
When a claim sits in limbo, the damage is rarely just financial. It slows cash flow, stresses stakeholders, and forces
teams to improvise in the middle of a busy day. Most claim delays are not caused by bad intent. They happen
because submissions are inconsistent, evidence is incomplete, and follow-up is either too timid or too aggressive.
A solid standard operating procedure (SOP) fixes those issues by turning “we should do better” into clear,
repeatable actions.

Below are SOP templates you can copy, adapt, and operationalize for two moments that define most claim
outcomes: submission and follow-up. I’m also going to share the kind of practical details that determine whether
the SOP becomes a living workflow or just a document no one opens.

Why claim SOPs matter more than people expect
A claims process has a few unavoidable realities:

First, claim reviewers are reading hundreds of files. They prioritize clarity and completeness, not creativity. If your
documentation forces them to hunt for basics like dates, coverage periods, or invoice totals, you are training them
to assume risk.

Second, most delays are not “one thing.” They are a chain of small gaps: a missing attachment, a mismatch
between a submitted amount and the supporting invoice, a wrong policy reference, or a signature that is present
on one page but absent on the authorization form. Each gap adds time, and multiple gaps can turn into a rework
cycle.

Third, follow-up is a skill. Many teams wait too long, then send one long email that tries to cover every concern at
once. Reviewers respond with “please provide additional documentation,” which restarts the loop. Other teams
follow up aggressively but without tracking what was already requested, which leads to repetitive questions and
slower progress.

A good SOP makes the process deterministic. It tells people what to do, what to check, who owns each step, and
how to communicate in a way that reduces back-and-forth.

Decide what “claim success” means before you write the SOP
Before you draft templates, align internally on what success looks like. Different stakeholders can mean different
things:

Operations may define success as “submission made by deadline.”

Finance may define success as “payment received within X days.”

Claims management may define success as “approved on first pass.”

You do not need everyone to agree on a single metric on day one. But you do need shared definitions for at least
three outcomes:

1. First submission acceptance (no requests for additional information).

2. Total cycle time from submission to disposition.

3. Audit readiness (you can reproduce what was submitted and when).

Those definitions influence your SOP templates. If your biggest pain is missing evidence, you emphasize
completeness checks. If your biggest pain is late responses, you emphasize follow-up timelines and escalation



paths.

SOP Template: Claim Submission (work instructions)
Use this as a practical template for teams who submit claims to insurers, administrators, or service providers. It
assumes a typical environment where claims are filed via email, portal uploads, or a document management
system.

Purpose

To standardize claim preparation and submission to improve first-pass acceptance, minimize rework, and maintain
audit-ready records.

Scope

Applies to all claims submitted by the organization for the following categories: [list categories relevant to you].
Includes internal review, document compilation, submission, and confirmation of receipt.

Roles and responsibilities

Assign roles you can actually staff. A common pattern is:

Intake owner: collects raw claim data from the business unit.

Document coordinator: compiles required evidence and ensures formatting.

Reviewer (subject matter): verifies facts, totals, dates, coverage references, and required approvals.

Submission clerk or systems operator: uploads or emails the claim and captures receipt confirmation.

Follow-up owner (often the same as intake owner): tracks status and drives responses to requests.

If you only have one person doing all tasks, you can still keep the sections. The SOP becomes a “self-check”
workflow.

Inputs

Define what triggers the SOP. Examples of inputs include:

Claim request received from internal stakeholder.

Policy identifier and claim category.

Event or incident documentation.

Provider invoices and supporting statements.

Required forms, authorizations, and signatures.

Submission workflow (in prose, with built-in quality gates)

Start with intake. The intake owner should log the claim in a tracker immediately, even before documentation is
complete. The tracker should capture claim type, reference numbers, estimated amounts, submission due dates,
and the current documentation gap list. This prevents the common failure mode where the team starts preparing
and only later realizes they cannot submit because one form is still missing.

Next comes document compilation. The document coordinator should build the submission package in a
consistent structure, regardless of claim type. Consistency matters because it speeds both internal review and



external review. If you submit different file naming conventions every time, reviewers spend time figuring out what
is what.

