
WORKING WITH THE VA: 
UNDERSTANDING THE INTRICACIES AND CHALLENGES 
TO SUCCESSFULLY PROCESS HOSPITAL CLAIMS

INTRODUCTION: THE HISTORY 
OF ENABLECOMP AND COMPLEX 
CLAIM RESOLUTION PROGRAMS 
In 2000, there were no vendors dedicated solely to 
Workers’ Compensation and the much-needed service 
of assisting physicians with their outstanding Work Comp 
claims, which led to the beginning of EnableComp. Over 
the course of the next 21 years, EnableComp ventured 
into the world of billing additional complex claims and 
began to bill claims to the Department of Veteran Affairs 
along with Motor Vehicle Accident/TPL, Day 1 and 
Clinical Denials. 

In late 2021, Welsh, Carson, Anderson, & Stowe acquired 
EnableComp and Argos Health. With the consolidation 
of these two organizations, EnableComp now offers 
Workers’ Compensation, Veterans Administration, Motor 
Vehicle Accident/Third Party Liability, Commercial Denials, 
Out-of-State Medicaid, and Long Term Denials/ERISA 
Appeals to provide clients with maximum and timely 
reimbursement of their complex claims while improving 
overall yield, cash acceleration, and decreasing the 
cost to collect. VA claims require equal parts expertise, 
patience, and compassion. Knowing what it takes to 
meet the exact standards of the respective VA/DOD 
payer requires extensive background knowledge and 
expertise, and even if done correctly, providers will still 
face constant issues being reimbursed correctly.  

Over the past several years, we have gained an 
immeasurable amount of information and data to show 
how difficult it is to work with the Department of Veteran 
Affairs. While the Department has made significant 
changes over the past few years, those changes do 
not erase the stigma and concerns that plagued the 
Veteran Administration for over two decades. Through 
this paper, we will highlight:

 ✓ The history of Veteran Administration changes

 ✓ How those changes influence Veteran benefits today

 ✓ The pitfalls that make working with the VA a 
difficult endeavor 

 ✓ Learn how to capture reimbursement for services 
rendered to Veterans

THE HISTORY AND PURPOSE OF THE VA

When we look at history, we see conflicts, invasions, 
and wars throughout time to stop invaders, create a 
new empire, or instill fear. At the same time, each of 
those events utilized armies to conduct those actions. 
While deployed or on reserve duty, soldiers saw 
injuries that ranged from mild to terminal, which occurs 
while they represent their country. Unfortunately, if an 
injury occurred during that war, they were not going to 
receive benefits or assistance to get back on their feet. 
When it came time to expand the British Empire to the 
New World, volunteers at Plymouth Rock presented a 
different idea. 
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During the first expansion of the Plymouth Colony 
in 1636, the local government wanted volunteers to 
assist in attempting to clear Dutch fur traders from the 
Connecticut River Valley. Both Pilgrims1 and the Dutch 
laid a claim to the land as they purchased it from the 
Pequot tribe. However, the tribe sold it twice, which 
caused a land rush. This led to a contentious relationship 
that eventually boiled over into an outright war amongst 
the Pequot and the Pilgrims. To bolster their ranks, 
the newly formed government wanted volunteers to 
fight and promised them benefits in the event they 
received injuries or were killed in action. This is the first 
instance of a bilateral contract between soldiers and the 
government they represent – thus being the introduction 
of Veteran Benefits. 

Over the next 350 years, Veterans Benefits were expanded 
across several wars and reorganized several times. In 
1988, President Reagan found that the Department of 
Veteran Affairs needed to reign in and align with better 
care delivery. With the Department 
of Veteran Affairs Act of 
19882, he reconfigured 
the VA into a singular 
Department with 
three different 
Administrations 
and promoted 
the Department 
to a Cabinet level 
Secretary that reports 
directly to the President 
of the United States. 

