Claims are one of those business problems that feel simple until you live inside them. A customer files something,
a carrier reviews it, everyone promises an update “soon,” and then days stretch into weeks. The real cost is rarely
the claim itself. It is the attention you burn, the reputational debt you accumulate, and the slow drift of your

pipeline while you wait for someone else to finish their part.

A claims follow-up system fixes that drift. Not with heroics. Not with spreadsheets that no one updates. With a
small set of repeatable moves you can run even when you are tired, busy, or short-staffed. The goal is not to

“chase.” The goal is to create clarity, reduce ambiguity, and make progress visible.

Below is a playbook I've seen work across insurance, warranties, commercial claims processing, and internal dispute
workflows. It is intentionally practical. You can implement it without special software, though it will still map cleanly

to whatever system you already use.

Start with what “"done” means, not what “waiting” looks like

Most teams follow up on claims like this: call, email, check portal, repeat. That pattern is understandable, but it

keeps you stuck in waiting mode because you never define the outcome you are asking for.
Before you design templates or timelines, define what “done” means for a single claim. For example:

* Was it approved or denied?

If approved, what is the payment status?

If additional documentation is needed, what exactly is missing and who owns each item?

If it is pending, what is the next review step and when is it expected?

When “done” is explicit, follow-up becomes a controlled process. You are not begging for information. You are

verifying state, requesting a specific next action, and recording it in a way that makes future work easier.

| like to write the “done” definition in plain language that an entry-level teammate could apply after one read. You

do not need legal wording. You need operational clarity.

Map the claim journey in real terms

A claims follow-up system gets easier when you understand the stages that actually exist, not the stages that exist

in theory.
In many organizations, the journey looks roughly like this:

First, intake. Someone submits a claim and it enters a queue. Then review. A reviewer decides whether it is
complete and meets policy or eligibility requirements. After that, you get one of three directions: approve, deny, or
request more information. When the claim is accepted, payment processing and settlement terms kick in. If it is

denied, you either close it or start a dispute or appeal process.

Even if your categories differ, the key is stage-based behavior. Your follow-up cadence should change depending

on whether the claim is waiting for review, waiting for documentation, or waiting for payment.

Two teams can both be “waiting,” but the right response differs. Waiting for documentation means you should
tighten your information package and stop asking for status without resolving the missing piece. Waiting for
review means you should ask for an update on the reviewer's queue and confirm nothing else is required. Waiting

for payment means you should confirm when funds are scheduled and whether anything is blocking the transfer.



This stage mapping is the heart of the system. Without it, follow-up becomes generic and slow.

Make a single source of truth for status, next step, and owner

If you only implement one part of this playbook, implement this one. The operational failure mode in claims is not

that people do not care. It is that everyone has their own version of the truth.

One claim might live in an email thread, a portal screenshot, a CRM note, and a personal calendar reminder. Each
artifact has partial information. That creates a recurring issue: you follow up asking for something you already

provided, or you wait because you missed a request that was buried in a message.
Your system needs one place where each claim record has, at minimum, the following fields:

1. Current status (in your stage language)

2. Next required action (if any)

3. Owner (your team member or the external party)
4. Follow-up date (when you next touch the file)

5. Last update log (who said what, when)

You do not need to over-engineer this. A well-structured spreadsheet can work for a short ramp-up period. A
lightweight ticketing tool works better when multiple people handle files. The important part is that the system

forces a decision each time: what happens next, and when do you check again.

If you are tempted to let “pending” mean “we will see,” resist. Pending without a next step is just a delay disguised

as a status.

Build follow-up templates that match the stage

Templates are not about sounding robotic. They are about reducing cognitive load at the moment you are most

likely to make a mistake, which is during high-volume follow-ups.

The mistake | see often is using the same message for every stage. A claim that needs missing documents should
not receive the same tone and request language as a claim that is in review. Your template should change what

you ask for.
Here are three template patterns that map to common stages, written in a way you can adapt:

* Documentation requested: Confirm receipt (or send promptly), specify exactly what you are providing, ask

them to confirm the claim is now complete, and request the updated review timeline.

