4-13 Psychological Testing
Overview
Autonomy Counseling provides psychological testing services administered by a qualified healthcare provider (QHP). In this procedure, the QHP refers to the licensed clinician responsible for clinical oversight, integration of results, report authorship, and billing for psychological testing services. The Office Manager maintains and updates the training matrix, which identifies which staff are approved to administer and score specific instruments.
Process after receipt of referral:
· Office Manager client profile.
· Office Manager assigns the client to the Autonomy Evaluations task list in SimplePractice with type of testing in label and referral date.
· Example. Adult ADHD Testing – Referred 1/25/20
· Office Manager verifies insurance eligibility (if applicable).
· Office Manager reviews the referral question(s) and determines the appropriateness, consulting with the overseeing QHP if necessary.
· Office Manager determines whether prior authorization is required based on payer policy. When insurance is used, authorization is obtained and verified prior to the start of any billable psychological testing services when required by the payer and is documented as a Chart Note in the client's record in the “Administrative Note” section. Examples:
· INSURANCE: BCBS CPT Code checker indicated no prior authorization required for psychological testing
· INSURANCE: Prior authorization approved. Authorization number 98324. Entered in client’s chart. Dates authorized 1/5/2021 – 9/5/2021. 
· Authorization number and dates of service are entered in “Authorization Tracking” in the client’s chart. The number of units approved are placed in the “Administrative Note” section. The printout of the approval is placed in the client chart file. 
· When services are self-pay, the Office Manager adds a Good Faith Estimate to the overseeing QHP’s Task List.
· Office Manager informs the client of the out-of-pocket estimate and schedules a Diagnostic Assessment (DA) if required for prior authorization.
· Office Manager sends appropriate intake documents rendered from the Intake Master List, including releases of information.
· Office Manager requests collateral records as applicable from the Intake Master List
· Lists the records requested in the Task List. Example: 
· MW 2/23/20 – Records requested from Sanford and Essentia.
· Documents the request in the client under chart note
· Example Chart Note. RECORD REQUEST: Faxed record request to Sanford stating, “Hello, we are requesting the following (if applicable) for comprehensive mental health evaluation: - Current medication list, previous medication trials, and response history - Physical condition list, surgical history, family health history - Most recent wellness and mental health visits, developmental history - Any prior assessments or testing reports (diagnostic, psychological, developmental, or neuropsychological) Thank you!”
· Office Manager uploads records received into the client’s chart and enters records received in the Task List. Example: 
· MW 2/23/20 – Records requested from Sanford (Received 2/29/20) and Essentia (Received 2/29/20).
· After all requested records are received or reasonable attempts have been documented, Office Manager adds the overseeing QHP to the Task List and adds Active to label. Example:
· Active Adult ADHD Testing – Referred 1/25/20.
· Overseeing QHP reviews referral information and documents whether psychological testing is medically necessary and clinically appropriate prior to scheduling.
· Overseeing QHP adds scheduling the clinical interview to the Task List of the Office Manager or schedules. Changes the Referred label to Scheduled. Example:
· Active Adult ADHD Testing – Scheduled 2/15/20.
· Overseeing QHP conducts the clinical interview. 
· Overseeing QHP determines the anticipated testing battery and projected CPT units.
· Overseeing QHP documents the clinical rationale linking the referral question to the selected testing battery.
· Overseeing QHP schedules scoring and administration and explanation of findings.
· Testing is administered and scored only by staff listed as qualified on the training matrix and operating under the documented supervision of the overseeing QHP in accordance with CPT and payer requirements.
· All technician-administered services are performed under the supervision of the overseeing QHP in accordance with CPT guidelines, payer policy, and state requirements.
· All testing services must include start/stop times or total time documentation sufficient to support billed units in accordance with CPT time standards and payer-specific time requirements when applicable.
· In the appointment note, session is documented as Clinical Interview, Scoring and Administration, or Explanation of Findings.