Those three components were the Veterans Benefit 
Administration (“VBA”), the National Cemetery 
Administration (“NCA”), and the Veteran Health 
Administration (“VHA”). The VBA registers Veterans for 
their potential benefits, performs eligibility checks, and 
is responsible for the five business lines which include 
the homes loans, insurance, vocational rehab, the GI bill, 
and the pension fund. The NCA maintains the national 
cemeteries throughout the country and performs burial 
rights for those who gave all. Finally, the VHA, which we 
will focus the remainder of this paper on, oversees the 

1 Pequot War fought from 1636 to 1637. Connecticut eventually declared war on May 1st, 1637.
2 Pub. L. 100-527[H.R. 3471]
3 38 U.S.C. §101 (2)
4 38 U.S.C. §105 (a) 

VA hospitals, the community care plans and participants, 
and biomedical research. As of 2022, the VA has not 
changed since their reorganization since 1988. 

ELIGIBILITY FOR A VETERAN

Now that the Federal Government established the 
program to assist Veterans, the Government needed to 
put together the guidelines on how a Veteran qualified 
for these extensive benefits. To qualify for Veteran 
benefits, the Veteran needed to meet “Basic Eligibility”,3 
meet “Minimum Duty Requirements”4, and then enroll 
with the VA. 

Basic Eligibility meant, “[a] person who served in 
the active military, naval, or air service and who was 
discharged or released under conditions other than 
dishonorable may qualify for VA health care benefits 
including qualifying Reserve and National Guard 
members.” 

Minimum Duty Requirements meant, “[V]eterans 
who enlisted after September 7, 1980, or who 
entered active duty after October 16, 1981, must 
have 24-continuous months or the full period for 
which they were called to active duty in order to be 
eligible. This minimum duty requirement may not 
apply to Veterans discharged for hardship, early out, 
or a disability incurred or aggravated in the line of 
duty.” 

Enrollment occurs when a Veteran opts in at the 
time of discharge by completing an application 
either by phone, on the VA website, or in person at a 
VA health care facility or VA regional office. 

Once a Veteran met all three requirements, there are 
still internal hurdles with the VA that can complicate the 
matter. Those additional factors surround the Veterans 
service-connected disability rating, whether they were 
a Prisoner of War or a Purple Heart, and the patient’s 
income level. After the Veteran qualifies for benefits, the 
Veteran must visit a VA facility every 24 months to keep 
their eligibility. If the Veteran fails to do so, they lose 
their eligibility and must go back through the process to 
re-establish their benefit coverage. 
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OUTSIDE VA CARE 

Now that the Federal Government set up a program to 
assist Veterans and the Veteran qualifies for benefits, 
the Veteran can seek care at several Veteran Hospitals 
and Outpatient Clinics. However, if the VA does not 
have room to treat the Veteran, the Veteran could seek 
treatment outside of the VA network. In this case, the 
VA contracts with “Community providers,” which are 
hospitals that sign up and meet minimum requirements to 
serve Veterans in certain situations. If the hospital signs 
up and becomes a Community provider, the provider 
receives clearance to receive and treat additional 
Veterans for several services. However, if the provider 
elects not to join the Community provider network, the 
hospital will not receive requests from the VA to treat 
additional Veterans. 

A typical encounter is a Veteran arriving at the 
Community provider requesting medical attention. The 
hospital needs the VA to authorize the care so the VA 
will cover the costs. Once the VA authorizes that visit 
and the patient undergoes the appropriate treatment 
plan, the Community provider will submit that claim to 
the VA. The VA then reviews that claim to determine if 
the Veteran is eligible, the Veteran received the care 
authorized, and the treatment matches the codes 
authorized, will purchase that care from the Community 
provider. If the Veteran is not eligible, the authorization 
is not appropriate, or the codes do not match the 
authorization, the VA denies the claim and does not 
purchase the care from the Community provider. 

