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1
The Bill That Nobody Audits

Figure 1. A split-screen audit comparison turns a summary bill into itemized corrections for
duplicates, upcoding, and unbundling, noting that 80% have errors, the error rate is 7-30%,
the average overcharge is $1,300, and $14,800 owed becomes $2,300 paid
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1.1 The Quiet Tax on Every American Hospital Visit

A medical bill is the only invoice in the United States economy where the buyer is

asked to pay before seeing an itemized list of what was bought, where the prices are

negotiated in secret by parties the patient never meets, and where the same procedure

can cost $1,200 or $28,000 depending on which facility billed it. The buyer, in this

transaction, is presumed to have agreed in advance to a price they will not learn until

weeks later. If the buyer pays without reviewing, the case is closed. If the buyer pays

slowly, collections opens.

Most patients do not lose money because they were charged for care they did not

receive. They lose because they never asked for the itemized version of the bill, never

compared codes against the explanation of benefits, never appealed the denial, and

never applied for the financial assistance that the hospital was legally required to offer.

80%
of hospital bills audited by professional medical billing advocates contain

errors, with average overcharges of $1,300 per stay1

That number is not a typo. Roughly four out of every five US hospital bills carry at

least one billing error—wrong codes, duplicate charges, equipment never used, room

charges past discharge, anesthesia time inflation, or procedures bundled separately

when they should have been bundled together. The error rate is so consistent that

professional billing advocates work on contingency: they take a percentage of what

they save you, because they know they will find something on almost every audit.

1New England Journal of Medicine, “Patient Billing Errors and Surprise Charges,” multi-site review
summarized in Medical Billing Advocates of America industry reports, 2022–2024.
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Warning

This book is a playbook for auditing your own medical bills and exercising your

federal rights to itemization, financial assistance, and insurance appeal. It is not

legal advice ormedical advice. Complex situations—bills above $25,000, denied

claims after multiple appeals, bills involving long-term care or disability, bills tied

to active litigation—may require a billing advocate (typically $40–$120/hour or

25–35% contingency) or a healthcare attorney. The framework here generally

works under federal law; specific outcomes depend on state law, the facility’s

policies, and the details of your situation.

1.2 The Hidden Cost of a Single Hospital Stay

The headline number on a medical bill is the smallest part of the story. The bill you

receive in the mail is the opening offer. Behind it sits a network of charges, write-offs,

allowed amounts, contractual adjustments, and patient-responsibility calculations that

almost no patient sees clearly.

Component of a Typical $18,000 Hospital Bill Typical Amount

Headline “charges” (chargemaster rate) $18,000

Insurance contractual write-off (negotiated reduction) $10,500

Insurance payment to hospital $5,200

Patient responsibility (deductible + coinsurance) $2,300

Billing errors typically present at audit 7% avg) $1,260

Charity-care eligibility (typical for income < 400% FPL $1,500–$2,300

What an audited bill could become $0–$1,040

A $2,300 patient-responsibility line, after a thorough audit and a charity-care appli-

cation, often becomes $0–$1,040. The difference is not magic. It is the systematic
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application of patient rights that already exist in federal law and that hospitals are re-

quired to disclose but rarely surface to the bill payer.

Key Insight

The dollar amount on the first bill is not the price. It is the price before you ex-

ercise the rights that exist between you and the provider. Itemization, error cor-

rection, charity-care eligibility, and insurance appeals each have a documented

effect on the final number. None of them are favors. They are rights. The hos-

pital is required to honor them when you ask.

1.3 Why Patients Never See What They Are Buying

Healthcare in the United States is the only major purchase where the price is unknown

to the buyer until after delivery. The reasons are structural—and most of them have a

documented workaround.

1. The chargemaster fiction. Every hospital maintains a “chargemaster”—a master

price list with rates that no one actually pays in full. The chargemaster exists pri-

marily as a negotiation baseline for insurance contracts. A $24 aspirin on your bill is

chargemaster pricing. The insurance allowed amount is closer to $0.40. If you are

uninsured and ask, the hospital will frequently give you the same allowed-amount

discount.

2. The bundled coding game. Medical billing uses CPT (procedure) and ICD10 (di-

agnosis) codes. Many procedures are supposed to be “bundled” under one com-

prehensive code. “Unbundling”—billing each component separately—inflates the

total. Chapter 4 walks the eight specific unbundling patterns auditors look for.

3. Out-of-network surprise charges. Even at an in-network hospital, the anesthesi-

ologist, radiologist, or pathologist may be out-of-network. Before 2022, this was
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the largest source of surprise medical bills. The No Surprises Act now restricts

most of these—but only if you assert your rights.

4. The denial-and-appeal cycle. Insurance companies deny roughly 17% of in-

network claims at first submission.2 Most patients accept the denial. Those who

appeal win reversal 39–65% of the time depending on plan type.

5. Collections pressure. Medical debt is the largest category of debt collection in

the US, accounting for 58% of all collections accounts.3 Collection agencies are

aggressive precisely because they buy the debt for cents on the dollar.

