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Part 1 of 2: USING SoCIaL MEDIa IN YoUr PraCtICE

4 big social media mistakes your 
Practice must avoid
The Internet and social media have ushered in new ways of doing 
business. But as with so many other aspects of running a medical 
office, healthcare is different from any other business when it comes to 
an online presence. The sanctity of the physician-patient relationship 
can often be at odds with the openness, anonymity and wide 
accessibility of the Internet and social media. Yet there are benefits to 
medical practices utilizing the Internet and social media to connect 
with patients. In this two-part article, we’ll highlight the risk areas 
medical office managers need to be alert to when the practice considers 
utilizing the benefits of the Internet and social media. 

Getting the word out
The benefits of medical offices using the Internet and social media 
are promoting the practice, connecting with patients, sharing general 
medical information with patients and providing helpful follow-
up to remind patients of appointments, treatments and healthy 
practices. The American Medical Association’s (AMA) Opinion 
9.124 – Professionalism in the Use of Social Media highlights these 
benefits: “Participating in social networking and other similar Internet 
opportunities can support physicians’ personal expression, enable 
individual physicians to have a professional presence online, foster 
collegiality and camaraderie within the profession, provide opportunity 
to widely disseminate public health messages and other health 
communication.” So it’s worth considering an online presence for your 
practice. But do so knowing and preparing for the risks.

™medical office manager

MaNaGING Staff

Are you violating state “time off” 
requirements for employees who are 
parents?
Although back-to-school season rolls around every year, it always seems 
to bring a level of stress for working parents. And is it any wonder?
A new schedule and new commitments require finding ways to meet 
all the demands of daily life. For households with two working 

(continues on page 2)

(continues on page 5)
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Risky business
In prior articles we’ve told you about the risks that personal 
activity of staff on social media can create for your practice 
whether conducted during work hours on the practice’s equipment 
or even on personal time away from the office. In this series 
we will focus on ethical and legal issues raised when your 
practice or its physicians and staff become professionally active 
on the Internet and social media for the benefit of the practice. 
This first part of this two-part series addresses activity relating 
to the physician-patient relationship and its formation and 
communication with patients via Internet and social media. In the 
second part of this series we’ll address the legal risks of marketing 
and promotional activities conducted online and in social media.
The AMA’s Opinion 9.124 arose out of the Report of the Council 
on Ethical and Judicial Affairs (CEJA) titled “Professionalism in 
the Use of Social Media.” That report explains that the Internet’s 
“speed of communication, reach, searchability, and the capacity 
for content to endure” impact the “scope of communication 
between physicians and patients” and the consequences of that 
communication. Here are a few “do’s” and “don’ts” you should 
keep in mind when considering how your practice will venture 
into the Internet and social networking world.

#1. Don’t share too much
With HIPAA hanging over your head, the acronym TMI, too 
much information, takes on new meaning. You don’t need to 
be reminded that patient confidentiality is critical and practices 
need to protect the privacy and security of their patients’ health 
information. But the Internet and social media present new HIPAA 
challenges for practices. When a medical office decides to use the 
Internet or social media for the benefit of the practice—to promote 
its services or connect with patients or other providers—the 
practice “needs to be very clear, it is only used for professional 
purposes and promoting and communicating information about 
the practice,” advises Susan Ziel, a nurse attorney and partner 
with Krieg DeVault, LLP in Minneapolis. Just as we warned in 
our article focused on staff using social media for personal use, it 
can be easy to inadvertently expose patient information if you are 
not vigilant about ensuring no details give enough information to 
identify a patient. 
Clinical staff in a practice may use the Internet to communicate 
not just with patients but also with other providers to share 
experience and wisdom and ask questions. When doing so, 
information must be carefully de-identified and secure systems 
utilized. It can be very easy, however, to think information is de-
identified when it’s not. Remember that HIPAA requires all 18 of 
the identifiers set out in 45 CFR 164.514 to be removed from the 
communication before it is properly de-identified. 
Ziel also warns that a critical difference between communication 

(Using social media, continued from page 1)



Reporting bad conduct of others
Note that you shouldn’t put blinders on if you see other practices 
or healthcare professionals violating ethical guidelines for online 
and social media communications. The AMA Opinion 9.124 requires 
physicians who see colleagues posting unprofessional content to call 
the poster’s attention to that content so it can be removed and if it isn’t 
addressed, to report the posting to “appropriate authorities.” 
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via the Internet or social media and other media 
is that “you don’t always have the ability to 
confirm who you are communicating with.” This 
raises privacy and security vulnerabilities. HIPAA 
requires that you address those with measures 
designed to authenticate the communication and to 
protect the patient’s confidential information.

#2. Don’t replace the face-to-face
When a practice becomes active online and invites 
interactivity with patients and potential patients, 
the creation of physician-patient relationships must 
be considered. Licensing boards and state courts 
address when a physician-patient relationship is 
created but many ethical guidance documents 
indicate it should be established via face-to-face 
communication.  
Email, social media and other Internet connectivity 
shouldn’t replace that face-to-face interaction 
when establishing a relationship with a new 
patient. While email can be convenient and 
expedient, “when it begins to replace what should 
be a professional encounter that can be billed and 
documented,” warns Ziel, “these short cuts can 
become very disruptive, very quickly.” That’s 
because relying on online communication raises 
risk management and financial issues. Emails and 
texts and other Internet communication are not 
always recorded or documented and thus, can’t be 
tied to billable services, she explains. 

#3. Do limit purposes for email and 
texting 
Email and texting can be quick and convenient 
methods of communication. But beware when used 
in the healthcare context. “Email and texting and 
can very quickly end in a HIPAA violation,” warns 
Ziel, so she and her firm “advise clients to have 
some policy that sets safeguards for communication 
with patients or other third parties.” Some physician 
offices have a secure portal or encryption which is 
safer whereas unsecured emails or texts still can go 
through lots of hands, she adds. 
Also, be aware that your state licensing board may 
have something to say about what your practice does 
on the Internet and how it connects with patients. For 
example, Ziel notes that Indiana’s medical licensing 
board permits certain email communications with 
patients but only after a formal relationship has 
been established by way of an in-office, face-to-face 
encounter that includes a signed email authorization 

form that also confirms the limited types of email 
communications that are permitted. Without these 
arrangements, “There is an ever-present risk that 
the emails will begin to replace the treatment 
related communications that should go on face-to-
face or by telephone,” says Ziel. 
Ziel also suggests that when sending out general 
email communications to patients you send it 
from an address to which the recipients cannot 
respond. If you don’t prohibit responses, you 
then have to worry about obligations to check for 
and respond to email responses. If you do allow 
patients to communicate by way of the authorized 
email communications, be clear about the limited 
purposes and the turnaround time that will be 
required for email responses, warns Ziel. For 
example, prohibit email from being used to report a 
change in a patient’s status. 
Texting in particular raises big privacy concerns 
and practical issues as well. “Texting raises HIPAA 
concerns and there’s also no way to print or save,” 
explains Ziel. That makes it difficult to prove the 
communication actually happened if there are any 
issues later on. 