Then apply the quality gates. This is the part people rush. Quality gates prevent the rework loop where the
reviewer asks for the same missing items you already knew were needed, or flags inconsistencies you could have
caught by comparing two fields.

Finally, submit via the defined channel. Many organizations use both a portal and email for the same submission.
Decide what is primary. If the portal exists, it should typically be the authoritative submission channel. Email can be
used as a backup if your process requires it, but email is not always a reliable audit trail in practice.

After submission, capture proof. Save the confirmation page, the submission ID, the timestamp, or the email
thread with receipt acknowledgment. Without that, follow-up turns into guesswork.

Templates for the claim package

The SOP should define a standard “cover sheet” template and a document naming scheme. You can keep naming
simple and consistent, like:

ClaimType CaseNumberPolicyNumber

Date range in YYYY-MM-DD format

Document category name (Invoice, Authorization, Proof of Service, Medical Report, etc.)

Avoid creative names like “final invoicev3” unless your process explicitly requires versioning. If you do versioning,
include dates and keep the number of versions low.

Quality gate checks (the parts that prevent rejections)

Quality gate checks should cover the items external reviewers care about most: identity, coverage, dates, totals,
and approvals. You can express this as paragraphs in your SOP, but in practice it should function like a checklist in
the coordinator’s head.

Here are the categories that consistently cause trouble:

Coverage reference mismatches: policy number or plan ID does not match the event period.

Date conflicts: service dates do not align with the claim’s reported incident date or eligibility window.

Amount inconsistencies: claim amount differs from invoice totals or agreed billing rates.

Missing authorizations: forms are incomplete, unsigned, or unsigned on the correct page.

Incomplete supporting evidence: a required attachment is present as a partial scan, blank, or the wrong
document type is uploaded.

If you want to keep this operational, build a “minimum evidence set” section into your SOP for each claim
category. Do not assume generic requirements apply to all claim types.

Submission claim email template (if you use email)

Include only what helps the reviewer. A long email rarely helps. The email should include:

The claim subject line format

Case identifiers

A short summary of the incident or service window

Confirmation of attached documents and how they are organized



A clear request for confirmation of receipt and next steps

Keep the email factual. Avoid bargaining language. If you want to frame urgency, state it with a deadline reference:
“submission required by [date] due to plan rules” is usually more effective than “please process quickly.”

Claim submission checklist (use during internal review)

Use this as your first list. Keep it short enough that someone can complete it even when the deadline is close.

1. Verify case identifiers (policy/plan ID, internal case number, service period) match the required fields.

2. Confirm totals: claim amount equals invoice totals or agreed billing statement, with currency and tax notes
aligned.

3. Ensure all mandatory forms are present and fully completed, including signatures and dates where required.

4. Check document quality: readable scans, correct pages, no missing attachments, correct file types.

5. Save and record proof of submission (portal ID, confirmation screenshot, or receipt email) immediately after
sending.

That five-item list sounds basic, but it eliminates a surprising percentage of avoidable rework.

SOP Template: Claim Follow-Up (status, requests, escalation)
Submission is only half the job. Follow-up is where outcomes are made, because reviewers often need clarifications
or missing documents. The challenge is that follow-up can either speed things up or stretch timelines.

Purpose

To track claim status consistently, respond to requests for information quickly, and escalate stalled claims using
documented evidence of prior submissions.

Scope

Applies to medical billing all submitted claims until final disposition: approved, partially approved, denied, or
withdrawn.

Tracker requirements (non-negotiable)

Your SOP should require that each claim has a live record. At minimum, the tracker should store:

Submission date and method

Submission ID or confirmation proof location

Current status and last update date

History of messages or requests for additional information

Outstanding documentation requests with due dates

Internal owner and escalation contact

If your tracker is spreadsheet-based, that is fine, as long as it is actively maintained and not rebuilt from scratch
every week. A stale tracker creates false confidence.

Follow-up cadence (how often to check, when to escalate)

http://www.thefreedictionary.com/medical%20billing


A follow-up cadence should reflect your channel. Portal acknowledgments may appear within days, while email
confirmations might come later. Instead of guessing in the moment, your SOP should define a cadence.

