ASC X12N/005010X222

Based on Version 5, Release 1

ASC X12 Standards for Electronic Data Interchange
Technical Report Type 3

Health Care Claim:
Professional (837)

MAY 2006



005010X222 » 837 ASC X12N « INSURANCE SUBCOMMITTEE
HEALTH CARE CLAIM: PROFESSIONAL TECHNICAL REPORT » TYPE 3

Contact Washington Publishing Company for more Information.

www.wpc-edi.com

WPC © 2006

Copyright for the members of ASC X12N by Washington Publishing Company.

Permission is hereby granted to any organization to copy and distribute this material internally as long as this copy-
right statement is included, the contents are not changed, and the copies are not sold.

MAY 2006



ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 « 837
TECHNICAL REPORT » TYPE 3

HEALTH CARE CLAIM: PROFESSIONAL

Table of Contents

1 Purpose and Business Information............................ 1
1.1 Implementation Purpose and SCOPe.......ccccovrviiierennnnnn, 1
1.2 Version INformation ... 1
1.3 Implementation LimitationsS ..o, 2

1.3.1 Batch and Real-time USage........cccccvevvvviieeiiiiiiie i 2
1.3.2 Other Usage Limitations .........ccccuviiiiiiiiiiiniiiiiieeeeeee e 2
1.4 BUSINESS USAQE.....ciiiiiiiiccieeeree e 2
1.4.1 Coordination of Benefits ........oooiiiiiiiiiee s 3
1.4.1.1 Coordination of Benefits Data Models — Detail............ 4
1.4.1.2 Crosswalking COB Data Elements..............ccccvvveeeeennn. 7
1.4.1.3 Coordination of Benefits Claims from Paper or
Proprietary Remittance AdVICES ..........cccceevivvireennne. 18
1.4.1.4 Coordination of Benefits — Service Line
Procedure Code Bundling and Unbundling ................ 20
1.4.1.5 Coordination of Benefits - Medicaid Subrogation........ 26
1.4.2 Property and Casualty .........coooiiiiiiiiiiiiiiiiiiieee e 27
1.4.3 Data OVEIVIEW ...ccceevieiiiirieee e e seeciieteeee e e e e e e e sssnnnreeeeeeeeeeeesannnenes 27
1.4.3.1 Loop Labeling, Sequence, and Use............cccceeeennen. 27
1.4.3.2 Data Use by BUSINESS USE .......c.cvvvveeeieeeeeeeiiciiieen, 28
1.4.3.2.1 Table 1 — Transaction Control
Information..........cccceevveeiiniicee e 28
1.4.3.2.2 Table 2 — Detail Information ..................... 29
N R ¥ 1= T (o1 1 o Lo U PESEPPR 34
1.4.4.1 Claim Level ... 34
1.4.4.2 Service LINE ...coooiiiiiiiiiieeeeee et 35
1.4.5 Allowed/Approved Amount Calculation.........ccccccevveeeniiinnnns 36
1.5 BuUSIiNesSs Terminology ... 37
1.6 Transaction Acknowledgments..........cccccooeeeieccccceceene, 39
1.6.1 997 Functional Acknowledgment ...........cooveviiieeeieeeeeniicenns 39
1.6.2 999 Implementation Acknowledgment............cccccceeeiininnns 39
1.6.3 824 Application AdVICE ......cooiiiiiiiiiiiiiieee e 40
1.6.4 277 Health Care Claim Acknowledgment...........ccccceeennnnn. 40
1.7 Related TranSacCtioONS ..o 40
1.7.1 Health Care Claim Payment/Advice (835)........ccccecureeernunnn. 40
1.8 Trading Partner Agreements .........cccccoceeeieiieeeeeecceeee e, 41
1.9 HIPAA Role in Implementation Guides............ccccccceeeienne. 41
1.10 National Provider Identifier Usage within the HIPAA 837
TranNSACTION ....c.oviviiice s 41
1.10.1 Providers who are Not Eligible for Enumeration ................ 42
1.10.2 Implementation Migration Strategy ..........ccccuvveieeeieeennniinnnns 42
1.10.3 Organization Health Care Provider Subpart
REPresSentation .........cooiiiiiiiiiiiiee e 42
1.10.4 Subparts and the 2010 AA - Billing Provider Name
[0 T o] o PP PP PP PP 43
MAY 2006 i



005010X222 » 837

ASC X12N « INSURANCE SUBCOMMITTEE

HEALTH CARE CLAIM: PROFESSIONAL TECHNICAL REPORT « TYPE 3
1.11 Coding of Drugs in the 837 Claim ..........cccccocvviiinicinnn. 44
1.11.1 Single Drug Billing .....ccccuiiiiiiiiieiee e 44
1.11.2 Compound Drug Billing.......cceeeiiiiiiiiiiiiiieic e 44
1.12 Additional Instructions and Considerations ..........c.c......... 44
1.12.1 Individuals with one Legal Name .........ccccoccviieiniiiiienniinnnen, 44

1.12.2 Rejecting Claims Based on the Inclusion of
SItUALIONAl DALA....ceei e 45
1.12.3 Multiple REF Segments with the same Qualifier................. 45
1.12.4 Provider TaX IDS .....uuueiiiiieeiiiiiiiiiiieieee e e e e e seieieeee e e e e e e e e enenes 45
1.12.5 Claim and Line Redundant Information.............ccccccevvunneen. 46
1.12.6 Inpatient and Outpatient Designation ..........ccccoeevveveeiinnnnn. 46
1.12.7 Trading Partner Acknowledgments ........cccccceeiniiiienniinnnen. 47
2 TransSaction Set........eeeeeeeee e, 49
2.1 Presentation EXamplesS.........coooiviiiiiiiiicceeiceeeeeeee e 49
2.2 Implementation USAge ... 54
2.2.1 INAUSTIY USAQE .. uviiieeiiiiiee ettt 54

2.2.1.1 Transaction Compliance Related to Industry

L0 L T= T PPN 55
F A 1o Lo 1 ¢ 1S 55
2.3 Transaction Set LiStiNg ... 57
2.3.1 Implementation ... 57
2.3.2 X212 StANdard .......c.oeeeiiiiiieeeiie e 64
2.4 837 Segment Detall...........cccooeiiiiieiiieeeeee 69
ST Transaction Set Header ..........ccccceevviiieieiiiieneiiiiee, 70
BHT Beginning of Hierarchical Transaction ........................ 71
NM1 Submitter Name .......ccoooveeiiiiereeeee e 74
PER Submitter EDI Contact Information ..............cccceeveennee. 76
NM1 Receiver Name .......cccceeeiiiieeiiiiiiiieiieee e 79
HL Billing Provider Hierarchical Level..............ccccccvveeee.... 81
PRV Billing Provider Specialty Information ........................ 83
CUR Foreign Currency Information ...........cccccceeeeviniieiennenn. 84
NM21 Billing Provider Name ..o, 87
N3 Billing Provider Address .......c..oeveviiiiieeiiiiieee e 91
N4 Billing Provider City, State, ZIP Code............ccccvvveeee... 92
REF Billing Provider Tax Identification ............ccccccceveeennnen. 94
REF Billing Provider UPIN/License Information................... 96
PER Billing Provider Contact Information...............cc.ccceeene 98
NM1 Pay-to Address Name........ccccoovcvvvveeeeeeeee e 101
N3 Pay-to Address - ADDRESS. ........ccccccvveeeeviiiciiiine, 103
N4 Pay-To Address City, State, ZIP Code ...................... 104
NM1 Pay-To Plan Name......ccccccceviiiiiiiiiiieecee e 106
N3 Pay-to Plan Address ......ccccveeeviiciiiviieeieeee e 108
N4 Pay-To Plan City, State, ZIP Code ............ccoeuuvvnneeen. 109
REF Pay-to Plan Secondary Identification ......................... 111
REF Pay-To Plan Tax Identification Number ..................... 113
HL Subscriber Hierarchical Level ..........ccccoceeiiiiennieens 114
SBR Subscriber Information..............ccoeeeeiniiiieiiiieee e, 116
PAT Patient Information............cccccoeeeeiiiiiiiiiee e 119
NM1 Subscriber Name .......cccccceveeeiiiicciiiiiieeeee e 121

MAY 2006



ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

005010X222 « 837
HEALTH CARE CLAIM: PROFESSIONAL

N3
N4
DMG
REF
REF
PER

NM1
N3
N4

REF

REF
HL

PAT

NM1
N3
N4

DMG

REF

PER

CLM

DTP

DTP

DTP

DTP

DTP

DTP

DTP

DTP

DTP

DTP

DTP

DTP

DTP

DTP

DTP

DTP

PWK

CN1

AMT

REF

REF

REF
REF
REF
REF
REF

REF
REF
REF
REF

Subscriber ADdress.......cccovvveeiiiiiiie e 124
Subscriber City, State, ZIP Code .......cccccvveeeeeeiiiinns 125
Subscriber Demographic Information ....................... 127
Subscriber Secondary Identification ..............ccccee.e. 129
Property and Casualty Claim Number ...................... 130
Property and Casualty Subscriber Contact

INfOrmMation .........ccuuviiiiii e, 131
Payer Name .........uuiiiie e 133
Payer Address........cccvveeieeiee i 135
Payer City, State, ZIP Code .......cccccevcvveeeeiiiineeein, 136
Payer Secondary ldentification ............ccccccoeviuivineeen. 138
Billing Provider Secondary Identification................... 140
Patient Hierarchical Level .........ccccccoovciiiiiienennen, 142
Patient Information...........ccccceevvii i, 144
Patient Name ..o 147
Patient AddreSS......ccvvvviiiiiiee e 149
Patient City, State, ZIP Code .......cccccevveeeeeiiiiciiinneen, 150
Patient Demographic Information .............cccccuvveeeen. 152
Property and Casualty Claim Number ...................... 154
Property and Casualty Patient Contact Information.. 155
Claim Information...........ccoovveeeeiiiiieee e 157
Date - Onset of Current lliness or Symptom............. 164
Date - Initial Treatment Date .........ccccccvveeeeeiiiiiiinenen. 165
Date - Last Seen Date ...........coooeeeieiiiiiiiiiiiieeeeeeees 166
Date - Acute Manifestation...........cccccocceeeeviiieeesennnn, 167
Date - ACCIAENE.......cvviiee it 168
Date - Last Menstrual Period ...........cccccveeeiiiiiiinnenen. 169
Date - Last X-ray Date ..........cccoeccvvrveeiieeeiiiiiiireneen, 170
Date - Hearing and Vision Prescription Date ............ 171
Date - Disability Dates ..........oooocviiieeiiiieiiiiiiiiieen, 172
Date - Last Worked .........ccoooeiiiiiiiiiiiiiieee e 174
Date - Authorized Return to Work...........ccccoeevvvvneeen. 175
Date - AdMISSION........coviiiiiiiieeiiiiee e 176
Date - DISCharge ..........ueeeeiieeiiiiiiiiiieeeeee e 177
Date - Assumed and Relinquished Care Dates ........ 178
Date - Property and Casualty Date of First Contact.. 180
Date - Repricer Received Date .......cccccceveeevvecvvvnnnenn. 181
Claim Supplemental Information...........ccccccevvcvveeeens 182
Contract Information ...........cccceeeeiiiiiiiiiiiieeeeeeees 186
Patient Amount Paid ..............cocciiiiiiiiiee e, 188
Service Authorization Exception Code...................... 189
Mandatory Medicare (Section 4081) Crossover
INAICALON ..o 191
Mammography Certification Number ........................ 192
Referral NUMbDEr ........cooiiiiiii 193
Prior AUthOrzZation...........cccceeiiiiiiiiieee e, 194
Payer Claim Control Number ..........c.occoceeevvienennnne. 196
Clinical Laboratory Improvement Amendment

(CLIA) NUMDBET ... 197
Repriced Claim Number...........cccoceevvcii e, 199
Adjusted Repriced Claim Number..............ccccvvveeeen. 200
Investigational Device Exemption Number ............... 201
Claim Identifier For Transmission Intermediaries...... 202

MAY 2006



005010X222 » 837
HEALTH CARE CLAIM: PROFESSIONAL

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

REF
REF
REF
K3
NTE
CR1
CR2
CRC
CRC
CRC
CRC
HI
HI
HI
HCP
NM1
REF
NM1
PRV
REF
NM1
N3
N4
REF
PER
NM1
REF
NM1
N3
N4
NM1
N3
N4

SBR
CAS
AMT

AMT

AMT
Ol
MOA
NM1
N3
N4
REF
NM1
N3
N4
DTP
REF
REF

Medical Record Number ..........ccccccoevviiiinice e, 204
Demonstration Project Identifier.........ccccccoeovviinnnnneen. 205
Care Plan OVersight..........occoeeiiiieeiiiic e 206
File Information ............cccevvveeeniinieee e 207
Claim NOLE ... 209
Ambulance Transport Information..............ccccvvveeeeen. 211
Spinal Manipulation Service Information................... 214
Ambulance Certification ............ccccccceeveeeeen i, 216
Patient Condition Information: Vision ........................ 219
Homebound Indicator..........c.cccccvveeiiiiie e, 221
EPSDT Referral ..........uveieiiiiiiiiiieeeiee, 223
Health Care Diagnosis Code ........ccccccvveeeiiiiieninnnnnnn. 226
Anesthesia Related Procedure ...........cccccovivveeennnnne. 239
Condition INformation ..........cccccevvvieeee i 242
Claim Pricing/Repricing Information...............ccccce.... 252
Referring Provider Name ..........ccccccovviiienniene e, 257
Referring Provider Secondary Identification ............. 260
Rendering Provider Name ...........cccceeeeeniininiiiiieen. 262
Rendering Provider Specialty Information ................ 265
Rendering Provider Secondary Identification............ 267
Service Facility Location Name..........cccccceveeeeeiiinnnns 269
Service Facility Location Address .........ccccceevvvveeenins 272
Service Facility Location City, State, ZIP Code.......... 273
Service Facility Location Secondary Identification.... 275
Service Facility Contact Information .................cc...... 277
Supervising Provider Name ..........cccccovvviveeiiiiieeennns 280
Supervising Provider Secondary Identification ......... 283
Ambulance Pick-up Location ............ccceeevviiveeennnnne. 285
Ambulance Pick-up Location Address .............c....... 287
Ambulance Pick-up Location City, State, ZIP Code.. 288
Ambulance Drop-off Location ..........cccccccoviiiiiiienneen. 290
Ambulance Drop-off Location Address ..................... 292
Ambulance Drop-off Location City, State, ZIP

COdE .. 293
Other Subscriber Information..........ccccoocvveeeeiiiieeennns 295
Claim Level AdjusStments..........ccocveeeeiiiiieeeniniieeens 299
Coordination of Benefits (COB) Payer Paid

AMOUNT. .. e e e e e e eeeeeenes 305
Coordination of Benefits (COB) Total

Non-Covered AMOUNt .........ccovviiiiiiiiiiiiee e 306
Remaining Patient Liability............ccccccceeeniiiiiiinnnnen. 307
Other Insurance Coverage Information..................... 308
Outpatient Adjudication Information ...............cccceeee 310
Other Subscriber Name ........ccccccevvvvcciiiiieeeee e 313
Other Subscriber AJdress.......coovveeeiiiiieee i 316
Other Subscriber City, State, ZIP Code..................... 317
Other Subscriber Secondary Identification ............... 319
Other Payer Name ..o 320
Other Payer AAdress........cccceveeeeeiiiccciiiieeece e 322
Other Payer City, State, ZIP Code ........ccccceevvvveeeennns 323
Claim Check or Remittance Date...........cccccceeerrinnnnns 325
Other Payer Secondary ldentifier..........cccccceevriinnnnns 326
Other Payer Prior Authorization Number .................. 328

Vi

MAY 2006



ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

005010X222 « 837
HEALTH CARE CLAIM: PROFESSIONAL

REF
REF
REF
NM1
REF

NM1
REF

NM1
REF

NM1
REF

NM1
REF

LX
Sv1
SV5

PWK
PWK

CR1
CR3
CRC
CRC
CRC
DTP
DTP
DTP
DTP
DTP
DTP
DTP
DTP
DTP
DTP
QTY
QTY
MEA
CN1
REF
REF
REF
REF
REF
REF

REF

REF

Other Payer Referral Number...........cccoovveveeieiiiinns 329
Other Payer Claim Adjustment Indicator................... 330
Other Payer Claim Control Number .................oc..e. 331
Other Payer Referring Provider .........cccoceeeviiieeenns 332
Other Payer Referring Provider Secondary

Identification .............eeeiiiiiii e, 334
Other Payer Rendering Provider...........cccccceeeiiinnnnns 336
Other Payer Rendering Provider Secondary
[Aentification ..........c.ueeeeiiiiiiie e 338
Other Payer Service Facility Location....................... 340
Other Payer Service Facility Location Secondary
Identification............ceeeeieiee i 342
Other Payer Supervising Provider .........ccccceeeeiiinnns 343
Other Payer Supervising Provider Secondary
Identification.............eeeeiiiiiiii 345
Other Payer Billing Provider...........ccccvvvieeeiiiiieeenns 347
Other Payer Billing Provider Secondary

Identification .............eeeiiiiiii 349
Service Line Number ... 350
Professional ServiCe ......ccccccvvvviciiiieeeiiee e, 351
Durable Medical Equipment Service............cccvvveeee.. 359
Line Supplemental Information ............cccccoecvveeeenen. 362
Durable Medical Equipment Certificate of Medical
Necessity INdICAtOr.........oocvveeeiiiiiieeee e, 366
Ambulance Transport Information...............ccccvvvveeeee. 368
Durable Medical Equipment Certification.................. 371
Ambulance Certification ..., 373
Hospice Employee Indicator ............ccoeeeeviiieeennenne. 376
Condition Indicator/Durable Medical Equipment....... 378
Date - Service Date.........ccccoeeiiiiiiiiiiiiiieee e, 380
Date - Prescription Date............ooccuuveeeeieiieeiiiiiiieeen, 382
DATE - Certification Revision/Recertification Date ... 383
Date - Begin Therapy Date ........cccccceevveeeeevciciniinnenn, 384
Date - Last Certification Date...........ccccceeeeeiniiniieneenn. 385
Date - Last Seen Date ..........ceeeeeeeeeiiiiiiiieeeeeees 386
Date - TeSt Date ......uueiiiiiiiiieii e 387
Date - Shipped Date ........cccccceeeveviviiiiiiee e, 388
Date - Last X-ray Date ..........ccceeevviiiviiiiiiineeecciiin, 389
Date - Initial Treatment Date .........cccccevveeeeiiiiiiiieneeen. 390
Ambulance Patient Count............cccccevveeeiniiiiiiiinnen. 391
Obstetric Anesthesia Additional Units ............cccce..... 392
TESTRESUIL ... 393
Contract Information ...........ccccceeiiiiiiiiiiiiee s 395
Repriced Line Item Reference Number .................... 397
Adjusted Repriced Line Item Reference Number ..... 398
Prior AUthOrzZation...........ccoeiiiiiiiiiie e, 399
Line Item Control NUmber...........ccccovveveeeeinciieee, 401
Mammography Certification Number ........................ 403
Clinical Laboratory Improvement Amendment

(CLIA) NUMDET ..ot 404
Referring Clinical Laboratory Improvement

Amendment (CLIA) Facility Identification.................. 405
Immunization Batch Number............ccoccvviinennne, 406

MAY 2006



005010X222 » 837
HEALTH CARE CLAIM: PROFESSIONAL

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

REF
AMT
AMT

K3

NTE

NTE

PS1
HCP

LIN

CTP

REF

NM1
PRV
REF
NM1
REF

NM1
N3
N4

REF

NM1

REF

NM1
N3
N4

REF

PER

NM1

REF

NM1
N3
N4

NM1
N3
N4

SVD
CAS
DTP
AMT

LQ
FRM

SE

Referral NUMbDEr .......c..oooiviiii 407
Sales TaX AMOUNL .......eevieiiiiie et 409
Postage Claimed AMOouNt ...........cccovvvveeeenniieneeee, 410
File Information ...........cccccvveeein i, 411
LiNE NOLE....coiiiiiee e 413
Third Party Organization NOtes.............cccuvvvieeeeeeennn. 414
Purchased Service Information...........cccccceeviiiinneeen. 415
Line Pricing/Repricing Information ..............ccccoeevnee. 416
Drug Identification ..........cccceevvviciiiiieenicee e, 423
Drug QUANTILY ....eeeeeiiiiie et 426
Prescription or Compound Drug Association

[N [0 ] =T SO 428
Rendering Provider Name ..........ccccoccvveeeeevicciinneenn, 430
Rendering Provider Specialty Information ................ 433
Rendering Provider Secondary Identification............ 434
Purchased Service Provider Name...........ccccveennne. 436
Purchased Service Provider Secondary
Identification.............eeeeiiiiiii e, 439
Service Facility Location Name...........ccccccceeeeeerinnnnes 441
Service Facility Location Address .........cccccevvvvveeennnns 444
Service Facility Location City, State, ZIP Code......... 445
Service Facility Location Secondary Identification.... 447
Supervising Provider Name ..........cccccovviveeiiiniieeennns 449
Supervising Provider Secondary Identification ......... 452
Ordering Provider Name ........ccccccoovvvciiniieeeee e 454
Ordering Provider Address........ccoovvvviviviereeeeeeeciiinnns 457
Ordering Provider City, State, ZIP Code.................... 458
Ordering Provider Secondary Identification .............. 460
Ordering Provider Contact Information ..................... 462
Referring Provider Name ..o, 465
Referring Provider Secondary Identification ............. 468
Ambulance Pick-up Location ..........ccccccovvvieeeniiinennn, 470
Ambulance Pick-up Location Address ............cccee..... 472
Ambulance Pick-up Location City, State, ZIP Code.. 473
Ambulance Drop-off Location ...........ccccceevviiierennnnne. 475
Ambulance Drop-off Location Address ..................... 477
Ambulance Drop-off Location City, State, ZIP

COUL e 478
Line Adjudication Information.............ccccceevvvveeernnnnnn. 480
Line AdJUSIMENT .....evviiiiiiiiec e 484
Line Check or Remittance Date...........cccccevcvveeeeenne. 490
Remaining Patient Liability.............cccccceeiiiiiiiinnenn. 491
Form Identification Code...........cccoiiiiiiiiiiiiiiiiee, 492
Supporting Documentation ............ccccevvveeeeriiieeeennns 494
Transaction Set Trailer..........cccccevviiiiiiii e, 496

viii

MAY 2006



ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

005010X222 « 837
HEALTH CARE CLAIM: PROFESSIONAL

3 EXAMPIES .. 497
3.1 ProfesSsional ... 497
3.1.1 Example 1- Commercial Health Insurance ...............c........ 497
3.1.2 EXample 2 - ENCOUNTEL ...euviiiiiiiiee e e e 502
3.1.3 Example 3 - Coordination of benefits (COB)............c.c...... 508
3.1.4 Example 4 - Medicare Secondary Payer Example
(1@ ] = T PSP RRR 527
3.1.5 Example 5- Ambulance.......cccccciiiiiiiiiii e, 532
3.1.6 Example 6 - Chiropractic Example ......ccccccevveeeeiiiiiinninnnnn. 538
3.1.7 EXample 7 - OXYQEN ..ociiiiiiie ettt ee e 541
3.1.8 Example 8 - Wheelchair.......cccevieiiiiiiiiic e 550
3.1.9 Example 9 - Anesthesia.......ccccoviiiiiiiiiiiii e 556
3.1.10 Example 10 - Drug examples ......cccceevcvireereeieeeees e 560
3.1.11 Example 11 - PPO Repriced Claim .........cccccuviieeiiieiiininnns 581
3.1.12 Example 12 - Out of Network Repriced Claim .................. 586
3.2 Property and Casulty......cccooviiiiieiciecceceeeeeeee e 591
3.2.1 Example 1 - Automobile Accident ........ccccccveviiiiiiiiniinenn, 592
A External Code SOUICES ..., Al
5 Countries, Currencies and FUNAS ..........ccccceeveeeeiiiiniiiinnee, Al
22 States and ProViNCeS.......cccuvviiiiiiieeeeiiiiieeee e A.2
51 ZIP COAE it A.2
130 Healthcare Common Procedural Coding System.............. A.3
131 International Classification of Diseases, 9th Revision,
Clinical Modification (ICD-9-CM) ........ccooveiiiiiiieeiniiiee e A4
132 National Uniform Billing Committee (NUBC) Codes.......... A4
139 Claim Adjustment Reason Code........cccvveeeiiiiieeeiiiieeeennnne A5
235 Claim Frequency Type COde ......ccoviieeeiiiiiieeeiiiiieee e A5
237 Place of Service Codes for Professional Claims ............... A5
240 National Drug Code by Format........ccccoccvvveeeevnvicciiiiieeeeeenn, A.6
245 National Association of Insurance Commissioners
(NAIC) COE...uuiiiiiiiiiiiie ettt A.6
411 Remittance Advice Remark Codes.......ccccceviiiiiiiiiiiiennnnenn. A7
513 Home Infusion EDI Coalition (HIEC) Product/Service
C0AE LISt i A7
537 Centers for Medicare and Medicaid Services National
Provider Identifier ... A.8
540 Centers for Medicare and Medicaid Services PlaniD ........ A.8
576 Workers Compensation Specific Procedure and
SUPPIY COUABS ..ttt A.9
582 Centers for Medicare and Medicaid Services (CMS)
Durable Medical Equipment Regional Carrier
(DMERC) Certificate of Medical Necessity (CMN)
FOIMS e A9
656 FOrm TYPE COUES ...ooiiiiiiiiiiieiiiee et A.10
682 Health Care Provider TaXxOnomMy ......cccccovvivvieeiniiieee i, A.10
843 Advanced Billing Concepts (ABC) Codes ..........oceeuuvrnneen All
897 International Classification of Diseases, 10th
Revision, Clinical Modification (ICD-10-CM) ...........cc....... A1l
932 Universal Postal COUES .......covueiiiiiiiiiiiiiiiiee e A.12
MAY 2006 IX



005010X222 « 837

ASC X12N « INSURANCE SUBCOMMITTEE

HEALTH CARE CLAIM: PROFESSIONAL TECHNICAL REPORT » TYPE 3
B Nomenclature.........oocooeeeeeeceeeeeeeeee e B.1
B.1 ASC X12 NOMENCIALUIE .....coovoiriiiciceeeeeee e B.1
B.1.1 Interchange and Application Control Structures................ B.1
B.1.1.1 Interchange Control Structure...........ccocceeeeviiieeeennnnn B.1
B.1.1.2 Application Control Structure Definitions and

CONCEPLS ..o B.2

B.1.1.3 Business Transaction Structure Definitions and
CONCEPLS ...ttt B.6
B.1.1.4 Envelopes and Control Structures ........cccceeeveeeeinnnns B.19
B.1.1.5 Acknowledgments.........cccccceeeeeeieiiiiiiiiiiieeee e B.22
B.2 ODbject DeSCIIPLOIS.....cooiiiieeeceeccee e B.23
C EDI Control DIir€CtOry ... C1
C.1 CoNntrol SEgMENTS .....ccciiiiiiice e c.1
ISA Interchange Control Header..........cccccvvveeveeee e, C.3
GS Functional Group Header ........cccooveeeiiiiiiee e Cc.7
GE Functional Group Trailer ........ccccoviieieeiiiiiee e (OR®)
IEA Interchange Control Trailer ........cccccvviieeveeee e, C.10
D Change SUMMANY ..., D.1
E Data Element GloSSary ..., E.l
E.1 Data Element Name INdeX .......ccccooevvviiiiiccceeeeeeee, E.l

MAY 2006



ASC X12N «INSURANCE SUBCOMMITTEE 005010X222 « 837
TECHNICAL REPORT *TYPE 3 HEALTH CARE CLAIM: PROFESSIONAL

1 Purpose and Business Information

1.1 Implementation Purpose and Scope

For the health care industry to achieve the potential administrative cost savings with
Electronic Data Interchange (EDI), standards have been developed and need to be
implemented consistently by all organizations. To facilitate a smooth transition into the
EDI environment, uniform implementation is critical.

This is the technical report document for the ANSI ASC X12N 837 Health Care Claims
(837) transaction for professional claims and/or encounters. This document provides a
definitive statement of what trading partners must be able to support in this version of
the 837. This document is intended to be compliant with the data standards set out by
the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and its associated
rules.