#4. Don’t get too friendly
When physicians and staff communicate with 
patients online via social networking it’s important 
to ensure the communication stays professional. 
Ziel warns that staff and physicians need to be 
mindful of the physician-patient relationship and 
always remember “what hat you are wearing” 
when interacting with patients online. She explains 
that patients often become friendly with staff or 
their physician and invite them to “friend” them or 
otherwise connect or link with them online. This 
raises ethical and professional issues, she cautions. 
Every medical office should set policy with clear 
parameters about what relationship, if any, can 
continue with a patient outside the medical office.
Given the nature of the professional healthcare 



Monitoring your profile online
People will post online information about your group, like it or not, 
says Ziel. Indeed, the AMA recognizes the potential risks and advises 
in Opinion 9.124 that “physicians should routinely monitor their 
own Internet presence to ensure that the personal and professional 
information on their own sites and, to the extent possible, content 
posted about them by others, is accurate and appropriate.” 

The American Academy of Orthopaedic Surgeons’ Social Media 
Healthcare Primer recommends practices set up a Google Alert for the 
practice and its physicians and clinical staff so you can be alerted to 
what others are saying about the practice and its staff online in the 
provider ranking sites and other locations.
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relationship, in addition to the confidential and 
sometimes even intimate information that is 
shared, all physicians and staff should avoid 
the development of personal relationships with 
their past or present patients, Ziel warns. The 
intimacy and closeness of online communication 
can easily move beyond a perceived friendship to 
include romantic or sexual interactions or even a 
harassment claim, Ziel warns. The CEJA report 
also cautions: “Online friendships with patients are 
particularly problematic because they may open the 
door to interactions (online or in person, romantic 
or otherwise) that are outside of the patient-
physician relationship and lead to potentially 
problematic self-disclosure by both patients and 
physicians due to the disinhibition, belief of 
anonymity, and asynchrony of interactions online.”
In fact, the Federation of Medical Boards, 
the American College of Physicians and the 
American Medical Association all caution against 
establishing any personal or friendly interaction 
with patients online. The AMA Opinion 9.124 
requires physicians interacting with patients 
online to “maintain appropriate boundaries of the 
patient-physician relationship in accordance with 
professional ethical guidelines, just as they would 
in any other context.” To do that, the AMA Opinion 
advises “physicians should consider separating 
personal and professional content online.” The 
Federation of Medical Boards’ social media 
guidelines also advise that online communication 
with patients must always be limited to discussing 
treatment, and such communication “should never 
occur on personal social networking or social 
media websites.” The guidelines add that while 
online technologies can be useful “they can also 
be a distracter which may lessen the quality of the 
interactions” with patients. 
Additionally, tell staff and physicians not to use 
their practice-based email address for personal use 
or personal interactions online. The Federation of 
Medical Boards’ guidelines warn physicians not 
to use their professional or work email addresses 
to log into social networking when conducting 
personal communications because others who 
see a “professional e-mail attached to an online 
profile may misinterpret the physician’s actions as 
representing the medical profession or a particular 
institution.” This warning is equally applicable to 
not just physicians but any staff of the practice.
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Next month: In the second part of this series 
we’ll address the legal risks of marketing and 
promotional activities conducted online and 
in social media.  
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parents, it can be extremely difficult; and for single-
parent households, even more so.
A new schedule and new commitments require 
finding ways to meet all the demands of daily 
life. For households with two working parents, it 
can be extremely difficult; and for single-parent 
households, even more so.
It’s easy for employers and managers to dismiss 
the issue as “not my problem,” but, in reality, it 
is your problem. Like it or not, the line between 
personal and professional life got obliterated 
years ago. Today, if you want to keep your staff 

engaged – indeed, keep them working for you at 
all – you have to make allowances for their family 
obligations.
And there is yet another reason for employers to 
accommodate these employees: Some states require 
that you provide time off for parents who want to 
participate in their children’s educational activities.

What the law requires
Information compiled by the National Council of 
State Legislatures (NCSL) finds that few states 
mandate time off for parents to attend school-
related activities. The following table shows states 
with laws on the books as of December 2013.

State Family Medical Leave and Parental Leave Laws

State Coverage/Eligibility Family Medical Leave Provisions (unpaid 
unless noted)

Provides Leave To 
Care For

School-Related 
Parental Leave

California

Private employers with 50 or more 
employees and all public sector 
employers.
 Employees who have worked for 
an employer for at least 12 months, 
and who have 1250 hours of 
service during the 12 months prior 
to the leave.

Up to 12 weeks of unpaid family leave plus 4 months 
of maternity disability may be combined for a total 
of 28 weeks per year.
The California Paid Family Leave insurance program 
provides up to 6 weeks of paid leave to care for 
a seriously ill child, spouse, parent, or registered 
domestic partner, or to bond with a new child.  
The benefit amount is approximately 55% of an 
employee’s weekly wage, from a minimum of $50 
to a maximum of $1067.  The program is funded 
through employee-paid payroll taxes and is 
administered through the state’s disability program. 

Child, spouse, parent, 
domestic partner, child 
of domestic partner, or 
stepparent.

Up to 40 hours per year, 
but no more than 8 hours 
per month, to participate 
in children’s educational 
activities.

Connecticut

All employers with 75 or more 
employees, except private or 
parochial elementary or secondary 
schools.  Employees who have 1000 
hours service with an employer 
during the 12-month period before 
the leave.

Up to 16 weeks in 2 years for the birth or adoption of 
a child, placement of child for foster care, to care for 
a family member with a serious medical condition, 
for the serious medical condition of the employee, or 
to serve as an organ or bone marrow donor.

Child, spouse, parent, civil 
union partner, parent-in-
law, or stepparent.

D.C.

Any public or private employer.  
Employees who have at least 1000 
hours of service with an employer 
during the 12-month period prior 
to leave.

