From the President’s Desk

Winter 2015

Survey Says!!!
In the Fall, HFMA National sent out its annual survey
to its members and the Oklahoma Chapter had is highest scores ever!
Our FY15 Overall High Satisfaction Score was 70%, up
3% from FY14 and the third year in a row that our
scores have increased. The survey is a great opportunity to review what our members are looking for from our
association and provide us feedback on how we can
continue to improve the Chapter. Under the Topics of
Interest to Your Members, we saw a lot of focus on
trends and outlook for the local healthcare industry and we have State of Oklahoma Treasurer Ken Miller on the agenda at the April 23-24th Annual Trade Show
at the Norman Embassy Suites. Another point of emphasis was Fiscal Intermediary/Medicare Administrative Contractor Reimbursement Update and Day
Egusquiza will be providing two sessions on Thursday morning on an update to
the Mastering the 2MN Rule – updates, lessons learned from the audits PLUS
finding your new inpatients and ICD-10 changes everything in the revenue cycle…think beyond HIM.
We are looking at over 11 hours of educational content and our very popular
trade show that will have a Game Show theme with a lot of fun contests and
giveaways and make sure you stick around on Thursday evening and show off
your trivia knowledge.
OHFMA is sponsoring a Member-Get-A-Member Contest now through April 15,
2015. Sponsor a new member between now and April 15th and your name will
be entered into a drawing for an iPad mini during our April conference in Norman, OK. One chance for each new member sponsored, make sure you’re listed
as the “Sponsor” on the new member’s application to qualify.
See you in April!
Jeff Mincher
President, OHFMA
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You and Your 340B Program: Are You Compliant or Confused?
by Venson Wallin and Bill Bithoney, MD, The BDO Center for Healthcare Excellence and Innovation

What is the 340B program?
The 340B program is a means through which providers, known as “covered entities,” can offer pharmaceuticals to a greater amount of eligible patients than they could at traditional manufacturer pricing. This
is because the program requires that manufacturers sell the drugs to the eligible providers at a discount,
thereby enabling a larger number of those in need to get the assistance they need with purchasing their
prescriptions. The 340B program is very popular for this very reason; covered entities are able to purchase
drug supplies at the 340B discounted price, and then bill the patient’s insurance company the traditional
rate. This “margin” generates much needed profit for some of the more income-challenged providers,
while having minimal impact on the Medicare and Medicaid program costs. The patient wins, the provider
wins, and the government programs win. Providers understand the upside, and annual 340B drug spending
by covered entities exceeds six billion dollars and approximately one-third of U.S. hospitals participate in
the program. The spending and number of participating providers is forecast to increase significantly during the coming years.
In 1992, Congress created the 340B program via Public Law 102-585, the Veterans Health Care Act of
1992, which is otherwise known as Section 340B of the Public Health Service Act. The law requires drug
manufacturers that participate in the Medicaid program to agree to provide discounts on covered outpatient drugs purchased by government-supported facilities, or “covered entities.” Examples of “covered entities” include disproportionate share hospitals, sole community hospitals, rural referral centers, critical
access hospitals, and children’s hospitals and cancer hospitals exempt from the Medicare prospective payment system. Enrollment periods for those providers seeking to participate in the program are open on a
quarterly basis. Administration of the 340B program is performed by the Office of Pharmacy Affairs
(OPA) of the Health Resources and Services Administration (HRSA), an agency of the U.S. Department
of Health and Human Services.