1.2 Version Information

This implementation guide is based on the October 2003 ASC X12 standards, referred
to as Version 5, Release 1, Sub-release 0 (005010).

The unique Version/Release/Industry Identifier Code for transaction sets that are defined
by this implementation guide is 005010X222.

The two-character Functional Identifier Code for the transaction set included in this
implementation guide:

» HC Health Care Claim (837)

The Version/Release/Industry Identifier Code and the applicable Functional Identifier
Code must be transmitted in the Functional Group Header (GS segment) that begins a
functional group of these transaction sets. For more information, see the descriptions
of GS01 and GS08 in Appendix C, EDI Control Directory.
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1.3 Implementation Limitations

1.3.1 Batch and Real-time Usage

1.3.2

There are multiple methods available for sending and receiving business transactions
electronically. Two common modes for EDI transactions are batch and real-time.

Batch - In a batch mode the sender does not remain connected while the receiver
processes the transactions. Processing is usually completed according to a set schedule.
If there is an associated business response transaction (such as a 271 Response to a
270 Request for Eligibility), the receiver creates the response transaction and stores it
for future delivery. The sender of the original transmission reconnects at a later time and
picks up the response transaction. This implementation guide does not set specific
response time parameters for these activities.

Real Time - In real-time mode the sender remains connected while the receiver processes
the transactions and returns a response transaction to the sender. This implementation
guide does not set specific response time parameters for implementers.

This implementation guide is intended to support use in batch mode. This implementation
guide is not intended to support use in real-time mode. A statement that the transaction
is not intended to support a specific mode does not preclude its use in that mode between
willing trading partners.

Other Usage Limitations

Receiving trading partners may have system limitations which control the size of the
transmission they can receive. Some submitters may have the capability and the desire
to transmit large 837 transactions with thousands of claims contained in them. The
developers of this implementation guide recommend that trading partners limit the size
of the transaction (ST-SE envelope) to a maximum of 5000 CLM segments. Willing
trading partners can agree to higher limits. There is no recommended limit to the number
of ST-SE transactions within a GS-GE or ISA-IEA.

1.4 Business Usage

This transaction set can be used to submit health care claim billing information, encounter
information, or both, from providers of health care services to payers, either directly or

via intermediary billing services and claims clearinghouses. It can also be used to transmit
health care claims and billing payment information between payers with different payment
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1.4.1

responsibilities where coordination of benefits (COB) is required or between payers and
regulatory agencies to monitor the rendering, billing, and/or payment of health care
services within a specific health care/insurance industry segment.

For purposes of this standard, providers of health care products or services may include
entities such as physicians, dentists, hospitals, pharmacies, other medical facilities or
suppliers, and entities providing medical information to meet regulatory requirements.
The payer is a third party entity that pays claims or administers the insurance product
or benefit or both. For example, a payer may be an insurance company, health
maintenance organization (HMO), preferred provider organization (PPO), government
agency (Medicare, Medicaid, TRICARE, etc.) or an entity such as a third party
administrator (TPA), repricer, or third party organization (TPO) that may be contracted
by one of those groups. A regulatory agency is an entity responsible, by law or rule, for
administering and monitoring a statutory benefits program or a specific segment of the
health care/insurance industry.

The transaction defined by this implementation guide is intended to originate with the
health care provider or the health care provider's designated agent. In some instances,
a health care payer may originate an 837 to report a health care encounter to another
payer or sponsoring organization. The 837 Transaction provides all necessary information
to allow the destination payer to at least begin to adjudicate the claim. The 837
coordinates with a variety of other transactions including, but not limited to, the following:
Health Care Information Status Notification (277), Health Care Claim Payment/Advice
(835) and the Functional Acknowledgment (997). See Section 1.6 - Transaction
Acknowledgments, and Section 1.7 - Related Transactions, for a summary description
of these interactions.

Coordination of Benefits

A primary enhancement for this version is upgrading COB functionality to minimize
manual intervention and/or the necessity for paper supporting document. Electronic COB
is predicated upon using two transactions — the 837 and the 835 Health Care Claim
Payment/Advice. See Section 1.4.1.1 - Coordination of Benefits Data Models -- Detalil
for details about the two models for using these transactions to achieve a totally electronic
interchange of COB information. Section 3, EDI Transmission Examples for Different
Business Uses, contains detailed examples of how these transactions are completed
for several business situations. Section 1.4.1.3 - Coordination of Benefits Claims from
Paper or Proprietary Remittance Advices provides guidance on creating electronic COB
claims when the payer’s remittance was a paper or proprietary remittance advice.
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1.4.1.1 Coordination of Benefits Data Models -- Detall

The 837 Transaction handles two different models of benefit coordination. Both models
are discussed in this section. Section 3, Examples, contains detailed examples of these
models. Each COB related data element contains notes within this implementation guide
specifying when it is used. The HIPAA final rules contain additional information on COB.

Model 1 -- Provider-to-Payer-to-Provider

Step 1. In model 1, the provider originates the transaction and sends the claim information
to Payer A, the primary payer. See Figure 1.1 - Provider-to-Payer-to-Provider COB
Model. The Subscriber loop (Loop ID-2000B) contains information about the person who
holds the policy with Payer A. Loop ID-2320 contains information about Payer B and the
subscriber who holds the policy with Payer B. In this model, the primary payer adjudicates
the claim and sends an electronic remittance advice (RA) transaction (835) back to the
provider. The 835 contains any claim adjustment reason codes that apply to that specific
claim. The claim adjustment reason codes detail what was adjusted and why.

Figure 1.1 - Provider-to-Payer-to-Provider COB Model

835 RA from Payer A Payer A

Primary

Firal 837 Claim

h

Provider
Second 83T Claim

I Payer B

835 RA from Payer B S

L

Step 2. Upon receipt of the 835, the provider sends a second health care claim transaction
(837) to Payer B, the secondary payer. The Subscriber loop (Loop ID-2000B) now
contains information about the subscriber who holds the policy with Payer B. The Other
Subscriber Information loop (Loop ID-2320) now contains information about the subscriber
for Payer A. Any total amounts paid at the claim level go in the AMT segment in Loop
ID-2320. Any claim level adjustment codes are retrieved from the 835 from Payer A and
put in the CAS (Claims Adjustment) segment in Loop ID-2320. Line Level adjustment
reason codes are retrieved similarly from the 835 and go in the CAS segment in the
2430 loop. Payer B adjudicates the claim and sends the provider an electronic remittance
advice.

Step 3. If there are additional payers (not shown in
Figure 1.1 - Provider-to-Payer-to-Provider COB Model), step 2 is repeated with the
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Subscriber loop (Loop ID-2000B) having information about the subscriber who holds the
policy with Payer C, the tertiary payer. COB information specific to Payer A continues
to be included as written in step 2 with an occurrence of Loop ID-2320 and specifying
the payer as primary. If necessary, Loop ID-2430 is included for any line level
adjudications. COB information specific to Payer B is included by repeating the Loop
ID-2320 again and specifying the payer as secondary. If necessary, Loop ID-2430 is
included for Payer B line level adjudications.

Model 2 -- Provider-to-Payer-to-Payer

Step 1. In model 2, the provider originates the transaction and sends claim information
to Payer A, the primary payer. See Figure 1.2 - Provider-to-Payer-to-Payer COB Model.
The Subscriber loop (Loop ID-2000B) contains information about the person who holds
the policy with Payer A. Subscriber/payer information about secondary coverage is
included in Loop ID-2320 or is on file at Payer A as a result of an eligibility file sent by
Payer B (as in Medicare crossover arrangements). In this model, the primary payer
adjudicates the claim and sends an 835 back to the provider.

Figure 1.2 - Provider-to-Payer-to-Payer COB Model

B35 RA from Payer A Payer A
- Primary

Provider First 837 Claim

> Second 837 Claim

Includes all
information on other l
insurers imsolved in Claim has been

this claim. reformatied 1o place

Payer B information in
Payer B “Destination Payer™

Secondary position and Payer A&
intormation in COB

loops.

835 RA from Payer B

Step 2. Payer A reformats the 837 and sends it to the secondary payer. In reformatting
the claim, Payer A takes the information about their subscriber and places it in Loop
ID-2320. Payer A also takes the information about Payer B, the secondary
payer/subscriber, and places it in the appropriate fields in the Subscriber Loop ID-2000B.
Then Payer A sends the claim to Payer B. All COB information from Payer A is placed
in the appropriate Loop ID-2320 and/or Loop 1D-2430.

Step 3. Payer B receives the claim from Payer A and adjudicates the claim. Payer B
sends an 835 to the provider. If there is a tertiary payer, Payer B performs step 2 in
either Model 1 or Model 2.
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1.4.1.1.1 Coordination of Benefits -- Claim Level
The destination payer’s information is located in Loop ID-2010BB. In addition, any
destination payer-specific claim information (for example, referral number) is located in
the 2300 loop. All provider identifiers in the 2310 loops are specific to the destination
payer. Loop ID-2320 occurs once for each payer responsible for the claim, except for
the payer receiving the 837 transaction set (destination payer). Provider identifiers in
the 2330 loops are specific to the corresponding non-destination payer.

Loop ID-2320 contains the following:

« claim level adjustments

» other subscriber demographics
* various amounts

« other payer information

« assignment of benefits indicator
* patient signature indicator

Inside Loop ID-2320, Loop ID-2330 contains the information for the payer and the
subscriber. As the claim moves from payer to payer, the destination payer’s information
in Loop ID-2000B and Loop ID-2010BB must be exchanged with the next payer’s
information from Loop ID-2320/2330.

1.4.1.1.2 Coordination of Benefits -- Service Line Level
Loop ID-2430 is a situational loop that can occur up to 15 times for each service line.
As each payer adjudicates the service lines, occurrences may be added to this loop to
explain how the payer adjudicated the service line.

Loop ID-2430 contains the following:

« |ID of the payer who adjudicated the service line

* amount paid for the service line

» procedure code upon which adjudication of the service line was based. This code may
be different than the submitted procedure code. (This procedure code also can be
used for unbundling or bundling service lines.)

e paid units of service

« service line level adjustments

+ adjudication date

To enable accurate matching of billed service lines with paid service lines, the payer
must return the original billed procedure code(s) and/or modifiers in the SVC06 and
SVCO07 data element of the 835 if they are different from those used to pay the line. In
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addition, if a provider includes a line item control number at the 2400 level (REF01 =
6R), then payers are required to return this in any corresponding 835 regardless of
whether bundling or unbundling has occurred.

1.4.1.2 Crosswalking COB Data Elements

This section provides additional guidance for automation of the COB process. The
purpose of the discussion below is to clarify how multiple payer and related COB data
is structured and interrelated to facilitate an automated COB process. These strategies
apply to both payer and provider submitted COB claims.

For the purposes of this discussion, there are two types of payers in the 837; (1) the
destination payer, the payer receiving the claim and defined in the 2010BB loop, and
(2) any 'other’ payers, those defined in the 2330B loop(s). The destination payer or the
‘other’ payers may be the primary, secondary or another position payer in terms of their
sequence of paying on the claim. The payment position is not particularly important in
discussing how to manage COB data elements in the 837. For this discussion, it is only
important to distinguish between the destination payer and any other payer contained
in the claim. In a COB situation each payer in the claim takes a turn at being the
destination payer. As the destination payer changes, payer information must change
position along with the payer to stay associated with that payer. The same is true of all
the 'other’ payers, who will each, in turn, become the destination payer as the claim is
forwarded to them. It is the purpose of the example detailed below to demonstrate exactly
how payer specific information stays associated with the correct payer as the destination
payer rotates through the various COB payers.

Business Model:

The destination payer is defined as the payer that is described in the 2010BB loop. All
of the information contained in the 2300 and 2310 loops is specific to the destination
payer. Information specific to other payers is contained in the 2320, 2330, and 2430
loops. Referral, predetermination, and prior authorization numbers in the 2400 loop; and
provider numbers in the 2420 loop are associated with either the destination or a
non-destination payer.

Professional Claim 837 X222
(In this crosswalk, the Subscriber is NOT the Patient, and the Original Claim is
NOT a resubmission)

Primary Subscriber is JOHN DOE who has coverage with ABC INS; Secondary Subscriber
is JANE DOE who has coverage with XYZ INS GROUP; Patient is daughter SALLY
DOE.
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COLOR KEY

D -- Destination Payer Loops and Data - Once the primary payer has adjudicated the claim, whoever submits the claim to the secondary
payer needs to place the information specific to the secondary payer (columns 4 and 5) into the “destination payer” location (column 1)

in the secondary claim.

N -- Other (non-destination) Payer Loops and Data - Once the primary payer has adjudicated the claim, whoever submits the claim to the
secondary payer needs to place the information specific to the primary payer (columns 4 and 5) into the other (non-destination) payer
location (column 1) in the secondary claim.

M -- Medicare COB - This information is entered by Medicare on the secondary (crossover) claim in Payer-to-Payer COB elements (column

4).

P -- Provider Submitted COB Data — This information is entered by the provider into the secondary claim elements (column 4) prior to

forwarding to the next payer.

E -- Prior Payer 835 Data — This information is cross-walked from the 835 Remittance Advice (column 3) to elements in the secondary

claim (column 4).

1
Primary Payer
837 Claim

2
Primary Payer
Claim Example

3
835 ERA

4
Crosswalk
Secondary 837

Claim From Primaryl

5
Secondary Payer
Claim Example

D | 2000B | SBR
Subscriber Information

FOR JOHN DOE

2320 | SBR (except
SBR02)

FOR JANE DOE

D | 2010BA | NM1 | REF JOHN DOE 2330A | NM1 | REF JANE DOE
Subscriber Name JD03398777 JA7654321
Secondary 033987777 765432111
Identification

D | NotUsed? Not Used? Not Used Not Used?
Subscriber Address

D | 2010BB ABC INS 2330B XYZ INS GROUP
Payer Information

D | 2010BB | REF (G2) FOR ABC INS 23301 | REF (2U with FOR XYZ INS GROUP
Billing Provider 12345678 G2) (G2) XYZ3434343
Secondary ID

D | 2010BB | REF (LU) FOR ABC INS 23301 | REF (2U with FOR XYZ INS GROUP
Billing Provider 678 LU) (LU) 455
Location Code

D | 2000C | PATO1 SALLY'S 2320 | SBR02 SALLY'S
Patient Information RELATIONSHIP TO RELATIONSHIP

JOHN - 19 CHILD TO JANE —
19 CHILD

D | 2010CA | NM1 SALLY DOE 2010CA | NM1 SALLY DOE
Patient Name
Information

D | 2300 | CLMO7 FOR JOHN DOE 2320 | OI05 FOR JANE DOE

Accept Assignment
Indicator
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1 2 3 4 5

Primary Payer Primary Payer 835 ERA Crosswalk Secondary Payer

837 Claim Claim Example Secondary 837 Claim Example
Claim From Primaryl

2300 | CLMO8 FOR JOHN DOE 2320 | OI03 FOR JANE DOE

Assignment of

Benefits Indicator

2300 | CLMO09 FOR JOHN DOE 2320 | Ol06 FOR JANE DOE

Release of

Information

2300 | CLM10 FOR JOHN DOE 2320 | Ol04 FOR JANE DOE

Patient’s Signature
Source Code

N/A Not Used 2300 | REF01/02 Set by Medicare in
Medicare (Section Crossover Claims
4081)

Crossover Indicator

2300 | REF (G1) FOR ABC INS 2330B | REF (G1) FOR XYZ INS GROUP
Prior Authorization (G1) ABC456 (G1) XYZ345200
2300 | REF (9F) FOR ABC INS 2330B | REF (9F) FOR XYZ INS GROUP
Referral Number (9F) ABC670000 (9F) XYZ6798777
2310A | REF (G2) FOR ABC INS 2330C | REF (G2) FOR XYZ INS GROUP
Referring Provider (G2) ABC670001 (G2) XYZ6798666
Secondary ID

2310A | REF (LU) FOR ABC INS 2330C | REF (LU) FOR XYZ INS GROUP
Referring Provider (LU) 671 (LU) 986

Secondary ID

2310B | REF (G2) FOR ABC INS 2330D | REF (G2) FOR XYZ INS GROUP
Rendering Provider (G2) ABC670002 (G2) XYZ6798444
Secondary ID

2310B | REF (LU) FOR ABC INS 2330D | REF (LU) FOR XYZ INS GROUP
Rendering Provider (LU) 672 (LU) 984

Secondary ID

2310C | REF (G2) FOR ABC INS 2330E | REF (G2) FOR XYZ INS GROUP
Service Facility (G2) ABC670004 (G2) XYZ6798222
Location Secondary ID

2310C | REF (LVU) FOR ABC INS 2330E | REF (LU) FOR XYZ INS GROUP
Service Facility (LU) 674 (LU) 982

Location Secondary ID

2310D | REF (G2) FOR ABC INS 2330F | REF (G2) FOR XYZ INS GROUP
Supervising Provider ID | (G2) ABC670005 (G2) XYZ6798111
2310D | REF (LU) FOR ABC INS 2330F | REF (LU) FOR XYZ INS GROUP
Supervising Provider ID | (LU) 675 (LU) 981

2320 | SBR
(except SBR02)
Subscriber Information

FOR JANE DOE

2000B | SBR (except
SBRO2)

FOR JOHN DOE
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1 2 3 4 5

Primary Payer Primary Payer 835 ERA Crosswalk Secondary Payer

837 Claim Claim Example Secondary 837 Claim Example

Claim From Primaryl

2320 | SBR02 SALLY’'S 2000C | PATO1 SALLY’'S

Subscriber Relationship | RELATIONSHIP RELATIONSHIP

to Patient TO JANE - 17 TO JOHN - 19
STEPCHILD CHILD

Claim Adjustment Not Used 2100 | CAS 2320 | CAS FROM ABC INS

Group Code

Payer Paid Amount Not Used 2100 | CLPO4 2320 | AMTO01/02 (D) FROM ABC INS

Total Non-Covered Not Used 2100 | AMT (A8) 2320 | AMT01/02 (A8) | FROM ABC INS

Amount

Remaining Patient Not Used 2320 | AMTO1 (EAF) Calculated by

Liability Provider

2320 | DMG FOR JANE DOE Not Used Not Used
Subscriber

Demographic

Information

2320 | OI05 FOR JANE DOE 2300 | CLMO7 FOR JOHN DOE
Accept Assignment

Indicator

2320 | OI03 FOR JANE DOE 2300 | CLM08 FOR JOHN DOE
Assignment of

Benefit Indicator

2320 | Ol06 FOR JANE DOE 2300 | CLM09 FOR JOHN DOE
Release of Information

2320 | Ol04 FOR JANE DOE 2300 | CLM10 FOR JOHN DOE
Patient’s Signature

Source Code

Medicare Outpatient Not Used 2100 | MOA 2320 | MOA FROM ABC INS
Adjudication

Information

2330A | NM1 | REF JANE DOE 2010BA | NM1 | REF JOHN DOE
Subscriber Name JA7654321 JD03398777
Secondary ID 765432111 033987777

2330A | N3/N4
Subscriber Address

FOR JANE DOE

2010BA | N3/N4

FOR JOHN DOE

2330B
Payer Information

FOR XYZ INS GROUP

2010BB

FOR JOHN DOE

2330B | PER
Payer Contact
Information

FOR XYZ INS GROUP

Not Used

FOR ABC INS

Claim Adjudication
Date

Not Used

Table 1 | BPR16

2330B | DTP (573)

FROM ABC INS

10
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1
Primary Payer
837 Claim

2
Primary Payer
Claim Example

3
835 ERA

4
Crosswalk
Secondary 837
Claim From Primaryl

5
Secondary Payer
Claim Example

Payer Claim Control Not Used 2100 | cLpo7® 2330B | REF (F8) FROM ABC INS
Secondary Number XYZCLMO0005
2330B | REF (G1) FOR XYZ INS GROUP 2300 | REF (G1) FOR ABC INS
Prior Authorization XYZ345200 ABC456

2330B | REF (9F) FOR XYZ INS GROUP 2300 | REF (9F) FOR ABC INS
Referral Number XYZ6798777 ABC670000
2330C | REF (G2) FOR XYZ INS GROUP 2310A | REF (G2) FOR ABC INS
Referring Provider (G2) XYZ6798666 (G2) ABC670001
Secondary ID

2330C | REF (LU) FOR XYZ INS GROUP 2310A | REF (LU) FOR ABC INS
Referring Provider (LU) 986 (LU) 671
Secondary ID

2330D | REF (G2) FOR XYZ INS GROUP 2310B | REF (G2) FOR ABC INS
Rendering Provider (G2) XYZ6798444 (G2) ABC670002
Secondary ID

2330D | REF (LU) FOR XYZ INS GROUP 2310B | REF (LU) FOR ABC INS
Rendering Provider (LU) 984 (LU) 672
Secondary ID

2330E | REF (G2) FOR XYZ INS GROUP 2310C | REF (G2) FOR ABC INS
Service Facility (G2) XYZ6798222 (G2) ABC670004
Location

Secondary ID

2330E | REF (LU) FOR XYZ INS GROUP 2310C | REF (LU) FOR ABC INS
Service Facility (LU) 982 (LU) 674
Location

Secondary ID

2330F | REF (G2) FOR XYZ INS GROUP 2310D | REF (G2) FOR ABC INS
Supervising Provider ID | (G2) XYZ6798111 (G2) ABC670005
2330F | REF (LU) FOR XYZ INS GROUP 2310D | REF (LU) FOR ABC INS
Supervising Provider ID | (LU) 981 (LV) 675

2330G | REF (G2) FOR XYZ INS GROUP 2010BB | REF (G2) FOR ABC INS

Billing Provider ID

(G2) XYZ3434343

(G2) 12345678

2330G | REF (LU)
Billing Provider ID

FOR XYZ INS GROUP
(LU) 455

2010BB | REF (LU)

FOR ABC INS
(LU) 678

2400 | REF (G1)
Prior Authorization
Number

FOR ABC INS
(G1) ABC222222

2400 | REF (G1/2U)

FOR XYZ INS GROUP
(G1) XYZ888888

2400 | REF (G1/2V)
Prior Authorization
Number

FOR XYZ INS GROUP
(G1) XYZ888888
(2U) 54698

2400 | REF (G1)

FOR ABC INS
(G1) ABC222222
(2U) 12345
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1
Primary Payer
837 Claim

2
Primary Payer
Claim Example

3
835 ERA

4
Crosswalk
Secondary 837
Claim From Primaryl

5
Secondary Payer
Claim Example

2400 | REF (9F) FOR ABC INS 2400 | REF (9F/2U) FOR XYZ INS GROUP
Referral Number (9F) ABC111111 (9F) XYZ777777
2400 | REF (9F/2U) FOR XYZ INS GROUP 2400 | REF (9F) FOR ABC INS
Referral Number (9F) XYZ777777 (9F) ABC111111

(2U) 54698 (2U) 12345
2420A | REF (GZ)4 FOR ABC INS 2420A | REF (GZ/ZU)4 FOR XYZ INS GROUP
Rendering Provider (G2) ABC888888 (G2) XYz111111
Secondary ID
2420A | REF (LU)4 FOR ABC INS 2420A | REF (LU/2U)4 FOR XYZ INS GROUP
Rendering Provider (LU) C333 (LU) Z666

Secondary ID

2420A | REF (G2/2U)* | FOR XYZ INS GROUP 2420A | REF (G2)* FOR ABC INS
Rendering Provider (G2) XYZ666666 (G2) ABC333333
Secondary ID (2U)54698 (2U) 12345

2420A | REF (LU/2U)* | FOR XYZ INS GROUP 2420A | REF (LU)* FOR ABC INS
Rendering Provider (LU) Zz666 (LU) C333

Secondary ID (2U) 54698 (2U) 12345

2420B | REF (G2)* FOR ABC INS 2420B | REF (G2/2U)* | FOR XYZ INS GROUP
Purchased Service (G2) ABC444444 (G2) XYZ555555
Secondary ID

2420B | REF (LU)4 FOR ABC INS 2420B | REF (LU/2U)4 FOR XYZ INS GROUP
Purchased Service (LU) C444 (LU) Z555

Secondary ID

2420B | REF (G2/2U)* | FOR XYZ INS GROUP 2420B | REF (G2)* FOR ABC INS
Purchased Service (G2) XYZ555555 (G2) ABC444444
Secondary ID (2U) 54698 (2U) 12345

2420B | REF (LU/2U)* | FOR XYZ INS GROUP 2420B | REF (LU)* FOR ABC INS
Purchased Service (LU) Z555 (LU) C444

Secondary ID (2U) 54698 (2U) 12345

2420C | REF (G2)* FOR ABC INS 2420C | REF (G2/2U)* | FOR XYZ INS GROUP
Service Facility (G2) ABC555555 (G2) XYZ444444
Location Secondary ID

2420C | REF (LU)* FOR ABC INS 2420C | REF (LU/2U)* | FOR XYZ INS GROUP
Service Facility (LU) C555 (LU) z444

Location Secondary ID

2420C | REF (G2/2U)* | FOR XYZ INS GROUP 2420C | REF (G2)* FOR ABC INS
Service Facility (G2) XYZ444444 (G2) ABC555555
Location Secondary ID | (2U) 54698 (2U) 12345
2420C | REF (LU/2U)4 FOR XYZ INS GROUP 2420C | REF (LU)4 FOR ABC INS
Service Facility (LU) Z444 (LU) C555
Location Secondary ID | (2U) 54698 (2U) 12345
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1 2 3 4 5

Primary Payer Primary Payer 835 ERA Crosswalk Secondary Payer

837 Claim Claim Example Secondary 837 Claim Example
Claim From Primaryl

2420D | REF (G2)* FOR ABC INS 2420D | REF (G2/2U)* | FOR XYZ INS GROUP

Supervising Provider (G2) ABC666666 (G2) XYZ333333

Secondary ID

2420D | REF (LU)* FOR ABC INS 2420D | REF (LU/2U)* | FOR XYZ INS GROUP

Supervising Provider (LU) C666 (LU) Z333

Secondary ID

2420D | REF (G2/2U)4 FOR XYZ INS GROUP 2420D | REF (G2)4 FOR ABC INS

Supervising Provider (G2) XYZ333333 (G2) ABC666666

Secondary ID (2U) 54698 (2U) 12345

2420D | REF (LU/2U)4 FOR XYZ INS GROUP 2420D | REF (LU)4 FOR ABC INS

Supervising Provider (LU) Z333 (LU) C666

Secondary ID (2U) 54698 (2U) 12345

2420E | REF (G2)* FOR ABC INS 2420E | REF (G2/2U)* | FOR XYZ INS GROUP

Ordering Provider (G2) ABC777777 (G2) XYZ222222

Secondary ID

2420E | REF (LU)* FOR ABC INS 2420E | REF (LU/2U)" | FOR XYZ INS GROUP

Ordering Provider (LU) c777 (LU) 2222

Secondary ID

2420E | REF (G2/2U)* | FOR XYZ INS GROUP 2420E | REF (G2)* FOR ABC INS

Ordering Provider (G2) XYZ222222 (G2) ABC777777

Secondary ID (2U) 54698 (2U) 12345

2420E | REF (LU/2U)4 FOR XYZ INS GROUP 2420E | REF (LU)4 FOR ABC INS

Ordering Provider (LU) 2222 (L) c777

Secondary ID (2U) 54698 (2U) 12345

2420F | REF (G2)4 FOR ABC INS 2420F | REF (G2/2U)4 FOR XYZ INS GROUP

Referring Provider (G2) ABC888888 (G2) XYyzZ111111

Secondary ID

2420F | REF (LU)* FOR ABC INS 2420F | REF (LU/2U)* | FOR XYZ INS GROUP

Referring Provider (LU) C888 (LU) 2111

Secondary ID

2420F | REF (G2/2U)* | FOR XYZ INS GROUP 2420F | REF (G2)* FOR ABC INS

Referring Provider (G2) XYz111111 (G2) ABC888888

Secondary ID (2U) 54698 (2U) 12345

2420F | REF (LU/2U)* | FOR XYZ INS GROUP 2420F | REF (LU)* FOR ABC INS

Referring Provider (LU) 2111 (LU) C888

Secondary ID (2U) 54698 (2U) 12345

Service Line Not Used 2200 | SVD 2430 | SVD FROM ABC INS

Paid Amount

Claim Adjustment Not Used 2200 | CAS 2430 | CAS FROM ABC INS

Information

Line Adjudication Not Used Table 1 | BPR16 2430 | DTP (573) FROM ABC INS

Date

MAY 2006
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1
Primary Payer
837 Claim

2 3
Primary Payer 835 ERA
Claim Example

4
Crosswalk
Secondary 837
Claim From Primaryl

5
Secondary Payer
Claim Example

P | Remaining Patient
Liability Amount

Not Used

2430 | AMTO1 (EAF)

Calculated by
Provider

1 The secondary claim information shows where the original claim information would be mapped to when
creating the secondary claim. This information must be in the correct order of the implementation guide and
not in the order shown above.