Up to 16 weeks of family leave, plus 16 weeks of 
medical leave for employee’s own serious health 
condition during a 2 year period. Leave must be 
shared by family members working for the same 
employer.

All relatives by blood, 
legal custody, or marriage, 
and anyone with whom 
an employee lives and has 
a committed relationship.

Up to 24 hours per year to 
participate in children’s 
educational activities.

Hawaii

Private employers with 100 or 
more employees. Excludes public 
employees.   Employees who have 
worked for 6 consecutive months.

Up to 4 weeks per year. Permits intermittent leave 
for birth, adoption placement, and to care for a 
family member with a serious health condition. 
Does not apply to employee’s own health condition 
or placement of a foster child.  Does not require 
spouses to share leave. 

Child, spouse, parent, 
in-laws, grandparents, 
grandparents-in-law, 
stepparent, or reciprocal 
beneficiary.

Up to 24 hours per year to 
participate in children’s 
educational activities.

Illinois

All employers.  Employees who 
have worked for an employer for 
6 consecutive months and whose 
weekly hours during that time 
averaged at least one-half of a 
full-time equivalent position.

Up to 8 hours per school 
year, but no more than 
4 hours on any day to 
attend a child’s school 
activities, and only when 
no other type of employee 
leave is available.

(Time off requirements , continued from page 1)
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Louisiana All employers

Up to 16 hours per year at 
the employer’s discretion 
to participate in children’s 
educational activities.  Al-
lows an employee to use 
any types of accrued leave 
to participate in his or 
her children’s educational 
activities. 

Maine

Private employers with 15 or more 
employees; all state employers, 
and local governments with 25 or 
more employees

Up to 10 weeks in 2 years for the birth of a child or 
adoption of a child age 16 or younger. Includes leave 
to be an organ donor. Does not require spouses to 
share leave. 

Child, spouse, parent, 
sibling who lives with 
employee, civil union 
partner, child of civil 
union partner, or non-
dependent adult child.

Massachusetts Employers with 50 or more 
employees.

Up to 24 hours per year leave to participate in 
children's educational activities or accompany a 
child, spouse, or elderly relative to routine medical 
appointments, under the Small Necessities Leave 
Act.

 

Up to 24 hours per year 
leave to participate in 
children's educational 
activities or accompany 
a child, spouse, or elderly 
relative to routine medical 
appointments, under the 
Small Necessities Leave 
Act.

Minnesota

All employers with 21 or more 
employees.  An employee who 
has worked for an employer for 
at least 12 consecutive months 
immediately preceding the 
request, and whose average 
number of hours per week equal 
one-half of a full-time equivalent 
position.
All employers with at least 1 
employee for school activities 
leave only.

Up to 6 weeks for the birth or adoption of a child.  Does 
not require spouses to share leave.
Permits employees to use personal sick leave benefits 
to care for an ill or injured child on the same terms as for 
the employee’s own use.
Up to 10 working days when a person’s parent, child, 
grandparents, siblings, or spouse who is a member 
of the United States armed forces, has been injured 
or killed while in active service.
Up to 40 hours to undergo a medical procedure 
to donate bone marrow or to donate an organ or 
partial organ.

Nevada All employers.   

Makes it unlawful to 
terminate an employee for 
attending school conferences 
or for receiving notification 
of a child's emergency at 
work.  

New Jersey

All employers with 50 or more 
employees.  Employees who have 
worked for an employer for 12 
months and who have at least 
1000 hours of service during those 
12 months.
Employees who have worked 
20 calendar weeks or who have 
earned at least 1000 times the 
state minimum wage during the 52 
weeks prior to leave.

Unpaid leave of up to 12 weeks in 24 months, not 
to exceed  more than 6 weeks in 12 months, to care 
for a child anytime during the first year after that 
child’s birth or adoption, or to care for a seriously ill 
child, spouse, parent or domestic partner. Does not 
provide leave for the employee’s own serious health 
condition. Intermittent leave is limited to 42 days in 
12 months. Does not require spouses to share leave.

Paid leave provides up to 2/3 of wages up to $524/
week for 6 weeks.  Provides that any Paid Family 
Leave runs concurrently with FMLA or NJFLA and 
that other types of available leave must be used 
before taking paid family leave. Provides that leave 
may be paid, unpaid, or a combination of both. 

Child, spouse, parent, in-
laws, or domestic partner.

North Carolina

All employers and any employee 
who is a parent, guardian, or 
person standing in loco parentis of 
a school-aged child.

Up to 4 hours per year to 
participate in children’s 
educational activities.
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Oregon

All employers with 25 or more 
employees.  Employees who have 
worked at least 25 hours per week 
in the past 180 days. 

Up to 12 weeks per year. An additional 12 weeks 
per year is available to care for the employee's ill 
or injured child who does not have a serious health 
condition but who requires home care.  Prohibits 
two family members working for the same employer 
from taking concurrent family leave except under 
certain conditions. Allows an employee to substitute 
any available paid vacation or sick leave.

Child, spouse, parent, 
grandparent, grandchild, 
or parent-in-law, or a 
person with whom the 
employee has or had an in 
loco parentis relationship.

Rhode Island

(unpaid) Private employers with 
50 or more employees, all state 
government employers, and local 
governments with 30 or more 
employees.  Covers full time em-
ployees who have been employed 
for 12 consecutive months and 
who work an average of 30 or more 
hours per week.
(paid) All private sector employers 
and public sector employers who 
opt into the program.

(unpaid) Up to 13 weeks in 2 years for the birth or 
adoption of a child age 16 or younger, or to care for a 
parent, child, spouse or in-law with a serious medical 
condition.
(paid) The Rhode Island Temporary Caregiver 
Insurance Program provides 4 weeks of paid leave 
for the birth, adoption or fostering of a new child 
or to care for a family member with a serious health 
condition; and up to 30 weeks of paid leave for a 
worker’s own disability. The program is funded by 
employee payroll taxes and administered through 
the state’s temporary disability program. It provides a 
minimum benefit of $72 and maximum of $752 per 
week, based on earnings.

(unpaid) Child, spouse, 
parent, employee’s 
spouse’s parent.
(paid) Child, parent, 
parent-in-law, 
grandparent, spouse, 
domestic partner.

(unpaid) Up to 10 hours 
per year to participate 
in children’s educational 
activities.

Vermont

All employers with 10 or more 
employees for leaves associated 
with a new child or adoption.  
All employers with 15 or more 
employees for leaves related to 
a family member’s or employee’s 
own serious medical condition. 
Employees who have worked for 
an employer for one year for an 
average of 30 or more hours per 
week.