Achieving Compliance with 340B Program Guidelines
Compliance pertaining to a 340B program is relative. A provider may consider themselves in compliance
with the guidelines of the program based on their understanding of these guidelines, whereas HRSA and
the OPA may consider the provider to be noncompliant based on their interpretation of these same guidelines. These divergent opinions are a result of a set of rules that are written in a somewhat general manner,
excluding the detailed implementation regulations that are common to other HHS programs. HRSA recognizes the need for more clarity on the part of the covered entities and is actively working to close the interpretation “gap” and to achieve more compliance within the program.
HRSA has heard the rumblings from the industry and Congress over the past several years regarding the
340B program and the need for more detailed directions to minimize both unintentional violations of the
program as well as intentional efforts to take advantage of the interpretation “gap” to prosper to an extent
not anticipated by the authors of the program. Audits in recent years by HRSA and the Office of the Inspector General (OIG) of HHS have confirmed the fact that covered entities are having challenges meeting full compliance with guidelines, particularly in the areas of diversion and duplicate discounts. Another
key factor in meeting compliance requirements identified through the audits is the degree to which providers utilize contract pharmacies and their oversight of such. The use of contract pharmacies, while occurring in the minority of covered entities at this point, is growing and there is a wide disparity in their treatment and oversight. HRSA has strongly recommended the use of independent audits of contract pharmacies to address compliance.
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Increased Focus on Integrity and Compliance
So where does one go from here? Good question and one that the HHS OIG and HRSA intend to address in
the immediate future. They are both being very active in publishing clarifying documents and preparing to
conduct more extensive audits of 340B programs. The HHS OIG 2014 Work Plan contains initiatives pertaining to the 340B program, including a focus on contract pharmacy compliance by covered entities. In
February, 2014, the OPA issued a program update that addressed contract pharmacy compliance and the
continued focus on the program’s integrity. In its June, 2014 program update, HRSA discussed an additional
six million dollars that Congress had set aside for the 340B program. The additional funding is being used to
establish a new branch of HRSA – Program Performance and Quality – which is tasked with overseeing program integrity. HRSA stressed that program integrity has always been a focal point of their staff, but that the
new branch will now enable them to devote even more emphasis on this topic. And in its July, 2014 program
update, HRSA further clarified its audit process, reaffirming its focus on increased audits and the intent to no
longer issue preliminary audit reports but to only issue final reports. The commitment to a renewed attention
to compliance through increased audits is evident through these updates and publications and covered entities would be advised to prepare for the inevitability of an increase in 340B program audits and that they
may soon fall within HRSA’s radar.
“Mega-Reg” to provide clarification
Many facilities may be feeling somewhat alarmed by this enhanced focus on program integrity in that they
believe they may need more guidance to ensure that their program is truly compliant. As discussed before,
heretofore, detailed implementation guidance on the 340B program has been found to be somewhat lacking,
and compliance became an “interpretation of the rules” exercise. Now, with more expected of them, the covered entities are in need of specific clarification of the rules and HRSA is preparing to provide such guidance. The much discussed “mega-reg” that HRSA is expecting to issue will provide specific guidance on issues such as the definition of an eligible patient, compliance requirements for contract pharmacy arrangements, hospital eligibility criteria, and the eligibility of off-site hospital facilities.
Throwing a potential curve into HRSA’s plans is the recent (May, 2014) decision by the United States District Court for the District of Columbia (USDCDC), which held that HRSA lacked the ability to issue the
regulation regarding orphan drugs. HRSA had attempted to promulgate limitations on the use of orphan
drugs by certain covered entities; however, the USDCDC found that the 340B regulation itself limited
HRSA’s ability to promulgate regulations to only those areas dealing with the administrative dispute resolution process, calculation of ceiling prices, and civil monetary penalties. Furthermore, orphan drugs were not
deemed to be included in the definition of any of these three areas, therefore, HRSA was found to not have
the authority to issue any regulations pertaining to them.
Covered entities may wonder why this is important if orphan drugs are not a large part of their 340B program. The importance lies in the ability of HRSA to issue and enforce the “mega-reg.” HRSA has so far chosen not to appeal the USDCDC finding, and it must decide, before proceeding, whether the issues covered
by the “mega-reg” would survive a likely court challenge in light of the USDCDC decision, and whether a
further “tweaking” of the regulation should occur prior to its actual issuance. At this point, HRSA has indicated that they continue to look to move forward with the “mega-reg.”
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Conclusion
It is very clear that the history of the 340B program being loosely regulated and enforced is just that – history. HRSA, the OPA and the HHS OIG all have the 340B program high on their list of priorities and they are
committed to ensuring a more consistent implementation of the program and to strengthening its integrity.
Through audits and publication of clarifying guidance, they are working with covered entities to achieve
those goals. Covered entities should be proactive in assessing the compliance of their 340B programs and
taking steps to document compliance and/or perform corrective efforts to become compliant. Steps may include performing internal assessments of policies and procedures or partnering with external agents to assist
with these assessments, performing audits of the program components, obtaining independent audits of contract pharmacy arrangements, and developing a routine process of monitoring new HRSA program updates
and their impacts, including the new “mega-reg.” By taking these steps, covered entities can begin to move
the gauge from “confusion” to “compliance.”
Click here for additional information and links for The BDO Center for Healthcare Excellence & Innovation
Venson Wallin is a Managing Director and the National Healthcare Compliance and Regulatory Leader for
The BDO Center for Healthcare Excellence & Innovation. He can be reached at vwallin@bdo.com.
Bill Bithoney, MD, is a Managing Director and Chief Physician Executive for The BDO Center for
Healthcare Excellence & Innovation, where he co-leads Clinical Strategy. He can be reached at
bithoney@bdo.com.