· Date and total minutes are added to the bottom of the evaluation.
· Overseeing QHP changes the label when the explanation of findings (EOF) is scheduled. Example:
· Active Adult ADHD Testing – EOF Scheduled 3/5/20
· Overseeing QHP completes integration, report writing, and interactive feedback session with client/caregiver.
· Overseeing QHP finalizes and signs the psychological evaluation report prior to billing.
· Overseeing QHP enters the dates of service, CPT code, and number of units on the Task List, who needs to receive the evaluation, and adds the Office Manager. Example:
· Dates of Service: 3/20/20, 96130, 1 unit.
· CPT Code 96130: First hour of psychological testing evaluation services performed by a physician or qualified healthcare professional.
· Dates of Service: 3/20/20, 96131, 4 units.
· CPT Code 96131: Add-on code for psychological testing evaluation services, representing each additional hour (60 minutes) beyond the first hour (reported with 96130). Requires at least 31 minutes of additional work to report one unit.
· Dates of Service: 3/20/20, 96138, 1 unit.
· CPT Code: 96138: First 30 minutes of psychological test administration and scoring by a technician, involving two or more tests.
· Dates of Service: 3/20/20, 96139, 6 units
· CPT Code: 96139: Add-on code for psychological test administration and scoring by a technician, covering each additional 30 minutes (beyond the initial 30 mins, which is billed with 96138. Requires at least 16 minutes of additional work to report one unit.
· All time billed under 96130/96131 reflects the QHP’s personal time spent in record review, test selection, interpretation, integration, report writing, and interactive feedback, and does not include technician administration time.
· Missing failed/partial feedback protocol 
· If the client declines or does not attend the feedback session, the overseeing QHP documents the attempted interactive feedback and the reason feedback was not completed. Billing reflects only services actually performed.
· Office Manager sends evaluation to referral source, the client, and other providers as indicated.
· Office Manager verifies that documentation supports billed units, including test administration time, integration time, and report completion sufficient to support billed units in accordance with CPT time standards and payer audit expectations. 
· Office Manager flags any unit totals that exceed typical payer norms for QHP review prior to claim submission.
· Office Manager completes and submits the CMS-1500 (or electronic equivalent) claim form.
· Office Manager changes label to tracking for billing. Example:
· Testing Tracking– Billed 3/25/20.
· Office Manager clicks complete when receives reimbursement and assigns productivity to the overseeing QHP.
Referral Pathways
Referrals for psychological testing are either external (from community providers) or internal (from Autonomy clinicians). Regardless of referral source, the process after receipt of referral remains the same.
External Referrals
External referrals are submitted via the referral form on the company website, faxed, or emailed.
Internal Referrals
For internal referrals, the referring clinician adds the referral question and medical necessity to the Office Manager’s task list, who then begins the process after receipt of referral.
Referral Form Requirements
The psychological testing referral form must collect the information required to (1) determine fit and urgency, (2) request appropriate collateral records, (3) verify benefits and prior authorization requirements, and (4) support diagnostic clarification. The form must include client identifying information, responsible party and scheduling contact information when different, complete primary and secondary insurance details, reason for evaluation, current services and providers, relevant psychiatric, developmental, educational, medical, and legal history, current symptom profile, family psychiatric history, and demographic considerations relevant to access and care delivery.
Testing Intake Packet
The Office Manager sends required administrative forms, Example (A1–A5), plus the testing-specific paperwork (Example: A17 Good Faith Estimate for evaluations when applicable; testing informed consent; any service-specific intake such as the ASD intake I4/I5 or ADHD intake I6/I7 depending on the referral question) that is indicated on the Intake Master List. Collateral releases are sent and tracked as needed. The Office Manager confirms the process is completed before the case can progress to scheduling.
Waitlist Definition and Tracking
The waitlist for psychological testing is tracked in SimplePractice using the Task List assigned to Autonomy Evaluations (Example. Adult ADHD Testing – Referred 1/25/20). A note in a client chart stating “waitlist” is not, by itself, a scheduling authorization. A client is considered on the testing waitlist if and only if there is an active task in the Autonomy Evaluations testing task list indicating “waiting list” status.