Up to 12 weeks in 12 months for parental or family 
leave. Allows the employee to substitute available 
sick, vacation, or other paid leave, not to exceed 6 
weeks. Does not require spouses to share leave. 
Provides an additional 24 hours in 12 months to 
attend to the routine or emergency medical needs of 
a child, spouse, parent, or parent-in-law or to partic-
ipate in children’s educational activities.  Limits this 
leave to no more than 4 hours in any 30-day period.

Child, spouse, parent, 
parent-in-law.

Provides an additional 
24 hours in 12 months to 
attend to the routine or 
emergency medical needs 
of a child, spouse, parent, 
or parent-in-law or to 
participate in children’s 
educational activities.  
Limits this leave to no 
more than 4 hours in any 
30-day period.

Washington

All employers.  An employee who 
has been employed for at least 680 
hours during his or her qualifying 
year.

Washington Family Leave Act provides up to a total 
of 12 weeks of leave during any 12 month period 
for the birth of a child, the placement of a child for 
adoption or foster care, to care for a family member 
with a serious health condition, or because of a 
serious health condition that makes the employee 
unable to perform the functions of the job.
Washington Family Care Act allows workers with 
available paid sick leave or other paid time off to 
use that leave to care for a sick child with a routine 
illness; a spouse, registered domestic partner, 
parent, parent-in-law, or grandparent with a serious 
or emergency health condition; and an adult child 
with a disability.
Note: The Washington Family and Medical 
Leave Insurance Act, passed in 2007, and which 
established a paid family leave insurance program 
was never implemented and has been indefinitely 
postponed by subsequent legislation.

Child, spouse, parent, 
parent-in-law, grandpar-
ent, or state registered 
domestic partner.

Wisconsin

Employers who employ at least 50 
individuals on a permanent basis, 
including any state government 
entity.  An employee who has been 
employed by the same employer 
for more than 52 consecutive 
weeks and who has at least 1,000 
hours of service during that time.

Up to 6 weeks of leave for the birth or adoption of 
a child; up to 2 weeks of leave to care for a child, 
spouse, parent, domestic partner or parent of a 
domestic partner with a serious health condition; 
and up to 2 weeks of leave for the employee’s own 
serious health condition.  Does not require spouses 
to share leave.  Allows an employee to substitute 
employer-provided paid or unpaid leave for portions 
of family or medical leave.

Child, spouse, parent, 
domestic partner, or 
parent of a domestic 
partner.

Source: National Conference of State Legislatures (NCSL), as of December 2013. 
(continues on page 13)



1. Name a reimbursement coordinator
To get all the reimbursement possible, hire 
or appoint someone to be a reimbursement 
coordinator. It can be a part-time or full-time 
position, and either way, it pays for itself.
The coordinator keeps track of the minutia of the 
money trail – billing, coding, payer requirements, 
contract provisions, and so on. Lost revenues 
are searched out as are errors that can create lost 
revenues. Every money portal is scrutinized so 
nothing is missed.
The coordinator does all the things the billing 
department wishes it had available, from overseeing 
the data collected at the front desk to tracking the 
EOBs (Explanation of Benefits) to overseeing the 
payment requirements for each payer to negotiating 
contracts.
A good coordinator can bring in a tremendous 
amount of otherwise lost income.

2. Watch these three money leaks
Three isolated ways to keep from losing money.

 j Track the fee adjustments. Some payers 
withhold a percentage of payments until the 
end of the year. Don’t rely on the payer’s math. 
Keep track of the adjustments and reconcile the 
year-end payment with the income from that 
payer.

 j Take a hard look at the payments made to a 
billing service. It could be far cheaper to give 
staff advanced training so they can do the 
billing and collection work in-house.

 j Stagger bonus payments. When there’s a year-
end bonus, people who are going to resign often 
wait till year’s end and collect the money and 
run. It’s easy to avoid that loss by spreading the 
payments out during the year.

3. Save money on new hires
Two ways to save money on hiring.

 j As soon as it becomes obvious a new hire isn’t 
going to work out, fire.

 j Don’t pay a new employee the full salary 
during the probation period. 

Because a newcomer isn’t working at full speed 

during that time, pay perhaps 70% to 90% of the 
full amount. Similarly, wait 90 days before giving a 
new employee benefits or sick days.

4. Put a stop to embezzlement
the safeguards to set up
Embezzlement is easy in a medical office because 
little amounts come through every day, many of 
them in cash, and $5 here or $10 there doesn’t get 
missed.
The scheme can be as simple as a staffer walking 
off with a bit of cash now and then. But it can also 
be elaborate. Somebody sets up a fictitious vendor 
and writes checks to it. Or somebody sets up a bank 
account in the name of the practice and deposits 
some of the checks into it instead of into the real 
account.
The only prevention is separation of duties so that 
no one person has control of the money. Set up 
these rules:

 j At least two people handle the receivables. One 
opens the mail and lists the payments; the other 
posts the money to the account.

 j One person authorizes write-offs and another 
posts them.

 j Every employee who handles cash is bonded.
 j Every check has to have an approved invoice 
attached before it can be signed.

 j Everybody has to take a least one continuous 
week of vacation each year. During the absence, 
another staffer has to take over the job.

 j Tally the balance sheet and income statement 
every month.

 j Prenumber the superbills and account for them 
at the end of the day. That way, nobody can 
destroy a superbill and pocket the payment.

 j Reconcile the sign-in sheet with the 
appointment book and with the charges and 
payments posted each day. Every cash payment 
must have a receipt, and the receipt has to be 
included in the reconciliation.

How to catch the culprit red-handed
When the manager suspects embezzlement, make 
a surprise visit to the billing department and say 
“we’re going to run all the statements right now 
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and mail them out today.” Include a letter with each 
bill saying “please verify your balance, and if there 
is any discrepancy, call Person A.”
If checks have been diverted to a secret account, 
there will be calls from people who have paid but 
whose payments have not been posted.
Another approach: compare the payments to the 
EOBs. That will show if the contractual write-offs 
are being manipulated.
Yet another: call some of the patients whose 
accounts have been written off and verify that they 
did not pay. That will show if their checks are being 
deposited elsewhere and their accounts written off.

5. Get money from the EOBs
To throw away EOBs is to throw away money.
Keep them in chronological order by payer. Then 
when there’s a payment increase on some service, the 
office can show the payer exactly how much is owed.
The EOB (Explanation of Benefits) file also lets the 
office answer patients’ questions about deductibles 
and coinsurance. Patients usually get copies of their 
EOBs, but most people don’t keep them.