Winter Meeting, Mayo Hotel, Tulsa
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Welcome to Our New Members!
Terressa Endicott
Debbie Pender
Alex Westerman
Denise Welch

Duncan Regional Hospital
Mercy Hospital—Ardmore
Saint Francis Health System
Arbuckle Memorial Hospital

PAS Supervisor
Vice President of Patient Care
Decision Support Analyst
Chief Finance Officer

Winter Meeting, Mayo Hotel, Tulsa
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2015 Legislative Preview key issue: Health care
By RANDY KREHBIEL & BARBARA HOBEROCK World Staff Writers
Article courtesy of The Tulsa World February 1, 2015, http://www.tulsaworld.com/news/government/
legislative-preview-key-issue-health-care/article_4c8de002-6f94-5be2-b6fd-7eb1e6e801b0.html#usercomment-area . Accessed February 6, 2015.
Prescription drugs: Gov. Mary Fallin is expected to
again push for a program in which physicians access
a database to determine what prescriptions a patient
has obtained. A measure last session failed to secure
approval, mostly because of resistance from medical
and pharmaceutical interests.
According to a 2013 report released by the Governor’s Office, Oklahoma has one of the highest rates
of prescription drug addiction in the nation and one
of the highest rates for unintentional overdose deaths.
Health indicators: Oklahoma has made some strides
in key health indicators, but work remains to be done.
While the number of smokers has dropped, the state
still has a high obesity rate and ranks poorly in other
health indicators.
The 2014 State of the State’s Health report showed
only two counties — Cleveland and Logan — at or
near national mortality rates. Oklahoma also ranks
high for deaths from cancer, heart disease, stroke,
lower respiratory disease and even accidents.
Fallin has made improving the state’s health a priority but has steadfastly refused to expand Medicaid under the Affordable Care Act. Fallin said the state
can’t afford the expansion. Many Republicans in the
Legislature agree.
Medicaid: Last year, Oklahoma cut reimbursement
rates to providers and raised Medicaid patient copays to the maximum allowed by federal law.
This year, the Oklahoma Health Care Authority,
which administers Medicaid in the state, says it needs
an additional $163.6 million just to maintain the
same level of service.