5 38 U.S.C. § 1725 (2021) https://www.law.cornell.edu/uscode/text/38/1725 

While the structure of the Department of Veteran 
Affairs has not changed in the past 40 years, the way 
in which a Veteran can access care outside of Veteran 
Hospitals changed drastically in the past 20 years. 
With the introduction of several government programs, 
and the development and implementation of various 
congressional Acts between 1999 and 2018, we finally 
see change. 

In 2018, Congress passed, and President Trump signed 
into law the MISSION Act. The MISSION Act took the 
best of a couple previously developed programs and 
rolled those benefits into one program that would allow 
Veterans access to closer care without restrictions. The 
MISSION Act has five criteria that if a Veteran qualifies for, 
the Veteran can seek treatment outside the VA network: 

1. No VA facility offers the care, services, or 
extended care services, and 

2. The VA does not operate a medical facility in 
the State in which the Veteran requires, or 

3. The Veteran was eligible to receive 
care under the VACA Act of 2014, or 

4. The Veteran has contacted an authorized VA 
official to request the care required, but the VA 
has determined that they cannot furnish it, or

5. The Veteran and their referring clinician 
determined it is in the best medical interest 
of the Veteran, to access care or services 
from an eligible entity-based factors including 
Distance, Nature, Frequency, Timeliness, 
Improved Continuity of Care, Quality of Care, 
or the Veteran faces an unusual burden. 

Currently, this Act allows the Veteran population the 
opportunity to seek care for their ailments without 
significant barriers that previously prevented Veterans 
from seeking quicker treatment. This is the final iteration 
of Veteran avenues to seek outside treatment. 

HOW TO CLASSIFY ELIGIBLE VETERAN CARE
Once the Veteran established their eligibility and which 
criteria the Veteran qualifies for care, the Veteran’s care 
must fit into one of three additional classifications to 
receive approval:

Emergency Treatment5 – Under this section, if 
a prudent layperson (Veteran) feels that a delay in  
seeking immediate medical attention would be 
reasonably expected to be hazardous to life or 
health, the VA will authorize the care. However, if the 
Veteran possesses other coverage through Medicare, 

VA Bill Coverage
Millennium Bill 
(Mil Bill) ‘99

Allows Veterans to access emergency care at 
Community Hospitals if a prudent layperson 
expected that failure in seeking immediate 
medical attention would result in placing the 
health of the individual in serious jeopardy

Patient 
Centered 
Community 
Care (PC3) 2013

Eligibility factors that the VA considers entail 
whether the Veteran will be on a wait list for 
30 days or more, services are not available 
at the nearest Veteran Medical Center, and 
the nearest Veteran Medical Center is not 
easily accessible from their home or other 
geographic barriers

Veterans Choice 
Program (VCP) 
via the Veterans’ 
Access, Choice,  
and Accountability 
Act (VACA) 2014

Sole requirement for a Veteran to garner 
VCP eligibility is that the nearest Veteran 
Administration Medical Center (“VAMC”) or 
Community Based Outpatient Clinic with a 
full-time Primary Care Manager was greater 
than forty miles from the Veteran’s home
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Commercial Insurance, Medicaid, Motor Vehicle Med Pay 
or Personal Injury Protection, or a Workers’ Compensation 
claim, the VA coverage exists as secondary to all those 
possible payers. 

Service-Related Injuries6 – Under this section, if the 
Veteran’s care stems from a service-connected injury, 
the VA will take responsibility for that care. No other 
carrier is primary in this situation as the VA considers this 
paramount to their mission to give back to those who 
served. If for some reason this claim goes to another 
carrier, that payment is inappropriate as the VA payment 
is considered the true reimbursement for the claim. 

Authorized Care7 supplied by Community Providers 
– Under this section, Veterans can ascertain care when 
the patient receives an authorization from the VA to seek 
services outside the normal course of a VAMC. These 
issues can be related to medical services not offered, 
timeliness of receiving that care, and quality of that care. 
A Community provider can ascertain whether the Veteran 
received an authorization through the Health Share 
Referral Management Portal (“HSRM”). The Veteran 
receives an authorization through the CCN carrier, the 
Community provider accepts the authorization, and the 
Veteran undergoes the authorized procedure. 

