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Medical Billing Audit Checklist
For Clinic Owners and Revenue Cycle Teams

How to use this checklist
Run every audit in sequence from Step 1 to Step 7. Use the same sample of 20 encounters per provider throughout. Do not skip steps. Each step depends on the one before it.
	Step 1: Documentation

	□
	Fixed sample selected: 20 encounters per provider, last 30 days

	□
	Each note completed within clinic's required timeframe

	□
	Documentation clearly supports the services billed

	□
	Diagnoses documented with sufficient specificity

	□
	Support rate calculated for this sample

	□
	If support rate is below 90%: audit paused and documentation escalated before proceeding

	Note: Do not proceed to Step 2 until documentation support is confirmed at 90% or above.

	

	Step 2: Coding

	□
	Same encounters used as documentation step

	□
	Similar visits coded consistently across providers

	□
	Modifiers applied uniformly across visit types

	□
	High-level code concentration flagged and reviewed

	□
	Coding variation patterns documented

	□
	Root cause of variation identified: documentation clarity, coder training, or internal standards

	Note: Focus on patterns across encounters, not on defending or challenging individual codes.

	

	Step 3: Claims

	□
	First-submission acceptance rate recorded

	□
	Rejections separated from denials

	□
	Denial reasons logged exactly as listed by payer

	□
	Repeated denial reasons escalated to decision level, not claim level

	□
	Root cause of repeated denials identified and assigned

	Note: Rejections = technical errors. Denials = documentation or policy issues. Treat them separately.

	

	Step 4: Payments

	□
	Remittance data reviewed for all approved claims in sample

	□
	Paid amounts verified against contracted rates

	□
	Adjustments reviewed for appropriateness

	□
	Outstanding balances assigned for follow-up

	□
	All payment variances logged with named owner and deadline

	Note: Claim approval and payment accuracy are not the same thing. Confirm both.

	

	Step 5: Compliance

	□
	Documentation meets payer and regulatory requirements

	□
	Coding aligns with current guidelines

	□
	Claims submission follows payer-specific rules

	□
	All compliance risks escalated immediately (do not defer)

	□
	Escalation record created for any identified risk

	Note: Delayed escalation increases exposure. Log compliance issues the day they are identified.

	

	Step 6: Drift Detection

	□
	Documentation support rate compared to prior audit

	□
	Coding variation level compared to prior audit

	□
	Denial pattern summary compared to prior audit

	□
	Payment variance compared to prior audit

	□
	Any metric beyond defined threshold flagged for action

	Note: Drift is slow. Comparison makes it visible early, before it compounds into a crisis.

	

	Step 7: Action Assignment

	□
	Every finding has a named owner

	□
	Every owner has a deadline

	□
	Every deadline is scheduled for review in the next audit cycle

	□
	Prior audit action items reviewed before this audit closes

	□
	Audit not closed until all findings are assigned

	Note: Do not close the audit without assigned ownership. Reports without owners do not change behavior.


Audit Frequency: High-volume clinics: monthly. Multi-specialty: monthly segmented by specialty. Single-specialty smaller clinics: quarterly. Consistency matters more than intensity.
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