	 Plan	
Document	 is	stored	with	 each	Claim.	



Plan	Member	Interactions	with	AppealAClaim	– The	Claim

Depending	 on	the	type	of	Claim,	 the	Plan	
Member	may	have	the	option	 to	Appeal	
the	HIO	decision	 to	Deny	payment	 of	 that	
claim.		

The	“Appeal”	 tab	gives	 the	Plan	Member	
instructions	 on	starting	an	internal	 appeal	
of	this	 denied	 claim.	 The	Text	and	 Terms	of	
the	request	 for	the	Appeal	 are	
customizable	 to	the	needs	 of	the	HIO

When	 requesting	 an	Internal	Review	of	this	
denied	 claim,	 the	Plan	Member	 is	required	
to	make	a	statement	 as	to	why	 they	believe	
the	claim	 should	 be	played.

The	Plan	Member	 is	 also	 required	 to	
provide	 a	digital	 signature	 to	start	the	
Internal	Review.	
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9. Immediately	after	the	request	for	an	Internal	Review,	the	Health	
Insurance	Organization	is	notified.	

10. Government	regulations	allow	a	Health	Insurance	Organization	30	days	
to	complete	an	Internal	Review	of	a	denied	claim.	
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11.	Interactions	between	the	Plan	Member	and	the	HIO	will	flow	through	
AppealAClaim	“Claim	Fee”	with	AAC	recording	requests	for	information,	
documents,	responses,	and	critical	date	and	time	stamps.	
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All	of	these	 interaction	are	
captured	 in	a	single	 silo	of	data	for	
that	claim	which	makes	collecting	
data	for	External	 Review,	Auditing,	
and	possible	 litigation,	 extremely	
easy.		

The
Claim
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AppealAClaim	assists	Health	Insurance	Organization	by	keeping	track	of	all	
open	appeals.	The	software	sends	ever	more	persistent	notifications	to	the	
Health	Insurance	Organization	to	help	insure	that	deadlines	are	not	missed	
and	the	Organization	is	not	penalized.	
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12.	There	are	several	additional	options	for	HIO	interactions	with	AAC	and	
individual	claims.	



HIO	Interactions	with	AppealAClaim	– The	Dashboard

The	HIO	Dashboard	 gives	 users	 quick	
access	 to	information	 about	 in-process	
claims	 and	 appeals.	



HIO	Interactions	with	AppealAClaim	– The	Dashboard

The	Navigation	Menu	 give	quick	 access	 to	
view	 claims	 at	their	various	 status	 levels.	



HIO	Interactions	with	AppealAClaim	– The	Dashboard

These	boxes	 show	 the	number	 of	claims	 in	
the	system	 that	may	need	 action	on	the	
part	of	the	HIO.

These	 are	“Pending	Claims”	 – Claims	 that	
have	been	marked	 as	Pending	 by	 the	HIO	
and	 are	waiting	for	 the	Plan	Member	 to	
Respond.

“Preauthorization/RX”	 – Requests	 from	a	
PM	for	Preauthorization	 of	a	procedure	 or	
prescription.

“Internal	Review”	 – Claims	 for	which	 a	Plan	
Member	 has	 Requested	 and	Internal	
Review

“IRO	Review”	 – Claims	 for	which	 the	Plan	
Member	 has	 requested	 an	External	 Review



HIO	Interactions	with	AppealAClaim	– The	Dashboard

These	 two	sections	 give	information	 about	
Claim	Deadlines and	Claim	Actives.	

This	 section	 shows	 recent	activity	 on	
claims,	 such	 as	Decisions,	 or	Claim	 Feed	
entries.	



HIO	Interactions	with	AppealAClaim	– The	Dashboard

These	 two	sections	 give	information	 about	
Claim	Deadlines and	Claim	Actives.	

This	 section	 shows	 upcoming	 deadlines	
based	on	 the	claim	 clock.	



HIO	Interactions	with	AppealAClaim	– The	Dashboard

These	 two	sections	 give	information	 about	
Claim	Deadlines and	Claim	Actives.	

Based	on	the	Claim	 Clock,	 items	 that	are	
close	 to	their	deadline	 will	be	 highlighted	
in	first	orange,	 then	 red.	



HIO	Interactions	with	AppealAClaim	– The	Dashboard

For	HIOs,	 AppealAClaim	 is	a	multi-
user/employee	 system.

Individual	 claims	 can	be	assigned	 a	
responsible	 party	 (employee)	 who	will	
receive	 all	communication	 concerning	 that	
claim.	This	 assignment	 can	be	done	 at	the	
time	the	claim	 is	transmitted	 to	AAC,	 or	at	
the	time	a	Plan	Member	 decides	 to	initiate	
an	appeal	 of	a	denied	 claim.	

Deadlines	 and	Activities	 for	all	claims	
assigned	 to	a	specific	 Employee	 are	
displayed	 here.		



HIO	Interactions	with	AppealAClaim	– The	Dashboard

While	 Deadlines	 and	Activities	 for	all	claims	
for	an	HIO	are	located	here.