6. Cut the purchasing costs

 j Join other offices for group discounts. Let one 
manager run the purchasing for a year and 
then pass the job along to another manager. 
Because the group represents a lot of business, 
it can tell a vendor it will use it exclusively in 
exchange for an overall discount. It can also get 
individual discounts on large orders.

 j Ask each vendor for a prompt payment 
discount. Some will give a discount for paying 
within a specified short period of time.

 j One manager divided staff into groups and 
made each one responsible for the costs in 
one area such as medical supplies, linen, and 
office supplies. The manager told staff that 
the office had to cut costs and didn’t want the 
cuts to come from salaries, so the groups had 
a strong incentive to get the best prices. They 
don’t hesitate to tell a vendor “we need to save 
money here or we’ll have to go elsewhere.” At 
every staff meeting, they report on their results 
and discuss ways to cut costs even further.

 j With equipment purchases, look past the price 
tag. Just as important are the supplies and labor 
required. For example, one copier might require 
toner that costs $75 while a less expensive 
copier needs a $250 toner.

 j Check the contract too. Don’t accept a 
provision that the office has to get supplies or 
service from the vendor. Tell the company the 
office will buy the equipment only if it can use 
other suppliers.

7. Fund the annual expenses
To keep from getting hit with large annual expenses 
such as malpractice premiums, set the money aside. 
The most painless way is to divide the amount by 
12 and deposit that into a separate account each 
month. Do that for every expense that isn’t monthly 
such as equipment maintenance or life insurance. 
Then the money is always there when the office 
needs it, and the cash flow doesn’t get interrupted.

8. Check the cash flow
Here’s an easy way to evaluate the cash flow.

 j Calculate the average daily revenue. A good 
timeframe to use is three or four months.

 j Total the receivables.
 j Divide the receivables by the average daily 
revenue.

The result is the number of days outstanding. If it’s 
30 to 45, the office is doing well. More than that, 
the billing system needs improvement.

9. A stamped envelope at exit
One office has a standard response to any patient 
who can’t pay at the time of service.
It gives the patient the bill plus a stamped, self-
addressed envelope and asks the patient to mail the 
check the next day.
Most patients do just that.

10. Weigh leasing versus buying
Be aware of the pros and cons of leasing versus 
buying.
On the negative side, a lease requires a commitment 
of usually three to five years. The office may be 
able to trade up during that time, but almost always 
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with extra cost. Also, a lease can be more expensive 
than a purchase, because it’s based on full retail 
price while a purchase is usually for a discounted 
price. As a rule of thumb, for anything costing no 
more than $5,000, purchasing is the better deal.
On the positive side, a lease can give the office a 
tax break, and that can make it less expensive than 
purchasing. If the office does decide to lease, find 
out if it has to pay part of the interest if it trades up 
before the lease ends. Find out too if it’s possible to 
buy the equipment at the end of the lease, though 
the equipment may be obsolete by then.
Finally, recognize that a lease is a loan. It may be 
far cheaper to get a bank loan and buy the item.

11. Keep the A/Rs youthful
Collection work is something that can’t wait, 
because a dollar of receivables doesn’t stay a dollar 
for long. The dollar the office bills this month will 
be worth only 50 cents six months from now. In 
a year, it will be worth no more than 23 cents and 
probably more in the range of 19 to 20 cents. After 
two years, a 5-cent recovery is about the best any 
office can expect. Much of the loss comes from 
the fact that people move; after a year, as many as 
25% of the bills in collections will go to the wrong 
address.
One manager keeps the receivables from aging by 
giving the doctors quarterly printouts of the all the 
accounts that are 120 days old or older. It shows 
the doctor in charge, the amount due, how long 
it has been due, and what payments or payment 
arrangements have been made. The doctors are 
required to check off what they want done with 
each of their accounts – write it off, turn it over 
to a collection agency, or send it to small claims 
court. The outcome is that the office has reduced 
the average age of its accounts from 65 days to 31 
days.

12. Make the bill readable
The way the bill looks plays a lead role in when 
and also whether the office gets paid. Here are 
some pay boosters.

 j Include a return envelope with the bill. That 
makes it easier for the patient to pay and also 
ensures the payment is addressed correctly.

 j Use colored return envelopes. They make the 
bill stand out from the other papers the patient 
is looking at.

 j Include a credit card form. That reminds the 
patient that cards are an option and also makes 
it easy to pay by card.

 j The bill itself has to be readable. When the 
patient says “I don’t understand this,” the bill 
doesn’t get paid. Use a form that explains the 
charge and tells the patient what to do.

 j Show the name of the treating physician. The 
patient may not know the name of the group. 
What’s more, the patient is ready to pay the 
doctor, not a corporation.

 j Show the date of the visit. If the only date is the 
billing date and the patient didn’t come in at 
that time, why pay? If there have been several 
visits, show their individual dates.

 j Tell what each visit was for so the patient 
knows what services are being covered.

 j Tell the patient to pay. And do it in lay terms 
such as “The amount of your bill is $X. Your 
insurance has paid $Y. Now you owe $Z.” 
That’s far easier to understand than wading 
through terms such as balance forward, 
maximum copay, or negotiated rate.

 j Show the status of the account, again in plain 
language. If the account is still in the insurance 
process, say “We are now billing your insurance 
company. No payment is due at this time.”

 j Set up a readable template for each type of payer. 
For the bill to make sense to the patient, it has to 
show the copay and deductible arrangement.

 j Show the credits in lay language: “we owe 
you.” And then put the check in with the bill. 
The patient shouldn’t have to call and ask for it.

 j Tell the patient what else to do in clear terms. 
“Please return your Worker’s Compensation 
form” is far easier to understand than 
“government regulations require that the patient 
procure and direct . . .”

13. Payment coupons
For payment arrangements, one manager has 
improved results by giving patients a book of 
payment coupons with addressed return envelopes. 
They look exactly like car and mortgage payment 
books, because patients are used to those.
On the cover is the name of the practice. And on the 
first page is the office’s address and phone number 
plus blanks for the patient’s name, account number, 
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the monthly payment amount, and the date of the 
month when the payment is due. The office fills in 
those spaces.
The tickets are perforated and carry the address 
and phone number of the office plus blanks for the 
patient’s name and account number, the amount 
due, and the amount paid. The patient or the patient 
representative fills in those spaces on all the tickets.
Each patient gets no more than a year’s worth of 
coupons. At year’s end, the office calls the patient 
to reevaluate the financial situation. It’s often 
possible to increase the payment amount at that 
time, particularly if someone was previously out of 
work but now is employed.