Task Status Meaning
A task existing in SimplePractice does not automatically mean the client is ready to schedule. Tasks move through the defined stages.
Insurance Verification and Prior Authorization Pending
Administrative staff verify benefits and determine prior authorization requirements. If prior authorization is required, administrative staff submit the authorization request and update the task with submission date and reference number. 
Scheduling Authority and Procedure
The Office Manager schedules all psychological testing appointments, including diagnostic assessments for prior authorization, clinical interviews, test administration blocks, feedback sessions, and report-writing blocks when the schedule requires protected time. Clinicians do not self-schedule testing appointments with clients unless explicitly directed for a special circumstance.
Appointment Type and Duration Rules 
The intake scheduling depends on whether a diagnostic assessment is needed for prior authorization or whether an updated diagnostic assessment is required for clinical reasons or payer rules.
· If a DA is required for prior authorization, schedule a 60-minute DA (90791 equivalent visit type in the schedule) as the first appointment.
· If a DA is already current and no preauthorization diagnostic visit is needed, schedule a 90-minute clinical interview as the first appointment. (T CI Testing Intake – Clinical Interview in the schedule) 
Administrative Communication Expectations
When administrative staff have scheduling questions related to testing workflow, waitlist status, prior authorization, or appointment sequencing, those questions are directed to the Office Manager and the overseeing QHP together so the workflow remains consistent. The Office Manager is included by default on all testing scheduling process questions.
Required Documentation Before Scheduling
Testing appointments do not proceed unless intake paperwork is complete, insurance eligibility is verified, prior authorization is active when required, and collateral records requests have been initiated and tracked as indicated by the referral question. Administrative staff document completion status in the testing task and in the client chart as applicable.
Testing Procedure Checklist
Can we take the insurance?
· Confirm payer is accepted for the requested service type and the intended clinician is in network or approved to bill that payer for that service.
Can we take the referral question?
· Confirm the referral question matches the services offered, is clinically appropriate, and is within scope for the available testing pathways.
Do we have the required referral information?
· Confirm that the referral form is complete, including demographics, contact for scheduling, insurance details for primary and secondary, reason for evaluation, current services, and key history needed to proceed.
Has the testing intake packet been sent?
· Send appropriate intake forms according to the Intake Master List. 
· Example: A1–A5 plus the evaluation-specific intake (adult ASD I4, child ASD I5, adult ADHD I6, child ADHD I7, differential I3 as applicable), plus testing informed consent and A17 Good Faith Estimate if applicable.
Have required releases been sent?
· Send ROIs needed to request prior records and collateral sources relevant to the referral question.
Have prior records been requested and tracked?
· Request prior diagnostic assessments, treatment plans, recent progress notes, prior testing reports, medication history, school records (IEP/504) if relevant, and other collateral sources based on the referral question.
Is insurance eligibility verified?
· Verify active coverage, mental health/testing benefits, deductible and OOP status, and confirm whether prior authorization is required for the planned testing services.
Is prior authorization required?
· If yes, submit prior authorization request and document reference number, dates requested, codes, and submission date.
Is prior authorization approved?
· Confirm approval details, including authorization number, effective dates, unit limits, visit limits, and any documentation requirements.
Is the case ready for clinical review?
· Once intake forms are complete, records have been received (or sufficiently obtained), and authorization is approved if required. Assign the task to the overseeing QHP for review.
Has the overseeing QHP approved the testing pathway and sequence?
· Provider confirms the appointment sequence and durations (DA versus clinical interview first, testing blocks, feedback session) and documents explicit scheduling instructions in the task.
Schedule the appointments.
· Office Manager schedules only after written provider instruction is documented, using the specified appointment types, durations, and sequence.
Confirm client readiness and financials.