This	 visual	 system	allows	Managers	 and	
other	 employees	 to	stay	on	 top	of	 claims	 so	
that	the	HIO	does	 not	miss	 critical	
deadlines.	



HIO	Interactions	with	AppealAClaim	– The	Claim	Feed

HIOs	also	 have	several	 additional	 options	
for	posting	 information	 into	the	Claim	
Feed.	

HIOs	can	post	 text	messages	 and	
documents	 as	any	party	 to	the	claim	 can.	

But	HIOs	also	 have	the	option	 to	elect	that	
a	Posted	 Feed	 Item	be	physically	 mailed	 to	
the	Plan	Member.		



HIO	Interactions	with	AppealAClaim	– The	Claim	Feed

HIOs	may	also	 change	who	 can	view	 a	
specific	 Claim	 Feed	post.

Claim	 Feed	 Items	can	be	displayed	 to	any	
combination	 of	 the	Plan	Member,	
Healthcare	Provider,	 or	Independent	
Review	Organization.

The	option	 is	 useful	 for	discussing	 maters	
with	 a	Plan	Member	 for	which	 the	
Healthcare	Provider	 may	be	not	privileged	
to,	such	 as	premium	 payment.	Or	for	the	
HIO	to	make	comments	 to	the	IRO,	such	 as	
suspected	 Healthcare	Provider	 fraud.	



HIO	Interactions	with	AppealAClaim	– The	Claim	Feed

Finally,	 HIOs	have	the	option	 to	mark	a	
Claim	 Feed	 Item	as	“Require	Receipt	
Confirmation”.

This	 option	 mimics	 the	functionality	 of	the	
US	Postal	 Service	 certified	 mail	return	
receipt	 requested.	

When	 this	 item	is	checked,	 the	Plan	
Member	 is	 required	 to	read	and	
acknowledge	 this	 feed	item	before	
proceeding	 with	any	use	 of	 the	AAC	
system.	 		



HIO	Interactions	with	AppealAClaim	– The	Claim	Feed

From	 the	point	 of	 view	of	the	Plan	
Member,	 the	“Require	 Receipt	
Confirmation”	 is	pervasive.	 Their	 only	
options	 are	to	Acknowledge	 Receipt	of	 the	
Feed	 item,	 or	close	 the	web	browser	
window.	

If	the	Plan	Members	 chooses	 to	close	 the	
browser	 window,	 the	Read	Receipt	
Confirmation	 dialog	 reappears	 on	 the	next	
login.	

Even	if	the	user	 chooses	 to	abandon	 the	
AAC	 all	together	rather	than	
Acknowledging	 Receipt,	 the	AAC	 system	
still	 records	 the	date,	time,	 and	 IP	address	
of	the	Plan	Member	 when	 they	view	 the	
Read	Receipt	Confirmation	 dialog.	



HIO	Interactions	with	AppealAClaim	– The	Claim	Feed

“Require	 Receipt	Confirmation”	 Feed	 Items	
appear	 in	the	Claim	 Feed	with	 additional	
information	 showing	 the	date	and	 time	of	
the	receipt	 as	well	as	the	IP	address	 of	 the	
Plan	Member.



HIO	Interactions	with	AppealAClaim	– The	Claim	Feed	- Notifications

While	 all	parties	 to	a	claim	can	log	into	 the	
AAC	 system	 to	see	 claim	 activity	at	any	
time,	 email	 notifications	 are	sent	out	 new	
new	 information	 is	 added.

No	personally	 identifiable	 health	 care	data	
is	ever	 sent	over	 email.

Instead	Plan	Members,	 IROs,	Healthcare	
Providers,	 and	 the	HIO	receive	 simple	
email	messages	 indicating	 that	there	is	
activity	 on	a	specific	 claim.		



HIO	Interactions	with	AppealAClaim	– Claim	Details

For	Claim	 Details,	HIO	have	 the	option	 to	
manually	 advice	 the	 claim	clock	 and	 set	
future	 deadlines	 for	a	claim.	

HIOs	also	 can	manually	 adjust	 pervious	
date	entries	 if	needed.	

Other	 details	 such	 as	Member	 Information	
and	Provider	 Information	 can	also	 be	
modified	 by	 the	HIO.	



HIO	Interactions	with	AppealAClaim	– Claim	Decisions

After	the	Internal	 Review	is	complete,	 the	
HIO	may	enter	their	decision	 to	the	claim,	
and	 the	Plan	Member	 will	be	 notified.
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13.	After	the	Internal	Review	process	is	complete	the	claim	is	either	paid	by	
the	HIO,	or	their	decision	to	deny	payment	is	upheld.	
14.	If	the	HIO	chooses	to	pay	the	claim,	then	that	claim	is	locked	in	AAC.

Nether	the	Plan	Member	or	Healthcare	Provider	can	make	Claim	Feed
entries,	however	the	claim	is	still	viewable	for	7	years.
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15.	If	the	HIO	chooses	to	uphold	the	decision	to	deny	payment,	the	Plan	
Member	has	30	days	from	end	of	the	Internal	Review	to	request	an	External	
Review
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16.	If	the	Plan	Member	choose	to	request	an	External	Review,	the	
Independent	Review	Organization	is	automatically	selected	by	AAC	and	they	
are	notified	that	there	is	a	claim	awaiting	their	review.			