2 The Subscriber Address in the 2010BB Loop is only used when the Patient is the Subscriber.

3 2300REF Original Payer Claim Number
The Original Payer Claim Number is used to submit the Claim Number returned on the 835 whenever a claim
is resubmitted to the same payer. When submitting a secondary claim that was resubmitted to the first payer,
this number is carried in the 2330B REF. It is important to keep a Payer Original Claim Number in the loop
associated with that payer. In the example below, the number returned by the first payer is used in the
destination claim loop when resubmitting to that payer. Then when the secondary claim is created, the first
payer’s Original Claim Number is moved down into the Loop ID-2330B REF for the first payer.

Original Claim

Remittance Advice

Resubmitted Claim

Secondary Claim

2300 REF (F8)

Not Used

2100 | CLPO7

2300 | REF (F8)

Not Used

2330B REF (F8)

Not Used

Not Used

* 2420A-F Provider Secondary Identifiers
The G2 and LU Qualifiers and the Secondary Identifiers in these Loops are for both the Destination Payer

and the Non-Destination Payer. The 2U Qualifier is specific to the Non-Destination Payer. When creating the
secondary claim, the numbers are swapped as follows:

2300 REF (F8)

Original Claim | Secondary Claim
2010BB | NM108/09 | Payer ID 12345 54698
2330B NM108-09 | Payer ID 54698 12345
2420A REF01 Rendering Provider ID FOR Payer G2 G2
2420A REFO02 ABC333333 XYZ666666
2420A REFO01 Rendering Provider Location Code LU LU
2420A REF02 C333 2666
2420A REF01 Rendering Provider Secondary ID G2 G2
2420A REF02 (For Non-destination Payer identified below) | XYZ666666 ABC333333
2420A REFO3 Not Used
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Original Claim | Secondary Claim

2420A REF04-1 Other Payer ID (linked to 2330B Payer) 2U 2U

2420A REF04-2 54698 12345

2420A REFO01 Rendering Provider Location Code LU LU

2420A REF02 (For Non-destination Payer identified below) | Z666 C333

2420A REF03 Not Used

2420A REF04-1 Other Payer ID (linked to 2330B Payer) 2U 2U

2420A REF04-2 54698 12345

Example

In the following example, the first column is a claim as submitted to the primary payer.
The second column is the corresponding claim with the same business data as it would
be submitted to the secondary payer. For the COB claim to the secondary payer, this
example shows information related to the primary payer being placed in the other
(non-destination) payer locations, and it also shows information related to the secondary
payer being placed in the destination payer locations. Segments in red, italicized text

are related to the secondary payer.

HEADER
ST*837*0002*005010X222~
BHT*0019* 00*0123* 20050730* 1023* CH~

HEADER
ST*837*0002* 005010X222~
BHT*0019*00*0123*20050730* 1023* CH~

1000A SUBMITTER
NML* 41*2* GET WELL CLI NI C¥****46* 567890~
PER* | C* MARY* TE* 6155552222~

1000A SUBMITTER
NML* 41*2* GET WELL CLI NI C*****46* 567890~
PER* | C* MARY* TE* 6155552222~

1000B RECEIVER
NML* 40* 2* MY CLEARI NGHOUSE* * * * * 46* 988888888~

1000B RECEIVER
NML* 40* 2* MY’ CLEARI NGHOUSE* * * * * 46* 988888888~

2000A BILLING/PAY-TO PROVIDER HL LOOP
HL* 1% * 20* 1~

2000A BILLING/PAY-TO PROVIDER HL LOOP
HL* 1%*20% 1~

2010AA BILLING PROVIDER

NML* 85* 2* GET WELL CLI NI Cr**** XX* 5876543216~
N3*1234 MAIN ST~

NA* ANYWHERE* TN* 37214~

REF*ElI *111222333~

2010AA BILLING PROVIDER

NML* 85* 2* GET WELL CLI NI Cx**** XX*5876543216~
N3*1234 MAIN ST~

N4* ANYWHERE* TN* 37214~

REF* El *111222333~

2000B SUBSCRIBER HL LOOP
HL* 2% 1* 22* 1~
SBR* P * * * % % % % B~

2000B SUBSCRIBER HL LOOP
HL* 2* 1*22* 1~
SBR-k S********CI —_

MAY 2006
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2010BA SUBSCRIBER
NML* | L* 1* DOE* JOHN* *** M * JD03398777~
REF* SY* 033987777~

2010BA SUBSCRIBER
NML* | L* 1* DOE* JANE* *** M * JA7654321~
REF* SY* 765432111~

2010BB PAYER

NML* PR* 2* ABC | NS***** P| * 12345~
REF* G2* 12345678~

REF* LU* 678~

2010BB PAYER

NML* PR* 2* XYZ | NS GROUP* **** P| * 54698~
REF* G2* XYZ3434343~

REF* LU* 455~

2000C PATIENT HL LOOP
HL* 3*2*23*0~
PAT* 19~

2000C PATIENT HL LOOP
HL* 3*2*23* 0~
PAT* 19~

2010CA PATIENT

2010CA PATIENT

NML* QC* 1* DOE* SALLY~ NML* QC* 1* DOE* SALLY~

N3*234 SOUTH ST~ N3*234 SOUTH ST~

N4* ANYWHERE* TN* 37214~ N4* ANYWHERE* TN* 37214~

DMG* D8* 19930501* F~ DMG* D8* 19930501* F~

2300 CLAIM 2300 CLAIM

CLM 26407789*115***11: B: 1* Y* A* Y* Y* B~ CLMF26407789*115***11: B: 1* Y* A* N* Y* B~
REF* G1* ABCA56~ REF* G1* XYZ345200~

REF* 9F* ABC670000~ REF* 9F* XYZ6798777~

H *BK: 4779* BF: 2724* BF: 2780* BF: 53081~

Hl *BK: 4779* BF: 2724* BF: 2780* BF: 53081~

2310A REFERRING PROVIDER

NML* DN* 1* KI LDARE* RI CHARD* * * * XX* 9999977777~
REF* G2* ABC670001~

REF* LU* 671~

2310A REFERRING PROVIDER

NML* DN* 1* KI LDARE* RI CHARD* * * * XX* 9999977777~
REF* G2* XYZ6798666~

REF* LU* 986~

2310B RENDERING PROVIDER

NML* 82* 1* CASEY* BEN* * * * XX* 9999966666~
REF* G2* ABC670002~

REF*LU* 672~

2310B RENDERING PROVIDER

NML* 82* 1* CASEY* BEN* * * * XX* 9999966666~
REF* G2* XYZ6798444~

REF* LU* 984~

2310C SERVICE FACILITY LOCATION

NML* 77* 2* ANYWHERE CLI NI C***** XX* 9999955555~
N3*2345 STATE ST~

NA* NASHVI LLE* TN* 37212~

REF* G2* ABC670004~

REF* LU* 674~

2310C SERVICE FACILITY LOCATION

NML* 77* 2* ANYWHERE CLI NI Cf**** XX* 9999955555~
N3*2345 STATE ST~

NA* NASHVI LLE* TN* 37212~

REF* G2* XYZ6798222~

REF* LU* 982~

2320 OTHER SUBSCRIBER INFORMATION
SBRE S*19* *** %% (| ~

DVGF D8* 19500501* F~
O * k% ’\rk B* * Y~

2320 OTHER SUBSCRIBER INFORMATION
SBRY P* 19% *** %% B| ~

AMT* D* 65~

DMG* D8* 19481013* M-

0 * k% Y* B* * Y~

2330A OTHER SUBSCRIBER NAME

NML* | L* 1* DOE* JANE* *** M * JA7654321~
N3*234 SOUTH ST~

N4* ANYWHERE* TN* 37214~

REF* SY* 765432111~

2330A OTHER SUBSCRIBER NAME

NML* | L* 1* DOE* JOHN****M * JD03398777~
N3*234 SOUTH ST~

N4A* ANYWHERE* TN* 37214~

REF* SY* 033987777~
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2330B OTHER PAYER
NML* PR* 2* XYZ | NS GROUP***** P| * 54698~

REF* GL* XYZ345200~
REF* OF* XYZ6798777~

2330B OTHER PAYER

NML* PR* 2* ABC | NS***** P| * 12345~
REF* F8* ABCCLMD005~

REF* G1* ABCA56~

REF* 9F* ABC670000~

2330C OTHER PAYER REFERRING PROVIDER
NML* DN* 1~

REF* Q2* XYZ6798666~

REF* LU* 986~

2330C OTHER PAYER REFERRING PROVIDER
NML* DN* 1~

REF* G2* ABC670001~

REF* LU* 671~

2330D OTHER PAYER RENDERING PROVIDER
NML* 82* 1~

REF* Q2* XYZ6798444~

REF* LU* 984~

2330D OTHER PAYER RENDERING PROVIDER
NML* 82* 1~

REF* G2* ABC670002~

REF* LU* 672~

2330E OTHER PAYER SERVICE FACILITY LOCATION
NML* 77* 2~

2330E OTHER PAYER SERVICE FACILITY LOCATION
NML* 77* 2~

REF* G2* XYZ6798222~ REF* G2* ABC670004~

REF* LU* 982~ REF* LU* 674~

2400 SERVICE LINE SERVICE LINE

LX* 1~ LX*1~

SV1*HC: 99213*100* UN* 1***1: 2~ SV1*HC: 99213*100* UN* 1*** 1: 2~
DTP*472* D8* 20050705~ DTP*472* D8* 20050705~

REF* G1* ABC222222~ REF* G1* XYZ888888~

REF* GL* XYZ888888* * 2U: 54698~ REF* G1* ABC222222** 2U: 12345~
REF*9F* ABC111111~ REF* OF* XYZ777777~

REF* OF* XYZ777777**2U. 54698~

REF*9F* ABC111111**2U: 12345~

2420A RENDERING PROVIDER

NML* 82* 1* WELBY* MARCUS* * * * XX* 1545454541~
REF* G2* ABC333333~

REF* LU* C333~

REF* G2* XYZ666666* * 2U: 54698~

REF* LU* Z666* * 2U: 54698~

2420A RENDERING PROVIDER

NML* 82* 1* WEL BY* MARCUS* * * * XX* 1545454541~
REF* G2* XYZ666666~

LU Z666~

REF* G2* ABC333333* * 2U: 12345~

REF* LU* C333** 2U: 12345~

2420F REFERRING PROVIDER

NML* DN* 1* BROANF JOE* * * * XX* 1323232321~
REF* G2* ABC888888~

REF* LU* C888~

REF* G2* XYZ111111**2U: 54698~

REF* LU* Z111* * 2U: 54698~

2420F REFERRING PROVIDER

NML* DN* 1* BROANF J OE* * * * XX* 1323232321~
REF* G2* XYZ111111~

REF* LU*Z111~

REF* G2* ABC88888888* * 2U: 12345~

REF* LU* C888* * 2U: 12345~

2430 LINE ADJUDICATION INFORMATION
SVD*12345*50* HC: 99213** 1~
CAS* PR* 1* 50~

DTP*573* D8* 20050726~

AMI* EAF* 50~
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2400 SERVICE LINE 2400 SERVICE LINE
LX* 2~ LX*2~
SV1*HC: 90782* 15* UN* 1*** 3: 4~ SV1*HC: 90782* 15* UN* 1*** 3: 4~
DTP*472* D8* 20050705~ DTP*472* D8* 20050705~

2430 LINE ADJUDICATION INFORMATION
SVD*12345* 15* HC: 90782** 1~

CAS* PR* 92* 0~

DTP*573* D8* 20050726~
TRANSACTION SET TRAILER TRANSACTION SET TRAILER
SE*78* 0002~ SE*88* 0002~

1.4.1.3 Coordination of Benefits Claims from Paper or Proprietary

Remittance Advices

Claim submitters may at times need or choose to create electronic secondary/tertiary
coordination of benefit (COB) claims to subsequent payers due to regulatory or business
relationships when the prior payer’s remittance was a paper or proprietary remittance
advice. This situation may occur when the prior payer(s) is not a regular trading partner
of the claim submitter or the prior payer(s) produces electronic remittances but has not
converted to the standard transaction.

Provider information systems that have the functionality to generate electronic claim
transactions to health plans have the majority of the information necessary to create a
COB claim. Ideally, payers have adopted usage of the standard codes sets for paper
remittance advices or have provided crosswalks for their paper or non-standard electronic
remittances to accommodate creation of COB claims. However, this will not always
occur.

When standard codes are not available from a prior payer(s) paper/proprietary remittance
advice(s), the COB claim submitter must translate the proprietary adjustment/denial edit
messages to standard codes.

Generally, a subsequent COB payer(s) determines payment on a combination of “Group
Code” and “Claim Adjustment Reason Code” provided in the CAS segment at either the
claim or service line. The primary considerations of Group Code of subsequent COB
payers are:

Description 837 Standard Value

Patient Responsibility | PR
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Description 837 Standard Value
Contractual Obligation | CO

Payer Initiated PI

Other Adjustments OA

The Claim Adjustment Reason Code is equally important in subsequent payers’
determination of payment responsibility. In most instances paper or proprietary monetary
adjustments may easily be cross-walked to the standard Claim Adjustment Reason

Codes as follows:

Description

837 Standard Value

Patient Responsibility

Deductible Amount 1
Coinsurance Amount 2
Co-payment Amount 3
Blood Deductible 66
Psychiatric Reduction 122
Contractual Obligations

Charges exceed our fee schedule or maximum allowable 42
amount

Charges exceed your contracted / legislated fee arrangement | 45
Non-covered charges 96

Payment adjustments by the prior payer(s) that are not readily defined by the above
cross-walk values may be reported using default Claim Adjustment Reason Code 192
(Non-standard adjustment code from paper remittance advice) or with other codes the
claim submitter determines to be appropriate. Submitters must not use default code 192

when a more specific code is available.

MAY 2006
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1.4.1.4 Coordination of Benefits - Service Line Procedure Code
Bundling and Unbundling

This explanation of bundling and unbundling is applicable to secondary claims that must
contain the results of the primary payer’s processing. It is not applicable to initial claims
sent to the primary payer.

Procedure code bundling or unbundling occurs when a payer’s business policy requires
that the services reported for payment in a claim be either combined or split apart and
represented by a different group of procedure codes. Bundling occurs when two or more
reported procedure codes are paid under only one procedure code. Unbundling occurs
when one submitted procedure code is paid and reported back as two or more procedure
codes.

See the latest version of the 835 Remittance Advice transaction implementation guide
for an explanation on how bundling and unbundling are handled in that transaction.

Bundling:

In a COB situation, it may be necessary to show payment on bundled lines. When
showing bundled service lines, the health care claim must report all of the originally
submitted service lines. The first bundled procedure includes the new bundled procedure
code in the SVD (Service Line Adjudication) segment (SVD03). The other procedure or
procedures that are bundled into the same line are reported as originally submitted with
the following:

* An SVD segment with zero payment (SVDO02),

A pointer to the new bundled procedure code (SVDO06, data element 554 (Assigned
Number) is the bundled service line number that refers to the LX assigned number of
the service line into which this service line was bundled),

» A CAS segment with a claim adjustment reason code of 97 (payment is included in
the allowance for the basic service), and

» An adjustment amount equal to the submitted charge.

» The Adjustment Group in the CASO1 will be either CO (Contractual Obligation) or PI
(Payer Initiated), depending upon the provider/payer relationship.

Bundling with COB Example

The following example shows how to report bundled lines on a subsequent COB claim.
Dr. Smith submits procedure code A and B for $100.00 each to his PPO as primary
coverage. Each procedure was performed on the same date of service. The original 837
submitted by Dr. Smith contains this information. Only segments specific to bundling are
included in the example.

20
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Original 837
LX* 1~ (Loop 2400)
1 = Service line 1

SV1*HC: A* 100* UN* 1*** 1~
HC = HCPCS qualifier

A =HCPCS code

100 = Submitted charge

UN = Units code

1 = Units billed

1 = Diagnosis code pointer

LX* 2~ (Loop 2400)
2 = Service line 2

SV1*HC. B* 100* UN* 1*** 1~
HC =HCPCS qualifier

B =HCPCS code

100 = Submitted charge

UN = Units code

1 = Units billed

1 = Diagnosis code pointer

The PPO'’s adjudication system screens the submitted procedures and notes that
procedure C covers the services rendered by Dr. Smith on that single date of service.
The PPO’s maximum allowed amount for procedure C is $120.00. The patient’s
co-insurance amount for procedure C is $20.00. The patient has not met the $50.00
deductible. The PPQO's total payment on this claim was $50.00. The following example
includes only segments specific to bundling. The key number to automate tracking of
bundled lines is the service line number assigned to each service line in LX01.

COB 837

Claim Level

CAS* PR* 1* 50~ (Loop 1D-2320)

PR = Patient's Responsibility

1 = Adjustment reason - Deductible amount
50 = Amount of adjustment

AMI* D* 50~
D = Payer amount paid qualifier

MAY 2006
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50 = Amount paid on this claim by this payer

Service Line Level
LX* 1~ (Loop ID-2400)
1 = Service line 1

SV1* HC: A* 100* UN* 1** * 1~ (Loop ID-2400)
HC = HCPCS qualifier

A =HCPCS code

100 = Submitted charge

UN = Units code

1 = Units billed

1 = Diagnosis code pointer

SVD* PAYER | D* 100* HC: C** 1~ (Loop ID-2430)
Payer 1D

= ID of the payer who adjudicated this service line
100 = Payer amount approved for payment for the line
HC = HCPCS qualifier
C =HCPCS code for bundled procedure

1 = Service Units

CAS* PR* 2* 20~

PR = Patient Responsibility

2 = Adjustment reason -- Co-insurance amount

20 = Amount of adjustment

LX* 2~ (Loop 2400)
2 = Service line 2

SV1*HC. B*100* UN* 1*** 1~
HC = HCPCS qualifier

B =HCPCS code

100 = Submitted charge

UN = Units code

1 = Units billed

1 = Diagnosis code pointer

SVD* PAYER | D* 0* HC: C** 1* 1~ (Loop ID-2430)
Payer |ID
= ID of the payer who adjudicated this service line
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0 = Payer amount paid
HC = HCPCS qualifier
C =HCPCS code for bundled procedure

1 = Service Units
1 = Service line number into which this service line was bundled
CAS* COF97* 100~

CO = Contractual obligations qualifier

97 = Adjustment reason - Payment is included in the allowance for the basic
service/procedure

100 = Amount of adjustment

Bundling with COB -— More Than 2 Payers Example
Bundling with more than two payers in a COB situation where there is both bundling and
line level adjustments. The COB related loops would appear as follows:

Claim Level 2320 and 2330 Loops
2320 Loop (for payer A)
SBR* identifies the other subscriber for payer A identified in 2330B

2330A Loop
NM1* identifies other subscriber for payer A

2330B Loop
NM1* identifies payer A

2320 Loop (for payer B)
SBR* identifies the other subscriber for payer B identified in 2330B loop

2330A Loop
NM1* identifies other subscriber for payer B

2330B Loop
NM1* identifies payer B

2320 Loop (for payer C)
SBR* identifies the other subscriber for payer C identified in 2330B loop

2330A Loop
NM1* identifies other subscriber for payer C

MAY 2006
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2330B Loop
NM1* identifies payer C

Repeat as necessary up to a maximum of ten times. Any one claim can carry up to a
total of 11 payers (ten carried in Loop ID-2320, and one carried in Loop ID-2010BB).
Once all the claim level payers have been identified, use the 2400 loop once for each
original billed service line. Use 2430 loops to show line level adjustment by each payer.

Service Line

2400 Loop
LX* 1~
SV1* original data from provider for line 1

2430 Loop (for payer A)

SVD*A* their data for this line (the procedure code A paid on)
CAS* payer A’s data for this line (repeat CAS as necessary)
DTP* payer A’s adjudication date for this line

2430 Loop (for payer B)

SVD*B* their data for this line (the procedure code B paid on)
CAS* payer B’s data for this line (repeat CAS as necessary)
DTP* payer B’s adjudication date for this line

2430 Loop (for payer C, only used if 837 is being sent to payer D)
SVD*C* their data for this line (the procedure code C paid on)
CAS* payer C's data for this line (repeat CAS as necessary)
DTP* payer C’s adjudication date for this line

2400 Loop
LX* 2~
SV1* original data from provider for line 2

2430 Loop (for payer A)

SVD*A* their data for this line (the procedure code A paid on)
CAS* payer A’s data for this line (repeat CAS as necessary)
DTP* payer A’s adjudication date for this line

2430 Loop (for payer B)
SVD*B* their data for this line (the procedure code B paid on)
CAS* payer B’s data for this line (repeat CAS as necessary)
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DTP* payer B’s adjudication date for this line

2430 Loop (for payer C, only used if 837 is being sent to payer D)
SVD*C* their data for this line (the procedure code C paid on)
CAS* payer C's data for this line (repeat CAS as necessary)
DTP* payer C's adjudication date for this line

etc.

Unbundling with COB

When unbundling, the original service line detail will be followed by one or more
occurrences of the Line Adjudication Information (Loop 1D-2430) loop. This loop is
repeated once for each unbundled procedure code.

Unbundling Example

The same provider submits a claim for one service line. The billed service procedure
code is A, with a submitted charge of $200.00. The payer unbundled this into two services
-- B and C -- each with an allowed amount of $60.00. There is no deductible or
co-insurance amount. Only segments specific to unbundling are included in the following
example.

LX* 1~ (Loop-2400)
1 = Service line 1

SV1*HC: A*200* UN* 1*** 1~
HC =HCPCS qualifier

A =HCPCS code

200 = Submitted charge

UN = Units code

1 = Units billed

1 = Diagnosis code pointer

SVD* PAYER | D* 60* HC: B* * 1~ (Loop ID-2430)
Payer 1D
= ID of the payer who adjudicated this service line
60 = Payer amount paid
HC = HCPCS qualifier
B = Unbundled HCPCS code
1 = Service Units
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CAS* CO* 45* 35~

CO = Contractual obligations qualifier

45 = Adjustment reason -- Charges exceed your contracted/legislated fee arrangement
35 = Amount of adjustment

SVD* PAYER | D*60* HC. C** 1~
Payer 1D
= ID of the payer who adjudicated this service line
60 = Payer amount paid
HC = HCPCS qualifier
C  =Unbundled HCPCS code
1 = Service Units

CAS* CO* 45* 45~

CO = Contractual obligations qualifier

45 = Adjustment reason -- Charges exceed your contracted/legislated fee arrangement
45 = Amount of adjustment

1.4.1.5 Coordination of Benefits - Medicaid Subrogation

Federal law requires Medicaid agencies to pursue recovery of medical expenditures
made on behalf of Medicaid recipients when third party liability is determined to exist.
Since Medicaid recipients are required to assign any rights of third party liability to the
Medicaid agency, this Implementation Guide provides the ability for willing trading partners
to allow direct billing by a Medicaid agency to other health plans. These pay-to-plan
claims are identified by the inclusion of Loop ID-2010AC Pay-to Plan Name Loop.
Medicaid subrogation claims include the Medicaid agency’s own payer claim control
number in Loop ID-2300 data element CLMO1 rather than the provider’s patient control
number. The Medicaid paid amount, indicated in Loop ID-2320 data element AMTOL1,
represents the maximum amount of liability the Medicaid agency is requesting to recover
by submitting the claim.

The Medicaid agency is identified in Loop ID-2330B (Other Payer Name). Loop ID-2320
and Loop 1D-2430 include all required segments to indicate the Medicaid agency’s
adjudication of the original claim submitted to that agency. Receiving payers are to direct
information requests about the claim to the Medicaid agency rather than to the original
service provider.

At the time of publication, Medicaid subrogation is not a HIPAA mandated business
usage of the ASC X12 837 Health Care Claim, but willing trading partners may use this
Implementation Guide for that purpose.
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1.4.2 Property and Casualty

To ensure timely processing, specific information needs to be included when submitting
bills to Property and Casualty payers (for example, Automobile, Homeowner’s, or Workers’
Compensation insurers and related entities). Section 3.2 of this Implementation Guide
explains these requirements and presents a number of examples.

1.4.3 Data Overview

The data overview introduces the 837 transaction set structure and describes the
positioning of business data within the structure. For a review of ASC X12 nomenclature,
segments, data elements, hierarchical levels, and looping structure, see Appendix B,
Nomenclature, and Appendix C, EDI Control Directory.

1.4.3.1 Loop Labeling, Sequence, and Use

The 837 transaction uses two naming conventions for loops. Loops are labeled with a
descriptive name as well as with a shorthand label. Loop ID-2000A BILLING PROVIDER
contains information about the billing provider, pay-to address and pay-to plan. The
descriptive name -- BILLING PROVIDER -- informs the user of the overall focus of the
loop. The Loop ID is a short-hand name, for example 2000A, that gives, at a glance, the
position of the loop within the overall transaction. Loop ID-2010AA BILLING PROVIDER
NAME, Loop ID-2010AB PAY-TO ADDRESS NAME, and Loop ID-2010AC PAY-TO
PLAN NAME are subloops of Loop ID-2000A. When a loop is used more than once, a
letter is appended to its numeric portion to allow the user to distinguish the various
iterations of that loop when using the shorthand name of the loop. For example, loop
2000 has three possible iterations: Billing Provider Hierarchical Level (HL), Subscriber
HL and Patient HL. These loops are labeled 2000A, 2000B and 2000C respectively. As
the 2000 level loops define the hierarchical structure, they are required to be used in
the order shown in the implementation guide.

The order of multiple subloops that do not involve hierarchical structure and that do have
the same numeric position within the transaction is less important. Such subloops do
not need to be sent in the same order in which they appear in this implementation guide.
For such subloops in this transaction, the numeric portion of the loop ID does not end
in 00. For example, Loop ID-2010 has two possibilities within Loop ID-2000B (Loop
ID-2010BA Subscriber Name and Loop ID-2010BB Payer Name). Each of these 2010
loops is at the same numeric position in the transaction. Since they do not specify an
HL, it is not necessary to use them in any particular order. However, it is not acceptable
to send subloop 2330 before loop 2310 because these are not equivalent subloops.
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In a similar manner, if a single loop has multiple iterations (repetitions) of a particular
segment, the sequence of those segments within a transaction is not important and is
not required to follow the same order in which they appear in this implementation guide.
For example, there are many DTP segments in the 2300 loop. It is not required that
Initial Treatment Date be sent before Last Seen Date. However, it is required that the
DTP segment in the 2300 loop come after the CLM segment because it is carried in a
different position within the 2300 loop.

1.4.3.2 Data Use by Business Use

The 837 is divided into two tables. Table 1 contains transaction control information and
is described in Section 1.4.3.2.1 - Table 1 -- Transaction Control Information. Table 2
contains the detail information for the transaction’s business function and is described
in Section 1.4.3.2.2 - Table 2 -- Detail Information.

1.4.3.2.1 Table 1 -- Transaction Control Information

Table 1 is named the Header level (see Figure 1.3 - Header Level). Table 1 identifies
the start of a transaction, the specific transaction set, the transaction’s business purpose,
and the submitter/receiver identification numbers.

Figure 1.3 - Header Level

Table 1 - Header

POE.& EEGID  MAME USAGE REFEAT LOOR REFEAT
ooso 5T Transaction Sat Header R 1
0100 BHT  Beginning of Hierarchical Transaction R 1

1.4.3.2.1.1 Transaction Set Header (ST) Segment

The Transaction Set Header (ST) segment identifies the transaction set by using 837
as the data value for the transaction set identifier code data element, STO1. The
transaction set originator assigns the unique transaction set control number ST02.