· Confirm card on file, financial responsibility acknowledgment, and that the client understands telehealth versus in-office logistics and any record requests still pending.
Document completion.
· Update the testing task status and chart notes indicating all pre-scheduling steps are complete and appointments are scheduled.
Top 10 Payer Denial Traps for 96130/96131
1. Medical necessity not explicitly documented 
· The report describes symptoms and results but never clearly states why formal psychological testing was required instead of clinical interview alone.
· Payers look for:
· diagnostic uncertainty
· need for differential diagnosis
· impact on treatment planning
· prior evaluation insufficiency
· Protective language to include in reports:
· “Formal psychological testing was medically necessary to clarify diagnostic impressions and guide treatment planning beyond what could be determined through clinical interview alone.”
2. Prior Authorization Mismatch
· Very common with BCBS ND.
· Risk patterns:
· wrong provider role
· wrong CPT mix
· units billed exceed authorization
· dates outside auth window
· Internal safeguard:
· Before billing, verify:
· auth number
· PT codes approved
· unit limits
· servicing provider
· effective dates
3. Time Documentation Does Not Support Units
· High audit risk.
· For 96130/96131, payers expect clear time accounting for:
· test selection
· integration
· interpretation
· report writing
· feedback
· Common failure:
· Report is long but time is not documented or looks inflated.
· Minimum protection:
· At bottom of eval include something like:
· “Total psychological testing evaluation time (96130/96131) included record review, test selection, integration, report writing, and feedback.”
· Even better: maintain internal time log.
4. Billing 96131 without Clear Work Beyond First Hour
· Payers scrutinize the add-on unit.
· Risk pattern:
· You bill:
· 96130 × 1
· 96131 × multiple
· But documentation only supports about 60–75 minutes of work.
· Remember:
· 96130 = first 60 minutes
· 96131 requires ≥31 additional minutes per unit
· Internal rule of thumb:
· If you bill 4 units of 96131, your documented total should realistically support ~3.5+ hours of QHP work.
5. Testing Appears Excessive for Referral Question
· Especially in ADHD cases.
· Payers ask:
· “Why did this child need a full battery?”
· Risk triggers:
· very large battery
· minimal clinical justification
· no complexity described
· Protective sentence to routinely include:
· “Given the overlap among ADHD, anxiety, mood, and executive functioning concerns, a multi-method, multi-informant assessment was required for accurate differential diagnosis.”
6. Missing Technician Supervision Language (for 96138/96139)
· Even though your question focused on 96130/96131, denials often cascade.
· Risk pattern:
· Tech administered tests but no supervision statement.
· Protective sentence to routinely include:
· “Test administration and scoring were completed by trained staff under the supervision of the qualified healthcare provider.”
7. Feedback Session Not Documented
· Big one with some BCBS plans.
· Remember:
· Interactive feedback is part of 96130/96131.
· Risk pattern:
· report written
· no documented feedback
· feedback not dated
· Minimum protection:
· Document EOF encounter clearly in chart and report.
8. Diagnosis Does Not Match Testing Intensity
· Payers sometimes soft-deny when there are mild adjustment issues but very large battery billed
· They look for clinical severity or complexity.
· Protective approach:
· Link testing need to:
· chronicity
· differential complexity
· functional impairment
· treatment implications
9. Units Exceed Payer Norms without Explanation
· Subtle but real.
· Typical soft thresholds many commercial payers watch:
· QHP time:
· 96130 + 96131 usually 3–6 units total
· very high totals trigger review
· Tech time:
· 96138/96139 commonly 5–12 units
· Protection: 
· SOP addition:
· “The Office Manager flags any unit totals that exceed typical payer norms…”
10. Provider Role or Credential Mismatch
· Common triggers:
· PCP vs specialist role
· wrong taxonomy
· supervising provider missing
· technician not linked properly
· Protection:
· Before auth submission, verify:
· provider role
· taxonomy
· NPI
· servicing provider field