6 38 U.S.C. § 1725 (2021) https://www.law.cornell.edu/uscode/text/38/1728 
7 38 U.S.C. § 1703(e) (2021) https://www.law.cornell.edu/uscode/text/38/1703 

If a Veteran arrives at the hospital, their care will fit into 
one of these three classifications. If for some reason the 
care does not initially fit into a condition serviced by a 
non-VA provider, the VA will then review the claim for 
a possible fit into a possible service-related injury as 
the patient may have distinct service-related injuries or 
even ancillary service-related injuries that their benefit 
file does not show at first glance. Finally, if the injury is 
related to a possible Third-Party accident, Motor Vehicle 
issues, Work Comp issue, or something that is not service 
related, the care will fall into an emergency condition. 

RESPONSIBILITIES FOR CARE REIMBURSEMENT 
AFTER MISSION

Prior to June 1st, 2019, multiple players existed in the VA 
space due to the growth of coverage plans and avenues 
in which a Veteran qualified for coverage. However, 
after June 1st, 2019, the MISSION Act attempted to pare 
down the appropriate carriers to three. Specifically, the 
Community Care Network (“CCN”) employs two carriers 
to assist in administering benefits to Veterans. The two 
carriers are Optum and TriWest. Prior to the MISSION 
Act, TriWest assisted the VA with processing of claims. 
Optum and TriWest divided the country into five regions. 
Regions 1, 2, and 3 work with Optum to resolve authorized 
claims. Regions 4 and 5 work with TriWest. 

The map below shows how the regions play out currently. 
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To join, you need to contact your Community Partner at 
one of the numbers listed below: 

Region 1: Optum’s number is (888) 901-7407

Region 2: Optum’s number is (844) 839-6108

Region 3: Optum’s number is (888) 901-6613

Region 4/5: TriWest’s number is (877) 226-8749

At the same time, VA Fee Basis still exists and works to 
process claims where the VA did not authorize the care. 
The Fee Basis units reside in the Veteran Integrated 
Service Network (“VISN”) located throughout the 
United States. There are 18 unique VISNs. While each 
have a distinct character, they each run their operation 
similarly. In the past, a VISN operated as a unique entity. 
If the Veteran registered in one VISN and received 
care in another VISN, the hospital would need to find 
the appropriate VISN, file the claim, and monitor the 
processing. This led to woefully inefficient processes 
and claims never filed correctly as the VISN in question 
may not have received an authorization in time, the 
Veteran may not have been registered correctly, or the 
Veteran moved, and information is now outdated.  

In 2018, the VISN restriction went to the wayside as the 
VA opened the lines of communication between the 
VISNs. Specifically, VISN personnel could work claims 
for a Veteran that existed in their VISN. Before, it had to 
be the specific VAMC that housed the patient’s records. 
Now, the entire VISN can access the Veteran’s record and 
make recommendations based on that information. Also, 
the submission process significantly changed and allowed 
hospitals the opportunity to submit claims to one address 
or electronically, which drastically reduced the problems 
Community carriers encountered. The map below shows 
the current 18 VISNs. 