Because the 837 is multi-functional, it is important for the receiver to know which business
purpose is served. STO3 contains a reference to the specific implementation guide used
to create this 837 transaction. This data element differentiates among the Health Care
Claim: Professional (005010X222), the Health Care Claim: Institutional (005010X223),
the Health Care Claim: Dental (005010X224), and the health Care Service: Data
Reporting (005010X225).
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1.4.3.2.1.2 Beginning of Hierarchical Transaction (BHT) Segment
The BHT segment indicates that the transaction uses a hierarchical data structure. The
data elements within the BHT are used in the following way:

* BHTOL1 - The Hierarchical Structure Code designates the type of business data within
each hierarchical level. The 0019 value used in the claim BHTOL1 specifies the order
of subsequent hierarchical levels to be:

« Information source (Billing Provider)

» Subscriber (can be the patient when the patient is the subscriber or is considered to
be the subscriber)

» Dependent (Patient, when the patient is not considered to be the subscriber)

» BHTO2 - The transaction purpose code indicates “original” by using data value 00 or
“reissue” by using data value 18.

« BHTO3 - originator’s reference number; generated by the business application system
of the entity building the original transaction.

» BHTO4 - date of transaction creation; generated by the business application system
of the entity building the original transaction.

« BHTO5 - time of transaction creation; generated by the business application system
of the entity building the original transaction.

» BHTO6 - designates transaction as Subrogation, fee-for-service, or capitated services.

1.4.3.2.2 Table 2 -- Detail Information
Table 2 uses the hierarchical level structure. Each hierarchical level is comprised of a
series of loops. Numbers identify the loops. The hierarchical level in Loop 1D-2000
identifies the participants and the relationship to other participants. The individual or
entity information is contained in Loop ID-2010.

1.4.3.2.2.1 Hierarchical Level (HL) Segments
Section B.1.1.4.3 in Appendix B contains a general description of HL structures. The
following describes the HL structure within the claim transaction.

The Billing Provider or Subscriber HLs may contain multiple “child” HLs. A child HL
indicates an HL that is nested within (subordinate to) the previous HL. Hierarchical levels
may also have a parent HL. A parent HL is the HL that is one level out in the nesting
structure. An example follows.

Billing provider HL | Parent HL to the Subscriber HL

Subscriber HL Parent HL to the Patient HL; Child HL to the Billing Provider HL
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Patient HL Child HL to the Subscriber HL

For the Subscriber HL, the Billing Provider HL is the parent. The Patient HL is the child.
The Subscriber HL is contained within the Billing Provider HL. The Patient HL is contained
within the Subscriber HL.

1.4.3.2.2.2 Subscriber / Patient Hierarchical Level (HL) Segments

The following information illustrates claim submissions when the patient is the subscriber
and when the patient is not the subscriber.

NOTE

Specific claim detail information can be given in either the subscriber or the dependent
hierarchical level. Because of this, the claim information is said to “float.” Claim information
is positioned in the same hierarchical level that describes its owner-participant, either
the subscriber or the patient. In other words, the claim information is placed at the
subscriber hierarchical level when the patient is the subscriber or considered to be the
subscriber, or it is placed at the patient/dependent hierarchical level when the patient is
the dependent of the subscriber and cannot be uniquely identified on their own.

Claim submission when the patient is the subscriber or is considered to be the
subscriber:
Billing provider (HL0O3=20)
Subscriber (HL03=22)
Claim level information
Line level information, as needed

Claim/encounter submission when the patient is not the subscriber:
Billing provider (HL0O3=20)
Subscriber (HL03=22)
Patient (HL03=23)
Claim level information
Line level information, as needed

1.4.3.2.2.3 Hierarchical Level (HL) Structural Example

If the billing provider is submitting claims for more than one subscriber, each of whom
may or may not have dependents, the HL structure between the transaction set header
and trailer (ST-SE) could look like the following:

BILLING PROVIDER
SUBSCRIBER #1 (Patient #1)
Claim level information
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Line level information, as needed
SUBSCRIBER #2
PATIENT #P2.1 (for example, subscriber #2 spouse)
Claim level information
Line level information, as needed
PATIENT #P2.2 (for example, subscriber #2 first child)
Claim level information
Line level information, as needed
PATIENT #P2.3 (for example, subscriber #2 second child)
Claim level information
Line level information, as needed
SUBSCRIBER #3 (Patient #3)
Claim level information
Line level information, as needed
SUBSCRIBER #4 (Patient #4)
Claim level information
Line level information, as needed
SUBSCRIBER #4 (repeated)
PATIENT #P4.1 (for example, #4 subscriber’s first child)
Claim level information
Line level information, as needed

Based on the previous example, the HL structure will be as follows:

HL* 1** 20* 1~ (BILLING PROVIDER)

1 = HL sequence number
** (bl ank)
= there is no parent HL (characteristic of the billing provider HL)
20 =information source
1 = there is at least one child HL to this HL

HL* 2* 1* 22* 0~ (SUBSCRIBER #1)

2 = HL sequence number

1 = parent HL

22 = subscriber

0 = no subordinate HLs to this HL (there is no child HL to this HL - claim level data
follows)

HL* 3* 1* 22* 1~ (SUBSCRIBER #2)
3 = HL sequence number
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1 = parent HL
22 = subscriber
1 = there is at least one child HL to this HL

HL* 4* 3* 23* 0~ (PATIENT #P2.1)

4 = HL sequence number

3 = parent HL

23 =dependent

0  =no subordinate HLs in this HL (there is no child HL to this HL - data follows)

HL* 5* 3* 23* 0~ (PATIENT #P2.2)

5 = HL sequence number

3 = parent HL

23 =dependent

0 = no subordinate HLs in this HL (there is no child HL to this HL - claim level data
follows)

HL* 6* 3* 23* 0~ (PATIENT #P2.3)

6 = HL sequence number

3 = parent HL

23 =dependent

0 = no subordinate HLs in this HL (there is no child HL to this HL - claim level data
follows)

HL* 7*1* 22* 0~ (SUBSCRIBER AND PATIENT #3)

7 = HL sequence number

1 = parent HL

22 = subscriber

0 = no subordinate HLs in this HL (there is no child HL to this HL - claim level data
follows)

HL* 8*1* 22* 0~ (SUBSCRIBER AND PATIENT #4)

8 = HL sequence number
1 = parent HL

22 = subscriber

0 = no subordinate HLs

HL* 9* 1* 22* 1~ (SUBSCRIBER #4)
9 = HL sequence number
1 = parent HL
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22 = subscriber
1 = there is at least one child HL to this HL

HL* 10* 9* 23* 0~ (PATIENT #P4.1)
10 = HL sequence number

9 = parent HL
23 =dependent
0 = no subordinate HLs

If another billing provider is listed in the same ST-SE functional group, it could be listed
as follows: HL* 100* * 20* 1~. The HL sequence number of 100 indicates that there are
99 previous HL segments and it is the billing provider level HL (HLO3 = 20).

1.4.3.2.2.4 Hierarchical Level (HL) Structural Summary

The following information summarizes coding and structure of the HL segment:

* HL segments are numbered sequentially within a transaction (ST to SE), beginning
with 1. The sequential number is found in HLO1, which is the first data element in the
HL segment. Sequence number must be numeric.

» The second element, HLO2, indicates the sequential number of the parent hierarchical
level. The billing provider/information source is the highest hierarchical level and
therefore has no parent.

» The data value in data element HLO3 describes the hierarchical level entity. For
example, when HLO3 equals 20, the hierarchical level is the billing provider; when
HLO3 equals 23, the hierarchical level is the dependent (patient).

» Data element HLO4 indicates whether or not subordinate hierarchical levels exist. A
value of "1" indicates subsequent hierarchical levels. A value of "0" indicates no
subordinate hierarchical levels exist for this HL.

1.4.3.2.2.5 Claim Structure

After the HL structure is defined and the Subscriber and/or Patient information is listed,
the specific claim information follows:

» Loop ID-2300 contains claim level information.

» Loop ID-2310 identifies various claim specific providers who may have been involved
in the health care services being reported in the transaction.

» Loop ID-2320 identifies claim level adjudication information associated with
non-destination, other payer information for the purpose of coordination of benefits.

» Loop ID-2330 identifies the subscriber, payer, and provider identifiers associated with
the non-destination, other payer.

» Loop ID-2400 is required for all claims and identifies service line information.
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* Loop ID-2410 identifies drug and biologics information.

» Loop ID-2420 identifies any service line providers who are different than claim level
providers.

» Loop ID-2430 identifies any service line adjudication information from another payer.

1.4.3.2.2.6 Provider Taxonomy Code Reporting

1.4.4

Provider Taxonomy Codes describe provider type, classification, and area of specialization
and are maintained by the National Uniform Claims Committee. For use in an 837 claim,
the provider determines the code value from the code set (external Code Source 682)
that most accurately describes the type and specialty classification under which the
provider performed the services reported on the claim. The payer may not dictate the
code value to be reported.

Balancing

In order to ensure internal claim integrity, amounts reported in the 837 MUST balance
at two different levels -- the claim and the service line.

1.4.4.1 Claim Level

There are two different ways the claim information must balance. They are as follows.

1) Claim Charge Amounts
The total claim charge amount reported in Loop ID-2300 CLM02 must balance to the
sum of all service line charge amounts reported in Loop ID-2400 SV102.

2) Claim Payment Amounts

Balancing of claim payment information is done payer by payer. For a given payer, the
sum of all line level payment amounts (Loop ID-2430 SVDO02) less any claim level
adjustment amounts (Loop ID-2320 CAS adjustments) must balance to the claim level
payment amount (Loop ID-2320 AMTO02).

Expressed as a calculation for given payer: {Loop ID-2320 AMTO02 payer payment} =
{sum of Loop ID-2430 SVDO02 payment amounts} minus {sum of Loop ID-2320 CAS
adjustment amounts}.

Line Level Payment Amounts

Line level payment information is reported in Loop 1D-2430 SVDO02. In order to
perform the balancing function, the receiver must know which payer the line payment
belongs to. This is accomplished using the identifier reported in Loop ID-2430
SVDOL1. This identifier must match the identifier of the corresponding payer identifier
reported in Loop ID-2330B NM109.
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Adjustment Calculations

Adjustments are reported in the CAS segments of Loop ID-2320 (claim level) and
Loop ID-2430 (line level). In this context, Adjustment Amounts are the sum of CAS03,
CASO06, CAS09, CAS12, CAS15, and CAS18. Adjustment amounts within the CAS
segment DECREASE the payment amount when the adjustment amount is
POSITIVE, and INCREASE the payment amount when the adjustment amount is
NEGATIVE.

Claim Level Payment Amount

At the claim level, the payer’s total claim payment is reported within the Loop 1D-2320
Coordination of Benefits (COB) Payer Paid Amount AMT segment with a D qualifier
in AMTOL. The associated payer is defined within the Loop 1D-2330B child loop.

Example:

Claim Charge - 100.00
Claim Payment - 80.00
Claim Adjustment - 5.00

Line 1 Charge - 80.00
Line 1 Payment - 70.00
Line 1 Adjustment - 10.00

Line 2 Charge - 20.00
Line 2 Payment - 15.00
Line 2 Adjustment - 5.00

Claim Payment = (Line 1 Payment + Line 2 Payment) — Claim Adjustment

80.00 = (70.00 + 15.00) - 5.00

1.4.4.2 Service Line

Line Adjudication Information (Loop 1D-2430) is reported when the payer identified in
Loop ID-2330B has adjudicated the claim and service line payments and/or adjustments
have been applied.

Line level balancing occurs independently for each individual Line Adjudication Information
loop. In order to balance, the sum of the line level adjustment amounts and line level
payments in each Line Adjudication Information loop must balance to the provider’s
charge for that line (Loop ID-2400 SV102). The Line Adjudication Information loop can
repeat up to 25 times for each line item.
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The calculation for each 2430 loop is as follows: {sum of Loop ID-2430 CAS Service
Line Adjustments} plus {Loop ID-2430 SVDO02 Service Line Paid Amount} = {Loop ID-2400
SV102 Line Iltem Charge Amount}

Example:

Line 1 Charge - 80.00
Line 1 Payment - 70.00
Line 1 Adjustment - 10.00

Line 2 Charge - 20.00
Line 2 Payment - 15.00
Line 2 Adjustment - 5.00

(Line 1 Adjustments) + (Line 1 Payment) = Line Item 1 Charge
10.00 + 70.00 = 80.00

(Line 2 Adjustments) + (Line 2 Payment) = Line Item 2 Charge
5.00 + 15.00 = 20.00

1.4.5 Allowed/Approved Amount Calculation

During the development cycle of this version, one of the guiding principles was to remove
all amount fields that can be calculated with other information already present in the
claim. This resulted in the elimination of several AMT segments. Included in these, are
the Approved and Allowed Amount segments. The workgroup has found these amounts
vary in definition depending upon perspective. Although rare, there are times the
provider’s determination of what the allowed amount is different from the payers. This
occurs for many various reasons. However, there has never been a way to recognize
when these differences occur. As a result, the authors offer the following guidance as
to how these amounts are calculated.

The Allowed amount as determined by the payer is calculated using the prior payer's
payment information coupled with adjustment information in the CAS segments. The
prior payer payment + the sum total of all patient responsible adjustment amounts = the
Allowed amount. The Patient Responsible adjustments are identified by use of the
Category Code PR in CASO1.

The Allowed amount as determined by the provider is calculated using the prior payer's
payment information coupled with the Remaining Patient Liability AMT segments. The
prior payer payment + the Remaining Patient Liability AMT amount = the Allowed amount.
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1.5 Business Terminology

This section defines terms used in this implementation guide that are not included in the
Data Dictionary Appendix. See the Data Dictionary Appendix for additional terms and
definitions.

Bundling

Bundling occurs when a provider submits two or more reported procedure codes and
the payer believes that the actual services performed and reported must be paid under
only one (possibly different) procedure code.

Claim
For the purposes of this implementation guide, claim is intended to be an all inclusive
term to represent both reimbursable claims and encounter reporting.

Dependent
In the hierarchical loop coding, the dependent code 23 indicates the use of the Patient
Hierarchical loop (Loop ID-2000C).

Destination Payer
The destination payer is the payer who is specified in the Subscriber/Payer loop (Loop
ID-2010BB).

Encounter

Non-reimbursable claim for which the health care encounter information is gathered for
reporting. Also thought of as the reporting of a face-to-face encounter between a patient
and a provider for which no reimbursement will be made. Often seen in pre-paid capitated
financial arrangements in which the provider of services is paid in advance for the patient's
health care needs. In some areas called a capitated or zero pay claim.

Inpatient

The determination of what constitutes an Inpatient Claim is defined by the National
Uniform Billing Committee code set and documentation. See Section 1.12.6 - Inpatient
and Outpatient Designation for more information about Inpatient and Outpatient
designation.

Outpatient

The determination of what constitutes an Outpatient Claim is defined by the National
Uniform Billing Committee code set and documentation. See Section 1.12.6 - Inpatient
and Outpatient Designation for more information about Inpatient and Outpatient
designation.
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Pay-To Plan Claims

Pay-to plan claims are payment requests billed by one health plan directly to other health
plans. These claims were originally submitted to and paid by the first health plan. An
example of a pay-to plan claim is a payment request from a Medicaid agency direct to
another health plan that may have liability for the member and services on the claim
originally paid by the Medicaid agency.

Patient

The term patient is used in this implementation guide when the Patient loop (Loop
ID-2000C) is used. In Loop ID-2000C, the patient is not the same person as the
subscriber, and the patient is a person (for example, spouse, children, others) who is
covered by the subscriber’s insurance plan and does not have a unigue member
identification number. The person receiving services (in clinical terms, the patient) can
be the same person as the subscriber. In that case, all information about that person is
carried in the Subscriber loop (Loop ID-2000B).

See Section 1.4.3.2.2.2 - Subscriber / Patient Hierarchical Level (HL) Segments, and
the notes for the SBR and PAT segments for further details. Every effort has been made
to ensure that the meaning of the word patient is clear in its specific context.

Provider

A provider is either a person or organizational entity who has either provided or
participated in some aspect of the service(s) described in the transaction. Specific types
of providers are identified in this implementation guide (for example billing provider,
referring provider). Beginning with the 5010 version, the Billing Provider must be a health
care or atypical provider (as described in Section 1.10.1 - Providers who are Not Eligible
for Enumeration).

Secondary Payer
The term secondary payer indicates any payer who is not the primary payer. The
secondary payer may be the secondary, tertiary, or even quaternary payer.

Subscriber

The subscriber is the person whose name is listed in the health insurance policy, or who
has a unique member identification number. Other synonymous terms include member
and/or insured. In some cases the subscriber is the person receiving services. See the
definition of patient, and see Section 1.4.3.2.2.2 - Subscriber / Patient Hierarchical Level
(HL) Segments, and the notes for the SBR and PAT segments for further details.
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Transmission Intermediary

A transmission intermediary is any entity that handles the transaction between the
provider (originator of the claim transmission) and the destination payer. The term
intermediary is not used to convey a specific Medicare contractor type.

Unbundling

Unbundling occurs when a provider is billing multiple procedure codes for a group of
procedures that are covered by a single comprehensive code. In other words, the provider
submits one reported procedure code and the payer believes that the actual services
performed and reported must be paid under two or more separate (possibly different)
procedure codes. Unbundling also occurs when the units of service reported on one
service line are broken out to two or more service lines for different reimbursement rates.

1.6 Transaction Acknowledgments

1.6.1

1.6.2

There are several acknowledgment implementation transactions available for use. The
IG developers have noted acknowledgment requirements in this section. Other
recommendations of acknowledgment transactions may be used at the discretion of the
trading partners. A statement that the acknowledgment is not required does not preclude
its use between willing trading partners.

997 Functional Acknowledgment

The 997 informs the submitter that the functional group arrived at the destination. It may
include information about the syntactical quality of the functional group.

The Functional Acknowledgment (997) transaction is not required as a response to
receipt of a batch transaction compliant with this implementation guide.

The Functional Acknowledgment (997) transaction is not required as a response to
receipt of a real-time transaction compliant with this implementation guide.

A 997 Implementation Guide is being developed for use by the insurance industry and
is expected to be available for use with this version of this Implementation Guide.

999 Implementation Acknowledgment

The 999 informs the submitter that the functional group arrived at the destination. It may
include information about the syntactical quality of the functional group and the
implementation guide compliance.
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1.6.3

1.6.4

The Implementation Acknowledgment (999) transaction is not required as a response
to receipt of a batch transaction compliant with this implementation guide.

The Implementation Acknowledgment (999) transaction is not required as a response
to receipt of a real-time transaction compliant with this implementation guide.

A 999 Implementation Guide is being developed for use by the insurance industry and
is expected to be available for use with this version of this Implementation Guide.

824 Application Advice

The 824 informs the submitter of the results of the receiving application system's data
content edits of transaction sets.

The Application Advice (824) transaction is not required as a response to receipt of a
batch transaction compliant with this implementation guide.

The Application Advice (824) transaction is not required as a response to receipt of a
real-time transaction compliant with this implementation guide.

An 824 Implementation Guide is being developed for use by the insurance industry and
is expected to be available for use with this version of this Implementation Guide.

277 Health Care Claim Acknowledgment

The 277 provides an application level acknowledgment of electronic claims. It may
include information about the business validity and acceptability of the claims.

The Health Care Claim Acknowledgment (277) transaction is not required as a response
to receipt of a batch transaction compliant with this implementation guide.

The Health Care Claim Acknowledgment (277) transaction is not required as a response
to receipt of a real-time transaction compliant with this implementation guide.

1.7 Related Transactions

1.7.1

There are one or more transactions related to the transactions described in this
implementation guide.

Health Care Claim Payment/Advice (835)

Information in the Health Care Claim Payment/Advice (835) transaction is generated by
the payer’s adjudication system. However, in a coordination of benefits (COB) situation
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where the provider is sending an 837 to a secondary payer, information from the 835
may be included in the secondary 837. As shown in Section 1.4.1.2 - Crosswalking COB
Data Elements, data from specific segments/elements in the 835 are crosswalked directly
into the subsequent 837.

1.8 Trading Partner Agreements

Trading partner agreements are used to establish and document the relationship between
trading partners. A trading partner agreement must not override the specifications in this
implementation guide if a transmission is reported in GS08 to be a product of this
implementation guide.

1.9 HIPAA Role in Implementation Guides

Administrative Simplification provisions of the Health Insurance Portability and
Accountability Act of 1996 (PL 104-191 - known as HIPAA) direct the Secretary of Health
and Human Services to adopt standards for transactions to enable health information
to be exchanged electronically and to adopt specifications for implementing each
standard.

This implementation guide has been developed for use as an insurance industry
implementation guide. At the time of publication it has not been adopted as a HIPAA
standard. Should the Secretary adopt this implementation guide as a standard, the
Secretary will establish compliance dates for its use by HIPAA covered entities.

1.10 National Provider Identifier Usage within
the HIPAA 837 Transaction

Implementation and use of the National Provider Identifier (NPI) has a direct impact on
the generation of 837 transaction sets. Previous versions contained placeholder codes
and elements in anticipation of the official Rule. With publication of the final rule and
industry input on implementation direction, the authors have identified the following areas
for clarification and direction for use within the implementation guide.

» Providers who are not eligible for enumeration
Implementation migration strategy

» Organization health care provider subpart representation
Subparts and the billing provider
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1.10.1 Providers who are Not Eligible for Enumeration

Atypical providers are service providers that do not meet the definition of health care
provider. Examples include taxi drivers, carpenters, personal care providers, etc. Although,
they are not eligible to receive an NPI, these providers perform services that are
reimbursed by some health plans. As a result, this implementation guide has been
enhanced to accommodate both the NPI (to identify health care providers) and proprietary
identifiers (to identify atypical/non-health care providers).

1.10.2 Implementation Migration Strategy

The ANSI ASC X12N Health Care Claims workgroup (TG2WG2) anticipates that during
the transition period (i.e., the period from May 23, 2005 until the NP1 compliance dates),
the need to use both the NPI and proprietary identifiers to identify health care providers
in the same standard claims transaction will be necessary. The implementation guides
for the 837 transaction set have been modified to meet this need.

1.10.3 Organization Health Care Provider Subpart
Representation

Historically, there has been no standard representation of organization health care
providers. How the health care provider entity has been identified has varied by trading
partner. The NPI subpart concept provides an organization health care provider the
ability to represent itself in a manner consistent to all trading partners. In the health care
claim, there are three possible locations for organization health care provider entities to
be reported. They are Billing Provider, Rendering Provider, and Service Location.

Billing Provider. In many instances the Billing Provider is an organization; therefore,
the Billing Provider NPI reported would belong to an organization health care
provider. The Billing Provider may be an individual only when the services were
performed by, and will be paid to, an independent, non-incorporated individual.
When an organization health care provider has determined that it has subparts
requiring enumeration, that organization health care provider will report the NP1 of
the subpart as the Billing Provider. The subpart reported as the Billing Provider
MUST always represent the most detailed level of enumeration as determined by
the organization health care provider and MUST be the same identifier sent to any
trading partner.

NOTE
In published versions prior to 5010, the Billing Provider may have been a variety of
entities, including billing services and healthcare clearinghouses. Beginning with
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version 5010, the Billing Provider must be a health care or atypical service provider
(as described in the section entitled Providers who are Not Eligible for Enumeration).

Rendering Provider or Service Location. An organization health care provider's
NPI used to identify the Rendering Provider or the Service Location must be external
to the entity identified as the Billing Provider (for example; reference lab). It is hot
permissible to report an organization health care provider's NPI as the Rendering
Provider or the Service Location if the Rendering Provider or Service Location is a
subpart of the Billing Provider.

1.10.4 Subparts and the 2010 AA - Billing Provider
Name Loop

Beginning on the NPI compliance date(s): When the Billing Provider is an organization
health care provider, the NPI of the organization health care provider or its subpart is
reported in NM109. When an organization health care provider has determined a need
to enumerate subparts, it is required that a subpart’s NPI be reported as the Billing
Provider. The subpart reported as the Billing Provider MUST always represent the most
detailed level of enumeration and MUST be the same identifier sent to any trading
partner. For additional explanation, see Section 1.10.3 - Organization Health Care
Provider Subpart Representation.

The Billing Provider may be an individual only when the health care provider performing
services is an independent, unincorporated entity. In these cases, the Billing Provider
is the individual whose Tax Identification Number (TIN) is used for IRS Form 1099
purposes. That individual's NP1 is reported in NM109, and the individual’s TIN must be
reported in the REF segment of Loop ID-2010AA. The individual’s NPI must be reported
when the individual provider is eligible for an NPI.

Prior to the NPI compliance date, proprietary identifiers necessary for the receiver to
identify the Billing Provider entity are to be reported in the REF segment of Loop
ID-2010BB Payer Name. The TIN of the Billing Provider, used for IRS Form 1099
purposes, must be reported in the REF segment of Loop ID-2010AA Billing Provider.

When the Billing Provider is an atypical provider, the Billing Provider should be the legal
entity. However, willing trading partners may agree upon varying definitions. Proprietary
or legacy identifiers necessary for the trading partner to identify the entity are to be
reported in the REF segment of Loop ID-2010BB Payer Name. The TIN, used for IRS
Form 1099 purposes, must be reported in the REF segment of Loop ID-2010AA Billing
Provider.
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1.11 Coding of Drugs in the 837 Claim

This section provides guidance on the coding of drug claims under HIPAA as
accomplished in the 2400 and 2410 loops. For home infusion therapy care claims that
include the drugs, biologics, and nutrition components of the total home infusion therapy
encounters, refer to the 837 Health Care Claim: Professional implementation guide.

Regarding format, although National Drug Code (NDC) numbers may have different
formats, all may be mapped to the 5-4-2 format used in this implementation guide, for
example 12345-6789-01. NDC numbers are to be reported as an 11 character data
stream with no separators. In other words, the hyphens are to be suppressed. HCPCS
codes are always five characters in length.

1.11.1 Single Drug Billing

An 837 for a single drug will have one 2400 loop with the HCPCS code in SV101-2 and
the associated units in SV104. When required by situational rules, the 2410 loop is sent
with the NDC number in LINO3 and the associated quantity in CTP04. Loop ID-2410
REFO02 contains a prescription number when the drug is provided under prescription.

1.11.2 Compound Drug Billing

An 837 for a multiple ingredient compound will have one 2400 loop for each ingredient
with the HCPCS code in SV101-2, the provider’s charge for that ingredient in SV102,
and the associated units in SV104. When required by situational rules, the 2410 loop is
sent with the NDC number in LINO3 with the associated quantity in CTPO4. Loop ID-2410
REF02 must have the same prescription number, or the same linkage number if provided
without a prescription, for each ingredient of the compound to enable the payer to
differentiate and link the ingredients to a single compound.

1.12 Additional Instructions and
Considerations

1.12.1 Individuals with one Legal Name

In those situations where an individual has only one legal name, report that name in the
last name data element of the NM1 segment, specifically the NM103. The first and middle
name data elements for that NM1 segment are then not used. This guideline is true for
all loops containing an NM1 segment that may identify an individual.
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1.12.2 Rejecting Claims Based on the Inclusion of
Situational Data

This implementation guide contains a number of Situational Rules which state the element
or segment is required when a payer's adjudication is known to be impacted by that
information. These rules must not be construed as allowing the current payer to reject
a claim or transaction if the information is submitted but not used by that payer. The
condition in these situational rules is based on a known impact to any potential payer's
adjudication.

The purpose is to enable proper adjudication for any potential downstream payers as
well as allow affected providers to collect and report information consistently for all trading
partners when desired. As a result, the submitter is not restricted from sending the
information to other payers in addition to the specific payer that has a known adjudication
impact.

1.12.3 Multiple REF Segments with the same Qualifier

A repeat of a REF segment within the same loop is not allowed when the qualifier in the
REFO01 data element is the same. However, there is one important exception to this rule.
Within the 837, there are data elements reported in Loop ID-2400 and the various 2420
loops which are payer specific (for example: Referral Number, Prior Authorization Number,
Provider Identifiers...). When these pieces of information are reported, the composite
data element in REF04 is used to identify the associated payer. In all cases, the reported
data belongs to the destination payer when REF04 is not used. When REF04 is used,
the value reported in the first component (REF04-1) equals 2U. This qualifier indicates
the value reported in the following component (REF04-2) is a payer identifier. This payer
identifier "links" to one of the payer identifiers found in Loop 1D-2330B NM109.

