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IntroductionIntroduction

Preparing for a certification exam can feel overwhelming, but with the right tools, it becomes
an opportunity to build confidence, sharpen your skills, and move one step closer to your
goals. At Examzify, we believe that effective exam preparation isn’t just about
memorization, it’s about understanding the material, identifying knowledge gaps, and
building the test-taking strategies that lead to success.

This guide was designed to help you do exactly that.

Whether you’re preparing for a licensing exam, professional certification, or entry-level
qualification, this book offers structured practice to reinforce key concepts. You’ll find a
wide range of multiple-choice questions, each followed by clear explanations to help you
understand not just the right answer, but why it’s correct.

The content in this guide is based on real-world exam objectives and aligned with the types
of questions and topics commonly found on official tests. It’s ideal for learners who want to:

• Practice answering questions under realistic conditions,
• Improve accuracy and speed,
• Review explanations to strengthen weak areas, and
• Approach the exam with greater confidence.

We recommend using this book not as a stand-alone study tool, but alongside other
resources like flashcards, textbooks, or hands-on training. For best results, we recommend
working through each question, reflecting on the explanation provided, and revisiting the
topics that challenge you most.

Remember: successful test preparation isn’t about getting every question right the first
time, it’s about learning from your mistakes and improving over time. Stay focused, trust the
process, and know that every page you turn brings you closer to success.

Let’s begin.
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How to Use This GuideHow to Use This Guide

This guide is designed to help you study more effectively and approach your exam with
confidence. Whether you're reviewing for the first time or doing a final refresh, here’s how to
get the most out of your Examzify study guide:

1. Start with a Diagnostic Review

Skim through the questions to get a sense of what you know and what you need to focus on.
Your goal is to identify knowledge gaps early.

2. Study in Short, Focused Sessions

Break your study time into manageable blocks (e.g. 30 – 45 minutes). Review a handful of
questions, reflect on the explanations.

3. Learn from the Explanations

After answering a question, always read the explanation, even if you got it right. It reinforces
key points, corrects misunderstandings, and teaches subtle distinctions between similar
answers.

4. Track Your Progress

Use bookmarks or notes (if reading digitally) to mark difficult questions. Revisit these
regularly and track improvements over time.

5. Simulate the Real Exam

Once you're comfortable, try taking a full set of questions without pausing. Set a timer and
simulate test-day conditions to build confidence and time management skills.

6. Repeat and Review

Don’t just study once, repetition builds retention. Re-attempt questions after a few days and
revisit explanations to reinforce learning. Pair this guide with other Examzify tools like
flashcards, and digital practice tests to strengthen your preparation across formats.

There’s no single right way to study, but consistent, thoughtful effort always wins. Use this
guide flexibly, adapt the tips above to fit your pace and learning style. You've got this!
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Questions
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1. What does the Office of Managed Care assess?
A. The quality of managed care plans
B. The financial stability of health care providers
C. The appropriateness of medical treatments
D. The growth of private health plans

2. A claim that is rejected due to an error is classified as what type of claim?
A. Delinquent claim
B. Open claim
C. Closed claim
D. Clean claim

3. What is required of managed care plans contracting with Medicare or
Medicaid regarding physician incentive plans?
A. Annual financial audits
B. Disclosure of information before contract approval
C. Public reporting of health outcomes
D. Voluntary compliance guidelines

4. If an attorney requests a medical record and it’s not accompanied by a
signed authorization, what should the insurance specialist do?
A. Instruct the attorney to obtain the patient's signed authorization
B. Fax the record since it’s an attorney's request
C. Report the request to the HIPAA hotline
D. Refuse to handle the request altogether

5. What process involves reviewing inpatient care for medical necessity
before admission?
A. Preadmission review
B. Utilization review
C. Pre-authorization
D. Eligibility verification
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6. Which of the listed categories includes the provision of preventive
services?
A. Health care
B. Continuity of care
C. Medical care
D. Record linkage

7. What is the purpose of the CMS-1500 form in medical billing?
A. To submit claims for hospital stays
B. To bill for professional health care services
C. To report medical conditions
D. To document patient encounters

8. What constitutes Medicare abuse?
A. Submitting false claims for services rendered
B. Unbundling codes to increase reimbursement
C. Billing practices resulting in Medicare payment when another payer is

responsible
D. Charging more than usual and customary rates

9. Which of the following is true regarding the beneficiary's rights related to
overpayments?
A. A beneficiary is always liable for repayment.
B. Beneficiaries can never receive a waiver of recovery.
C. A waiver can be granted if recovery causes financial hardship.
D. Overpayments are only discovered after three years.