14. Automatic monthly payments
Another payment plan approach is to schedule 
automatic credit or debit card payments or 
automatic bank withdrawals.
For expensive procedures, tell the patient how 
much the insurance will cover and how much 
the patient will have to pay, and then ask for the 
automatic payments.
Or for overdue amounts that reach, say, $300, call 
and say “you owe $X, so what we need to do is see 
what you can afford to pay and set up a payment 
arrangement with a credit card or bank account.”
Always phrase it in a way that shows the office is 
on the patient’s side, for example “we want to come 
up with an arrangement you can afford” or “we 
don’t want to burden you, so anything over $X we 
can put on your card in small payments. What is a 
reasonable amount for you?”

15. A kind reprieve
One manager says “the nicest thing the office ever 
did” was to give patients a little leeway with their 
payment schedules.
When it sets up a payment schedule, it tells the patient 
“We know you have months when your bills are high, 
so if that happens, just let us know and we’ll put 
your scheduled payment on hold for a month.”
Patients appreciate the understanding, the manager 
says. Most even pay in full before the agreed date.

16. Advance payment notice
To make sure it gets paid for noncovered services, 
one office uses Medicare’s advance notice for all 
patients.

It simply says that the insurance company will 
only pay for services it determines to be medically 
necessary. It lists services Medicare doesn’t cover 
as well as services the commercial payers often 
don’t cover, such as physical exams.
The doctor explains that there may not be coverage, 
and the patient then signs a statement accepting 
responsibility for the payment. If the service is 
refused, the patient signs a statement of “I am 
refusing the following lab tests or procedures.”
The form is filed in the record.
If the patient later asks why the payer says the 
service was unnecessary, the office can show the 
agreement.
What’s more, there’s malpractice protection. If the 
doctor recommends, say, a PSA test for a 50-year-
old man who has no symptoms of prostate disorder 
and the patient refuses it, the office has written 
documentation that the test was recommended and 
that the patient opted not to have it.

17. Write a strong collection letter
To write an effective collection letter, do this: 

 j Make it short. Limit the letter to one page. 
Limit the paragraphs to two sentences. Limit 
the sentences to 22 words. And limit the words 
to three syllables. Do that and the message will 
be concise, direct, and powerful.

 j Don’t start a sentence with first person. Instead 
of “our records indicate” or “I am writing to 
tell you” or “it has come to my attention,” use 
second person, as in “your account is past due.” 
Or, instead of “we need you to pay now,” make 
it “you need to pay your bill now.”

 j Follow with a second-person reason to pay: “so 
we can continue to keep you as our patient.”

 j Don’t give a payment time with an -ly word 
such as immediately or promptly. To the 
patient, immediately may mean next month. 
Be specific: “your bill needs to be paid no later 
than June 1.” That says “we’re going to sit here 
and wait for your payment.”

 j In some offices, the treating physician signs 
the letters, and the response is good. When 
the patient realizes the doctor knows about the 
nonpayment, the embarrassment factor steps in.
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18. A last-ditch effort
One office gets good results with a last-chance 
letter before sending an account to collections. The 
letter offers options:
Before your account is submitted to a collection 
agency, and to give you the opportunity to protect 
your valuable credit rating, please indicate your 
preference of the following:

 j I prefer to settle this amount in full at this time. 
My check is enclosed.

 j I will make 12 monthly payments, each for one 
twelfth of the balance. My check for the first 
installment of $X is enclosed.

 j I will use a credit card to pay the entire amount 
due. (A credit card form is enclosed.)

 j I will pay directly from my bank account. 
(Online payment details are enclosed).

 j You may assign this account to a collection 
agency.

If we do not hear from you within 10 days, we will 
assume the last choice is your preference and will 
send your account to collections.

19. Making a collection call
What to say and how to answer
A collection call should never be offensive. But it 
does need to be firm.
Begin by putting the patient on the spot, though 
without being confrontational, perhaps “We haven’t 
received payment for this bill we sent you 30 days 
ago” or “I was reviewing our accounts receivable 
and saw you have $X that is three months late. I’m 
calling to check on the status of it.”
Stop right there. If there’s silence, let there be 
silence. Put the burden of breaking the silence on 
the patient. There’s a good chance the patient will 
explain why the payment is late and will be willing 
to resolve the matter.
If the answer is “I don’t have the money,” offer an 
alternative: “I can understand that. But let’s talk 
about how we can retire this bill.” Then suggest an 
amount: “can you make monthly payments of $X 
until the bill is paid?”
If the patient agrees, emphasize the seriousness 
of the arrangement: “I’m going to draft an 
agreement.” Say that the office will send it by 
certified mail for the patient to sign. Then wrap up 

by getting a commitment: “So we can expect your 
first payment by Thursday?”
The standard excuses and what to say in response:

 j “I’ll take care of that.” Pin the patient down 
with “when will you send the check?” Then call 
on that date and ask if it’s been sent.

 j “I’ve already sent a check.” Ask for the check 
number and the date. That forces the patient to 
admit any nonpayment.

 j Any expression of anger. Don’t join in. 
Respond with negativity, and the patient has 
an excuse not to pay at all. Say instead “please 
let me call you again when you can think about 
this rationally.” Then call a week later and 
pretend there never was any unpleasantness.

When to stop calling
When a patient says “don’t call me anymore,” can 
the office continue to make collection calls?
Not if the patient also says “I’m not going to pay 
this bill.”
The purpose of a collection call is to collect a debt, 
and when the debtor says “I’m not paying,” that 
purpose vanishes. The collection has now become 
a legal matter, and the calls begin to look like 
harassment.

20. Get into the credit
Use a collection agency that reports to a credit 
bureau, and preferably to all three national bureaus. 
Then when the patient applies for a mortgage or 
other credit, the office’s bill has to be satisfied first.

21. How to use a collection agency
To get the best results from a collection agency, 
turn the accounts over to the agency when they are 
90 days past due. At that point, there’s been ample 
opportunity to pay and the account is still new 
enough that the patient can usually be located and 
the money collected.