* Inreview: Ask for status within the current queue, confirm whether any additional info is needed, and request

the expected decision timeframe if available.
¢ Approved but unpaid: Ask for payment status, confirm the settlement amount and method, and request

the payment date or range, plus any remaining steps.

If you keep your templates grounded in the stage, you will reduce back-and-forth. You also create a paper trail

that makes internal follow-up smoother. When someone else picks up the file, they do not start from scratch.

Use a cadence that reduces “perception gaps” between you and the
adjuster



The most frustrating claim follow-ups happen when your internal cadence does not match the external reality. You
might follow up too frequently and get generic replies. You might follow up too infrequently and miss the moment

when the file becomes active again.

A simple cadence works best when it aligns with typical processing rhythms. Since processing times vary by line of
business and carrier, the safest approach is to choose a baseline and then adjust using your own data after a few

weeks.
A practical cadence many teams adopt is:

® First follow-up shortly after submission or acknowledgement
e Second follow-up after a short review window
* Then periodic follow-ups until a decision or next action is recorded

* |mmediate escalation when a claim sits past the expected timeframe, or when the status stalls without

explanation

You do not need exact days to start. Use ranges. For example, “follow up within 3 to 5 business days” can be a

reasonable starting point for many workflows, then you tighten or loosen based on observed responses.

What matters is consistency and record-keeping. If you follow up once and then disappear for two weeks, the
other side learns they can delay you because you are not applying predictable pressure. If you follow up too often

with vague messages, they learn they can ignore you until you send something more specific.

Predictable, stage-appropriate follow-ups create what | call “perception gaps” in your favor. The adjuster sees a file

that is active and specific, not a passive waiting period.

Escalation is a separate skill, not just “more emails”

Escalation is often treated like a volume knob. Send more messages, copy more people, add urgent language.

Sometimes that helps, but it also risks damaging the relationship or triggering defensiveness.
In a healthy system, escalation is triggered by defined conditions and uses a structured ask.
Examples of escalation triggers that make sense operationally include:

* A claim exceeds the stated decision timeframe
® The claim is returned for more information, but the missing items are already provided
® The claim is marked as “complete” but no decision appears during an agreed window

® Payment is approved, but settlement does not release within a defined processing period

The escalation message should do two things. First, it should summarize the timeline with dates and key actions.
Second, it should request a specific outcome, such as confirmation of decision status, approval review completion,
or the next procedural step.

When escalation is defined this way, you avoid the emotional trap of “they are ignoring us.” Sometimes it is simply

stuck in a queue. Your job is to turn “stuck” into a verifiable status and an actionable next step.

Make the claim file “portable” across people and channels

A claims follow-up system should work even when you lose context. That means the file must be portable.



Portable does not mean everything is in one document. It means anyone who opens the record can reconstruct

the essentials without digging through chaos.
At minimum, your claim record should include:

® Submission date and the carrier or counterparty reference number

® Key documents provided and when

® Requests received, including what was asked and when

® Your responses and what you sent

® Current stage, next step, and follow-up date

® The last communication channel used (portal, email, phone) and a brief summary

Portability reduces the “handoff tax.” It also makes audits easier and reduces mistakes like resending the same

document set repeatedly.

| once watched a small team cut their call time in half just by enforcing portability. They stopped spending 20
minutes per claim trying to find the original request. The follow-up improved because the team started asking

better questions, faster.

Treat phone calls as information gathering, not status vending
Phone calls can be effective, but only if you have a reason to call and a way to record what you learn.

A common failure is to call and ask, "Any update?” Sometimes you get, “It is pending,” which you already knew. If

you call, have a short script and use it to confirm specifics:

* Confirm the exact stage the claim is in

Ask whether the file is complete

Ask whether any documentation is missing

Ask when the next decision or review step is scheduled

Ask for the name of the representative and the internal reference, if available

Then document the outcome immediately in your claim record. Even a brief summary matters. “Reviewer assigned,

waiting on completeness check” tells you what to do next. “Pending” does not.

Also, be realistic about what phone calls can accomplish. Some organizations restrict what front-line staff can
confirm. When that happens, you still benefit from the call because you learn whether the file is in review, blocked,

or awaiting action, and you can tailor your next email accordingly.