Several lawmakers have put forward suggestions,
none of which involve putting more money into
the system or accepting the Affordable Care Act’s
expanded Medicaid program. Most involve trying
to come up with ways to squeeze efficiencies from
the system through further privatization or other
means.
Hospitals and clinics, meanwhile, say they are being stuck with $550 million annually in uncompensated care.
Rural hospitals: Expect to hear a lot about Craig
General Hospital during the session. Trustees of
the nonprofit Vinita facility voted to file for bankruptcy in November, citing unexpected expenses
and falling revenue.
Policymakers on both sides of the expanded Medicaid issue point to Craig General as an example of
the deteriorating financial condition of rural hospitals. Some blame the situation on the Affordable
Care Act’s reduction in Medicare reimbursements,
others on the state’s refusal to expand Medicaid,
which would cover up to an additional 150,000
Oklahomans.
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ED Patient Flow is a Hospital-Wide Issue
Judy Chamberlain, RN, ARM, CPHRM, AHA Fellow, ProAssurance Risk Resource Director
Boarding patients and overcrowding may contribute to medical mistakes and poor patient outcomes. Not
only does overcrowding affect critically ill patients needing a hospital bed, it also delays care for emergency department (ED) patients in the waiting room. The primary cause of overcrowding in the ED is boarding.
The American College of Emergency Physicians (ACEP) defines a “boarded patient” as a “patient who remains in the emergency department after the patient has been admitted to the facility, but has not been
transferred to an inpatient unit.” The Joint Commission recommends boarding times be less than four hours.
However, facilities are not graded on whether they meet this recommendation. They are graded on their individual plans for patient flow management and how actual boarding times measure up to internal plan
goals.
Problems associated with patient flow (like boarding and overcrowding) are best addressed across the organization. This involves leadership from all facility areas, both clinical and non-clinical, working together
to eliminate patient boarding in the ED.
Scenarios causing increased ED boarding are many and complex. Consider the patient who needs to be admitted to the ICU and cannot be transferred immediately. Are all rooms full or is there an empty room that
has not yet been cleaned? Consider patients needing lab or other diagnostic testing before an admission decision is made. Are there performance or interpretation delays? Hospitals must delve into identifying flow
breakdowns, recommending changes, continually evaluating patient flow based upon changes, and determining whether patient boarding times have been affected.
If boarding times do not decrease after changes are made, analysis should begin anew. It is imperative that
situations where patients are boarded beyond four hours (or less, if that’s the facility’s goal) be analyzed in
detail. ED staff analysis of the basic issues causing delays in admission, transfer, or discharge, is critical.
Strategies for improving patient flow include, but are not limited to:


establishing multidisciplinary teams to identify problems, implement solutions, and facilitate
change;



allocating sufficient resources to provide safe and effective patient care for current and arriving
patients;



providing appropriate training to emergency nurses on managing ill patients held in the ED;



creating an admissions unit adjacent to the ED for patients awaiting an inpatient bed;



developing a bed control officer or committee to monitor hospital bed status; and



holding patients in inpatient units rather than the ED.

By addressing ED patient flow as a hospital-wide issue, your hospital may find it can lessen medical mistakes and improve patient outcomes.

http://www.acep.org/Clinical---Practice-Management/Definition-of-Boarded-Patient/, January 2011. Accessed January 15, 2015.
Copyright © 2015 ProAssurance Corporation.
This article is not intended to provide legal advice, and no attempt is made to suggest more or less appropriate medical conduct.