1.12.4 Provider Tax IDs

For purposes of this implementation, the Billing Provider is the provider or provider
organization to which payment is intended to be made. This payment is included in the
provider's 1099 reporting. The Employer Identification Number (EIN) or Social Security
Number (SSN) for the billing provider is only reported in the Billing Provider Tax
Identification REF segment in Loop ID-2010AA Billing Provider. The EIN and SSN
gualifiers are not valid in any provider REF segments other than the 2010AA Billing
Provider loop. Other reference qualifiers must be used in the REF segments in those
loops to provide identifying information, such as "G2" for Provider's Commercial Number.
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1.12.5 Claim and Line Redundant Information

This implementation guide supports the reporting of some information at the claim and
the service levels to enable the reporting of individual line specific information. The line
level usage notes for these pieces of information state “Required when different than
that reported at the claim level. If not required by this implementation guide, do not send.”
This wording results in the potential for misinterpretation resulting in unintended rigidity.
These usage notes, as written with the “do not send” statement, should be applied as
establishing the conditions when a submitter must send, and when a submitter is not
required to send, the line level information. This “do not send” statement does not
establish situations where a receiver is allowed, or is required, to reject a claim. That
would be placing an unnecessary burden on the sender. The appropriate action by a
receiver is to “ignore, but don'’t reject” this redundant claim/line information. If redundant
data segments or elements are reported but are not necessary for the receiver within
their application, the receiver ignores the information that is not needed. The presence
of the unneeded information must not cause the transaction to be rejected.

These usage notes do not permit a receiver to request or require the redundant line level
data. Sending the redundant data is strictly at the submitter’s discretion.

An example of this would be Rendering Provider information that is supported in the
2310 and 2420 loops of the Institutional, Professional, and Dental implementation guides.
The same Rendering Provider information might be reported at both the claim and line
levels. This situation would not alter the payment of that claim nor complicate the
adjudication algorithms. Consequently, rejecting any claims because of the presence of
this redundant data would unnecessarily burden the provider community and further
complicate the claim process.

Other examples exist in the claim implementation guides where the business cases
open up the possibility for redundant data to be reported. For all such situations, the
principle is to “ignore, but don’t reject”.

1.12.6 Inpatient and Outpatient Designation

The determination of what constitutes an Inpatient or Outpatient claim is defined in the
external code set developed by the National Uniform Billing Committee in its Data
Specifications Manual (UB Manual) beginning with UB-04. General guidelines are
contained in the Type of Bill section of the UB Manual. Inpatient and Outpatient claims
are distinguished by Type of Bill and other factors. Certain bill types are designated for
inpatient use while others are designated for outpatient reporting. Exceptions to the
general rules are documented with reference to the specific data elements affected.
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1.12.7 Trading Partner Acknowledgments

The authors of this implementation guide strongly encourage submitters of this transaction
to expect and require standard electronic acknowledgments from receivers. The authors
encourage receivers to expect and require submitters to have an operational capability
to accept and take action on standard electronic acknowledgments.
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2

2.1

Transaction Set

NOTE
See Appendix B, Nomenclature, to review the transaction set structure, including
descriptions of segments, data elements, levels, and loops.

Presentation Examples

The ASC X12 standards are generic. For example, multiple trading communities
use the same PER segment to specify administrative communication contacts.
Each community decides which elements to use and which code values in those
elements are applicable.

This implementation guide uses a format that depicts both the generalized stand-
ard and the insurance industry-specific implementation. In this implementation
guide, IMPLEMENTATION specifies the requirements for this implementation.
X12 STANDARD is included as a reference only.

The transaction set presentation is comprised of two main sections with subsec-
tions within the main sections:

2.3 Transaction Set Listing

There are two sub-sections under this general title. The first sub-section
concerns this implementation of a generic X12 transaction set. The
second sub-section concerns the generic X12 standard itself.

IMPLEMENTATION

This section lists the levels, loops, and segments contained in this
implementation. It also serves as an index to the segment detail.

STANDARD

This section is included as a reference.

2.4 Segment Detail

There are three sub-sections under this general title. This section repeats
once for each segment used in this implementation providing segment
specific detail and X12 standard detail.

SEGMENT DETAIL

This section is included as a reference.

DIAGRAM

This section is included as a reference. It provides a pictorial view
of the standard and shows which elements are used in this
implementation.

ELEMENT DETAIL

This section specifies the implementation details of each data
element.
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These illustrations (Figures 2.1 through 2.5) are examples and are not extracted
from the Section 2 detail in this implementation guide. Annotated illustrations, pre-
sented below in the same order they appear in this implementation guide, de-
scribe the format of the transaction set that follows.
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IMPLEMENTATION

/

Indicates that

this section is

the implemen

tation

8XX Insurance Transaction Set

and not the standard

Table 1 - Header

PAGE# POS.# SEG.ID NAME USAGE REPEAT LOOP REPEAT
53 0100 ST Transapnon Set Hgader Each segment is assigned an R 1 Segment
54 0200 BPR  Financial Informatlon/ industry specific name. Not R 1 . repeats and
60 0400 TRN Reassociation Key used segments do not appear R 1 loop repeats
62 0500 CUR  Non-US Dollars Currency S 1 reflect actual
65 0600 REF  Receiver ID Each loop is assigned an S 1 usage
66 0600 REF  Version Number / industry specific name S 1 \
68 0700 DTM  Production Date S 1

PAYER NAME 1
70 0800 N1 Payer Name R 1
72 1000 N3 Payer Address R=Required — S 1
75 1100 N4 Payer City, State, Zip S=Situational S 1
76 1200 REF  Additional Payer Reference Number S 1
78 1300 PER Payer Contact S 1 ]

PAYEE NAME 1
79 0800 N1 Payee Name R 1
81 1000 N3 Payee Address S 1
82 1100 N4 Payee City, State, Zip S 1
84 1200 REF Payee Additional Reference Number S >1

e

Position Numbers and Segment IDs retain their X12 values

Individual segments and entire loops are repeated

//

Figure 2.1. Transaction Set Key — Implementation

\

the standard

Indicates that
this section is identical
to the ASC X12 standard

See Appendix B.1, ASC
X12 Nomenclature for a
complete description of

STANDARD

8XX Insurance Transaction Set

This Draft Standard for Trial Use contains the format and establishes the data contents of
the Insurance Transaction Set (8XX) within the context of the Electronic Data Interchange

(EDI) environment.

Table 1 - Header

Functional Group ID: XX

POS.# SEG.ID _ NAME REQ.DES. _ MAX USE LOOP REPEAT
0100 ST Transaction Set Header M 1
0200 BPR  Beginning Segment M 1
0300 NTE Note/Special Instruction (0] >1
0400 TRN Trace (0] 1

Figure 2.2. Transaction Set Key — Standard
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SEGMENT DETAIL

ety aesore____. NM1 - PATIENT NAME

X12 Segment Name: Individual or Organizational Name See section

B.1.1.3.8 for

X12 Purpose: To supply the full name of an individual or organizational entity a description
of these
X12 Syntax: 1. P0809 / values

If either NM108 or NM1089 is present, then the other is required.

2. C1110
Industry assigned If NM111 is present, then NM110 is required.

Loop ID and Loop 3. C1203

N . . .
ame If NM112 is present, then NM103 is required.  'ndustry Loop Repeat
Industry Segment | . 2100B — PATIENT NAME Loop Repeat: 1

Repeat
Segment Repeat: 1

Industry

usage — Usage: SITUATIONAL

Situational Rule: Required when the patient is different from the insured. If not required by this

Situational — implementation guide, do not send.
Rule
TR3 Notes: 1. Any necessary identification number must be provided in NM109.

Industr
Notes y TR3 Example: NM10OQCO10Shepardd0SamUAMN 340452114586~

/

Example

Figure 2.3. Segment Key — Implementation

DIAGRAM

Indicates a Element Abbreviated Segment
Required Element Delimiter Elemept Name Terminator
N101 98 N102 93 l N103 66 \NA104 67 N105 706 N106 98 l
Code Qualifier Code Relat-Cede Code
/ M1 ID 22 X1 AN 1/35 X1 ID 12 X1 AN 2/20 Ol ID 22 o] 1[ D 22
Segment ID / \ \ ] |
Requirement  Minimum/ Data Element Indicates a Indicates a Not
Designator Maximum Length  Type Repeat Situational Element Used Element

Figure 2.4. Segment Key — Diagram
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USAGE

ELEMENT DETAIL

REF.
DES.

DATA
ELEMENT NAME

Element Repeat
ATTRIBUTES

REQUIRED

REQUIRED

Industry Usage:
See the following
page for complete
descriptions

definition

Reference Designator

SVCo01

Y,

C003

I

~

COMPOSITE MEDICAL PROCEDURE M1

IDENTIFIER
To identify a medical procedure by its standardized codes and

applicable modifiers

Use the Primary Payer’s adjudicated Medical Procedure Code.

Composite
Number
SVCo1l - 1 235
Industry Note —
CODE

reference
REQUIRED SVCOo1 -
NOT USED SVCOo1l -
NOT USED SVCOo1 -
NOT USED SVCOo1l -
NOT USED SVCOol -
NOT USED SVCOo1 -
REQUIRED SVC02

Data Element

Number
NOT USED SVC03
SITUATIONAL SVC04

Implementation Name
See Appendix E for

~N o 0o~ W

See Appendix A for
external code source

782

782
234

Situational Rule ———

Product/Service ID Qualifier M ID 2/2
Code identifying the type/source of the descriptive number
used in Product/Service ID (234)

IMPLEMENTATION NAME: Product or Service ID Qualifier

The value in SVC01-1 qualifies the values in SVC01-2,
SVCO01-3, SVCO01-4, SVCO01-5, and SVCO01-6.

DEFINITION

Selected Code Values —— AD

HP

American Dental Association Codes
CODE SoURCE 135: American Dental Association
Health Insurance Prospective Payment System

(HIPPS) Skilled Nursing Facility Rate Code
\ coDE source 716: Health Insurance Prospective

Payment System (HIPPS) Rate Code for Skilled
Nursing Facilities

234  Product/Service ID M AN  1/48
Identifying number for a product or service

1339 Procedure Modifier O AN 2/2

1339 Procedure Modifier O AN 2/2

1339 Procedure Modifier O AN 2/2

1339 Procedure Modifier O AN 2/2

352  Description O AN 1/80

Monetary Amount M1 R 1/18

Monetary amount

SEMANTIC: SVCO02 is the submitted service charge.

This value can not be negative.

Monetary Amount 01 R 1/18

Product/Service ID Ol AN 1/48

Identifying number for a product or service

X12 Semantic Note ~————— semMANTIC: SVCO04 is the National Uniform Billing Committee Revenue Code.

SITUATIONAL RULE: Required when an NUBC revenue code was

considered during adjudication in addition to a procedure code
already identified in SVCO1. If not required by this
implementation guide, do not send.

iMmpLEMENTATION NAME: National Uniform Billing Committee Revenue

Code

Figure 2.5. Segment Key — Element Summary
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2.2
2.2.1

Implementation Usage

Industry Usage

Industry Usage describes when loops, segments, and elements are to be sent
when complying with this implementation guide. The three choices for Usage are
required, not used, and situational. To avoid confusion, these are named differ-
ently than the X12 standard Condition Designators (mandatory, optional, and rela-

tional).

Required

Not Used

Situational

This loop/segment/element must always be sent.

Required segments in Situational loops only occur when the loop
is used.

Required elements in Situational segments only occur when the
segment is used.

Required component elements in Situational composite ele-
ments only occur when the composite element is used.

This element must never be sent.

Use of this loop/segment/element varies, depending on data con-
tent and business context as described in the defining rule. The
defining rule is documented in a Situational Rule attached to the
item.

There are two forms of Situational Rules.

The first form is “Required when <explicit condition statement>.
If not required by this implementation guide, may be provided at
the sender’s discretion, but cannot be required by the receiver.”
The data qualified by such a situational rule cannot be required
or requested by the receiver, transmission of this data is solely at
the sender’s discretion.

The alternative form is “Required when <explicit condition state-
ment>. If not required by this implementation guide, do not
send.” The data qualified by such a situational rule cannot be
sent except as described in the explicit condition statement.
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2211

2.2.2

Transaction Compliance Related to Industry Usage

A transmitted transaction complies with an implementation guide when it satisfies
the requirements as defined within the implementation guide. The presence or ab-
sence of an item (loop, segment, or element) complies with the industry usage
specified by this implementation guide according to the following table.

Transaction
Business Complies with
Condition Item Implementation
Industry Usage is is Guide?
Required Sent Yes
N/A
Not Sent No
Not Used Sent No
N/A
Not Sent Yes
Situational (Required when <explicit Sent Yes
condition statement>. If not required by True
this implementation guide, may be Not Sent No
provided at the sender’s discretion, but Not T Sent Yes
i i ot True
cannot be required by the receiver.) Not Sent Yes
Situational (Required when <explicit T Sent Yes
condition statement>. If not required by ue Not Sent No
this implementation guide, do not send.) Sent No
Not True
Not Sent Yes

This table specifies how an entity is to evaluate a transmitted transaction for com-
pliance with industry usage. It is not intended to require or imply that the receiver
must reject non-compliant transactions. The receiver will handle non-compliant
transactions based on its business process and any applicable regulations.

Loops

Loop requirements depend on the context or location of the loop within the trans-
action. See Appendix B for more information on loops.

« Anested loop can be used only when the associated higher level loop is used.

« The usage of a loop is the same as the usage of its beginning segment.

« If a loop’s beginning segment is Required, the loop is Required and must oc-
cur at least once unless it is nested in a loop that is not being used.

« If aloop’s beginning segment is Situational, the loop is Situational.

* Subsequent segments within a loop can be sent only when the beginning seg-
ment is used.

« Required segments in Situational loops occur only when the loop is used.
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2.3
2.3.1

Transaction Set Listing

Implementation

This section lists the levels, loops, and segments contained in this implementa-
tion. It also serves as an index to the segment detail. Refer to section 2.1 Presen-
tation Examples for detailed information on the components of the
Implementation section.
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IMPLEMENTATION

837 Health Care Claim: Professional

Table 1 - Header

PAGE # POS.# SEG.ID NAME USAGE REPEAT LOOP REPEAT
70 0050 ST Transaction Set Header R 1
71 0100 BHT  Beginning of Hierarchical Transaction R 1

LOOP ID - 1000A SUBMITTER NAME 1
74 0200 NM1  Submitter Name R 1
76 0450 PER  Submitter EDI Contact Information R 2

LOOP ID - 1000B RECEIVER NAME 1
79 0200 NM1 Receiver Name R 1

Table 2 - Billing Provider Detall

PAGE # POS.# SEG.ID NAME USAGE REPEAT LOOP REPEAT
LOOP ID - 2000A BILLING PROVIDER >1
HIERARCHICAL LEVEL
81 0010 HL Billing Provider Hierarchical Level R 1
83 0030 PRV  Billing Provider Specialty Information S 1
84 0100 CUR  Foreign Currency Information S 1
LOOP ID - 2010AA BILLING PROVIDER NAME 1
87 0150 NM1  Billing Provider Name R 1
91 0250 N3 Billing Provider Address R 1
92 0300 N4 Billing Provider City, State, ZIP Code R 1
94 0350 REF Billing Provider Tax Identification R 1
96 0350 REF  Billing Provider UPIN/License Information S 2
98 0400 PER  Billing Provider Contact Information S 2
LOOP ID - 2010AB PAY-TO ADDRESS NAME 1
101 0150 NM1 Pay-to Address Name S
103 0250 N3 Pay-to Address - ADDRESS R 1
104 0300 N4 Pay-To Address City, State, ZIP Code R 1
LOOP ID - 2010AC PAY-TO PLAN NAME 1
106 0150 NM1 Pay-To Plan Name S 1
108 0250 N3 Pay-to Plan Address R 1
109 0300 N4 Pay-To Plan City, State, ZIP Code R 1
111 0350 REF  Pay-to Plan Secondary Identification S 1
113 0350 REF  Pay-To Plan Tax Identification Number R 1
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Table 2 - Subscriber Detail

PAGE # POS.# SEG.ID NAME USAGE REPEAT LOOP REPEAT
LOOP ID - 2000B SUBSCRIBER HIERARCHICAL >1
LEVEL
114 0010 HL Subscriber Hierarchical Level R 1
116 0050 SBR  Subscriber Information R 1
119 0070 PAT  Patient Information S 1
LOOP ID - 2010BA SUBSCRIBER NAME 1
121 0150 NM1  Subscriber Name R 1
124 0250 N3 Subscriber Address S 1
125 0300 N4 Subscriber City, State, ZIP Code R 1
127 0320 DMG Subscriber Demographic Information S 1
129 0350 REF Subscriber Secondary Identification S 1
130 0350 REF Property and Casualty Claim Number S 1
131 0400 PER Property and Casualty Subscriber Contact Information S 1
LOOP ID - 2010BB PAYER NAME 1
133 0150 NM1 Payer Name R 1
135 0250 N3 Payer Address S 1
136 0300 N4 Payer City, State, ZIP Code R 1
138 0350 REF  Payer Secondary Identification S 3
140 0350 REF Billing Provider Secondary ldentification S 2
Table 2 - Patient Detall
For purposes of this documentation, the claim detail information is presented only in the dependent level.
Specific claim detail information can be given in either the subscriber or the dependent hierarchical level.
Because of this the claim information is said to “float.” Claim information is positioned in the same hierarchical
level that describes its owner-participant, either the subscriber or the dependent. In other words, the claim
information, loop 2300, is placed following loop 2010BB in the subscriber hierarchical level when the patient is
the subscriber, or it is placed at the patient/dependent hierarchical level when the patient is the dependent of
the subscriber as shown here. When the patient is the subscriber, loops 2000C and 2010CA are not sent. See
1.4.3.2.2.1, HL Segment, for details.
PAGE # POS.# SEG.ID NAME USAGE REPEAT LOOP REPEAT
LOOP ID - 2000C PATIENT HIERARCHICAL LEVEL >1
142 0010 HL Patient Hierarchical Level S 1
144 0070 PAT Patient Information R 1
LOOP ID - 2010CA PATIENT NAME 1
147 0150 NM1 Patient Name R 1
149 0250 N3 Patient Address R 1
150 0300 N4 Patient City, State, ZIP Code R 1
152 0320 DMG Patient Demographic Information R 1
154 0350 REF Property and Casualty Claim Number S 1
155 0400 PER  Property and Casualty Patient Contact Information S 1
LOOP ID - 2300 CLAIM INFORMATION 100
157 1300 CLM  Claim Information R 1
164 1350 DTP Date - Onset of Current lliness or Symptom S 1
165 1350 DTP  Date - Initial Treatment Date S 1
166 1350 DTP Date - Last Seen Date S 1
167 1350 DTP  Date - Acute Manifestation S 1
168 1350 DTP  Date - Accident S 1
169 1350 DTP Date - Last Menstrual Period S 1
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170 1350 DTP Date - Last X-ray Date S 1
171 1350 DTP Date - Hearing and Vision Prescription Date S 1
172 1350 DTP  Date - Disability Dates S 1
174 1350 DTP  Date - Last Worked S 1
175 1350 DTP Date - Authorized Return to Work S 1
176 1350 DTP Date - Admission S 1
177 1350 DTP Date - Discharge S 1
178 1350 DTP Date - Assumed and Relinquished Care Dates S 2
180 1350 DTP Date - Property and Casualty Date of First Contact S 1
181 1350 DTP Date - Repricer Received Date S 1
182 1550 PWK Claim Supplemental Information S 10
186 1600 CN1  Contract Information S 1
188 1750 AMT  Patient Amount Paid S 1
189 1800 REF  Service Authorization Exception Code S 1
191 1800 REF Mandatory Medicare (Section 4081) Crossover Indicator S 1
192 1800 REF Mammography Certification Number S 1
193 1800 REF  Referral Number S 1
194 1800 REF  Prior Authorization S 1
196 1800 REF  Payer Claim Control Number S 1
197 1800 REF  Clinical Laboratory Improvement Amendment (CLIA) S 1
Number
199 1800 REF  Repriced Claim Number S 1
200 1800 REF  Adjusted Repriced Claim Number S 1
201 1800 REF Investigational Device Exemption Number S 1
202 1800 REF Claim Identifier For Transmission Intermediaries S 1
204 1800 REF Medical Record Number S 1
205 1800 REF Demonstration Project Identifier S 1
206 1800 REF Care Plan Oversight S 1
207 1850 K3 File Information S 10
209 1900 NTE  Claim Note S 1
211 1950 CR1  Ambulance Transport Information S 1
214 2000 CR2  Spinal Manipulation Service Information S 1
216 2200 CRC Ambulance Certification S 3
219 2200 CRC Patient Condition Information: Vision S 3
221 2200 CRC Homebound Indicator S 1
223 2200 CRC EPSDT Referral S 1
226 2310 HI Health Care Diagnosis Code R 1
239 2310 HI Anesthesia Related Procedure S 1
242 2310 HI Condition Information S 2
252 2410 HCP  Claim Pricing/Repricing Information S 1
LOOP ID - 2310A REFERRING PROVIDER NAME 2
257 2500 NM1 Referring Provider Name S
260 2710 REF Referring Provider Secondary Identification S 3
LOOP ID - 2310B RENDERING PROVIDER NAME 1
262 2500 NM1 Rendering Provider Name S 1
265 2550 PRV  Rendering Provider Specialty Information S 1
267 2710 REF Rendering Provider Secondary Identification S
LOOP ID - 2310C SERVICE FACILITY LOCATION 1
NAME
269 2500 NM1 Service Facility Location Name S 1
272 2650 N3 Service Facility Location Address R 1
273 2700 N4 Service Facility Location City, State, ZIP Code R 1
275 2710 REF  Service Facility Location Secondary Identification S 3
277 2750 PER  Service Facility Contact Information S 1
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LOOP ID - 2310D SUPERVISING PROVIDER NAME 1
280 2500 NM1  Supervising Provider Name S 1
283 2710 REF  Supervising Provider Secondary ldentification S 4
LOOP ID - 2310E AMBULANCE PICK-UP LOCATION 1
285 2500 NM1  Ambulance Pick-up Location S 1
287 2650 N3 Ambulance Pick-up Location Address R 1
288 2700 N4 Ambulance Pick-up Location City, State, ZIP Code R 1
LOOP ID - 2310F AMBULANCE DROP-OFF LOCATION 1
290 2500 NM1  Ambulance Drop-off Location S 1
292 2650 N3 Ambulance Drop-off Location Address R 1
293 2700 N4 Ambulance Drop-off Location City, State, ZIP Code R 1
LOOP ID - 2320 OTHER SUBSCRIBER INFORMATION 10
295 2900 SBR  Other Subscriber Information S 1
299 2950 CAS Claim Level Adjustments S 5
305 3000 AMT  Coordination of Benefits (COB) Payer Paid Amount S 1
306 3000 AMT  Coordination of Benefits (COB) Total Non-Covered S 1
Amount
307 3000 AMT Remaining Patient Liability S 1
308 3100 Ol Other Insurance Coverage Information R 1
310 3200 MOA Outpatient Adjudication Information S 1
LOOP ID - 2330A OTHER SUBSCRIBER NAME 1
313 3250 NM1  Other Subscriber Name R 1
316 3320 N3 Other Subscriber Address S 1
317 3400 N4 Other Subscriber City, State, ZIP Code R 1
319 3550 REF  Other Subscriber Secondary Identification S 1
LOOP ID - 2330B OTHER PAYER NAME 1
320 3250 NM1  Other Payer Name R 1
322 3320 N3 Other Payer Address S 1
323 3400 N4 Other Payer City, State, ZIP Code R 1
325 3450 DTP Claim Check or Remittance Date S 1
326 3550 REF  Other Payer Secondary Identifier S 2
328 3550 REF Other Payer Prior Authorization Number S 1
329 3550 REF  Other Payer Referral Number S 1
330 3550 REF  Other Payer Claim Adjustment Indicator S 1
331 3550 REF  Other Payer Claim Control Number S 1
LOOP ID - 2330C OTHER PAYER REFERRING 2
PROVIDER
332 3250 NM1  Other Payer Referring Provider S 1
334 3550 REF  Other Payer Referring Provider Secondary Identification R 3
LOOP ID - 2330D OTHER PAYER RENDERING 1
PROVIDER
336 3250 NM1 Other Payer Rendering Provider S 1
338 3550 REF  Other Payer Rendering Provider Secondary Identification R 3
LOOP ID - 2330E OTHER PAYER SERVICE FACILITY 1
LOCATION
340 3250 NM1 Other Payer Service Facility Location S 1
342 3550 REF  Other Payer Service Facility Location Secondary R 3
Identification
LOOP ID - 2330F OTHER PAYER SUPERVISING 1
PROVIDER
343 3250 NM1  Other Payer Supervising Provider S 1
345 3550 REF  Other Payer Supervising Provider Secondary Identification R 3
LOOP ID - 2330G OTHER PAYER BILLING PROVIDER 1
347 3250 NM1  Other Payer Billing Provider S 1
349 3550 REF  Other Payer Billing Provider Secondary Identification R 2
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LOOP ID - 2400 SERVICE LINE NUMBER 50
350 3650 LX Service Line Number R 1
351 3700 SVi1 Professional Service R 1
359 4000 SV5 Durable Medical Equipment Service S 1
362 4200 PWK Line Supplemental Information S 10
366 4200 PWK Durable Medical Equipment Certificate of Medical S 1
Necessity Indicator
368 4250 CR1  Ambulance Transport Information S 1
371 4350 CR3 Durable Medical Equipment Certification S 1
373 4500 CRC  Ambulance Certification S 3
376 4500 CRC Hospice Employee Indicator S 1
378 4500 CRC Condition Indicator/Durable Medical Equipment S 1
380 4550 DTP Date - Service Date R 1
382 4550 DTP  Date - Prescription Date S 1
383 4550 DTP  DATE - Certification Revision/Recertification Date S 1
384 4550 DTP Date - Begin Therapy Date S 1
385 4550 DTP Date - Last Certification Date S 1
386 4550 DTP Date - Last Seen Date S 1
387 4550 DTP Date - Test Date S 2
388 4550 DTP Date - Shipped Date S 1
389 4550 DTP Date - Last X-ray Date S 1
390 4550 DTP  Date - Initial Treatment Date S 1
391 4600 QTY  Ambulance Patient Count S 1
392 4600 QTY  Obstetric Anesthesia Additional Units S 1
393 4620 MEA  Test Result S 5
395 4650 CN1 Contract Information S 1
397 4700 REF Repriced Line Item Reference Number S 1
398 4700 REF  Adjusted Repriced Line Item Reference Number S 1
399 4700 REF Prior Authorization S 5
401 4700 REF Line Item Control Number S 1
403 4700 REF Mammography Certification Number S 1
404 4700 REF  Clinical Laboratory Improvement Amendment (CLIA) S 1
Number
405 4700 REF  Referring Clinical Laboratory Improvement Amendment S 1
(CLIA) Facility Identification
406 4700 REF  Immunization Batch Number S 1
407 4700 REF Referral Number S 5
409 4750 AMT  Sales Tax Amount S 1
410 4750 AMT  Postage Claimed Amount S 1
411 4800 K3 File Information S 10
413 4850 NTE  Line Note S 1
414 4850 NTE  Third Party Organization Notes S 1
415 4880 PS1 Purchased Service Information S 1
416 4920 HCP Line Pricing/Repricing Information S 1
LOOP ID - 2410 DRUG IDENTIFICATION 1
423 4930 LIN Drug Identification S 1
426 4940 CTP Drug Quantity R 1
428 4950 REF Prescription or Compound Drug Association Number S 1
LOOP ID - 2420A RENDERING PROVIDER NAME 1
430 5000 NM1 Rendering Provider Name S 1
433 5050 PRV  Rendering Provider Specialty Information S 1
434 5250 REF Rendering Provider Secondary Identification S 20
LOOP ID - 2420B PURCHASED SERVICE PROVIDER 1
NAME
436 5000 NM1 Purchased Service Provider Name S 1
439 5250 REF  Purchased Service Provider Secondary Identification S 20
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LOOP ID - 2420C SERVICE FACILITY LOCATION 1
NAME
441 5000 NM1  Service Facility Location Name S 1
444 5140 N3 Service Facility Location Address R 1
445 5200 N4 Service Facility Location City, State, ZIP Code R 1
447 5250 REF  Service Facility Location Secondary Identification S 3
LOOP ID - 2420D SUPERVISING PROVIDER NAME 1
449 5000 NM1  Supervising Provider Name S 1
452 5250 REF Supervising Provider Secondary Identification S 20
LOOP ID - 2420E ORDERING PROVIDER NAME 1
454 5000 NM1  Ordering Provider Name S 1
457 5140 N3 Ordering Provider Address S 1
458 5200 N4 Ordering Provider City, State, ZIP Code R 1
460 5250 REF  Ordering Provider Secondary Identification S 20
462 5300 PER  Ordering Provider Contact Information S 1
LOOP ID - 2420F REFERRING PROVIDER NAME 2
465 5000 NM1 Referring Provider Name S 1
468 5250 REF Referring Provider Secondary Identification S 20
LOOP ID - 2420G AMBULANCE PICK-UP LOCATION 1
470 5000 NM1  Ambulance Pick-up Location S 1
472 5140 N3 Ambulance Pick-up Location Address R 1
473 5200 N4 Ambulance Pick-up Location City, State, ZIP Code R 1
LOOP ID - 2420H AMBULANCE DROP-OFF LOCATION 1
475 5000 NM1  Ambulance Drop-off Location S 1
477 5140 N3 Ambulance Drop-off Location Address R 1
478 5200 N4 Ambulance Drop-off Location City, State, ZIP Code R 1
LOOP ID - 2430 LINE ADJUDICATION INFORMATION 15
480 5400 SVD Line Adjudication Information S 1
484 5450 CAS Line Adjustment S 5
490 5500 DTP Line Check or Remittance Date R 1
491 5505 AMT Remaining Patient Liability S 1
LOOP ID - 2440 FORM IDENTIFICATION CODE >1
492 5510 LQ Form Identification Code S 1
494 5520 FRM  Supporting Documentation R 99
496 5550 SE Transaction Set Trailer R 1
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2.3.2 | X12 Standard

This section is included as a reference. The implementation guide reference clari-
fies actual usage. Refer to section 2.1 Presentation Examples for detailed infor-
mation on the components of the X12 Standard section.
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STANDARD

837

Health Care Claim

Functional Group ID: HC

This X12 Transaction Set contains the format and establishes the data contents of the Health
Care Claim Transaction Set (837) for use within the context of an Electronic Data Interchange
(EDI) environment. This transaction set can be used to submit health care claim billing
information, encounter information, or both, from providers of health care services to payers,
either directly or via intermediary billers and claims clearinghouses. It can also be used to
transmit health care claims and billing payment information between payers with different
payment responsibilities where coordination of benefits is required or between payers and
regulatory agencies to monitor the rendering, billing, and/or payment of health care services
within a specific health care/insurance industry segment.