AUTHORIZATIONS AND NOTIFICATIONS 

With the passage of the MISSION Act, the VA restructured 
and streamlined their Authorization process. While also 
standing up the CCN, the VA reinforced their Notification 
system for Emergency Care. Each process allows 
the Veteran to access a different form of care from a 
community provider. We will break down both processes 
to see how Veterans access care and community 
providers secure payment. 
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The VA utilizes authorizations to request and coordinate 
care so that a Veteran receives timely and high-quality 
care as quickly as possible. For the VA to review a 
medical event, there are five events that can trigger such 
a review: 

1. The Veteran needs a service not available 
at a VA medical facility

2. The Veteran lives in a U.S. state or territory 
without a full-service VA medical facility 

3. The Veteran qualifies under the “Grandfather” 
provision related to distance eligibility 
under the Veteran Access, Choice, and 
Accountability Act (“VACA Act”)

4. The Veteran contact an authorized VA official  
to request the care required, but the VA has 
determined that they cannot furnish it

5. Authorization is in the Veteran’s best medical 
interest, of the Veteran to access care or 
services when looking at a host of factors; 
Distance, Nature, Frequency, Timeliness, 
Improved Continuity of Care, Quality of Care, 
or the Veteran faces an unusual burden. 

8 The Standard Episode of Care Listing contains all relevant CPT codes that require an authorization and those that 
do not. SEOC-PRCT Code List is updated on a yearly basis. https://www.va.gov/COMMUNITYCARE/providers/PRCT_
requirements.asp

If a Veteran’s event qualifies and receives an authorization, 
the Community provider can provide those services 
without fear that the VA will deny the claim. If the hospital 
deviates from the procedure, adds additional procedures, 
or keeps the patient longer than intended, the hospital 
runs the risk of violating the authorization. The VA also 
publishes a list of codes that require an authorization. 
That listing of codes can be found on the VA’s website.8 

Notifications serve as an announcement to the VA that 
one of their beneficiaries presented to a Community 
provider requesting emergency services. When a 
Community provider initiates the notification with the 
VA, the VA requires information that needs to be readily 
available. The Community provider can initiate the 
notification in three different manners: 

1. Online at https://emergencycarereporting.
communitycare.va.gov/#/request, 

2. By phone at (844) 724-7842, or 
3. In person with the appropriate VA official 

at the nearest VA medical facility. 

Failure to provide this information will lead to an 
incomplete Notification. The VA considers an incomplete 
Notification as not finalized, which will lead to a denial 
of services. The Community provider has a limited 
window to initiate this Notification of 72 hours from when 
treatment starts. This window ensures that the VA is 
aware of the treatment and if they can arrange a transfer 
for the Veteran. The VA utilizes the “Prudent Layperson” 
standard when it reviews emergency care notifications. 
That standard states that a Veteran can seek emergency 
care when there is an injury, illness, or symptom so severe 
that without immediate treatment, an individual believes 
their life or health is in danger. If there is a bed or bay 
available for the Veteran’s treatment, the VA will arrange 
the transfer of the Veteran. However, if a transfer is not 
feasible or there is no bed or bay available for a transfer, 
the VA will approve the care up until the Veteran’s 
condition improves for transfer or discharge. Once the 
VA has the information from a Community provider, they 
can treat the Veteran knowing that the care has gone 
through the proper channels for review. 

Veteran Information
National Provider 

Identifier (NPI)

Name Name

Gender Address

Social Security Number Point of Contact (POC) Name

Date of Birth POC Phone #

Veteran Address POC Fax #

Date Presenting to Family POC Email

Date of Discharge NOTE: POC will receive VA 
authorization decision 
information

Admitted (Yes/No)

Chief Complaint/Admission 
DX and/or Discharge DX

Originating Location
(address where the 
emergency event occurred)

Mode of Arrival

Other Health Insurance

Treating Facility Information
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VA CLAIM PROCESSING AND PAYMENT 

Now that the Veteran qualifies for benefits, their care 
fits into an appropriate coverage category, and their 
care was either authorized and/or notified to the VA in 
a timely manner, it is time to submit the bill. For care that 
the VA authorized and/or notarized, the bill along with 
the supporting documentation (medical records and 
itemized statements) need to go to the CCN provider 
that services your area. Upon receipt of that bill, the 
CCN carrier will review it to see if the claim fits the 
authorization, the notification number is correct, and the 
supporting documentation does support the bill. If the 
CCN provider confirms those factors, they will pay the 
bill. If the CCN provider does not confirm one of those 
factors, the CCN provider will deny the bill. 