7

HOSPITALS
Diverging Paths
Medicaid Expansion vs. Non-Expansion States

W

hen the Supreme Court ruled that the Patient Protection and Affordable Care Act
(ACA) was unconstitutionally coercive in June of 2012, it effectively created two
paradigms of health care reform in the U.S.— reform in states that accepted the Medicaid
expansion and reform in states that did not. A look at recent data helps illuminate which paradigm appears to be working better for hospitals.
On Jan. 1, 2014, the ACA expanded Medicaid eligibility limits so that adults earning up to 138% of the
federal poverty level (FPL) would be eligible for coverage. The limit was 100% prior to the change. The
ACA calls for federal funding to cover 100% of the Medicaid expansion through 2016 and slowly decrease to 90% by 2020. Originally, the ACA required all states to cover eligible citizens or lose federal
funding for Medicaid. However, as a result of the Supreme Court’s ruling, states are free to opt in or opt
out of the Medicaid expansion.
To better understand the impact of Medicaid expansion on hospital financial performance, we will take a
closer look at the expanded population demographics and their health care needs. Additionally, we will
explore trends in hospital volumes, payor mix, case mix and uncompensated care costs so that hospitals
can be prepared to navigate the changing landscape initiated by the ACA.
Figure 1 depicts that 27 states and the District of Columbia have expanded Medicaid to low-income
adults as of Nov. 1, 2014. Preliminary 2014 year-to-date data shows that Medicaid expansion has unquestionably provided greater access to care for the uninsured and underinsured population located in states
that opted into the program. However, is it good for hospital bottom lines?

According to the American Hospital Association (AHA), hospitals of all types have provided more
than $654 billion in uncompensated care (bad debt and charity care) to their patients over the 33-year
period spanning from 1980 to 2013. About 63% of this total, or $413 billion, has been incurred since
2000, which is a concern for hospitals as it shows these costs are growing at an increasing rate.1 Uncompensated costs are often generated by the uninsured or underinsured population, which has increased from 38 million individuals in 2000 to 42 million individuals by the end of 2013.2

1. http://www.aha.org/research/policy/finfactsheets.shtml
2. http://www.census.gov/content/dam/Census/library/publications/2014/demo/p60-250.pdf
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While these are daunting statistics for hospitals,
a Gallup poll of more than 45,000 individuals
shows that there has been a noticeable reversal
in the upward trend in the uninsured and underinsured population since the initiation of Medicaid expansion. As shown in Figure 2, prior to
the start of Medicaid expansion, the uninsured
population in the U.S. was estimated to be
17.1%. However, in a matter of six months, the
uninsured population has decreased by 3.7 percentage points to 13.4%. This decrease is consistent across each major age group as of July 1,
2014.3 Based on the historical connection between the uninsured population and uncompensated care costs, we would expect this paradigm
shift to provide relief to hospitals in the form of
lower bad debt and charity care.