For purposes of this standard, providers of health care products or services may include entities
such as physicians, hospitals and other medical facilities or suppliers, dentists, and pharmacies,
and entities providing medical information to meet regulatory requirements. The payer refers to a
third party entity that pays claims or administers the insurance product or benefit or both. For
example, a payer may be an insurance company, health maintenance organization (HMO),
preferred provider organization (PPO), government agency (Medicare, Medicaid, Civilian Health
and Medical Program of the Uniformed Services (CHAMPUS), etc.) or an entity such as a third
party administrator (TPA) or third party organization (TPO) that may be contracted by one of
those groups. A regulatory agency is an entity responsible, by law or rule, for administering and
monitoring a statutory benefits program or a specific health care/insurance industry segment.

Table 1 - Header
POS.# SEG.ID NAME REQ.DES. MAXUSE LOOP REPEAT
0050 ST Transaction Set Header M 1
0100 BHT  Beginning of Hierarchical Transaction M 1
0150 REF Reference Information (0] 3
LOOP ID - 1000 10
0200 NM1 Individual or Organizational Name (0] 1
0250 N2 Additional Name Information (0] 2
0300 N3 Party Location (0] 2
0350 N4 Geographic Location (0] 1
0400 REF Reference Information (0] 2
0450 PER  Administrative Communications Contact (0] 2
Table 2 - Detalil
POS.# SEG.ID NAME REQ.DES. MAXUSE LOOP REPEAT
LOOP ID - 2000 >1
0010 HL Hierarchical Level M 1
0030 PRV  Provider Information (0] 1
0050 SBR  Subscriber Information (0] 1
0070 PAT Patient Information (0] 1
0090 DTP Date or Time or Period (0] 5
0100 CUR  Currency (0] 1
LOOP ID - 2010 10
0150 NM1 Individual or Organizational Name (0] 1
0200 N2 Additional Name Information (0] 2
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0250 N3 Party Location (0] 2
0300 N4 Geographic Location (0] 1
0320 DMG Demographic Information (0] 1
0350 REF  Reference Information (0] 20
0400 PER  Administrative Communications Contact (0] 2
LOOP ID - 2300 100
1300 CLM  Health Claim (0] 1
1350 DTP  Date or Time or Period (0] 150
1400 CL1 Claim Codes (0] 1
1450 DN1  Orthodontic Information (0] 1
1500 DN2  Tooth Summary (0] 35
1550 PWK  Paperwork (0] 10
1600 CN1  Contract Information (0] 1
1650 DSB  Disability Information (0] 1
1700 UR Peer Review Organization or Utilization Review (0] 1
1750 AMT  Monetary Amount Information (0] 40
1800 REF  Reference Information (0] 30
1850 K3 File Information (0] 10
1900 NTE Note/Special Instruction (0] 20
1950 CR1  Ambulance Certification (0] 1
2000 CR2  Chiropractic Certification (0] 1
2050 CR3 Durable Medical Equipment Certification (0] 1
2100 CR4  Enteral or Parenteral Therapy Certification (0] 3
2150 CR5  Oxygen Therapy Certification (0] 1
2160 CR6 Home Health Care Certification (0] 1
2190 CR8  Pacemaker Certification (0] 9
2200 CRC Conditions Indicator (0] 100
2310 HI Health Care Information Codes (0] 25
2400 QTY  Quantity Information (0] 10
2410 HCP  Health Care Pricing (0] 1
LOOP ID - 2305 6
2420 CR7 Home Health Treatment Plan Certification (0] 1
2430 HSD  Health Care Services Delivery (0] 12
LOOP ID - 2310 9
2500 NM1 Individual or Organizational Name (0] 1
2550 PRV  Provider Information (0] 1
2600 N2 Additional Name Information (0] 2
2650 N3 Party Location (0] 2
2700 N4 Geographic Location (0] 1
2710 REF  Reference Information (0] 20
2750 PER  Administrative Communications Contact (0] 2
LOOP ID - 2320 10
2900 SBR  Subscriber Information (0] 1
2950 CAS Claims Adjustment (0] 99
3000 AMT  Monetary Amount Information (0] 15
3050 DMG Demographic Information (0] 1
3100 Ol Other Health Insurance Information (0] 1
3150 MIA Medicare Inpatient Adjudication (0] 1
3200 MOA Medicare Outpatient Adjudication (0] 1
LOOP ID - 2330 10
3250 NM1 Individual or Organizational Name (0] 1
3300 N2 Additional Name Information (0] 2
3320 N3 Party Location (0] 2
3400 N4 Geographic Location (0] 1
3450 PER  Administrative Communications Contact (0] 2
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3500 DTP  Date or Time or Period (0] 9
3550 REF  Reference Information (0] >1
LOOP ID - 2400 >1
3650 LX Transaction Set Line Number (0] 1
3700 SVi Professional Service (0] 1
3750 SV2 Institutional Service (0] 1
3800 SV3 Dental Service (0] 1
3820 TOO  Tooth Identification (0] 32
3850 Sv4 Drug Service (0] 1
4000 SV5 Durable Medical Equipment Service (0] 1
4050 SV6 Anesthesia Service (0] 1
4100 SV7 Drug Adjudication (0] 1
4150 HI Health Care Information Codes (0] 25
4200 PWK Paperwork (0] 10
4250 CR1 Ambulance Certification (0] 1
4300 CR2  Chiropractic Certification (0] 5
4350 CR3 Durable Medical Equipment Certification (0] 1
4400 CR4  Enteral or Parenteral Therapy Certification (0] 3
4450 CR5  Oxygen Therapy Certification (0] 1
4500 CRC Conditions Indicator (0] 3
4550 DTP Date or Time or Period (0] 15
4600 QTY  Quantity Information (0] 5
4620 MEA  Measurements (0] 20
4650 CN1 Contract Information (0] 1
4700 REF Reference Information (0] 30
4750 AMT  Monetary Amount Information (0] 15
4800 K3 File Information (0] 10
4850 NTE  Note/Special Instruction (0] 10
4880 PS1 Purchase Service (0] 1
4900 IMM Immunization Status (0] >1
4910 HSD  Health Care Services Delivery (0] 1
4920 HCP  Health Care Pricing (0] 1
LOOP ID - 2410 >1
4930 LIN Item Identification (0] 1
4940 CTP Pricing Information (0] 1
4950 REF Reference Information (0] 1
LOOP ID - 2420 10
5000 NM1 Individual or Organizational Name (0] 1
5050 PRV  Provider Information (0] 1
5100 N2 Additional Name Information (0] 2
5140 N3 Party Location (0] 2
5200 N4 Geographic Location (0] 1
5250 REF Reference Information (0] 20
5300 PER  Administrative Communications Contact (0] 2
LOOP ID - 2430 >1
5400 SVD  Service Line Adjudication (0] 1
5450 CAS Claims Adjustment (0] 99
5500 DTP  Date or Time or Period (0] 9
5505 AMT  Monetary Amount Information (0] 20
LOOP ID - 2440 >1
5510 LQ Industry Code Identification (0] 1
5520 FRM  Supporting Documentation M 99
5550 SE Transaction Set Trailer M 1
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NOTES:

1/0200 Loop 1000 contains submitter and receiver information. If any intermediary receivers change or add data in any way, then
they add an occurrence to the loop as a form of identification. The added loop occurrence must be the last occurrence of
the loop.

2/0150 Loop 2010 contains information about entities that apply to all claims in loop 2300. For example, these entities may in-
clude billing provider, pay-to provider, insurer, primary administrator, contract holder, or claimant.

2/1950 The CR1 through CR5 and CRC certification segments appear on both the claim level and the service line level because
certifications can be submitted for all services on a claim or for individual services. Certification information at the claim
level applies to all service lines of the claim, unless overridden by certification information at the service line level.

2/2500 Loop 2310 contains information about the rendering, referring, or attending provider.

2/2900 Loop 2320 contains insurance information about: paying and other Insurance Carriers for that Subscriber, Subscriber of
the Other Insurance Carriers, School or Employer Information for that Subscriber.
2/3250 Segments NM1-N4 contain name and address information of the insurance carriers referenced in loop 2320.

2/3650 Loop 2400 contains Service Line information.

2/4250 The CR1 through CR5 and CRC certification segments appear on both the claim level and the service line level because
certifications can be submitted for all services on a claim or for individual services. Certification information at the claim
level applies to all service lines of the claim, unless overridden by certification information at the service line level.

2/4930 Loop 2410 contains compound drug components, quantities and prices.

2/5000 Loop 2420 contains information about the rendering, referring, or attending provider on a service line level. These seg-
ments override the information in the claim - level segments if the entity identifier codes in each NM1 segment are the
same.

2/5400 SVDO1 identifies the payer which adjudicated the corresponding service line and must match DE 67 in the NM109 posi-
tion 325 for the payer.

2/5510 Loop 2440 provides certificate of medical necessity information for the procedure identified in SV101 in position 2/3700.

2/5520 FRM segment provides question numbers and responses for the questions on the medical necessity information form
identified in LQ position 551.
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2.4 | 837 Segment Detail

005010X222 « 837

This section specifies the segments, data elements, and codes for this implemen-
tation. Refer to section 2.1 Presentation Examples for detailed information on the
components of the Segment Detail section.
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SEGMENT DETAIL

X12 Segment Name:

X12 Purpose:

ST - TRANSACTION SET HEADER

Transaction Set Header

To indicate the start of a transaction set and to assign a control number

Segment Repeat: 1
Usage: REQUIRED
TR3 Example: STO8371987654[1005010X222~
STO1 143 ST02 329 STO3 1705
0 TS ID O TS Control Imple Conv | _
ST Code Number Reference
M1 ID 3/3 M1 AN 4/9 01 AN 1/35

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT
REQUIRED STO1 143
REQUIRED ST02 329
REQUIRED ST03 1705

NAME ATTRIBUTES

M1 ID 3/3

Transaction Set Identifier Code
Code uniquely identifying a Transaction Set

SEMANTIC: The transaction set identifier (STO1) is used by the translation routines
of the interchange partners to select the appropriate transaction set definition
(e.g., 810 selects the Invoice Transaction Set).

CODE DEFINITION

837

Transaction Set Control Number M1 AN 4/9
Identifying control number that must be unique within the transaction set
functional group assigned by the originator for a transaction set

The Transaction Set Control Number in STO2 and SE02 must be
identical. The number must be unique within a specific interchange
(ISA-IEA), but can repeat in other interchanges.

Health Care Claim

Implementation Convention Reference O1l AN 1/35

Reference assigned to identify Implementation Convention

SEMANTIC: The implementation convention reference (ST03) is used by the
translation routines of the interchange partners to select the appropriate
implementation convention to match the transaction set definition. When used,
this implementation convention reference takes precedence over the
implementation reference specified in the GS08.

IMPLEMENTATION NAME: Implementation Guide Version Name

This element must be populated with the guide identifier named in
Section 1.2.

This field contains the same value as GS08. Some translator
products strip off the ISA and GS segments prior to application (ST-
SE) processing. Providing the information from the GSO08 at this
level will ensure that the appropriate application mapping is used at
translation time.
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SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

Segment Repeat:
Usage:

TR3 Notes:

TR3 Example:

TR3 Example:

DIAGRAM

BHT - BEGINNING OF HIERARCHICAL
TRANSACTION

Beginning of Hierarchical Transaction

To define the business hierarchical structure of the transaction set and identify
the business application purpose and reference data, i.e., number, date, and
time

1
REQUIRED

1. The second example denotes the case where the entire transaction
set contains ENCOUNTERS.

BHT00190]000J0123[12004061810932L1CH~

BHTL001901000144445120040213003450RP~

M1 ID

BHTO1 1005 BHT02 353 BHTO3 127 BHTO04 373 BHTO05 337 BHTO06 640
B HT 0 Hierarch TS Purpose 0 Reference 0 Date 0 Time 0 Transaction | _
Struct Code

4/4 M1 ID 272 O1 AN 1/50 O1 DT 88 01 T™M 4/8 o1 ID 22

Ol

Code Ident Type Code

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT  NAME ATTRIBUTES

REQUIRED BHTO1 1005 Hierarchical Structure Code M1 ID 4/4

Code indicating the hierarchical application structure of a transaction set that
utilizes the HL segment to define the structure of the transaction set

CODE DEFINITION
0019 Information Source, Subscriber, Dependent
REQUIRED BHTO02 353 Transaction Set Purpose Code M1 ID 212

Code identifying purpose of transaction set

BHTO2 is intended to convey the electronic transmission status of
the 837 batch contained in this ST-SE envelope. The terms
“original” and “reissue” refer to the electronic transmission status
of the 837 batch, not the billing status.

CODE DEFINITION

00 Original

Original transmissions are transmissions which
have never been sent to the receiver.

18 Reissue

If a transmission was disrupted and the receiver
requests a retransmission, the sender uses
“Reissue” to indicate the transmission has been
previously sent.
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REQUIRED

REQUIRED

REQUIRED

REQUIRED

BHTO3

BHTO4

BHTO05

BHTO6

127

373

337

640

Reference Identification O1l AN 1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier

SEMANTIC: BHTO3 is the number assigned by the originator to identify the
transaction within the originator’s business application system.

IMPLEMENTATION NAME: Originator Application Transaction Identifier
The inventory file number of the transmission assigned by the

submitter’s system. This number operates as a batch control
number.

This field is limited to 30 characters.

Date O1 DT 8/8
Date expressed as CCYYMMDD where CC represents the first two digits of the
calendar year

SEMANTIC: BHTO04 is the date the transaction was created within the business
application system.

IMPLEMENTATION NAME: Transaction Set Creation Date

This is the date that the original submitter created the claim file
from their business application system.

Time 01 ™ 4/8
Time expressed in 24-hour clock time as follows: HHMM, or HHMMSS, or
HHMMSSD, or HHMMSSDD, where H = hours (00-23), M = minutes (00-59), S =
integer seconds (00-59) and DD = decimal seconds; decimal seconds are
expressed as follows: D = tenths (0-9) and DD = hundredths (00-99)

SEMANTIC: BHTO5 is the time the transaction was created within the business
application system.

IMPLEMENTATION NAME: Transaction Set Creation Time

This is the time that the original submitter created the claim file
from their business application system.

Transaction Type Code o1 ID 2/2
Code specifying the type of transaction

IMPLEMENTATION NAME: Claim or Encounter Identifier

CODE DEFINITION

31 Subrogation Demand

The subrogation demand code is only for use by
state Medicaid agencies performing post payment
recovery claiming with willing trading partners.
NOTE: At the time of this writing, Subrogation
Demand is not a HIPAA mandated use of the 837
transaction.

CH Chargeable

Use CH when the transaction contains only fee for
service claims or claims with at least one
chargeable line item. If it is not clear whether a
transaction contains claims or capitated
encounters, or if the transaction contains a mix of
claims and capitated encounters, use CH.
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RP

Reporting

Use RP when the entire ST-SE envelope contains
only capitated encounters.

Use RP when the transaction is being sent to an
entity (usually not a payer or a normal provider
payer transmission intermediary) for purposes other
than adjudication of a claim. Such an entity could
be a state health data agency which is using the 837
for health data reporting purposes.
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SUBMITTER NAME

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Set Notes:

NM1 - SUBMITTER NAME

Individual or Organizational Name
To supply the full name of an individual or organizational entity

1. Loop 1000 contains submitter and receiver information. If any intermediary
receivers change or add data in any way, then they add an occurrence to
the loop as a form of identification. The added loop occurrence must be the
last occurrence of the loop.

X12 Syntax: 1. P0809
If either NM108 or NM109 is present, then the other is required.
2. C1110
If NM111 is present, then NM110 is required.
3. C1203
If NM112 is present, then NM103 is required.
Loop: 1000A — SUBMITTER NAME Loop Repeat: 1
Segment Repeat: 1
Usage: REQUIRED
TR3 Notes: 1. The submitter is the entity responsible for the creation and formatting
of this transaction.
TR3 Example: NM1041[020ABC SUBMITTERIII 4601999999999~
NM101 98 NM102 1065 NM103 1035 NM104 1036 NM105 1037 NM106 1038
0 Entity ID Entity Type Name Last/ Name Name Name
N M 1 Code Qualifier Org Name First Middle Prefix
M1 ID 273 M1 ID 171 X1 AN 1/60 Ol AN 1/35 01l AN 1/25 Ol AN 1/10
NM107 1039 NM108 66 NMZ109 67 NM110 706 NM111 98 NM112 1035
0 Name ID Code ID Entity Entity1D Name-tastf
Suffix Qualifier Code RelatCoede Ceode Org-Name
Ol AN 1/10 X1 ID 1/2 X1 AN 2/80 X1 ID 22 Ol ID 23 Ol AN 1/60
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED NM101 98 Entity Identifier Code M1 ID 2/3
Code identifying an organizational entity, a physical location, property or an
individual
CODE DEFINITION
41 Submitter
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REQUIRED NM102 1065  Entity Type Qualifier M1 ID 11
Code qualifying the type of entity

semANTIC: NM102 qualifies NM103.

CODE DEFINITION
1 Person
2 Non-Person Entity
REQUIRED NM103 1035  Name Last or Organization Name X1 AN  1/60

Individual last name or organizational name
SYNTAX: C1203

IMPLEMENTATION NAME: Submitter Last or Organization Name

SITUATIONAL NM104 1036 Name First 01 AN 135
Individual first name

SITUATIONAL RULE: Required when NM102 = 1 (person) and the person
has a first name. If not required by this implementation guide, do
not send.

IMPLEMENTATION NAME: Submitter First Name

SITUATIONAL NM105 1037  Name Middle 01 AN 1/25
Individual middle name or initial

SITUATIONAL RULE: Required when NM102 = 1 (person) and the middle
name or initial of the person is needed to identify the individual. If
not required by this implementation guide, do not send.

IMPLEMENTATION NAME: Submitter Middle Name or Initial

NOT USED NM106 1038  Name Prefix 01 AN 1/10

NOT USED NM107 1039  Name Suffix 01 AN 1/10

REQUIRED NM108 66 Identification Code Qualifier X1 ID 1/2
Code designating the system/method of code structure used for Identification
Code (67)

SYNTAX: PO809

CODE DEFINITION

46 Electronic Transmitter Identification Number (ETIN)
Established by trading partner agreement

REQUIRED NM109 67 Identification Code X1 AN  2/80
Code identifying a party or other code

SYNTAX: PO809

IMPLEMENTATION NAME: Submitter Identifier

NOT USED NM110 706 Entity Relationship Code X1 ID 2/2
NOT USED NM111 98 Entity Identifier Code o1 ID 2/3
NOT USED NM112 1035  Name Last or Organization Name O1 AN 1/60

MAY 2006 75



005010X222 » 837 » 1000A « PER ASC X12N « INSURANCE SUBCOMMITTEE
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SEGMENT DETAIL

PER - SUBMITTER EDI CONTACT
INFORMATION

X12 Segment Name: Administrative Communications Contact

X12 Purpose: To identify a person or office to whom administrative communications should be
directed

X12 Syntax: 1. P0304
If either PERO3 or PERO04 is present, then the other is required.

2. P0O506
If either PERO5 or PERO6 is present, then the other is required.

3. P0O708
If either PERO7 or PEROS is present, then the other is required.

Loop: 1000A — SUBMITTER NAME
Segment Repeat: 2
Usage: REQUIRED

TR3 Notes: 1. When the communication number represents a telephone number in
the United States and other countries using the North American
Dialing Plan (for voice, data, fax, etc.), the communication number
must always include the area code and phone number using the
format AAABBBCCCC where AAA is the area code, BBB is the
telephone number prefix, and CCCC is the telephone number.
Therefore, the following telephone number (555) 555-1234 would be
represented as 5555551234. Do not submit long distance access
numbers, such as “1”, in the telephone number. Telephone
extensions, when applicable, must be submitted in the next element
immediately following the telephone number. When submitting
telephone extensions, only submit the numeric extension. Do not
include data that indicates an extension, such as “ext” or “x-".

2. The contact information in this segment identifies the person in the
submitter organization who deals with data transmission issues. If
data transmission problems arise, this is the person to contact in the
submitter organization.

3. There are 2 repetitions of the PER segment to allow for six possible
combinations of communication numbers including extensions.

TR3 Example: PERUOICOJOHN SMITHOTED55555512340EX[1123~
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DIAGRAM

PERO1 366 PER02 93 PERO3 365 PER04 364 PEROS 365 PER06 364
0 Contact Name Comm 0 Comm Comm 0 Comm
P E R Funct Code Number Qual Number Number Qual Number
M1 ID 22 01 AN 1/60 X1 ID 212 X1 AN 1/256 X1 ID 272 X1 AN 1/256
PERO7 365 PER0O8 364 PER09 443
0 Comm Comm Contaeting | _
Number Qual Number Reference
X1 ID 212 X1 AN 1/256 01 AN 1/20
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED PERO1 366 Contact Function Code M1 ID 2/2
Code identifying the major duty or responsibility of the person or group named
CODE DEFINITION
IC Information Contact
SITUATIONAL PER02 93 Name 01 AN  1/60
Free-form name
SITUATIONAL RULE: Required when the contact name is different than the
name contained in the Submitter Name (NM1) segment of this loop
AND
it is the first iteration of the Submitter EDI Contact Information
(PER) segment.
If not required by this implementation guide, do not send.
IMPLEMENTATION NAME: Submitter Contact Name
REQUIRED PERO3 365 Communication Number Qualifier X1 ID 2/2
Code identifying the type of communication number
SYNTAX: PO304
CODE DEFINITION
EM Electronic Mail
FX Facsimile
TE Telephone
REQUIRED PER04 364 Communication Number X1 AN  1/256
Complete communications number including country or area code when
applicable
SYNTAX: PO304
SITUATIONAL PERO5 365 Communication Number Qualifier X1 ID 2/2

Code identifying the type of communication number
SYNTAX: PO506

SITUATIONAL RULE: Required when this information is deemed necessary
by the submitter. If not required by this implementation guide, do
not send.

CODE DEFINITION

EM Electronic Mail
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SITUATIONAL PERO6 364

SITUATIONAL PERO7 365

SITUATIONAL PEROS 364

NOT USED PERO9 443

EX Telephone Extension

FX Facsimile

TE Telephone

Communication Number X1 AN 1/256

Complete communications number including country or area code when
applicable

SYNTAX: PO506

SITUATIONAL RULE: Required when this information is deemed necessary
by the submitter. If not required by this implementation guide, do
not send.

Communication Number Qualifier X1 ID 2/2
Code identifying the type of communication number
SYNTAX: PO708

SITUATIONAL RULE: Required when this information is deemed necessary
by the submitter. If not required by this implementation guide, do
not send.

CODE DEFINITION
EM Electronic Mail
EX Telephone Extension
FX Facsimile
TE Telephone
Communication Number X1 AN 1/256

Complete communications number including country or area code when
applicable

SYNTAX: PO708

SITUATIONAL RULE: Required when this information is deemed necessary
by the submitter. If not required by this implementation guide, do
not send.

Contact Inquiry Reference 01 AN 1/20
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RECEIVER NAME

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Set Notes:

NM1 - RECEIVER NAME

Individual or Organizational Name
To supply the full name of an individual or organizational entity

1. Loop 1000 contains submitter and receiver information. If any intermediary
receivers change or add data in any way, then they add an occurrence to
the loop as a form of identification. The added loop occurrence must be the
last occurrence of the loop.

X12 Syntax: 1. P0809
If either NM108 or NM109 is present, then the other is required.
2. Cl110
If NM111 is present, then NM110 is required.
3. C1203
If NM112 is present, then NM103 is required.
Loop: 1000B — RECEIVER NAME Loop Repeat: 1
Segment Repeat: 1
Usage: REQUIRED
TR3 Example: NM104000200XYZ RECEIVERI 4601111222333~
NM101 98 NM102 1065 NM103 1035 NM104 1036 NM105 1037 NM106 1038
0O Entity ID Entity Type Name Last/ Name Name Name
N M 1 Code Qualifier Org Name First Middie Prefix
M1 ID 23 M1 ID 11 X1 AN 1/60 01 AN 1/35 01 AN 1/25 01 AN 1/10
NM107 1039 NM108 66 NM109 67 NM110 706 NM111 98 NM112 1035
0 Name ID Code ID Entity Entity1D Name-tast
Suffix Qualifier Code RelatCede Cede Org-Name
01 AN 1110 X1 ID 12 X1 AN 2/80 X1 ID 272 o1 ID 23 01 AN 1/60

ELEMENT DETAIL

REF.

DATA
ELEMENT

USAGE DES. NAME ATTRIBUTES
REQUIRED NM101 98 Entity Identifier Code M1 ID 2/3
Code identifying an organizational entity, a physical location, property or an
individual
CODE DEFINITION
40 Receiver
REQUIRED NM102 1065  Entity Type Qualifier M1 ID 1/1

Code qualifying the type of entity
SEMANTIC: NM102 qualifies NM103.

CODE DEFINITION

2 Non-Person Entity
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RECEIVER NAME

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

REQUIRED NM103 1035  Name Last or Organization Name X1 AN  1/60

Individual last name or organizational name

SYNTAX: C1203

IMPLEMENTATION NAME: Receiver Name
NOT USED NM104 1036  Name First Ol AN  1/35
NOT USED NM105 1037  Name Middle 01 AN 1/25
NOT USED NM106 1038  Name Prefix 01 AN 1/10
NOT USED NM107 1039  Name Suffix 01 AN 110
REQUIRED NM108 66 Identification Code Qualifier X1 ID 1/2

Code designating the system/method of code structure used for Identification

Code (67)

SYNTAX: PO809

CODE DEFINITION

46 Electronic Transmitter Identification Number (ETIN)
REQUIRED NM109 67 Identification Code X1 AN  2/80

Code identifying a party or other code

SYNTAX: PO809

IMPLEMENTATION NAME: Receiver Primary Identifier
NOT USED NM110 706 Entity Relationship Code X1 ID 2/2
NOT USED NM111 98 Entity Identifier Code 01 ID 2/3
NOT USED NM112 1035  Name Last or Organization Name O1 AN  1/60
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TECHNICAL REPORT » TYPE 3

005010X222 « 837 « 2000A « HL
BILLING PROVIDER HIERARCHICAL LEVEL

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

HL - BILLING PROVIDER HIERARCHICAL
LEVEL

Hierarchical Level

To identify dependencies among and the content of hierarchically related

groups of data segments

X12 Comments:

1. The HL segment is used to identify levels of detail information using a
hierarchical structure, such as relating line-item data to shipment data, and
packaging data to line-item data.