10. Who provides services or supplies to the insured as a professional
member of the health care team?
A. Third-party payer
B. Health care provider
C. Health insurance specialist
D. Patient
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Answers
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1. A
2. B
3. B
4. A
5. A
6. A
7. B
8. C
9. C
10. B
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Explanations
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1. What does the Office of Managed Care assess?
A. The quality of managed care plans
B. The financial stability of health care providers
C. The appropriateness of medical treatments
D. The growth of private health plans

The Office of Managed Care primarily focuses on evaluating the quality of managed care plans. This includes
examining various aspects such as patient outcomes, accessibility of services, member satisfaction, and the
overall effectiveness of the healthcare services provided within these plans. By assessing the quality, the Office
aims to ensure that managed care plans meet established standards and provide adequate care to members. 
Maintaining quality in managed care is essential for promoting positive health outcomes and ensuring that
patients receive the necessary care in a timely manner. This oversight helps to foster accountability among
managed care organizations and drives improvements in service delivery.  Other options, while relevant topics
within the broader health care framework, do not align with the specific mandate of the Office of Managed Care.
Assessing financial stability, evaluating appropriateness of medical treatments, and monitoring the growth of
private health plans are typically outside the direct scope of work for the Office, focusing instead on quality
evaluation to safeguard the interests of patients and ensure optimal care delivery in the managed care sector.

2. A claim that is rejected due to an error is classified as what type of claim?
A. Delinquent claim
B. Open claim
C. Closed claim
D. Clean claim

In the context of claims processing, a claim that is rejected due to an error is not an open claim; rather, it is
typically classified as a delinquent claim. A delinquent claim is one that is overdue or has not been paid due to
issues such as errors or missing information that need to be resolved before payment can be processed.   An
open claim refers to a claim that is still under review or processing, meaning the insurance company has yet to
make a final determination. On the other hand, a closed claim implies that the claim has been processed and
finalized, whether it has been paid or denied. Lastly, a clean claim is one that is accurately completed and
contains all necessary information, leading to its timely processing and payment.   Hence, when a claim is
rejected for an error, it does not fit the criteria for being open or closed, nor is it considered clean, reinforcing that
the correct classification is a delinquent claim.
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3. What is required of managed care plans contracting with Medicare or
Medicaid regarding physician incentive plans?
A. Annual financial audits
B. Disclosure of information before contract approval
C. Public reporting of health outcomes
D. Voluntary compliance guidelines

Managed care plans that contract with Medicare or Medicaid are required to disclose information regarding
physician incentive plans before the approval of the contract. This requirement is in place to ensure
transparency and accountability within the healthcare system, particularly in how incentives are structured to
promote quality care rather than quantity of services.   When managed care organizations utilize physician
incentive plans, they must provide details about how these incentives work, including any potential risks for
overutilization or underutilization of services. This pre-contract disclosure allows the government and other
stakeholders to evaluate whether the incentive structures align with the goal of providing high-quality care to
beneficiaries.  By requiring disclosure before contract approval, regulatory bodies aim to safeguard patient care,
ensuring that any incentives offered to healthcare providers do not compromise patient outcomes or lead to
unnecessary treatments. This focus on transparency helps to maintain the integrity of managed care programs
under Medicare and Medicaid.