For care that the VA did not authorize or receive a 
notification, those bills and supporting documentation 
go to the relevant VAMC that houses the Veteran. 
However, since the VA modernized the entire system, 
those bills go to one or two locations. First, the bill and 
supporting documentation can go to the physical Tampa 
address for scanning and upload to the VA system.  
Second, if your organization utilizes an electronic 
clearinghouse, they can go through the Change 
Healthcare interchange to the VA. Once the Fee Basis 
group receives the bill and supporting documentation, 
they will review and determine if an exigent circumstance 
exists that allows the VA to bypass their rules and 
approve the care. If not, they will deny the claim. 

Payment from the VA follows Medicare allowable rules. 
However, there are exceptions (see below table for a 
snapshot of the reimbursement methodology). 

1. If the care is related to a non-service, the VA 
processes and pays between 69.5% to 70.5% of 
the Medicare allowable. This rate only applies 
to those non-service-related injuries that the 
Millennium Bill covers. At no time will the VA 
reconsider their payment of those benefits as the 
VA will only pay that amount. 

2. For care related to service-connected injuries, the 
VA processes and pays those claims at 100% of 
the Medicare allowable. 

3. In the instance that Medicare does not have a 
published rate, the VA publishes rates for their 
VA specific fee schedule. If the VA does not 
have a rate published, they can utilize what CMS 
considers a reasonable cost for the services 
provided. However, if no reasonable cost is 
available, the VA, as a last resort, will pay the 
billed charges. 

In 2022, the VA launched an initiative to move away 
from having so many codes that could result in a billed 
charge. The VA released a new fee schedule with over 
1500 new codes added and new lower allowables that 
highlight a desire to contain costs where possible. The 
VA also noted that they will institute a 50% reduction 
for this calendar year and then further institute another 
50% reduction in 2023. In line with their desire to bring 
spiraling costs under control, the VA hopes this strategy 
pays off as they can institute multiple codes to lower 
their bottom line. 

DENIALS

If a Community provider fails to follow the appropriate steps 
with the VA, the VA will deny the claim. Below are the top 
five denial reasons that we continue to see, as well as a 
summary for each:

1. Untimely Filing
2. Lacking an Authorization
3. Lacking a Notification 
4. Patient Not Enrolled 
5. Coding Issues 
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Timely Filing: When it comes to Timely Filing deadlines, the 
VA utilizes three standards: 

1. For those claims under the Millennium Bill, 
non-service emergency claims, the timely filing 
deadline is 90 days9 from the date of discharge. 

2. For authorized claims under the CCN umbrella, 
the Community Provider has 180 days10 from 
the date of discharge to submit the claim to 
the CCN provider. This is not to be confused 
with authorized service-connected claims, 
which has a different standard as well. 

3. Authorized service-connected claims have 
a timely filing deadline of 2 years11 from the 
date of discharge. The VA utilizes various 
timely filing deadlines to inhibit late filing. As 
the VA has a set budget for the healthcare 
they can purchase, they want to forecast and 
pay within a timely manner. If you want to 
appeal a denial for this issue, you will need 
to show where the claim originally went, the 
documentation associated with a payment or 
denial, or that the Veteran failed to provide 
their insurance information in a timely manner. 

Lacking an Authorization: As previously stated, 
Authorizations come from the Veteran meeting a 
requirement and the VA approving that care. If the care 
rendered does not match the authorized care, the VA will not 
pay that claim. Also, if the authorized care exceeds the date 
range, the VA can deny that claim as well for not matching 
the care rendered. Finally, if additional tests or procedures 
occurred outside the authorized range of care, the VA 
will deny those services as not authorized. If a community 
provider wants to appeal this denial, the provider can 
request that the CCN review the information provided and 
see if they can extend, alter, or enlarge the authorization on 
file. If so, they can reprocess the claim. If not, arguing medical 
necessity becomes required as the VA will look at the factors 
that lead to additional services and balance those against 
the amount of time or notice the hospital could have utilized 
to update the VA. 