Expansion vs. Non-Expansion States
Full year data for 2014 is not yet available; however, a study by the Colorado Hospital Association
(CHA) suggests that the decrease in the uninsured population directly correlates to Medicaid expansion.
In the study, the CHA collected financial and volume data for hospitals across the country from 30
states, 15 of which expanded Medicaid and 15 that did not. Based on the findings, it is clear that hospitals in Medicaid expansion states are benefitting from the decrease in the uninsured population as evident by a more favorable payor mix and a decrease in uncompensated care costs.
As Figure 3 shows, the percent Medicaid
charges in expansion states has increased
dramatically relative to the percent self-pay
charges, which experienced a 34% decrease
year-over-year. Specifically, in expansion
states, the Medicaid proportion increased by
3.5 percentage points, or 23%, to 18.8% by
the end of the first quarter in 2014. However, in non-expansion states, the Medicaid
proportion remained unchanged year-overyear. At the same time, hospitals in Medicaid expansion states experienced a significant decrease in charity care of 32% from
$2.8 million to $1.9 million. In contrast,
non-expansion states experienced a 10.5%
increase in charity care from $3.8 million to
$4.2 million.4 Also, the changes occurred in
the first quarter of 2014, when Medicaid
expansion began, which further supports
that the changes are attributed to the expansion. This suggests that the expansion program is strengthening the financial performance of hospitals by reducing the proportion of self-pay patients, which historically have been a large
contributor to uncompensated care costs. As such, hospitals in expansion states should experience higher insured volumes and lower uncompensated care costs.
3. http://www.gallup.com/poll/172403/uninsured-rate-sinks-second-quarter.aspx
4. http://www.cha.com/Documents/Press-Releases/CHA-Medicaid-Expansion-Study-June-2014.aspx.
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Credit Ratings
All of the major credit rating agencies have begun to take notice of the diverging paths of hospitals located
in expansion states versus non-expansion states. According to Fitch Ratings, nonprofit hospitals and health
care systems in states that have expanded their Medicaid coverage under the ACA have realized improved
payor mix and reductions in bad debt through the first half of 2014. As of July 2014, Fitch had downgraded ten entities split evenly between expansion and non-expansion states. However, Fitch states The decline in operating performance related to funding and reimbursement pressures could have been lessened
by Medicaid expansion. On the flip side, since Jan. 1, 2014, Fitch upgraded nine hospitals, eight of which
were located in expansion states. It expects this trend to continue into 2015. In one example, Standard &
Poor’s and Fitch upgraded MetroHealth System’s (Cuyahoga County, Ohio) financial outlook from negative to stable citing sharp decreases in the number of uninsured patients due to Medicaid expansion efforts, which resulted in a decrease in uncompensated care costs from $268 million to $132 million year
over year.5 In another example, Moody’s Investor Services raised St. Joseph’s Health Care System
(Passaic County, N.J.) rating to investment grade for the first time, citing several factors but primarily
pointing towards a reduction in uninsured patients and uncompensated care costs.
Unintended Consequences?
There is a difference between those who are eligible and those who actually sign up for coverage. Eligible
individuals who actually enroll may be older with more complex health care needs than the existing Medicaid population due to undiagnosed conditions. Nationwide data is not yet available; however, some reports indicate that the ACA may have attracted sicker people into Medicaid. For example, the CHA tracks
two metrics for patients, concurrent diagnoses and case mix index, which quantifies the complexity of a
patient’s health care needs. Their findings show that through the first half of 2014, the average number of
conditions and complexity of cases increased significantly faster for inpatients with Medicaid than those
with Medicare.6
A separate report by the CHA suggests that hospitals in expansion states should be prepared for an increase
in emergency department (ED) visits.
The report said the average number of ED visits to hospitals in expansion states increased 5.6% from second
quarter 2013 to second quarter 2014. In comparison, non-expansion states only reported an increase of 1.8%
during the same period.7 These new trends suggest hospitals should be prepared for higher ED visits as well
as a Medicaid population with a higher acuity case mix.
As we near the end of the first full year of Medicaid expansion, it’s clear that the program is changing the
landscape of the uninsured population in the U.S. and the financial outlook for hospitals. Specifically, expansion state hospitals are experiencing increasing insured volumes and rapidly decreasing uncompensated
care costs, which has driven many credit rating upgrades. The positive outlooks by all of the major credit
rating agencies mean that hospitals in expansion states may have stronger financial positions and more
borrowing power heading into 2015.
5.

http://www.cleveland.com/healthfit/index.ssf/2014/09/sp_credit_rating_aency_upgrad.html.

6.

http://www.lifehealthpro.com/2014/09/12/colorado-hospitals-report-jump-in-medicaid-patient.

7.

http://www.cha.com/News-Publications/Press-Releases/2014/National-Report-States-Expanding-Medicaid-Continue.aspx.

Jason Beakas is an associate with Lancaster Pollard in Columbus. He may be contacted at
jbeakas@lancasterpollard.com.
Reprinted with permission from Lancaster Pollard at www.lancasterpollard.com
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Event Calendar
2015
Annual Trade Show and Spring Meeting
Norman Hotel & Convention Center - Embassy Suites, Norman
April 23 - 24, 2015

Leadership Training Conference (LTC)
Marriott Rivercenter, San Antonio, TX
April 26 - 27, 2015

Summer Meeting
Hard Rock Hotel & Casino, Catoosa, OK
July 30 - 31, 2015

Fall Meeting with Texas Lone Star Chapter
Winstar World Casino and Resort, Thackerville, OK
September 24 - 25, 2015
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Thank You to Our Sponsors!