4. If an attorney requests a medical record and it’s not accompanied by a
signed authorization, what should the insurance specialist do?
A. Instruct the attorney to obtain the patient's signed authorization
B. Fax the record since it’s an attorney's request
C. Report the request to the HIPAA hotline
D. Refuse to handle the request altogether

When an attorney requests a medical record without a signed authorization from the patient, the appropriate
response is to instruct the attorney to obtain the patient's signed authorization. This is crucial because under
HIPAA (Health Insurance Portability and Accountability Act), healthcare providers must ensure that they have the
necessary permissions to disclose a patient's confidential medical information.   Medical records contain
sensitive personal health information, and legal mandates require that this information can only be released
when proper consent has been granted by the patient. The signed authorization serves as a protective measure
for the patient's privacy rights and ensures compliance with legal and regulatory requirements.  If the request
were to proceed without such authorization, the insurance specialist could be violating HIPAA regulations,
putting both the patient's privacy and the healthcare provider's compliance at risk. Additionally, while faxing the
records or completely refusing to handle the request may seem like options, they do not align with the protocol
of ensuring proper authorization is in place. Addressing the need for patient authorization maintains ethical and
legal standards in handling medical records.
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5. What process involves reviewing inpatient care for medical necessity
before admission?
A. Preadmission review
B. Utilization review
C. Pre-authorization
D. Eligibility verification

The correct answer is the process of preadmission review, which specifically refers to the evaluation of the
necessity of inpatient care before a patient's admission to a hospital or healthcare facility. This process is
essential for ensuring that the planned hospitalization is justified and meets established clinical guidelines. By
conducting a preadmission review, healthcare providers and insurers can assess whether a patient's condition
truly requires inpatient care, potentially leading to more effective utilization of resources and cost containment.  
Preadmission reviews help prevent unnecessary admissions, ensuring that patients receive appropriate care
based on their medical needs. This process typically involves obtaining relevant clinical information from the
provider and may result in the approval or denial of the planned admission based on the criteria outlined by the
insurer or healthcare organization.  Utilization review is related but encompasses a broader scope, assessing not
just pre-admission scenarios but ongoing care and services provided during a patient's stay. Pre-authorization
also pertains to obtaining approval for certain services or procedures before they are performed, but it is
specifically focused on the procedural aspect rather than the overall medical necessity of inpatient care prior to
admission. Eligibility verification simply determines if a patient’s insurance will cover the services proposed,
rather than reviewing the necessity of the care itself. Thus, the most accurate term for the review conducted
before

6. Which of the listed categories includes the provision of preventive
services?
A. Health care
B. Continuity of care
C. Medical care
D. Record linkage

The category that includes the provision of preventive services is health care. Preventive services are a critical
aspect of health care, focusing on measures that prevent diseases rather than treating them once they arise.
These services can include vaccinations, screenings, and wellness check-ups, all designed to help maintain
health and catch potential health issues early on.  Health care encompasses a broad spectrum of activities
intended to promote health, prevent disease, and offer treatment as necessary. This holistic approach is
essential for maintaining population health and ensuring that individuals receive necessary interventions before
health problems develop.  Continuity of care primarily refers to the ongoing relationship between patients and
healthcare providers, ensuring that treatments and care strategies are consistent over time. While it is important
for managing chronic conditions, it doesn't specifically incorporate the preventive services aspect.  Medical care
focuses on the diagnosis and treatment of existing health issues, rather than preventive measures. Although it
overlaps with health care in providing necessary resources for individuals, it is not the broad category that
covers preventive services.  Record linkage deals with the integration and analysis of health-related data from
various sources, but does not include direct preventive health services. Each of these other options relates to
healthcare in different ways, but it is health care that comprehensively encompasses the provision of preventive
services.

Sample study guide, visit https://healthinsurancebilling.examzify.com
for the full version with hundreds of practice questions 13

SAMPLE



7. What is the purpose of the CMS-1500 form in medical billing?
A. To submit claims for hospital stays
B. To bill for professional health care services
C. To report medical conditions
D. To document patient encounters

The CMS-1500 form is specifically designed as a billing tool for professional health care services rendered by
individual providers, such as physicians and other healthcare professionals. It allows these providers to claim
reimbursement from insurance companies for services provided to patients.  The form includes necessary
information such as patient demographics, details of the services provided, provider identification, and codes
that classify the services to guide billing and reimbursement processes. By using the CMS-1500 form, medical
professionals can streamline the submission of claims, ensuring they are paid for the services they deliver. 
While the other options might refer to different aspects of healthcare billing or documentation, they do not
capture the unique purpose of the CMS-1500 form, which specifically focuses on billing for professional
healthcare services rather than hospital stays, reporting medical conditions, or documenting patient encounters.