2. The HL segment defines a top-down/left-right ordered structure.

Loop: 2000A — BILLING PROVIDER HIERARCHICAL LEVEL Loop Repeat: >1

Segment Repeat: 1

Usage: REQUIRED

TR3 Example: HLO1D 2001~
HLO1 628 HLO2 734 HLO3 735 HLO4 736
0 Hierarch Hierareh 0 Hierarch 0 Hierarch N

H L ID Number Parentib Level Code Child Code

M1 AN 1/12 01 AN 1/12 M1 ID 12 o1 ID 11

ELEMENT DETAIL

USAGE

REF.
DES.

REQUIRED

NOT USED
REQUIRED

HLO1

HLO2
HLO3

ATTRIBUTES

Hierarchical ID Number M1 AN 1/12
A unigue number assigned by the sender to identify a particular data segment in
a hierarchical structure

DATA
ELEMENT

628

NAME

coMMENT: HLO1 shall contain a unique alphanumeric number for each occurrence
of the HL segment in the transaction set. For example, HLO1 could be used to
indicate the number of occurrences of the HL segment, in which case the value of
HLO1 would be “1" for the initial HL segment and would be incremented by one in
each subsequent HL segment within the transaction.

The first HLO1 within each ST-SE envelope must begin with “17,
and be incremented by one each time an HL is used in the
transaction. Only numeric values are allowed in HLO1.

O1 AN 1/12

Hierarchical Level Code M1 ID 1/2
Code defining the characteristic of a level in a hierarchical structure

734 Hierarchical Parent ID Number

735

coMMENT: HLO3 indicates the context of the series of segments following the
current HL segment up to the next occurrence of an HL segment in the
transaction. For example, HLO3 is used to indicate that subsequent segments in
the HL loop form a logical grouping of data referring to shipment, order, or item-
level information.

CODE DEFINITION

20 Information Source
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REQUIRED HLO4 736 Hierarchical Child Code Ol ID 1/1
Code indicating if there are hierarchical child data segments subordinate to the
level being described

coMMENT: HLO4 indicates whether or not there are subordinate (or child) HL
segments related to the current HL segment.

CODE DEFINITION

1 Additional Subordinate HL Data Segment in This
Hierarchical Structure.
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TECHNICAL REPORT » TYPE 3

005010X222 « 837 « 2000A « PRV
BILLING PROVIDER SPECIALTY INFORMATION

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax:

Segment Repeat:

Situational Rule:

Loop:

Usage:

PRV - BILLING PROVIDER SPECIALTY
INFORMATION

Provider Information
To specify the identifying characteristics of a provider

1. P0O203
If either PRV02 or PRVO03 is present, then the other is required.

2000A — BILLING PROVIDER HIERARCHICAL LEVEL
1
SITUATIONAL

Required when the payer’s adjudication is known to be impacted by the
provider taxonomy code.
If not required by this implementation guide, do not send.

TR3 Example: PRVIOBIOPXC207Q00000X~
PRVO1 1221 PRV02 128 PRVO03 127 PRV04 156 PRVO5 CO035 PRV0O6 1223
0 Provider 0 Reference 0 Reference 0 State-of 0 Provider 0 Previder N
P RV Code Ident Qual Ident Prov-Code Spee—inf: Oorg-Code
M1 ID 153 X1 ID 23 X1 AN 1/50 01 ID 212 01 o1 ID 33
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED PRVO1 1221 Provider Code M1 ID 1/3
Code identifying the type of provider
CODE DEFINITION
Bl Billing
REQUIRED PRV02 128 Reference Identification Qualifier X1 ID 2/3
Code qualifying the Reference Identification
SYNTAX: P0203
CODE DEFINITION
PXC Health Care Provider Taxonomy Code
CODE SOURCE 682: Health Care Provider Taxonomy
REQUIRED PRV03 127 Reference Identification X1 AN  1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier
SYNTAX: P0203
IMPLEMENTATION NAME: Provider Taxonomy Code
NOT USED PRV04 156 State or Province Code 01 ID 22
NOT USED PRV05 C035  PROVIDER SPECIALTY INFORMATION 01
NOT USED PRVO06 1223  Provider Organization Code o1 ID 3/3
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SEGMENT DETAIL

CUR - FOREIGN CURRENCY INFORMATION

X12 Segment Name: Currency

X12 Purpose:
X12 Syntax:

X12 Comments:

Loop:
Segment Repeat:
Usage:

Situational Rule:

To specify the currency (dollars, pounds, francs, etc.) used in a transaction

1. C0807
If CUROS is present, then CURO7 is required.

2. C0907
If CUROQ9 is present, then CUROQ7 is required.

3. L101112
If CUR1O is present, then at least one of CUR11 or CUR12 are required.

4. Cl1110
If CUR11 is present, then CUR10 is required.

5. C1210
If CUR12 is present, then CURL10 is required.

6. L131415
If CUR13 is present, then at least one of CUR14 or CUR15 are required.

7. C1413
If CUR14 is present, then CURL13 is required.

8. C1513
If CUR15 is present, then CUR13 is required.

9. 1161718
If CURL1G6 is present, then at least one of CUR17 or CUR18 are required.

10. C1716
If CURL7 is present, then CURL6 is required.

11. C1816
If CUR18 is present, then CURL16 is required.

12. L192021
If CUR19 is present, then at least one of CUR20 or CUR21 are required.

13. C2019
If CUR20 is present, then CUR19 is required.

14. C2119
If CUR21 is present, then CUR19 is required.

1. See Figures Appendix for examples detailing the use of the CUR segment.
2000A — BILLING PROVIDER HIERARCHICAL LEVEL

1
SITUATIONAL

Required when the amounts represented in this transaction are currencies
other than the United States dollar. If not required by this implementation
guide, do not send.
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TECHNICAL REPORT ¢ TYPE 3

005010X222 « 837 « 2000A » CUR
FOREIGN CURRENCY INFORMATION

TR3 Notes: 1. It is REQUIRED that all amounts reported within the transaction are of
the currency named in this segment. If this segment is not used, then
it is required that all amounts in this transaction be expressed in US

dollars.

TR3 Example: CURO85LCAD~

CURO1 98 CUR02 100 CURO3 280 CURO04 98 CURO5 100 CUR06 669
0 Entity ID Currency Exchange i Curreney 0 Curr-Market
C U R Code Code Rate Cede fExchgCode
M1 D 23 M1 ID 33 01 R 4510 O1 ID 33 01 ID 33
CURO7 374 CUR08 373 CUR09 337 CUR11 373 CUR12 337
O o ad O O B ad O
Qualifier Qualifier
X1 ID 33 O1 DT 88 01 T™M 48 X1 ID 33 X1 DT 88 X1 TM 4/8
CUR13 374 CUR14 373 CUR15 337 CUR16 374 CUR17 373 CUR18 337
O o ad O O B ad O
Qualifier Qualifier
X1 ID 33 X1 DT 88 X1 TM 4/8 X1 ID 33 X1 DT 88 X1 TM 4/8
CUR19 374 CUR20 373 CUR21 337
g| Bateffme || Bate ) Hme |
Quatifier
X1 ID 33 X1 DT 8/8 X1 TM 4/8
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED CURO1 98 Entity Identifier Code M1 ID 2/3
Code identifying an organizational entity, a physical location, property or an
individual
CODE DEFINITION
85 Billing Provider
REQUIRED CURO02 100 Currency Code M1 ID 3/3
Code (Standard ISO) for country in whose currency the charges are specified
CODE SOURCE 5: Countries, Currencies and Funds
The submitter must use the Currency Code, not the Country Code,
for this element. For example the Currency Code CAD = Canadian
dollars would be valid, while CA = Canada would be invalid.
NOT USED CURO03 280 Exchange Rate 01 R 4/10
NOT USED CUR04 98 Entity Identifier Code O1 ID 2/3
NOT USED CURO05 100 Currency Code o1 ID 3/3
NOT USED CURO06 669 Currency Market/Exchange Code o1 ID 33
NOT USED CURO7 374 Date/Time Qualifier X1 ID 3/3
NOT USED CURO08 373 Date O1 DT 88
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NOT USED CUR09 337 Time 01 T™ 4/8
NOT USED CUR10 374 Date/Time Qualifier X1 ID 3/3
NOT USED CUR11 373 Date X1 DT 88
NOT USED CUR12 337 Time X1 T™M  4/8
NOT USED CUR13 374 Date/Time Qualifier X1 ID 3/3
NOT USED CUR14 373 Date X1 DT 8/8
NOT USED CUR15 337 Time X1 ™ 4/8
NOT USED CUR16 374 Date/Time Qualifier X1 ID 3/3
NOT USED CUR17 373 Date X1 DT 88
NOT USED CUR18 337 Time X1 T™ 4/8
NOT USED CUR19 374 Date/Time Qualifier X1 ID 3/3
NOT USED CUR20 373 Date X1 DT 8/8
NOT USED CUR21 337 Time X1 ™ 4/8
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TECHNICAL REPORT » TYPE 3

BILLING PROVIDER NAME

SEGMENT DETAIL

X12 Segment Name:

Segment Repeat:

X12 Purpose:
X12 Set Notes:

X12 Syntax:

Loop:

Usage:

TR3 Notes:

NM1 - BILLING PROVIDER NAME

Individual or Organizational Name
To supply the full name of an individual or organizational entity

1. Loop 2010 contains information about entities that apply to all claims in loop

2300. For example, these entities may include billing provider, pay-to
provider, insurer, primary administrator, contract holder, or claimant.

. P0809

If either NM108 or NM109 is present, then the other is required.

. C1110

If NM111 is present, then NM110 is required.

. C1203

If NM112 is present, then NM103 is required.

2010AA — BILLING PROVIDER NAME Loop Repeat: 1

REQUIRED

1. Beginning on the NPl compliance date: When the Billing Provider is

an organization health care provider, the organization health care
provider’s NPI or its subpart’s NPI is reported in NM109. When a
health care provider organization has determined that it needs to
enumerate its subparts, it will report the NPI of a subpart as the Billing
Provider. The subpart reported as the Billing Provider MUST always
represent the most detailed level of enumeration as determined by the
organization health care provider and MUST be the same identifier
sent to any trading partner. For additional explanation, see section
1.10.3 Organization Health Care Provider Subpart Presentation.

. Prior to the NPl compliance date, proprietary identifiers necessary for

the receiver to identify the Billing Provider entity are to be reported in
the REF segment of Loop ID-2010BB.

. The Taxpayer ldentifying Number (TIN) of the Billing Provider to be

used for 1099 purposes must be reported in the REF segment of this
loop.

. The Billing Provider may be an individual only when the health care

provider performing services is an independent, unincorporated
entity. In these cases, the Billing Provider is the individual whose
social security number is used for 1099 purposes. That individual’s
NPl is reported in NM109, and the individual’'s Tax ldentification
Number must be reported in the REF segment of this loop. The
individual’s NPl must be reported when the individual provider is
eligible for an NPI. See section 1.10.1 (Providers who are Not Eligible
for Enumeration).
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DIAGRAM

NM1 ©

ELEMENT DETAIL

USAGE

5. When the individual or the organization is not a health care provider
and, thus, not eligible to receive an NPI (For example, personal care
services, carpenters, etc), the Billing Provider should be the legal
entity. However, willing trading partners may agree upon varying
definitions. Proprietary identifiers necessary for the receiver to
identify the entity are to be reported in the Loop ID-2010BB REF,
Billing Provider Secondary Identification segment. The TIN to be used
for 1099 purposes must be reported in the REF (Tax Identification
Number) segment of this loop.

REQUIRED

REQUIRED

REQUIRED

SITUATIONAL

TR3 Example: NM10O850020ABC Group Practicellllll — XX[1234567890~
NM101 98 NM102 1065 NM103 1035 NM104 1036 NM105 1037 NM106 1038
Entity ID Entity Type Name Last/ Name Name Name
Code Qualifier Org Name First Middle Prefix
M1 ID 2/3 M1 ID 11 X1 AN 1/60 01 AN 1535 Ol AN 1/25 01 AN 1/10
NM107 1039 NM108 66 NM109 67 NM110 706 NM111 98 NM112 1035
Name ID Code ID Entity Entity1b Nametastf
Suffix Qualifier Code RelatCede Cede Org-Name
01 AN 1/10 X1 ID 12 X1 AN 2/80 X1 ID 212 o1 ID 23 01 AN 1/60
REF. DATA
DES. ELEMENT NAME ATTRIBUTES
NM101 98 Entity Identifier Code M1 ID 2/3
Code identifying an organizational entity, a physical location, property or an
individual
CODE DEFINITION
85 Billing Provider
NM102 1065 Entity Type Qualifier M1 ID 1/1
Code qualifying the type of entity
SEMANTIC: NM102 qualifies NM103.
CODE DEFINITION
1 Person
2 Non-Person Entity
NM103 1035 Name Last or Organization Name X1 AN 1/60
Individual last name or organizational name
SYNTAX: C1203
IMPLEMENTATION NAME: Billing Provider Last or Organizational Name
NM104 1036 Name First Ol AN 1/35

Individual first name

SITUATIONAL RULE: Required when NM102 = 1 (person) and the person
has a first name. If not required by this implementation guide, do
not send.

IMPLEMENTATION NAME: Billing Provider First Name
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SITUATIONAL NM105 1037  Name Middle 01 AN 1/25
Individual middle name or initial

SITUATIONAL RULE: Required when NM102 = 1 (person) and the middle
name or initial of the person is needed to identify the individual. If
not required by this implementation guide, do not send.

iMPLEMENTATION NAME: Billing Provider Middle Name or Initial

NOT USED NM106 1038 Name Prefix 01 AN 1/10

SITUATIONAL NM107 1039  Name Suffix 01 AN 1/10
Suffix to individual name

SITUATIONAL RULE: Required when NM102 = 1 (person) and the name
suffix of the person is needed to identify the individual. If not
required by this implementation guide, do not send.

iIMPLEMENTATION NAME: Billing Provider Name Suffix

SITUATIONAL NM108 66 Identification Code Qualifier X1 ID 1/2
Code designating the system/method of code structure used for Identification
Code (67)

SYNTAX: PO809

SITUATIONAL RULE: Required for providers in the United States or its
territories on or after the mandated HIPAA National Provider
Identifier (NPI) implementation date when the provider is eligible to
receive an NPI.

OR

Required for providers not in the United States or its territories on
or after the mandated HIPAA National Provider Identifier (NPI)
implementation date when the provider has received an NPI.

OR

Required for providers prior to the mandated NPl implementation
date when the provider has received an NPI and the submitter has
the capability to send it.

If not required by this implementation guide, do not send.

CODE DEFINITION

XX Centers for Medicare and Medicaid Services
National Provider Identifier

CoDE SOURCE 537: Centers for Medicare and Medicaid Services
National Provider Identifier
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SITUATIONAL NM109 67 Identification Code X1 AN  2/80
Code identifying a party or other code

SYNTAX: PO809

SITUATIONAL RULE: Required for providers in the United States or its
territories on or after the mandated HIPAA National Provider
Identifier (NPI) implementation date when the provider is eligible to
receive an NPI.

OR

Required for providers not in the United States or its territories on
or after the mandated HIPAA National Provider Identifier (NPI)
implementation date when the provider has received an NPI.

OR

Required for providers prior to the mandated NPl implementation
date when the provider has received an NPI and the submitter has
the capability to send it.

If not required by this implementation guide, do not send.

IMPLEMENTATION NAME: Billing Provider Identifier

NOT USED NM110 706 Entity Relationship Code X1 ID 22
NOT USED NM111 98 Entity Identifier Code 01 ID 2/3
NOT USED NM112 1035  Name Last or Organization Name O1 AN 1/60
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 » 837 » 2010AA » N3
TECHNICAL REPORT » TYPE 3 BILLING PROVIDER ADDRESS

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
Loop:

Segment Repeat:
Usage:

TR3 Notes:

N3 - BILLING PROVIDER ADDRESS

Party Location
To specify the location of the named party
2010AA — BILLING PROVIDER NAME

1
REQUIRED

1. The Billing Provider Address must be a street address. Post Office
Box or Lock Box addresses are to be sent in the Pay-To Address Loop
(Loop ID-2010AB), if necessary.

N30123 MAIN STREET~

TR3 Example:

DIAGRAM

N301 166 N302 166
Address Address N
Information Information
N3 -
M1 AN 1/55 01 AN 1/55
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED N301 166 Address Information M1 AN  1/55
Address information
IMPLEMENTATION NAME: Billing Provider Address Line
SITUATIONAL N302 166 Address Information 01 AN  1/55

Address information

SITUATIONAL RULE: Required when there is a second address line. If not
required by this implementation guide, do not send.

IMPLEMENTATION NAME: Billing Provider Address Line

MAY 2006
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005010X222 » 837 » 2010AA »
BILLING PROVIDER CITY, STATE, ZIP CODE

N4

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

N4 - BILLING PROVIDER CITY, STATE, ZIP

CODE

Geographic Location

To specify the geographic place of the named party

X12 Syntax: 1. E0207
Only one of N402 or N407 may be present.
2. C0605
If N406 is present, then N405 is required.
3. C0704
If N407 is present, then N404 is required.
Loop: 2010AA — BILLING PROVIDER NAME
Segment Repeat: 1
Usage: REQUIRED
TR3 Example: N4OKANSAS CITYOMOD64108~
N401 19 N402 156 N403 116 N404 26 N405 309 N406 310
N4 0 Ncaiirt%/e O State or 0 Postal 0 Country 0 Lecation 0 Location

01 AN 2/30 X1 ID

Prov Code Code Code Quatifier tdentifier
2/2 01 ID 3/15 X1 ID 23 X1 ID 12 01 AN 1/30

Code
X1 ID

N407 1715
0 Country Sub

1/3

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT
REQUIRED N401 19

NAME ATTRIBUTES

City Name O1 AN 2/30
Free-form text for city name

COMMENT: A combination of either N401 through N404, or N405 and N406 may be
adequate to specify a location.

IMPLEMENTATION NAME: Billing Provider City Name
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 » 837 » 2010AA » N4
TECHNICAL REPORT ¢ TYPE 3 BILLING PROVIDER CITY, STATE, ZIP CODE

SITUATIONAL N402 156 State or Province Code X1 ID 22
Code (Standard State/Province) as defined by appropriate government agency

SYNTAX: E0207
coMMENT: N402 is required only if city name (N401) is in the U.S. or Canada.

SITUATIONAL RULE: Required when the address is in the United States of
America, including its territories, or Canada. If not required by this
implementation guide, do not send.

IMPLEMENTATION NAME: Billing Provider State or Province Code

CODE SOURCE 22: States and Provinces

SITUATIONAL N403 116 Postal Code 01 ID 3/15
Code defining international postal zone code excluding punctuation and blanks
(zip code for United States)

SITUATIONAL RULE: Required when the address is in the United States of
America, including its territories, or Canada, or when a postal code
exists for the country in N404. If not required by this
implementation guide, do not send.

IMPLEMENTATION NAME: Billing Provider Postal Zone or ZIP Code

CODE SOURCE 51: ZIP Code
CODE SOURCE 932: Universal Postal Codes

When reporting the ZIP code for U.S. addresses, the full nine digit
ZIP code must be provided.

SITUATIONAL N404 26 Country Code X1 ID 2/3
Code identifying the country
SYNTAX: CO704

SITUATIONAL RULE: Required when the address is outside the United
States of America. If not required by this implementation guide, do
not send.

CODE SoURCE 5: Countries, Currencies and Funds

Use the alpha-2 country codes from Part 1 of ISO 3166.

NOT USED N405 309 Location Qualifier X1 ID 12
NOT USED N406 310 Location Identifier 01 AN 1/30
SITUATIONAL N407 1715  Country Subdivision Code X1 ID 1/3

Code identifying the country subdivision
SYNTAX: E0207, C0704

SITUATIONAL RULE: Required when the address is not in the United
States of America, including its territories, or Canada, and the
country in N404 has administrative subdivisions such as but not
limited to states, provinces, cantons, etc. If not required by this
implementation guide, do not send.

CODE SOURCE 5: Countries, Currencies and Funds

Use the country subdivision codes from Part 2 of ISO 3166.
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005010X222 » 837 » 2010AA » REF ASC X12N « INSURANCE SUBCOMMITTEE
BILLING PROVIDER TAX IDENTIFICATION TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

REF - BILLING PROVIDER TAX
IDENTIFICATION

X12 Segment Name: Reference Information
X12 Purpose: To specify identifying information

X12 Syntax: 1. R0203
At least one of REF02 or REFO03 is required.

Loop: 2010AA — BILLING PROVIDER NAME
Segment Repeat: 1
Usage: REQUIRED

TR3 Notes: 1. This is the tax identification number (TIN) of the entity to be paid for
the submitted services.

TR3 Example: REFOEIO123456789~

DIAGRAM

REFO01 128 REF02 127 REF03 352 REF04  C040

O Reference O Reference 0 Deseription 0 Referenee
R EF Ident Qual Ident tdentifier

M1 ID 23 X1 AN 1/50 X1 AN 1/80 o1

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED REFO1 128 Reference Identification Qualifier M1 ID 2/3
Code qualifying the Reference Identification
CODE DEFINITION
El Employer’s Identification Number

The Employer’s Identification Number must be a
string of exactly nine numbers with no separators.

For example, “001122333" would be valid, while
sending “001-12-2333" or “00-1122333” would be
invalid.

SY Social Security Number

The Social Security Number must be a string of
exactly nine numbers with no separators. For
example, sending “111002222” would be valid, while
sending “111-00-2222" would be invalid.

REQUIRED REF02 127 Reference Identification X1 AN  1/50

Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier

SYNTAX: R0203

IMPLEMENTATION NAME: Billing Provider Tax Identification Number
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 » 837 » 2010AA » REF

TECHNICAL REPORT » TYPE 3 BILLING PROVIDER TAX IDENTIFICATION
NOT USED REFO03 352 Description X1 AN  1/80
NOT USED REF04 C040 REFERENCE IDENTIFIER o1
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ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

005010X222 » 837 » 2010AA » REF
BILLING PROVIDER UPIN/LICENSE INFORMATION

SEGMENT DETAIL

REF - BILLING PROVIDER UPIN/LICENSE
INFORMATION

X12 Segment Name: Reference Information

X12 Purpose: To specify identifying information

X12 Syntax: 1. R0203
At least one of REF02 or REFO03 is required.
Loop: 2010AA — BILLING PROVIDER NAME

Segment Repeat: 2

Usage: SITUATIONAL

Required prior to the mandated HIPAA National Provider Identifier (NPI)
implementation date when a UPIN and/or license number is necessary for
the receiver to identify the provider.

OR

Required on or after the mandated NPl implementation date when NM109
of this loop is not used and a UPIN or license number is necessary for the
receiver to identify the provider.

If not required by this implementation guide, do not send.

Situational Rule:

TR3 Notes: 1. Payer specific secondary identifiers are reported in the Loop ID-

2010BB REF, Billing Provider Secondary Identification.

TR3 Example: REFLO0BL654321~

DIAGRAM

REF01 128 REF02 127 REFO03 352 REF04  C040
0 Reference 0 Reference Beseription Referenee
REF Ident Qual Ident ldentifier
M1 ID 23 X1 AN 1/50 X1 AN 1/80 01
ELEMENT DETAIL
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED REFO1 128 Reference Identification Qualifier M1 ID 2/3
Code qualifying the Reference Identification
CODE DEFINITION
0B State License Number
1G Provider UPIN Number
UPINs must be formatted as either X99999 or
XXX999.
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 » 837 » 2010AA » REF
TECHNICAL REPORT ¢ TYPE 3 BILLING PROVIDER UPIN/LICENSE INFORMATION

REQUIRED REF02 127 Reference Identification X1 AN  1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier

SYNTAX: R0203

IMPLEMENTATION NAME: Billing Provider License and/or UPIN Information

NOT USED REF03 352 Description X1 AN  1/80
NOT USED REF04 C040 REFERENCE IDENTIFIER 01
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005010X222 » 837 » 2010AA » PER ASC X12N « INSURANCE SUBCOMMITTEE
BILLING PROVIDER CONTACT INFORMATION TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

X12 Syntax:

Loop:
Segment Repeat:
Usage:

Situational Rule:

TR3 Notes:

TR3 Example:

PER - BILLING PROVIDER CONTACT
INFORMATION

Administrative Communications Contact

To identify a person or office to whom administrative communications should be
directed

1. P0304
If either PERO3 or PERO04 is present, then the other is required.

2. P0O506
If either PERO5 or PERO6 is present, then the other is required.

3. P0O708
If either PERO7 or PEROS is present, then the other is required.

2010AA — BILLING PROVIDER NAME
2
SITUATIONAL

Required when this information is different than that contained in the
Loop ID-1000A - Submitter PER segment. If not required by this
implementation guide, do not send.

1. When the communication number represents a telephone number in
the United States and other countries using the North American
Dialing Plan (for voice, data, fax, etc.), the communication number
must always include the area code and phone number using the
format AAABBBCCCC where AAA is the area code, BBB is the
telephone number prefix, and CCCC is the telephone number.
Therefore, the following telephone number (555) 555-1234 would be
represented as 5555551234. Do not submit long distance access
numbers, such as “1”, in the telephone number. Telephone
extensions, when applicable, must be submitted in the next element
immediately following the telephone number. When submitting
telephone extensions, only submit the numeric extension. Do not
include data that indicates an extension, such as “ext” or “x-".

2. There are 2 repetitions of the PER segment to allow for six possible
combinations of communication numbers including extensions.

PEROICOJOHN SMITHOTEDNS5555512340EX 123~
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005010X222 « 837 » 2010AA » PER
BILLING PROVIDER CONTACT INFORMATION

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT ¢ TYPE 3

DIAGRAM

PERO1 366 PERO2 93 PERO3 365 PERO4 364 PEROS5 365 PERO6 364
0 Contact Name Comm 0 Comm Comm Comm
P E R Funct Code Number Qual Number Number Qual Number
M1 ID 222 01 AN 1/60 X1 ID 22 X1 AN 1/256 X1 ID 22 X1 AN 1/256
PERO7 365 PERO8 364 PER0O9 443
0 Comm Comm Contaeting | _
Number Qual Number Reference
X1 ID 212 X1 AN 1/256 01 AN 1/20
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED PERO1 366 Contact Function Code M1 ID 212
Code identifying the major duty or responsibility of the person or group named
CODE DEFINITION
IC Information Contact
SITUATIONAL PERO02 93 Name O1 AN  1/60
Free-form name
SITUATIONAL RULE: Required in the first iteration of the Billing Provider
Contact Information segment. If not required by this
implementation guide, do not send.
IMPLEMENTATION NAME: Billing Provider Contact Name
REQUIRED PERO3 365 Communication Number Qualifier X1 ID 2/2
Code identifying the type of communication number
SYNTAX: P0O304
CODE DEFINITION
EM Electronic Mail
FX Facsimile
TE Telephone
REQUIRED PER04 364 Communication Number X1 AN  1/256
Complete communications number including country or area code when
applicable
SYNTAX: P0O304
SITUATIONAL PERO5 365 Communication Number Qualifier X1 ID 22

Code identifying the type of communication number
SYNTAX: PO506

SITUATIONAL RULE: Required when this information is deemed necessary
by the submitter. If not required by this implementation guide, do

not send.
CODE DEFINITION
EM Electronic Mail
EX Telephone Extension
FX Facsimile
TE Telephone
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005010X222 » 837 » 2010AA » PER
BILLING PROVIDER CONTACT INFORMATION

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SITUATIONAL PER06 364 Communication Number X1 AN  1/256
Complete communications number including country or area code when
applicable
SYNTAX: PO506
SITUATIONAL RULE: Required when this information is deemed necessary
by the submitter. If not required by this implementation guide, do
not send.