The longer the office holds on to its old accounts, 
the less success the agency will have collecting the 
money. At 120 or 150 days, many people have left 
town or have other agencies calling them. What’s 
more, people who have managed to get by for a 
long time without paying invariably assume they 
can continue to do so.  
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Keep in mind that although your state may not be 
among those listed, your practice may soon have 
legal obligations. This is a hot-button issue, and the 
legal landscape keeps changing. As such, you’ll want 
to keep an eye out for new legislation that has the 
potential to affect your practice. In New Jersey and 
Hawaii, for example, legislation has been introduced 
in 2014 to include time off for school activities.
And don’t shrug off employer size limitations. In 
Vermont, for example, only employers with 10 or 
more workers are affected by the law; so if your 
practice has only six employees, you might assume 
the law doesn’t apply to you. But you would only 
be partially correct.
Your practice is competing with larger practices and 
other businesses that offer the benefit. Therefore, it 
is in your best interest to do the same.

What employees want
Whether it’s time off to attend school activities or 
time off to care for a sick child, employees who are 
parents want the organizations for which they work 
to understand and accommodate their needs.
For managers who make the effort, the rewards 
often outweigh any inconveniences. Employees tend 

to show appreciation and loyalty, and a reciprocal 
willingness to accommodate the practice, by staying 
late, filling in for other staffers, and so forth.
Still, providing employees who are parents with 
flexibility comes with challenges – including dealing 
with the perception of employees without children, 
who may feel they don’t rate equal consideration.

Making it work
Therefore, when implementing policies, whether 
mandated by law or otherwise, it’s helpful to put 
a “family friendly” spin on any accommodations 
the practice provides. For example, the practice 
may indicate it provides employees with time off to 
attend school-related activities of family members.
As with other policies, you’ll want to make sure 
you cover all the bases, including how much 
advance notice is preferred or required.
With a little planning and attention to detail, you 
can accommodate employees who are parents, as 
well as other employees who want to support young 
family members, while still running an efficient office.
This kind of accommodation will make a difference 
in the lives of your staff, and it will provide support 
for young people – who, incidentally, are the future 
workforce.  

Reader tip
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Creativity helps increase 
patient payments
If your practice is like most, it regularly struggles 
with patient payment issues.
Churchland Internal Medicine in Chesapeake, VA, 
has found a solution – actually several – to help 
resolve payment problems.
“In our office, when a patient is asked for a payment 
on a balance and does not pay, we set up a payment 
agreement,” says Linda Warren, office manager.
Then, the office takes it a couple of steps further. 
“The one thing which I feel works is giving the 
patient an office envelope to return the payment,” 
Warren says.
Mind you, it’s not a blank envelope. On the inside 
of the flap, Warren writes the balance due and the 

date. “This solves the problem with the patient 
saying they couldn’t remember how much they 
owed or when it was due,” she says.
If the patient agreement calls for paying monthly, 
Warren recommends providing multiple envelopes 
and writing due dates on the front of each envelope, 
where the stamp gets affixed, to remind the patient 
to send in payments each month.
This creative, do-it-yourself billing and payment 
reminder system may seem simple, but at Churchland 
Internal Medicine it gets patients to pay attention to 
their outstanding balances – and pay their bills.

Medical Office Manager wants to 
send you $100
Tell us how you solved a problem or implemented a 
successful program – or share any idea we can use 
in our Reader Tip column and we’ll send you $100. 
Contact paula@plainlanguagemedia.com.  

(Time off requirements , continued from page 7)

mailto:paula@plainlanguagemedia.com


Let’s practice! 
How do you code the following?
The 58-year-old male patient has moderate, primary open-angle 
glaucoma and age-related bilateral exudative macular degeneration. 
Patient is admitted because of abnormally high intraocular pressure. 
What are the correct diagnosis codes for this case?

 j H40.11X2 - Primary open-angle glaucoma
 j H35.32 - Exudative age-related macular degeneration

Rationale: Review of the Tabular at code H40.11 indicates 
the need for a seventh character to designate the stage of the 
glaucoma. Primary open-angle glaucoma is characterized by 
visual field abnormalities and intraocular pressure that is too 
high for the continued health of the eye. Exudative age-related 
macular degeneration is assigned to code H35.32. In this case, 
ICD-10-CM does not have separate codes to identify specific eyes.  
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Use all available ICD-10 codes 
for glaucoma
By Judy Monestime
Chapter 7 of ICD-10 CM codes in the range of 
H40-H42 describes specific forms of glaucoma. 
The official guidelines describe the requirement to 
assign as many codes from category H40 as needed 
to identify the type of glaucoma, the affected eye, 
and the glaucoma stage. The stage of glaucoma is 
specified with the seventh character:
0 - Stage Unspecified 
1 - Mild Stage
2 - Moderate Stage
3 - Severe Stage
4 - Indeterminate Stage
According to the official guidelines, assignment of 
the seventh character to “4- Indeterminate stage” 
should be based on the clinical documentation. 
The seventh character “4” is used for glaucomas 
whose stage cannot be clinically determined. This 
seventh character should not be confused with the 
seventh character “0-Unspecified,” which should be 
assigned when there is no documentation regarding 
the stage of the glaucoma.”
Patients who develop glaucoma as a result of 
corticosteroid therapy are classified to subcategory 
H40.6. The “use additional code” note appears 
beneath subcategory H40.6 to code the drug that is 
causing the adverse effect of glaucoma that would 
be in the range of T36-T50 with the fifth or sixth 
character 5. 
H40.6 Glaucoma secondary to drugs
Use additional code for adverse effect, if 
applicable, to identify drug (T36-T450 with fifth or 
sixth character 5)
One of the following seventh characters is to be 
assigned to each code in subcategory H40.6 to 
designate the stage of glaucoma
0 - stage unspecified
1 - mild stage
2 - moderate stage
3 - severe stage
4 - indeterminate stage

Lastly, if documentation in the medical record 
states glaucoma only, code H40.9, Unspecified 
glaucoma, should be assigned. Clarify the 
following before coding glaucoma:

 j Laterality
 j Type of Glaucoma (i.e. ocular hypertension, 
primary angle closure, etc.)

 j Stage (0-4)
 j Causes and underlying disease processes.

Multiple coding now required 
for nervous system diseases
ICD-10 CM’s Chapter 6 Diseases of the Nervous 
System (G00-G99) includes diseases of the central 
and peripheral nervous systems as well as epilepsy, 
migraine, and other headache syndromes. Many 
codes include a combination of conditions, such as 
persistent migraine aura with cerebral infarction, 
intractable (G43.61-).
The following conditions have been moved from 
ICD-9-CM Chapter 7: Diseases of the Circulatory 
System, to ICD-10-CM Chapter 6: basilar and 
carotid artery syndromes, transient global amnesia, 
and transient cerebral ischemic attack. 
Throughout the chapter there are instructional notes 
to “use additional code to identify organism,” “code 
first underlying diseases,” “use additional code for 
adverse effect, if applicable, to identify drug,” and 
“code associated condition.” Multiple coding is 
frequently required to fully describe diseases of the 
nervous system. 

coding alert



MaNaGING tHE offICE
5 quick ways to make your waiting 
room more welcoming
A full office makeover may not be possible, but every medical 
practice can make improvements to its patient waiting room.