IRO
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17.	Selection	of	an	IRO	is	does	based	on	the	HIO’s	existing	agreements.	In	most	
cases	this	is	done	either	based	on	a	“round-robin”	selection	system	scheme,	or	
the	IRO	is	specifically	selected	by	the	HIO	based	on	the	type	of	claim.

IRO IRO IRO
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18.	Once	an	IRO	is	selected,	they	have	30	days	to	complete	their	External	
Review	of	the	claim.	During	that	time	the	IRO	can	post	questions	in	the	Claim	
Feed,	and	all	parties	to	the	claim	have	an	opportunity	to	make	comments.

IRO

Provider



IRO	Interactions	with	AppealAClaim	– The	Claim

The	IRO	has	similar	 access	 to	the	claim	 as	
the	HIO.	IROs	can	post	 questions	 into	 the	
Claim	 Feed	 and	mark	those	 items	as	
“Require	 Receipt	Conformation”	 or	limit	
which	 parties	may	 view	a	Feed	 Item.	

IROs	are	not	 able	to	manually	 set	the	claim	
clock,	 nor	are	they	allowed	 to	edit	details	
about	 the	claim.		
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19.	After	the	IRO	has	reached	a	decision,	the	HIO	and	Plan	Member	are	
notified.		

IRO
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20.	After	the	External	Review	process	is	complete	no	other	modifications	to	
the	claim,	the	Claim	Feed,	or	the	dates	may	be	made.	
21.	The	claim	is	still	viewable	for	7	years,	however	the	HIO	may	choose	to	
remove	the	claim	from	the	view	of	the	Plan	Member.	Data	about	the	claim	is	
still	retained	in	the	AAC	System.	



Features	and	Benefits	of	the	Software
For	Everyone

1.Easy	to	use	Web	Interface,	utilizing	modern	design	critical	that	can	
be	used	on	desktops,	laptops,	and	tablets.	

2.Ground	Up	security,	utilizing	multiple	levels	of	encryption	and	data	
protection.

3.Fast	and	scalable	servers	running	is	multiple	secure	data	centers.	
4.The	ability	to	fax	into	the	Claim	Feed.	This	opens	up	the	software	
to	a	wider	audience	including	people	who	may	have	difficulty	with	
computer	technology.	



Features	and	Benefits	of	the	Software
For	Plan	Members

1.The	ability	to	have	a	single	online	point	to	access	information	
about	claims	

2.The	ability	to	confirm	that	information	they	send	has	been	
received	by	the	Health	Insurance	Organization	and	the	External	
Independent	Review	Organization

3.A	feeling	of	quicker	access	and	more	availability	to	the	Health	
Insurance	Organization



Features	and	Benefits	of	the	Software
For	Health	Insurance	Organizations

1. Dashboard	that	allows	Health	Insurance	Organization	to	see	all	Claims	currently	under	Appeal	or	Pending.	
Claims	are	categorized,	sorted,	and	color	coded	to	bring	attention	to	critical	maters	first.				

2. The	ability	to	assign	specific	claims	to	specific	Health	Insurance	Organization	employees.	
3. The	ability	for	managers	to	get	a	global	view	of	the	status	of	all	claims,	with	emphasis	on	claims	currently	

under	Appeal	or	Pending.
4. Capturing	all	communications	between	 the	Health	Insurance	Organization	and	the	Member,	allowing	easy	

creation	of	records	that	can	be	given	to	regulators,	auditors,	or	External	Independent	 Review	
Organizations.

5. The	ability	to	confirm	that	a	Member	has	been	a	communication	and	has	acknowledged	its	receipt.	
(“Return	Receipt	Requested”	feature)

6. Provide	better	customer	service	with	fewer	employees
7. Help	avoid	costly	penalties	by	keeping	track	of	review	deadlines.
8. Saves	time	in	preparing	for	any	External	Reviews	because	all	information	and	communications	are	stored	

together.



Features	and	Benefits	of	the	Software
For	Healthcare	Providers

1.The	ability	to	access	denied	claims	and	easily	provide	information	
that	may	be	required	of	them

2.The	ability	to	quickly	see	decisions	about	claims



Features	and	Benefits	of	the	Software
For	Independent	Review	Organizations

1.Instate	access	to	all	information	about	a	claim.	
2.Easy	and	trackable communications	with	the	Health	Insurance	
Organization	and	or	Plan	Member.

3. Incentives	the	External	Independent	Review	Organization	for	a	
quicker	turnaround	time	of	their	own	decisions	because	of	easy	of	
use.	



Services	AppealAClaim	will	provide

1.To	act	as	the	communications	point	between	the	Health	Insurance	
Organization	and	the	Plan	Member	

2.Facilitate	those	communications	by	providing	mailing	services	for	
paper	notifications	of	new	Denied	or	Pending	Claims	as	well	as	any	
Claim	Feed	Items	that	the	Health	Insurance	Organization	request	
be	mail.		

3.Act	as	technical	support	for	Plan	Members	who	are	having	
difficulty	using	the	AppealAClaim	system.	