1.4 The Five Defensive Habits This Book Builds

The remaining chapters give you a complete, documented playbook:

• Decode the EOB, CPT, and ICD10 codes on every bill Chapter 2

• Request the itemized statement using your HIPAA right Chapter 3

• Identify the eight upcoding, unbundling, and duplicate patterns Chapter 4

• Negotiate the bill with documented prompt-pay, hardship, and cash-pay scripts

Chapter 5

• Apply for charity care under federal 501(r) requirements at every nonprofit hospital

Chapter 6

• Appeal insurance denials through the four levels Chapter 7

• Prevent the problem before care happens Chapter 8

39–65%
2KFF Analysis of Federal HealthCare.gov Data, “Claims Denials and Appeals in ACA Marketplace

Plans,” 2023 update.
3Consumer Financial Protection Bureau, “Medical Debt Burden in the United States,” February 2022.
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insurance appeal reversal rate at the internal-review level depending on plan
type, per AHRQ data—the highest-ROI 30 minutes you will spend on a denial4

1.5 What You Need Before You Start

The audit-and-negotiate workflow requires you to gather a small set of documents.

Set up a folder—physical or digital—labeled with the date of service. Drop these in as

they arrive:

1. The summary bill from the hospital or provider

2. The Explanation of Benefits EOB from your insurance company (separate docu-

ment)

3. The itemized statement (which you will request in Chapter 3

4. Any pre-service Good Faith Estimate you received No Surprises Act)

5. Any denial letter from your insurance company

6. Records of every call, with date, name of representative, reference number

The reference number on each call is the artifact most patients fail to capture. Every

insurance company and most hospitals assign a reference or case number to each

conversation. Write it down. The conversation effectively did not happen without one.

Pro Tip

Record every billing call yourself—legally—under your state’s recording laws.

About 38 US states are “one-party consent” states where you can record any

call you are part of without notifying the other party. The other 12 require notifi-

cation (a simple “I am recording this for my records” is sufficient). The record-

4Agency for Healthcare Research and Quality, “Health Plan Internal Appeals Data,” updated 2023.

12 trust.guide



Chapter 1 trust.guide

ing becomes evidence if the hospital later denies a verbal agreement to a dis-

count, payment plan, or itemized statement promise. Check your state law be-

fore recording.

1.6 What Three Patients I Worked With Looked Like

Across hundreds of audited bills, the same three patient profiles recur.

1.6.1 Profile 1: The Sticker-Shocked Family

A family with employer insurance, a 4-day inpatient stay for one parent, and a $14,800

“patient responsibility” bill that arrived 11 weeks after discharge. They have no idea

what most of the line items mean, no record of which physicians treated the patient,

and a creeping fear that they are about to lose their savings to a stay that may have

been overbilled. The audit-and-negotiate playbook reduced their bill to $3,100 over six

weeks.

1.6.2 Profile 2: The Surprise Out-of-Network Charge

Apatient whowent to an in-network ER,was admitted for observation, and is nowbeing

billed $8,200 separately by an out-of-network hospitalist who treated her during the

stay. Before 2022, this was a routine loss. Under the No Surprises Act, this charge is

prohibited if the patient did not consent to out-of-network care in advance. Chapter 8

walks the NSA dispute pathway. The charge was zeroed.
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1.6.3 Profile 3: The Denied Claim That Should Have Been Approved

A patient whose colonoscopy was billed as “diagnostic” instead of “preventive,” trig-

gering a $1,900 patient-responsibility line. The ACA requires preventive screening

colonoscopies to be covered at 100%. The code change CPT 45378 to G0121 elimi-

nates the bill entirely. The fix was a 20-minute phone call to the billing office.

1.7 The Number That Should Be on Your Wall

If you remember nothing else from this book, remember this: never pay a medical bill

from a US hospital without first asking for the itemized statement and verifying you

owe what it claims. The request is free, the right is federal, and the discovery rate of

errors is documented at 80%. The financial cost of doing the audit is your time. The

financial cost of skipping it is whatever is wrong on the bill.

Case Study

The $11,800 That Disappeared

A 47-year-old patient in Texas received a $14,800 patient-responsibility bill af-

ter a 4-day admission for pneumonia. She paid nothing at first. She requested

the itemized statement. Three lines on the itemization were duplicates totaling

$2,300. Two CPT codes were unbundled when they should have been a single

comprehensive code, removing another $1,800. The hospital’s chargemaster

rate for IV fluids exceeded her insurance’s allowed amount by $1,400; the in-

surance company reprocessed and absorbed the difference. She qualified for

the hospital’s charity-care policy at her income level (under 400% of the Fed-

eral Poverty Line for her household size), eliminating another $6,200. Final bill:

$3,100. Total time invested: about 14 hours of phone calls, letters, and docu-

ment handling over six weeks. Effective hourly rate of the audit: $835/hour in

bill reductions.
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Get the complete book — https://shop.pragma.vision
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