Lacking a Notification: As previously stated, Notifications 
occur when the Veteran presents for emergency care 

9 Unauthorized Emergent Care (Non-Service Connected) / 38 U.S.C. § 1725
10 Authorized CCN Care / 38 U.S.C. § 1728
11 Unauthorized Emergency Care (Service Connected) / 38 U.S.C. § 1728

and the VA cannot transfer the patient to their facility. A 
Community provider needs to notify the VA of the patient’s 
arrival and see if a transfer is appropriate. If a transfer can 
occur and the Veteran decides to ignore the request to 
transfer, the claim will be denied as the Veteran failed 
to follow the VA instructions. Also, if the Veteran fails to 
provide their insurance information at the time of admission, 
the VA cannot receive notification after the fact. Any claim 
submitted in this fashion will be denied as the VA requires 
a notification. To appeal this denial, a community provider 
would need to show the steps that went into trying to contact 
the VA or show the steps the Community provider took to 
gather the Veteran’s insurance information. If the Veteran 
was unconscious or in an altered mental state, the VA may 
take that circumstance into consideration. Otherwise, the VA 
will look at the omission of a Notification as non-confirming 
behavior and deny the claim outright. 

Patient Not Enrolled: For a Veteran to receive VA benefits, 
an enrolled Veteran needs an appointment with the VA at 
least once every 24 months. If a Veteran fails to visit the 
VA within that time span, the VA will revoke the Veteran’s 
benefits. If the Veteran receives care during that revocation 
period, the Veteran is responsible for that care as their VA 
benefits no longer exist. Once the Veteran revisits the VA, 
their period for benefits will restart. However, that time is 
not retroactive. If a Community provider wants to appeal 
this denial, it is extremely difficult to show that a Veteran’s 
benefits were terminated prematurely. Asking the VA to 
confirm their last date of coverage and seeing if your date 
of service falls inside or outside that time span is your best 
opportunity to overturn this denial. 
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Coding Issues: Finally, one of the more complicated 
denials entails Coding issues. The VA has a specific set 
of covered codes that they will consider for processing. 
If a Community provider’s claim lacks that information, 
the VA will not consider it. Therefore, if a Community 
provider wants to submit a corrected claim with the 
covered code, that is the best avenue for relief. Looking 
at the codes that the VA covers through their fee 
schedule and the codes approved for your authorization 
are the best sources to start your review. If you can align 
your codes with what the VA allows, a corrected claim is 
the best option. However, if a code cannot be changed, 
a Community provider would need to detail the code, 
the coverage area, where it is relevant in the medical 
record, and how the VA should consider it. This method 
has mixed results as the VA may see the need to amend 
or they may adhere to the codes they currently have 
on file. 

APPEALS TO THE VA

When appealing to the VA, it is noted that the success 
rate is exceptionally low. Since a Community provider 
does not have access to the Veteran’s benefit file, your 
case needs to highlight the possibility that the ailment 
receiving treatment may or may not be a service 
connected injury. Also, you need to highlight all the steps 
taken regarding an authorization or notification. Having 
the individual names and emails along with copies of 
the documentation provided to the VA makes your case 
stronger. Making sure you take the time to argue all the 
relevant points of your appeal along with the relevant 
rules highlighted makes an appeal easier for the VA to 
digest. By making the appeal easier to review, the VA 
can find the relevant information easily and then make 
their determination in a timely manner. If your appeal 
makes the VA dig for information or fails to highlight the 
necessary rules, the VA’s review process will lead to a 
denial as it is difficult to find the required information in 
the appeal. 