Platinum
BKD, LLP
Two Warren Place
6120 S. Yale Ave., Ste. 1400
Tulsa, OK 74103
www.bkd.com

Bill Clark
918-584-2900
918-584-2931 Fax

BOK Financial
201 Robert S. Kerr, 2nd Floor
Oklahoma City, OK 74102
www.bok.com

Robert Dudley
405-272-2460

Eide Bailly, LLP
800 Nicollet Mall, Ste. 1300
Minneapolis, MN 55402
www.eidebailly.com/healthcare

Jan Dreis
612-253-6582
612-253-6600
jdreis@eidebaily.com

Experian Health/Passport
2909 Hagen Drive
Plano, TX 75025
www.experian.com/healthcare

Bill Guynup
972-439-0110

Mires Consulting Group, LLC
400 E. Central Ave., Ste. 404
Ponca City, OK 74601
www.miresconsulting.com

David Mires/Art Mires
580-762-5300

PFS Group
7670 Woodway, Ste. 360
Houston, TX 77063
www.pfsgroup.org

Tom Woods
713-784-4410

Professional Finance Company, Inc.
5754 W. 11th Street, Ste. 100
Greeley, CO 80634
www.pfccollects.com

Brian Boyington
205-409-4666
866-568-5136 Fax
bboyington@pfccollects.com

wdclark@bkd.com

rdudley@bokf.com

bill.guynup@passporthealth.com

dmires@miresconsulting.com
amires@miresconsulting.com

tom@pfsgroup.org
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Thank You to Our Sponsors!

Gold
Administrative Consultant Service, Inc.
PO Box 3368
678 Kickapoo Spur
Shawnee, OK 74802
www.acsteam.net

Jeff N. Clark
405-878-0118
405-878-0411 Fax

Cardon Outreach
4185 Technology Forest Blvd., Ste. 200
The Woodlands, TX 77381
www.cardonoutreach.com

Autumn Little
615-310-3347

Medical Protective
2435 N. Central Expressway, Ste. 1400
Richardson, TX 75080
www.medpro.com

Steven M. Simmons
214-220-7520
214-220-7500
steven.simmons@medpro.com

PatientMatters
518 S Magnolia Ave., Third Floor
Orlando, FL 32801
www.patientmatters.com

Betsy Herp
407-872-7969

ProAssurance
2600 Professionals Drive
Okemos, MI 48864
www.proassurance.com

Cherie Dupure
800-282-6242
517-347-6297 Fax
cdupure@proassurance.com

Progressive Management Systems
1521 West Cameron Ave., 1st Floor
West Covina, CA 91790
www.pmscollects.com

Juan Vargas
800-258-7482 Ext. 6007

Works & Lentz, Inc.
3030 NW Expressway, Ste. 225
Oklahoma City, OK 73112-5434
www.worksandlentz.com

Shannon Fuller
405-414-5980
405-942-2370 Fax
sfuller@worksandlentz.com

jclark@acsteam.net

aittle@cardonoutreach.com

betsy.herp@patientmatters.com

jvargas@pmscollects.com
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Thank You to Our Sponsors!

Silver
American Collection Services, Inc.
3100 SW 59th Street
Oklahoma City, OK 73119
www.americancollectionservices.com

Louise Littlejohn Kiper
405-682-8088 Ext. 121
405-682-8044 Fax

Benefit Recovery
1111 North Loop West, Ste. 1000
Houston, TX 77008
www.benefitrecovery.com

Shelly Carney
800-388-2774
817-964-1633 cell
shelly@benefitrecovery.com

Berlin – Wheeler, Inc.
3210 S.W. Warberry Ave.
Bentonville, AR 72712
www.BWMO.com