Record commitments you can verify

One of the quiet killers in claims is informal commitments. Someone on a call says, “We will handle it this week.”

Then the week ends, no one follows up internally, and the team restarts from uncertainty.
A claims follow-up system should treat commitments as structured events.
When you receive a promise or a timeline, capture it in your record in a way you can verify later:

* Who said the timeline
* What date range they referenced

® What the claim would reach at that point (decision, payment release, document review completion)



* What you will do if that date passes (follow up, escalate, re-request documentation review)

This turns promises into operational checkpoints, not hopeful guesses.

Run a weekly “claim triage” meeting to correct drift
A system does not run itself. It needs review loops.

A weekly triage meeting prevents drift, especially when claims volumes fluctuate or when you add new teammates.
The purpose is not to discuss every claim deeply. The purpose is to identify which files are stuck, which need

escalation, and which can move forward because someone finally received an update.

To keep it efficient, you can structure the meeting around criteria in sentences rather than slides. For example,
“Show me the claims that have not updated in 10 business days,” and “Show me approvals that have not resulted

in payment release within the expected window.”

If you keep this short and focused, you will reduce the long tail of forgotten files.

A simple triage checklist you can use during the meeting

® Confirm next step is defined for each active claim

Verify follow-up dates align with the claim stage

Identify stalled claims with no meaningful updates

Flag approvals pending payment for escalation review

* Ensure missing documents requests are fully satisfied or closed

That is the entire checklist. Everything else you can talk through in sentences.

Automate reminders, but keep judgment in the loop

Automation is helpful for reminders, but it can also create false confidence. Automated systems can schedule

follow-ups without understanding stage nuance or missing documentation details.
A good middle ground is:

* Automate the next follow-up date based on status and stage
* Automatically alert the team when a follow-up date hits

® Require manual review before escalation triggers, because that is where judgment matters

For instance, a claim might be delayed due to a complex coverage question. Escalating immediately could waste
effort and antagonize the adjuster. On the other hand, a claim might be sitting in limbo even though

documentation is complete. In that case, waiting longer is costly.

Automation should bring your attention to the file. Your team decides what to do with it.

Measure what actually improves outcomes

Many teams measure “number of follow-ups” or “time spent.” Those metrics are interesting, but they do not fully

capture whether your system is producing results.

More useful metrics tend to be outcome-oriented:



* Median time from submission to decision

® Percentage of claims that become decision-ready within a defined window

* Rate of documentation requests that get resolved on the first follow-up cycle
® Escalation frequency and escalation success rate

* Total pipeline days for open claims

You do not need a perfect dashboard. Even a weekly snapshot can show whether the system is reducing cycle time

or just increasing activity.

After you run the system for a few weeks, look for patterns. If approvals are frequent but payment delays are
common, your playbook needs a stronger payment follow-up routine. If denials keep happening due to missing

forms, your intake and completeness verification should be tighter before submission.

Edge cases you should plan for, so they do not break the system
Claims are full of exceptions. Your follow-up system should absorb them without turning into chaos.

One edge case is missing or incorrect identifiers. If the claim number is wrong, your messages can go to the wrong
desk and create apparent inactivity. Another is partial information. A claim can be “complete enough” for review

but still require clarifications later, which changes your stage logic.

A third edge case is duplicate claims. Sometimes a customer or broker submits multiple versions. The system

should flag duplicates so you do not follow up on a closed file while the active one sits unattended.

Finally, there is the “silent portal” problem. Portals can show “pending” without giving context, while email threads

reveal requests. Your system must reconcile channels and avoid relying on a single signal.

These edge cases are why portability and stage-based templates matter. When something unusual happens, you

need a record that captures the unusual detail, so the next action still makes sense.

Two practical examples of the playbook in action

Let me ground this in two scenarios that look common on the surface, but require different follow-up decisions.

Example 1: Documentation request that went stale

A commercial claim came in with a missing invoice copy. The adjuster sent a document request, and your team
responded the same day, but the claim portal did not update for several days. The initial instinct was to keep

asking, “Any update?”