Here is a template you can adapt:

Initial status check after [2 to 5] business days if portal submission provides an immediate acknowledgment,
or after [5 to 10] business days for email-only submission.

Follow-up for missing receipts or unclear status after [7 to 14] days.

Escalation if no meaningful update after [15 to 30] days, or earlier if the claim has a known deadline risk.

Use ranges in the SOP if you have variable processing times. The key is to define what “meaningful update” means.
For example, “confirmation of receipt,” “assigned to reviewer,” “documents received,” or “request for additional
information” are meaningful. “No update yet” is not.

SOP Template for responding to requests for information

When you receive a request for additional information, treat it like a mini project. The worst responses are the
ones that send everything you own, hoping it covers the gap. Reviewers often need targeted items. If you send
unrelated documents, it slows them down.

Your response SOP should include:

Read the request carefully and identify each missing item explicitly.

Compare the request items against what you originally submitted. Use your document index or naming
scheme.

Provide a short mapping: “Item A corresponds to attachment [name] dated [date].”

Submit only what is requested, unless the reviewer indicates ambiguity or the SOP requires you to include a
broader evidence set.

Escalation template (what to escalate and how)

Escalation should not be emotional. It should be structured and evidence-based. Use it when:

A claim is stuck without assignment or without acknowledgement for an extended period.

You repeatedly receive the same request despite having already submitted the item.

Deadlines are at risk, such as appeal windows or time-limited eligibility rules.

There is a mismatch that requires intervention, like incorrect coverage assignment.

Escalation messages are more effective when they include submission proof and a short history: submission date,
submission ID, what was requested, when you responded, and where the response is recorded.

Follow-up schedule template (simple and realistic)

This is the second and final list in the article, kept to five items.

1. After 3 to 5 business days, verify receipt and confirm submission ID or tracker match.

2. If no receipt, follow up by email with the submission proof attached the same day.

3. After 7 to 10 business days, check status again and request assignment details if the case is silent.

4. When a request for information arrives, respond within 2 business days if possible, otherwise confirm a
realistic delivery date.

5. Escalate if no meaningful update after 20 to 30 business days or if a time window deadline is approaching.



That schedule is a starting point. Your real timelines should reflect your specific payer behavior and your internal
capacity. The SOP should make the “if, then, when” logic explicit so teams do not improvise.

Build SOP templates around the evidence you actually have
One reason SOPs fail is that they assume perfect documentation exists upfront. In reality, teams often discover
missing evidence midstream. Your SOP should plan for that.

Use an evidence matrix by claim type

For each claim category, define:

Required documents

Optional supporting documents that improve approval odds

“Common missing items” based on your past experience

You can keep this as a separate attachment to the SOP. The main SOP can reference it, rather than trying to
embed everything in one massive document.

If you have limited history, start small. Track the top five documents that cause requests for information. Add them
to your matrix first. After a few months, you will know which items truly matter.

Handle partial evidence without guessing

Sometimes you have to submit with partial evidence due to internal deadlines. Your SOP should define rules for
that scenario.

A cautious approach is:

Submit only when you meet your minimum evidence set.

If evidence is incomplete, ensure your submission clearly indicates what is missing and what date you expect
to deliver it.

Use a separate tracking entry for the “pending attachments” so the reviewer can see the update path.

If your payer prohibits partial submissions, your SOP should say so. If it does allow partials, the SOP should define
the language you use so you do not accidentally create an avoidable denial basis.

Communication templates that reduce back-and-forth
The SOP should include short communication templates. Not because templates are trendy, but because
consistent wording reduces misunderstandings.

“We already sent that” without sounding confrontational

A common follow-up failure is when a reviewer requests something you submitted weeks ago. You want to
confirm without accusing.

A solid approach in your SOP email language is:

Reference the original submission date.

Identify the document name or page range from your package.

Ask for confirmation that the attachment was received.



You can say the same thing https://mail.dilijentsystems.com/blogs/top-8-medical-billing-companies-in-the-usa-
for-2025 in a polite tone that signals competence. It helps both sides.

The “clarification needed” scenario

If the reviewer asks a question that requires judgment, your SOP should require internal review. For example, if
they ask which invoices relate to which service dates, route it to the business owner who can explain the
underlying allocation logic.