8. What constitutes Medicare abuse?
A. Submitting false claims for services rendered
B. Unbundling codes to increase reimbursement
C. Billing practices resulting in Medicare payment when another payer is

responsible
D. Charging more than usual and customary rates

Medicare abuse refers to practices that may lead to unnecessary costs to the Medicare program while not
necessarily involving fraud or intentional wrongdoing. Billing practices that result in Medicare payment when
another payer is responsible is a clear example of abuse because it indicates that the provider is not utilizing
proper billing protocols.   In this case, it could involve scenarios where a primary insurance should have paid for
the services, but the provider improperly billed Medicare instead. Such actions can burden the Medicare system
by inappropriately utilizing its funds, diverting them from beneficiaries who truly need coverage under that
program. This constitutes abuse as it reflects a mismanagement of billing practices that can lead to higher
overall medical costs.  The other options describe activities that are more aligned with fraudulent behavior or
unethical coding practices. Submitting false claims and unbundling codes are considered fraud, involving more
deliberate actions for financial gain. Charging more than usual and customary rates can indicate overcharging
but does not specifically fall under Medicare abuse in the same context as having a secondary payer responsible
for costs. Therefore, the definition of Medicare abuse is directly connected to billing practices like those
described in option C.
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9. Which of the following is true regarding the beneficiary's rights related to
overpayments?
A. A beneficiary is always liable for repayment.
B. Beneficiaries can never receive a waiver of recovery.
C. A waiver can be granted if recovery causes financial hardship.
D. Overpayments are only discovered after three years.

The assertion that a waiver can be granted if recovery causes financial hardship is accurate because it reflects
the policies and regulations that govern beneficiary rights when dealing with overpayments in health insurance.
Specifically, if an insurance carrier identifies that an overpayment has been made, the beneficiary may be
required to repay the amount. However, in cases where repayment would lead to significant financial distress for
the individual, they can appeal for a waiver of recovery. This consideration is especially relevant in situations of
fixed or low income where paying back the overpayment would be detrimental to their economic well-being.  The
process usually involves demonstrating that repaying the overpayment would impose an undue burden and
could result in hardship. Regulatory bodies, including Medicare, have provisions in place for waivers in such
circumstances, intending to protect beneficiaries from financial duress.  In contrast, the other statements lack
accuracy regarding the nuances of beneficiary rights. The idea that a beneficiary is always liable for repayment
does not take into account the established policies for hardship waivers. Suggesting that beneficiaries can never
receive a waiver of recovery overlooks the specific circumstances under which a waiver can be granted. Finally,
the notion that overpayments are only discovered after three years is misleading, as overpayments can be
identified at any time, not limited to

10. Who provides services or supplies to the insured as a professional
member of the health care team?
A. Third-party payer
B. Health care provider
C. Health insurance specialist
D. Patient

The correct choice identifies the health care provider as the individual who delivers services or supplies to the
insured as part of the health care team. Health care providers can include physicians, nurses, therapists, and
other licensed professionals who diagnose, treat, and manage patient care. They are essential in the delivery of
medical services and interact directly with patients to address their health needs.   In the context of health
insurance billing, the provider's role is crucial because they initiate the process of billing for services rendered.
They document care, assign relevant codes, and submit claims to third-party payers for reimbursement. Each
interaction with the patient is meant to not only provide care but to also record that care in such a manner that it
can be reimbursed by their health insurance.  The third-party payer is typically an insurance company that
processes claims and reimburses the provider for services, but they do not provide direct patient care. A health
insurance specialist focuses more on managing billing processes and understanding regulations related to
insurance claims, rather than delivering health services. The patient is the recipient of care and services but does
not provide them. Thus, the primary role of delivering health services is firmly within the realm of the health care
provider.
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Next StepsNext Steps

Congratulations on reaching the final section of this guide. You've taken a meaningful step
toward passing your certification exam and advancing your career.

As you continue preparing, remember that consistent practice, review, and self-reflection
are key to success. Make time to revisit difficult topics, simulate exam conditions, and track
your progress along the way.

If you need help, have suggestions, or want to share feedback, we’d love to hear from you.
Reach out to our team at hello@examzify.com.

Or visit your dedicated course page for more study tools and resources:

https://healthinsurancebilling.examzify.com

We wish you the very best on your exam journey. You've got this!
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