1. Keep it clean 
All places of business should be clean, but arguably none more than 
a medical practice waiting room as it speaks to the quality of care.

Take a look around. Are the windows and doors clean? Is there 
dust on the tables? Does the floor need vacuuming? Do floors 
need a deep cleaning? Does carpet need replacing? Does furniture 
upholstery need cleaning? Do lamp shades need dusting or 
replacing? If there are plants, do they need dusting or pruning?

Cleanliness extends to the restroom; it should meet the highest 
standards.

2. Keep it neat
In addition to cleanliness, neatness counts. Are magazines 
displayed in an orderly fashion? Are lampshades straight? Are 
artwork and other wall items hanging properly?

3. Supply appropriate reading material
Speaking of magazines, is the reading material right for your 
patients? Should you perhaps offer more of a variety?

4. Consider a kids’ corner
Don’t overlook your practice’s young patients, or the children of 
patients. If your practice’s waiting room often includes young 
children, consider a kids’ corner. If you decide to go this route, 
make sure you opt for quiet, engaging books and toys that won’t 
disturb others.

5. Rethink the TV
Although some patient waiting rooms include televisions, which 
are typically tuned to a news channel, you may want to pull the 
plug on this idea. Patients who aren’t feeling well don’t benefit 
from the noise or the stressful news of the day.

Remember, your waiting room should focus on the comfort of 
your patients. At the same time, it should be representative of 
the attention to detail your practice provides.

Let’s practice! 
How do you code the following encounter?
Situation: Patient is seen today for hemiparesis of the left side. 
Coding: 
G81.94 Hemiplegia, unspecified affecting left nondominant side
Rationale:
Review Coding Guideline I.C.6.a. Dominant/Nondominant Side

By now, you probably know that Medical Office Manager is also online 
at www.medicalofficemgr.com, where you’ll find a library of articles, 
tools, policies, past issues of the print newsletter, and much more.

But what you may not know is that the Medical Office Manager 
website has been optimized for viewing on your smartphone or tablet. 

This means that when you’re on the go, you can take your favorite 
resource with you. Read us when you commute (provided you’re not 
driving, of course) or whenever you’re mobile. 

Trains, planes, and automobiles. We’ve got you covered. Medical 
Office Manager. Learn more, earn more, be a better manager.  

Medical Office Manager is mobile friendly
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Let’s discuss a new guideline in ICD-10, Coding 
Guideline I.C.6.a. Dominant/Nondominant Side. 
Codes from category G81, Hemiplegia and 
hemiparesis, and subcategories, G83.1, Monoplegia 
of lower limb, G83.2, Monoplegia of upper limb, 
and G83.3, Monoplegia, unspecified, identify 
whether the dominant or nondominant side is 
affected.  Should the affected side be documented, 
but not specified as dominant or nondominant and 
the classification system does not indicate a default, 
code selection is as follows:

 j For ambidextrous patients, the default should be 
dominant

 j If the left side is affected the default is 
nondominant

 j If the right side is affected the default is 
dominant

A fifth-digit sub classification is included in category 
G81-G83 to identify whether the dominant or 
nondominant side of the body is affected. This type of 
specificity may not be provided in the health record; if 
the information is not available, assign the fifth digit 
0. However, if the affected side is documented but 
not specified as the dominant or nondominant side for 
the patient, and the classification does not provide a 
default code, the code is based on the guideline above.

Judy Monestime, MBA, CDIP, CPC, is an AHIMA-
approved ICD-10-CM/PCS trainer.  
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MaNaGING YoUr Staff
3 bonus formulas that boost 
staff productivity
What bonuses should the office give, and how can 
it design the bonuses to increase productivity?
As to the amount to give, a few consultants 
recommend setting aside as much as 17 per cent to 
21 per cent of the monthly profits for staff bonuses. 
Most, however, recommend less. Whatever amount 
the office opts to allow, here are some ways to mete 
it out.

Formula 1
The traditional bonus approach is to let staff 
set goals for themselves and tie the bonuses to 
completing the goals.
The goals can focus on individual work. For 
example, a filing clerk might set a goal of getting 
all the filing completed by the end of each day. 
Or the goals can focus on group work. The billing 
department might try to reduce the accounts 
receivable to 1.3 times monthly charges. Then 
everybody in the department gets a bonus if that 
goal is reached.
The requirements are that the manager has to 
approve the goals and that staff have to complete 
the goals to the manager’s satisfaction before they 
can get the bonuses. Usually, offices require 100 % 
completion. In some circumstances – perhaps the 
work involved is lengthy or the staffer can’t begin 
the work immediately – the office can allow staff 
who achieve only 50% of their goals to get half the 
amount.

Formula 2
A less traditional approach is to tie the bonuses to 
an incentive plan.
Set a threshold of what the physician wants to take 
home each month after expenses and let staff earn 
a percentage of anything above that. If there is not 
profit beyond the threshold, nobody gets anything. 
But when there is a very good month, everybody, 
including the doctor, profits. The office can give out 
the bonuses every month or every quarter or even at 
the end of the year.
To apportion the payments, calculate each of the 
staffers’ percentage of the payroll. So suppose the 
after-doctor profit one month is $10,000 and the 
staff’s percentage is 10% or $1,000. If there are 

three staffers with one earning 28% of the payroll, 
another 37% and the third 35%, their shares would 
be $280, $370 and $350 respectively.
Some consultants see that as the most advantageous 
bonus system of all. It gives staff an incentive to 
keep the office running efficiently, to send out the 
bills on time and to follow up on the collections.

Formula 3
Still another approach is to reward the bonuses at 
the end of the year for exceptional performance. 
Determine each person’s amount by the length 
of employment. An outstanding staffer who has 
worked fewer than 18 months might receive 
perhaps $25 for each month of service. For a staffer 
who has worked more than 18 months, the bonus 
might be a half month’s salary. Following that 
scale, a staffer who makes $18,000 a year could see 
$425 after 17 months employment and $750 after 
18 months.  