The appeal roadmap for any decision regarding the VA 
deals with five levels. First, any appeal must start with a 
decision from the local VA office. This is the office that 
retains and houses the Veteran’s records. Second level 
appeals go to the Board of Veteran Appeals. Third level 

appeals must go to the United States Court of Appeals for 
Veterans Claims. Fourth level appeals then go to United 
States Court of Appeals for the Federal Circuit in the 
District of Columbia. Finally, and extraordinarily rare, an 
appeal can end up in front of the United States Supreme 
Court. The rate of success at each level decreases at 
a staggering rate, the cost is expensive, and the Court 
does not render a desired outcome. The best plan is to 
work within the VA and see if a resolution is appropriate. 

PUTTING IT ALL TOGETHER

When we look at the past 20, 40, and 80 years of the  
Department of Veteran Affairs, we see a slow-moving  
agency that wants to give back to Veterans. We also see  
the mounting number of rules, conditions, and stipulations 
that a Veteran and a Community provider must follow 
to qualify, authorize, and receive reimbursement for 
purchased care. Each rule and classification require 
substantial knowledge and experience to learn the ins 
and outs, how to work with the VA, and how to collaborate 
with your Veteran population to ensure all parties work 
toward a common goal. 

In just the past 20 years alone, the VA has brought itself 
from being a non-responsive health payer to trying to 
copy the best practices of modern health insurance 
companies. Such a transformation leaves room for 
errors or omissions in processes that may not be fully 
understood until later in time.
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After graduating law school in 2007, Jason 
worked for a Revenue Cycle Management 
company as a Staff Attorney. For seven years, 
he represented several hospitals resolving 
their denied workers’ compensation, motor 
vehicle accident, and veteran administration 

claims. In 2014, he worked for the Hospital 
side as the Vendor Operations Manager for 
the PFS Department at Community Health 
Systems. Jason joined EnableComp in 2018, 
bringing his legal expertise to the Complex 
Claims Department.

Jason Smartt, Esq., CRCR

EnableComp partners with over 1,000 healthcare providers to manage Veterans 
Administration, Workers’ Compensation, Motor Vehicle Accident/TPL, Out-of-State 
Medicaid and ERISA appeals. Related services cover day 1 outsourcing, A/R 
management, and zero balance recovery. We also offer solutions for commercial 
and government denials. This hyper-focused approach, coupled with our in-depth 
complex claims expertise, results in significant cash uplift, reduction in A/R and 
the recovery of revenue from underpayments and/or zero-balance accounts.

FOR MORE INFORMATION, 
EMAIL US AT 

CONTACT@ENABLECOMP.COM 
OR VISIT ENABLECOMP.COM

WHY YOU SHOULD CONSIDER AN EXPERT VA PARTNER 

As we covered in depth, the VA is an ever-evolving organization that continues to expand, 
improve, and modify their original procedures. The VA still has room to grow and improve 
but having a business partner that knows and understands the VA’s goals, tendencies, and 
motives only makes more sense. As we continue to understand where the VA wants to go, we 
learn and understand their myriad of processes and procedures. Having a business partner 
that can communicate those goals and changes effectively is essential. Our knowledge and 
relationships with the VA makes that a reality. 

EnableComp’s complex claims technology, Enforcer360, is the most efficient provider-based 
comprehensive workflow engine in the marketplace. With built-in reimbursement modeling, 
underpayment identification, and automated denials management features, our software 
provides the highest yield and best-in-class outcomes in less time. Every additional claim 
makes our AI “smarter” and enhances our data-driven RPA leading to a real bottom-line 
impact for providers. By offering robust analytics, automated workflows, and embedded 
federal/state/company reimbursement rules, Enforcer360 is the industry leader in simplifying 
your complex claims challenges.

If you need assistance with VA billing to reduce your days to pay, increase your potential 
collections, and reduce anxiety with your Veteran population, please contact us. Our partners 
are experiencing a 41% decrease in time to collect with an average increase of 25% - 35% in VA 
collections in 98 days or less.
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