Wendy Harness
573-680-9295
417-724-2899 Fax
wharness@bwmo.com

CBSA Collections
123 W. 7th, Ste. 300
Stillwater, OK 74074-4068
www.cbsasolutions.com

Teresa Axton
405-707-3442
800-848-7559 Fax
teresa@collectpro.com

Central States Recovery
PO Box 3130
Hutchinson, KS 67504-3130
www.csrecovery.com

Chuck Lyon
800-779-0419
620-663-3116 Fax
clyon@csrecovery.com

CSI Leasing
12211 Parc Crest Dr., Ste. 190
Strafford, TX 77477
www.csileasing.com

Chuck Thomas
214-886-2880

HCFS, Inc.
3011 Internet Blvd., Ste. 100
Frisco, TX 75034
www.hcfsinc.com

Jami Force
800-394-4237

MSCB, Inc.
1410 Industrial Park Rd.
Paris, TN 38242
www.mscbonline.com

Joe Wewers
731-664-9551
800-555-0119 Fax
jwewers.mscb@earthlink.net

louise@americancollectionservices.com

chuck.thomas@csileasing.com

jforce@hcfsinc.com
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Thank You to Our Sponsors!

Silver
(Continued)

Morgan Financial Group
2601 N.W. Expressway, Ste. 1000 E
Oklahoma City, OK 73112
www.morganfinacialgrp.com
username – client1st
password – topresults

Jim Peters
405-425-1500
405-425-1588 Fax
jpeters@cacfinancial.com

PatientCo
PO Box 7606
Atlanta, GA 30357
www.patientco.com

Amanda Comer
512-557-7299

PLICO Financial Inc.
226 Dean A. McGee, Ste. 200
Oklahoma City, OK 73102
www.plico.com

Kenzie O’Brien
405-815-4849

RevClaims
2510 Lakeland Terrace, Ste. 100
Jackson, MS 39216
www.revclaims.com

Bill Munn
205-612-9812
877-329-6699
bmunn@revclaims.com

amanda.comer@patientco.com

kobrien@plico.com

Bronze
Bridge Front
201 NE Park Plaza Drive
Vancouver, WA 98684
www.bridgefront.com

Brady Bragg
512-407-2610

G4 Health System
7380 S. Olympia Ave., #359
Tulsa, OK 74132-1849
www.g4hs.com

Tim Weakley
888-486-7455
855-485-5231 Fax
tim.weakley@g4hs.com

bradyb@bridgefront.com
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Oklahoma HFMA Chapter Officers, Board Members and
Committee Chairs 2014-15

Jeff Mincher, FHFMA ........................................ President & DCMS Contact
William D. Clark, FHFMA, CPA ....................... President-Elect & Program Co-Chair
Casey Richards ................................................... Vice President & Program Chair
Anne Adams........................................................ Treasurer
Renee L. Swank .................................................. Secretary & Founders Contact
Shannon Fuller .................................................... Past-President
Morris W. Brown, FHFMA ................................ Director
Michael P. Conner, CHFP ................................... Director
Julie Ward ........................................................... Director
Andrew L. Hejtmanek, CHFP ............................ Director & Certification Chair
Jennifer Palmer ................................................... Director
Scott Sanders, CRCR .......................................... Director & Newsletter Chair
Richard K. Snyder, FHFMA ............................... Director (ex officio) & Membership
Co-Chair
Toni D. Young, FHFMA, CPA ........................... Membership Chair
Julie Ward ........................................................... Membership Directory Chair
Louise A. Littlejohn Kiper .................................. Sponsorship Chair
Tamie D. Young, FHFMA .................................. Patient Financial Services Chair
Tammy C. Pea ..................................................... Social Co-Chair
Vivianna David ................................................... Social Co-Chair
Douglas R. Volinski, CPA................................... Link Committee Chair
David W. Mires ................................................... Webmaster

“Thank you to our volunteers”
Jeff Mincher
President
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