Avoid quick answers that rely on memory. Memory fails during audits.

Practical example: fixing a recurring delay in one week
Here is a real-world pattern I’ve seen repeatedly across different claim workflows. A team consistently received
“missing authorization” requests, even though they believed the authorization form was included.

When we investigated, the issue wasn’t that the authorization was absent. It was that the form was included as a
two-page PDF, but only page one had the signature. The second page, which had the date and authorization
scope, was not signed. The team sent the form again, but they used a new scan each time without checking that
the signature was present on the correct page.

The SOP fix was small but effective:

The reviewer gate included a “signature presence on required pages” check.

The document coordinator used a file naming convention that included “Auth_ScopeSigned” once validated.

The follow-up SOP defined how to respond when the same request came again, including a direct reference to
the signed page.

Within a week of rolling the SOP update out, the number of repeated “missing authorization” requests dropped.
Even better, the team stopped spending time chasing the same gap because the quality gate caught it before
submission.

The lesson for your SOP templates is straightforward: your process should verify the specific failure points that
recur in your environment, not just the generic checklist items.

Edge cases your SOP should cover (even briefly)
Most SOPs handle the “normal” claims, then fall apart on exceptions. You do not need a novel for exceptions, but
you do need a few clear rules.

Consider adding short sections for scenarios like:

Claims submitted late due to missing third-party documents, including how you document the reason.

Duplicate submissions, including how you avoid double counting or confusing case assignments.

Partial approvals, including how you archive the updated amounts and reconcile with finance.

Appeals, including how you ensure the new submission references the original claim ID and includes a clear
response narrative.

If you skip these, people will invent their own procedures under pressure, and the “invented” procedures are
usually inconsistent.

https://mail.dilijentsystems.com/blogs/top-8-medical-billing-companies-in-the-usa-for-2025
https://mail.dilijentsystems.com/blogs/top-8-medical-billing-companies-in-the-usa-for-2025


Version control and audit readiness
A claim SOP is only as strong as its documentation trail. Make sure your SOP includes basic governance:

Where the SOP templates live and who owns them.

When updates are effective.

How teams access the latest version of claim forms and instructions.

How you archive submitted packages and follow-up messages.

This matters in audits and in disputes. When someone asks, “What did you submit on that date?” you should be
able to answer in minutes. Not days.

A lightweight way to roll out SOP templates without resistance
Even professional teams resist new SOPs at first, especially if the SOP seems to add work. You can reduce friction
by rolling out in phases.

Start with the two parts that are easiest to validate quickly:

1. Submission quality gate checks, tied to your top recurring issues.

2. Follow-up cadence and escalation triggers, tied to actual internal timelines.

Then collect feedback from the people who do the work. If they say an SOP step is redundant, test it. If they say it
is missing a crucial check, update the SOP. The best SOPs evolve.

Just avoid “free-form improvement” where every suggestion becomes a permanent change. Decide how you
approve updates and how you communicate them.

Final template pack (what to copy into your SOP documents)
If you want a clean set of templates to implement right away, build your SOP library like this:

Claim Submission SOP: purpose, scope, roles, workflow narrative, quality gates, submission and proof capture.

Claim Follow-Up SOP: purpose, scope, tracker requirements, follow-up cadence, response workflow, escalation
rules.

Evidence matrix by claim type: required docs, optional docs, common missing items.

Email templates: submission cover email, “receipt not found,” “we already sent that,” and “response to
information request.”

You can keep the templates short in the SOP document itself and link to the deeper evidence matrix and sample
forms. What matters is that the workflow is clear and consistent, not that the SOP reads like a textbook.

Quick questions to tailor these templates to your operation
Before you finalize your SOP templates, answer these internally. If you want, share your answers and I can help
you adapt the templates to your exact workflow:

Do you submit via portal, email, or both?

What are your top two reasons for requests for additional information?

How many claims does one person handle per week?



What is the maximum time you can wait before escalation becomes necessary?

Do you have strict form requirements and signature rules?

Your SOP should match your environment. The fastest way to improve claim outcomes is not to create the most
complex procedure, it’s to create the most reliable one for your reality.