In the playbook version, the team followed a different logic. Their record showed: documentation requested, our
response date, and the stage awaiting completeness confirmation. Their next email did not ask for general status.
It confirmed what was sent, asked them to verify completeness, and requested the review timeline once

completeness was accepted.

When that message went out, the adjuster replied with confirmation that the file was complete and that review
would begin immediately. The key difference was the specificity of the next step and the verification request. Status

questions without verification tend to produce generic replies.

Example 2: Approved claim waiting on payment release



Another file was approved quickly. The decision letter arrived, and the team celebrated, then moved on. The

payment release lagged.

The system handled this by updating the stage to "approved, payment pending” and setting follow-up dates
based on that stage, not based on the earlier review cadence. The follow-up template asked for payment status,
settlement method, and the expected release window. It also included the approval reference details so the

payment desk could locate the file.

The escalation trigger was clear: if funds did not release within the agreed window, escalate with a timeline

summary. That is how you keep payment delays from becoming invisible.

The real “simple” part: a minimum viable system you can start this
week

If you are eager to implement something right away, you do not need a big transformation. You need a minimum
viable system that covers the essentials and eliminates the worst failure modes: missing next steps, scattered

information, and inconsistent follow-up.
Here is a practical way to start, without turning it into a months-long project.

First, choose one place to track claims. It can be as basic as a spreadsheet with consistent columns. Second, define
your stage language and “done” definition. Third, create three template messages aligned to the stage categories
you expect most often. Fourth, set your baseline follow-up cadence by stage and add follow-up dates to each

record. Fifth, run one short weekly triage session to correct drift.

After two or three weeks, you will have enough evidence to adjust cadence, templates, and escalation triggers. You

will also learn where your team loses time, and you can fix the bottlenecks without guessing.

A small starting set of stage definitions (so everyone speaks the same language)

® |n review (no decision yet, completeness assumed or being checked)

* Documentation requested (missing items pending, you are in an information exchange)
* Decision rendered (approved, denied, or closed pending next action)

* Payment pending (approved but funds not released)

* Dispute or appeal (denied with a next procedural step)

You can use fewer categories at first, but the more your stage definitions map to real workflows, the better your

follow-up cadence and templates will perform.

Common failure modes, and how to prevent them
Even with a system, issues happen. The goal is to recognize the recurring mistakes early.

One failure mode is “follow-up without updating.” Someone sends an email, but the claim record does not change.

Next time the team contacts the claim, they ask the same question again, which wastes time and erodes credibility.

Another is “stage drift.” A claim is technically approved, but the record still says in review. That misalignment leads

to the wrong template and wrong follow-up timing.

A third failure mode is unclear ownership. If a claim depends on a customer to provide documents, you need a

clear owner and a follow-up plan for that dependency. Otherwise, the claim sits because no one is assigned to



prompt the customer at the right time.

These failures are fixable with simple discipline: record updates immediately, confirm stage changes after

meaningful events, and assign ownership when an external party is responsible.

What good looks like after the system is running
When claims follow-up runs well, your work changes in noticeable ways.

Updates come with clarity because you are asking for specific next steps. Your team stops repeating itself because
the record shows what was already sent and what was already confirmed. Escalations become rarer and more

effective because they are triggered by defined conditions and backed by documented timelines.

Most importantly, you reduce the emotional load. Waiting becomes less mysterious. Even when you cannot speed
up the carrier, you can at least create predictable checkpoints. Customers feel the difference because you do not

go silent. You provide updates that reflect actual progress or specific reasons for delay.

That is the payoff of a claims follow-up system. It is not about “winning” against a carrier. It is about running your

side with discipline, so the claim outcome has less drag on your business.

Keep refining, but protect the core

Once the system is working, it is tempting to keep adding complexity. New fields. New templates. New escalation

paths. That is how teams end up with a system that is technically impressive but practically unusable.

Protect the core: stage-based follow-up, a single source of truth, portability of the record, and recorded

commitments. Everything else can evolve.

If medical billing solutions you do that, you will have something robust enough to handle volume spikes,
staffing changes, and the inevitable curveballs that show up in real claims work. The system stays simple because it

stays focused on progress.
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