SITUATIONAL PERO7 365 Communication Number Qualifier X1 ID 22
Code identifying the type of communication number
SYNTAX: PO708
SITUATIONAL RULE: Required when this information is deemed necessary
by the submitter. If not required by this implementation guide, do
not send.

CODE DEFINITION
EM Electronic Mail
EX Telephone Extension
FX Facsimile
TE Telephone

SITUATIONAL PEROS 364 Communication Number X1 AN  1/256
Complete communications number including country or area code when
applicable
SYNTAX: PO708
SITUATIONAL RULE: Required when this information is deemed necessary
by the submitter. If not required by this implementation guide, do
not send.

NOT USED PER09 443 Contact Inquiry Reference 01 AN 1/20
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ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

005010X222 » 837 » 2010AB « NM1
PAY-TO ADDRESS NAME

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Set Notes:

X12 Syntax:

Loop:
Segment Repeat:
Usage:

Situational Rule:

NM1 - PAY-TO ADDRESS NAME

Individual or Organizational Name
To supply the full name of an individual or organizational entity

1. Loop 2010 contains information about entities that apply to all claims in loop
2300. For example, these entities may include billing provider, pay-to
provider, insurer, primary administrator, contract holder, or claimant.

1. P0809
If either NM108 or NM109 is present, then the other is required.

2. C1110
If NM111 is present, then NM110 is required.

3. C1203
If NM112 is present, then NM103 is required.

2010AB — PAY-TO ADDRESS NAME Loop Repeat: 1
1
SITUATIONAL

Required when the address for payment is different than that of the Billing
Provider. If not required by this implementation guide, do not send.

TR3 Notes: 1. The purpose of Loop ID-2010AB has changed from previous versions.
Loop ID-2010AB only contains address information when different
from the Billing Provider Address. There are no applicable identifiers
for Pay-To Address information.
TR3 Example: NM1[O8702~
NM101 98 NM102 1065 NM103 1035 NM104 1036 NM105 1037 NM106 1038
0 Entity ID Entity Type Name-tast/ Name Name Name
N M 1 Code Qualifier Org-Name First Middie Prefix
M1 ID 273 M1 ID 11 X1 AN 1/60 Ol AN 1/35 01l AN 1/25 Ol AN 1/10
NM107 1039 NM108 66 NM109 67 NM110 706 NM111 98 NM112 1035
0 Name 0 ib-Cede 0 B 0 Entity 0 Entity1D 0 Nametastt | _
Ol AN 1/10 X1 ID 1/2 X1 AN 2/80 X1 ID 22 Ol ID 23 O1l AN 1/60
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED NM101 98 Entity Identifier Code M1 ID 2/3

Code identifying an organizational entity, a physical location, property or an
individual

CODE DEFINITION

87 Pay-to Provider
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005010X222 » 837 « 2010AB « NM1

PAY-TO ADDRESS NAME

ASC X12N « INSURANCE SUBCOMMITTEE

TECHNICAL REPORT » TYPE 3

REQUIRED NM102 1065  Entity Type Qualifier M1 ID 11

Code qualifying the type of entity

semANTIC: NM102 qualifies NM103.

CODE DEFINITION

1 Person

2 Non-Person Entity
NOT USED NM103 1035  Name Last or Organization Name X1 AN  1/60
NOT USED NM104 1036  Name First 01 AN  1/35
NOT USED NM105 1037  Name Middle 01 AN 1/25
NOT USED NM106 1038  Name Prefix 01 AN 1/10
NOT USED NM107 1039  Name Suffix 01 AN 1/10
NOT USED NM108 66 Identification Code Qualifier X1 ID 1/2
NOT USED NM109 67 Identification Code X1 AN  2/80
NOT USED NM110 706 Entity Relationship Code X1 ID 22
NOT USED NM111 98 Entity Identifier Code o1 ID 2/3
NOT USED NM112 1035  Name Last or Organization Name O1 AN  1/60
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 » 837 » 2010AB * N3
TECHNICAL REPORT » TYPE 3 PAY-TO ADDRESS - ADDRESS

SEGMENT DETAIL

N3 - PAY-TO ADDRESS - ADDRESS

X12 Segment Name: Party Location
X12 Purpose: To specify the location of the named party
Loop: 2010AB — PAY-TO ADDRESS NAME

Segment Repeat: 1
Usage: REQUIRED

TR3 Example: N30123 MAIN STREET~

DIAGRAM

N301 166 N302 166
gl Address || Address |
N3 Information Information

M1 AN 1/55 01 AN 1/55

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT  NAME ATTRIBUTES

REQUIRED N301 166 Address Information M1 AN  1/55
Address information

IMPLEMENTATION NAME: Pay-To Address Line

SITUATIONAL N302 166 Address Information 01 AN 1/55
Address information

SITUATIONAL RULE: Required when there is a second address line. If not
required by this implementation guide, do not send.

IMPLEMENTATION NAME: Pay-To Address Line
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005010X222 « 837 « 2010AB

N4

PAY-TO ADDRESS CITY, STATE, ZIP CODE

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

N4 - PAY-TO ADDRESS CITY, STATE, ZIP

CODE

Geographic Location

To specify the geographic place of the named party

X12 Syntax: 1. E0207
Only one of N402 or N407 may be present.
2. C0605
If N406 is present, then N405 is required.
3. C0704
If N407 is present, then N404 is required.
Loop: 2010AB — PAY-TO ADDRESS NAME
Segment Repeat: 1
Usage: REQUIRED
TR3 Example: N4OKANSAS CITYOMOD64108~
N401 19 N402 156 N403 116 N404 26 N405 309 N406 310
N4 0 Ncaiirt%/e O State or 0 Postal 0 Country 0 Lecation 0 Location

01 AN 2/30 X1 ID

Prov Code Code Code Quatifier tdentifier
2/2 01 ID 3/15 X1 ID 23 X1 ID 12 01 AN 1/30

Code
X1 ID

N407 1715
0 Country Sub

1/3

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT
REQUIRED N401 19

NAME ATTRIBUTES

City Name O1 AN 2/30
Free-form text for city name

COMMENT: A combination of either N401 through N404, or N405 and N406 may be
adequate to specify a location.

IMPLEMENTATION NAME: Pay-to Address City Name
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 » 837 » 2010AB N4
TECHNICAL REPORT ¢ TYPE 3 PAY-TO ADDRESS CITY, STATE, ZIP CODE

SITUATIONAL N402 156 State or Province Code X1 ID 22
Code (Standard State/Province) as defined by appropriate government agency

SYNTAX: E0207
coMMENT: N402 is required only if city name (N401) is in the U.S. or Canada.

SITUATIONAL RULE: Required when the address is in the United States of
America, including its territories, or Canada. If not required by this
implementation guide, do not send.

IMPLEMENTATION NAME: Pay-to Address State Code

CODE SOURCE 22: States and Provinces

SITUATIONAL N403 116 Postal Code 01 ID 3/15
Code defining international postal zone code excluding punctuation and blanks
(zip code for United States)

SITUATIONAL RULE: Required when the address is in the United States of
America, including its territories, or Canada, or when a postal code
exists for the country in N404. If not required by this
implementation guide, do not send.

IMPLEMENTATION NAME: Pay-to Address Postal Zone or ZIP Code

CODE SOURCE 51: ZIP Code
CODE SOURCE 932: Universal Postal Codes

SITUATIONAL N404 26 Country Code X1 ID 213
Code identifying the country

SYNTAX: CO704

SITUATIONAL RULE: Required when the address is outside the United
States of America. If not required by this implementation guide, do
not send.

CODE SOURCE 5: Countries, Currencies and Funds

Use the alpha-2 country codes from Part 1 of ISO 3166.

NOT USED N405 309 Location Qualifier X1 ID 12
NOT USED N406 310 Location Identifier O1 AN  1/30
SITUATIONAL N407 1715  Country Subdivision Code X1 ID 1/3

Code identifying the country subdivision
SYNTAX: E0207, C0704

SITUATIONAL RULE: Required when the address is not in the United
States of America, including its territories, or Canada, and the
country in N404 has administrative subdivisions such as but not
limited to states, provinces, cantons, etc. If not required by this
implementation guide, do not send.

CODE SouRCE 5: Countries, Currencies and Funds

Use the country subdivision codes from Part 2 of ISO 3166.
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005010X222 » 837 » 2010AC « NM1
PAY-TO PLAN NAME

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

NM1 - PAY-TO PLAN NAME

X12 Set Notes:

X12 Syntax:

Loop:

Segment Repeat: 1

Situational Rule:

Usage:

Individual or Organizational Name

To supply the full name of an individual or organizational entity

1. Loop 2010 contains information about entities that apply to all claims in loop

2300. For example, these entities may include billing provider, pay-to
provider, insurer, primary administrator, contract holder, or claimant.

1. P0O809

If either NM108 or NM109 is present, then the other is required.

2. C1110
If NM111 is present, then NM110 is required.

3. C1203
If NM112 is present, then NM103 is required.

2010AC — PAY-TO PLAN NAME Loop Repeat:

SITUATIONAL

for their subrogation payment requests.

1

Required when willing trading partners agree to use this implementation

TR3 Notes: 1. This loop may only be used when BHTO06 = 31.
TR3 Example: NM1OPEO20ANY STATE MEDICAIDIII P1012345~
DIAGRAM
NM101 98 NM102 1065 NM103 1035 NM104 1036 NM105 1037 NM106 1038
0 Entity ID Entity Type Name Last/ Name Name Name
N M 1 Code Qualifier Org Name First Middie Prefix
M1 ID 23 M1 ID 11 X1 AN 1/60 01 AN 1/35 01 AN 1/25 01 AN 1/10
NM107 1039 NM108 66 NM109 67 NM110 706 NM111 98 NM112 1035
0 Name ID Code ID Entity Entity-1B Name-tast/
Suffix Qualifier Code RelatCede Cede Org-Name
01 AN 1/10 X1 ID 12 X1 AN 2/80 X1 ID 22 o1 ID 23 01 AN 1/60
ELEMENT DETAIL
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED NM101 98 Entity Identifier Code ID 2/3
Code identifying an organizational entity, a physical location, property or an
individual
CODE DEFINITION
PE Payee

PE is used to indicate the subrogated payee.
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 » 837 « 2010AC » NM1
TECHNICAL REPORT ¢ TYPE 3 PAY-TO PLAN NAME

REQUIRED NM102 1065  Entity Type Qualifier M1 ID 11
Code qualifying the type of entity

semANTIC: NM102 qualifies NM103.

CODE DEFINITION
2 Non-Person Entity
REQUIRED NM103 1035  Name Last or Organization Name X1 AN  1/60

Individual last name or organizational name

SYNTAX: C1203

IMPLEMENTATION NAME: Pay-To Plan Organizational Name

NOT USED NM104 1036  Name First 01 AN 135

NOT USED NM105 1037  Name Middle 01 AN 1/25

NOT USED NM106 1038  Name Prefix 01 AN 1/10

NOT USED NM107 1039  Name Suffix 01 AN 1/10

REQUIRED NM108 66 Identification Code Qualifier X1 ID 1/2
Code designating the system/method of code structure used for Identification
Code (67)

SYNTAX: PO809

On or after the mandated implementation date for the HIPAA
National Plan Identifier (National Plan ID), XV must be sent.

Prior to the mandated implementation date and prior to any phase-
in period identified by Federal regulation, Pl must be sent.

If a phase-in period is designated, Pl must be sent unless:

1. Both the sender and receiver agree to use the National Plan ID,
2. The receiver has a National Plan ID, and

3. The sender has the capability to send the National Plan ID.

If all of the above conditions are true, XV must be sent. In this case
the Payer Identification Number that would have been sent using
qualifier Pl can be sent in the corresponding REF segment using

qualifier 2U.
CODE DEFINITION
PI Payor Identification
XV Centers for Medicare and Medicaid Services PlanID
coDE souRcE 540: Centers for Medicare and Medicaid Services
PlanIiD
REQUIRED NM109 67 Identification Code X1 AN  2/80

Code identifying a party or other code
SYNTAX: PO809

IMPLEMENTATION NAME: Pay-To Plan Primary Identifier

NOT USED NM110 706 Entity Relationship Code X1 ID 22
NOT USED NM111 98 Entity Identifier Code o1 ID 213
NOT USED NM112 1035  Name Last or Organization Name O1 AN  1/60
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005010X222 » 837 » 2010AC » N3 ASC X12N « INSURANCE SUBCOMMITTEE
PAY-TO PLAN ADDRESS TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

N3 - PAY-TO PLAN ADDRESS

X12 Segment Name: Party Location
X12 Purpose: To specify the location of the named party
Loop: 2010AC — PAY-TO PLAN NAME

Segment Repeat: 1
Usage: REQUIRED

TR3 Example: N30123 MAIN STREET~

DIAGRAM

N301 166 N302 166
gl Address || Address |
N3 Information Information

M1 AN 1/55 01 AN 1/55

ELEMENT DETAIL
REF.

DATA
USAGE DES. ELEMENT  NAME ATTRIBUTES

REQUIRED N301 166 Address Information M1 AN  1/55
Address information

IMPLEMENTATION NAME: Pay-To Plan Address Line

SITUATIONAL N302 166 Address Information 01 AN 1/55
Address information

SITUATIONAL RULE: Required when there is a second address line. If not
required by this implementation guide, do not send.

IMPLEMENTATION NAME: Pay-To Plan Address Line
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 » 837 » 2010AC » N4
TECHNICAL REPORT » TYPE 3 PAY-TO PLAN CITY, STATE, ZIP CODE

SEGMENT DETAIL

N4 - PAY-TO PLAN CITY, STATE, ZIP CODE

X12 Segment Name: Geographic Location
X12 Purpose: To specify the geographic place of the named party

X12 Syntax: 1. E0207
Only one of N402 or N407 may be present.

2. C0605
If N406 is present, then N405 is required.

3. C0704
If N4O7 is present, then N404 is required.

Loop: 2010AC — PAY-TO PLAN NAME
Segment Repeat: 1
Usage: REQUIRED

TR3 Example: N4OKANSAS CITYOMO[64108~

DIAGRAM

N401 19 N402 156 N403 116 N404 26 N405 309 N406 310
N4 0 City 0 State or 0 Postal 0 Country 0 i:eea&eﬁ 0 {:eeaﬂeﬁ
Name Prov Code Code Code Qualifier tdentifier

01 AN 2/30 X1 ID 212 o1 ID 3/15 X1 ID 23 X1 ID 12 Ol AN 1/30

N407 1715
0| Country Sub | _
Code
X1 ID 13
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED N401 19 City Name 01 AN  2/30
Free-form text for city name
COMMENT: A combination of either N401 through N404, or N405 and N406 may be
adequate to specify a location.
IMPLEMENTATION NAME: Pay-To Plan City Name
SITUATIONAL N402 156 State or Province Code X1 ID 22

Code (Standard State/Province) as defined by appropriate government agency
SYNTAX: E0207
coMMENT: N402 is required only if city name (N401) is in the U.S. or Canada.

SITUATIONAL RULE: Required when the address is in the United States of
America, including its territories, or Canada. If not required by this
implementation guide, do not send.

IMPLEMENTATION NAME: Pay-To Plan State or Province Code

CODE SOURCE 22: States and Provinces
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SITUATIONAL N403 116 Postal Code 01 ID 3/15
Code defining international postal zone code excluding punctuation and blanks
(zip code for United States)

SITUATIONAL RULE: Required when the address is in the United States of
America, including its territories, or Canada, or when a postal code
exists for the country in N404. If not required by this
implementation guide, do not send.

IMPLEMENTATION NAME: Pay-To Plan Postal Zone or ZIP Code

CODE SOoURCE 51: ZIP Code
CODE SOURCE 932: Universal Postal Codes

SITUATIONAL N404 26 Country Code X1 ID 2/3
Code identifying the country

SYNTAX: CO704

SITUATIONAL RULE: Required when the address is outside the United
States of America. If not required by this implementation guide, do
not send.

CODE SOURCE 5: Countries, Currencies and Funds

Use the alpha-2 country codes from Part 1 of ISO 3166.

NOT USED N405 309 Location Qualifier X1 ID 1/2
NOT USED N406 310 Location Identifier 01 AN 1/30
SITUATIONAL N407 1715  Country Subdivision Code X1 ID 1/3

Code identifying the country subdivision
SYNTAX: E0207, C0704

SITUATIONAL RULE: Required when the address is not in the United
States of America, including its territories, or Canada, and the
country in N404 has administrative subdivisions such as but not
limited to states, provinces, cantons, etc. If not required by this
implementation guide, do not send.

CODE SOURCE 5: Countries, Currencies and Funds

Use the country subdivision codes from Part 2 of ISO 3166.
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ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

005010X222 » 837 » 2010AC » REF
PAY-TO PLAN SECONDARY IDENTIFICATION

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax:

Loop:
Segment Repeat:
Usage:

Situational Rule:

REF - PAY-TO PLAN SECONDARY
IDENTIFICATION

Reference Information
To specify identifying information

1. R0O203
At least one of REF02 or REF03 is required.

2010AC — PAY-TO PLAN NAME
1
SITUATIONAL

Required prior to the mandated implementation date for the HIPAA
National Plan Identifier when an additional identification number to that
provided in the NM109 of this loop is necessary for the claim processor to
identify the entity. If not required by this implementation guide, do not
send.

TR3 Example: REFO2UO98765~
REFO1 128 REF02 127 REF03 352 REF04  C040
0O Reference Reference Peseription Reference
R EF Ident Qual Ident tdentifier
M1 ID 273 X1 AN 1/50 X1 AN 1/80 01
REF. DATA
USAGE DES. ELEMENT NAME
REQUIRED REFO1 128 Reference Identification Qualifier M1 ID 2/3
Code qualifying the Reference Identification
CODE DEFINITION
2U Payer Identification Number
This code is only allowed when the National Plan
Identifier is reported in NM109 of this loop.
FY Claim Office Number
NF National Association of Insurance Commissioners
(NAIC) Code
CODE SOURCE 245: National Association of Insurance
Commissioners (NAIC) Code
REQUIRED REF02 127 Reference Identification X1 AN  1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier
SYNTAX: R0O203
IMPLEMENTATION NAME: Pay-to Plan Secondary Identifier
NOT USED REF03 352 Description X1 AN  1/80
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NOT USED REF04 C040 REFERENCE IDENTIFIER 01
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005010X222 » 837 » 2010AC » REF
PAY-TO PLAN TAX IDENTIFICATION NUMBER

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax:

Loop:
Segment Repeat:
Usage:

TR3 Example:

REF - PAY-TO PLAN TAX IDENTIFICATION
NUMBER

Reference Information
To specify identifying information

1. R0O203
At least one of REF02 or REF03 is required.

2010AC — PAY-TO PLAN NAME
1
REQUIRED

REFUEIO123456789~

DIAGRAM

REFO1 128 REF02 127 REF03 352 REF04  C040

REF 0O Reference O Reference Deseription Referenee
Ident Qual Ident tdentifier
M1 ID 23 X1 AN 1/50 X1 AN 1/80 o1

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES

REQUIRED REFO1 128 Reference Identification Qualifier M1 ID 2/3

Code qualifying the Reference Identification

CODE DEFINITION

El Employer’s Identification Number
The Employer’s Identification Number must be a
string of exactly nine numbers with no separators.
For example, “001122333"” would be valid, while
sending “001-12-2333" or “00-1122333” would be
invalid.

REQUIRED REF02 127 Reference Identification X1 AN  1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier
SYNTAX: R0O203
IMPLEMENTATION NAME: Pay-To Plan Tax Identification Number

NOT USED REF03 352 Description X1 AN  1/80

NOT USED REF04 C040  REFERENCE IDENTIFIER 01
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SUBSCRIBER HIERARCHICAL LEVEL
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SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

X12 Comments:

HL - SUBSCRIBER HIERARCHICAL LEVEL

Hierarchical Level

To identify dependencies among and the content of hierarchically related
groups of data segments

1. The HL segment is used to identify levels of detail information using a
hierarchical structure, such as relating line-item data to shipment data, and
packaging data to line-item data.

2. The HL segment defines a top-down/left-right ordered structure.

Loop: 2000B — SUBSCRIBER HIERARCHICAL LEVEL Loop Repeat: >1
Segment Repeat: 1
Usage: REQUIRED
TR3 Notes: 1. If a patient can be uniquely identified to the destination payer in Loop
ID-2010BB by a unique Member Identification Number, then the patient
is the subscriber or is considered to be the subscriber and is
identified at this level, and the patient HL in Loop ID-2000C is not used.
2. If the patient is not the subscriber and cannot be identified to the
destination payer by a uniqgue Member Identification Number or it is
not known to the sender if the Member Identification number is
unique, both this HL and the patient HL in Loop ID- 2000C are required.
TR3 Example: HLO20102201~
HLO1 628 HLO2 734 HLO3 735 HLO4 736
HL 0 Hierarch Hierarch Hierarch Hierarch
ID Number Parent ID Level Code Child Code
M1 AN 1/12 01 AN 1/12 M1 ID 1/2 o1 ID 1/1
REF. DATA
USAGE DES. ELEMENT NAME
REQUIRED HLO1 628 Hierarchical ID Number

A unigue number assigned by the sender to identify a particular data segment in
a hierarchical structure

comMENT: HLO1 shall contain a unique alphanumeric number for each occurrence
of the HL segment in the transaction set. For example, HLO1 could be used to
indicate the number of occurrences of the HL segment, in which case the value of
HLO1 would be “1" for the initial HL segment and would be incremented by one in
each subsequent HL segment within the transaction.

The first HLO1 within each ST-SE envelope must begin with “1”,
and be incremented by one each time an HL is used in the
transaction. Only numeric values are allowed in HLO1.
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REQUIRED HLO02 734 Hierarchical Parent ID Number 01 AN 1/12
Identification number of the next higher hierarchical data segment that the data
segment being described is subordinate to

coMMENT: HLO2 identifies the hierarchical ID number of the HL segment to which
the current HL segment is subordinate.

REQUIRED HLO3 735 Hierarchical Level Code M1 ID 1/2
Code defining the characteristic of a level in a hierarchical structure

coMMENT: HLO3 indicates the context of the series of segments following the
current HL segment up to the next occurrence of an HL segment in the
transaction. For example, HLO3 is used to indicate that subsequent segments in
the HL loop form a logical grouping of data referring to shipment, order, or item-
level information.

CODE DEFINITION
22 Subscriber
REQUIRED HLO4 736 Hierarchical Child Code O1 ID 1/1

Code indicating if there are hierarchical child data segments subordinate to the
level being described

coMMENT: HLO4 indicates whether or not there are subordinate (or child) HL
segments related to the current HL segment.

The claim (Loop ID-2300) can be used when HL04 has no
subordinate levels (HLO4 = 0) or when HL04 has subordinate levels
indicated (HLO4 = 1).

In the first case (HLO4 = 0), the subscriber is the patient and there
are no dependent claims.

The second case (HL04 = 1) happens when claims for one or more
dependents of the subscriber are being sent under the same billing
provider HL (for example, a spouse and son are both treated by the
same provider). In that case, the subscriber HL04 = 1 because there
is at least one dependent to this subscriber. The dependent HL
(spouse) would then be sent followed by the Loop ID-2300 for the
spouse. The next HL would be the dependent HL for the son
followed by the Loop ID-2300 for the son.

In order to send claims for the subscriber and one or more
dependents, the Subscriber HL, with Relationship Code SBR02=18
(Self), would be followed by the Subscriber’s Loop ID-2300 for the
Subscriber’s claims. Then the Subscriber HL would be repeated,
followed by one or more Patient HL loops for the dependents, with
the proper Relationship Code in PATO1, each followed by their
respective Loop ID-2300 for each dependent’s claims.

CODE DEFINITION
0 No Subordinate HL Segment in This Hierarchical
Structure.
1 Additional Subordinate HL Data Segment in This

Hierarchical Structure.
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SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

SBR - SUBSCRIBER INFORMATION

Subscriber Information

To record information specific to the primary insured and the insurance carrier
for that insured

Loop: 2000B — SUBSCRIBER HIERARCHICAL LEVEL
Segment Repeat: 1
Usage: REQUIRED
TR3 Example: SBROPII GRP01020102 I Cl~
SBRO1 1138 SBR02 1069 SBRO3 127 SBR04 93 SBRO5 1336 SBRO6 1143
gl Payer Resp Individual Reference Name Insurance Benefits
SB R Seq No Code Relat Code Ident Type Code Coord-Code
M1 ID 11 01 ID 22 01l AN 1/50 01 AN 1/60 01 ID 13 o1 ID 11
SBRO7 1073 SBRO08 584 SBRO9 1032
0 Yes/Ne-Cond Employment Claim File
Resp-Cede Status-Cede Ind Code
o1 ID 11 01 ID 22 01 ID 112
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED SBRO1 1138  Payer Responsibility Sequence Number Code M1 ID 11

Code identifying the insurance carrier’s level of responsibility for a payment of a
claim

Within a given claim, the various values for the Payer
Responsibility Sequence Number Code (other than value “U”) may
occur no more than once.

CODE DEFINITION

Payer Responsibility Four
Payer Responsibility Five
Payer Responsibility Six
Payer Responsibility Seven
Payer Responsibility Eight
Payer Responsibility Nine
Payer Responsibility Ten
Payer Responsibility Eleven
Primary

Secondary

- 0w T T O MmO w>»

Tertiary
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) Unknown

This code may only be used in payer to payer COB
claims when the original payer determined the
presence of this coverage from eligibility files
received from this payer or when the original claim
did not provide the responsibility sequence for this
payer.

SITUATIONAL SBRO02 1069 Individual Relationship Code 01 ID 22
Code indicating the relationship between two individuals or entities

SeMANTIC: SBRO2 specifies the relationship to the person insured.

SITUATIONAL RULE: Required when the patient is the subscriber or is
considered to be the subscriber. If not required by this
implementation guide, do not send.

CODE DEFINITION
18 Self
SITUATIONAL SBRO3 127 Reference Identification 01 AN 1/50

Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier

SEMANTIC: SBRO3 is policy or group number.

SITUATIONAL RULE: Required when the subscriber’s identification card
for the destination payer (Loop ID-2010BB) shows a group number.
If not required by this implementation guide, do not send.

IMPLEMENTATION NAME: Subscriber Group or Policy Number

This is not the number uniquely identifying the subscriber. The
unigue subscriber number is submitted in Loop ID-2010BA-NM109.

SITUATIONAL SBR04 93 Name 01 AN  1/60
Free-form name
SEMANTIC: SBRO4 is plan name.

SITUATIONAL RULE: Required when SBRO3 is not used and the group
name is available. If not required by this implementation guide, do
not send.

IMPLEMENTATION NAME: Subscriber Group Name

SITUATIONAL SBRO5 1336  Insurance Type Code o1 ID 1/3
Code identifying the type of insurance policy within a specific insurance program

SITUATIONAL RULE: Required when the destination payer (Loop ID-
2010BB) is Medicare and Medicare is not the primary payer (SBR01
does not equal “P”). If not required by this implementation guide,

do not send.
CODE DEFINITION

12 Medicare Secondary Working Aged Beneficiary or
Spouse with Employer Group Health Plan

13 Medicare Secondary End-Stage Renal Disease
Beneficiary in the Mandated Coordination Period
with an Employer’s Group Health Plan

14 Medicare Secondary, No-fault Insurance including
Auto is Primary

15 Medicare Secondary Worker’'s Compensation
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16 Medicare Secondary Public Health Service (PHS)or
Other Federal Agency
41 Medicare Secondary Black Lung
42 Medicare Secondary Veteran’s Administration
43 Medicare Secondary Disabled Beneficiary Under
Age 65 with Large Group Health Plan (LGHP)
47 Medicare Secondary, Other Liability Insurance is
Primary
NOT USED SBRO06 1143  Coordination of Benefits Code 01 ID 1/1
NOT USED SBRO7 1073 Yes/No Condition or Response Code 01 ID 11
NOT USED SBRO8 584 Employment Status Code O1 ID 22
SITUATIONAL SBR09 1032  Claim Filing Indicator Code 01 ID 1/2

Code identifying type of claim

SITUATIONAL RULE: Required prior to mandated use of the HIPAA
National Plan ID. If not required by this implementation guide, do

not send.
CODE DEFINITION

11 Other Non-Federal Programs

12 Preferred Provider Organization (PPO)

13 Point of Service (POS)

14 Exclusive Provider Organization (EPO)

15 Indemnity Insurance

16 Health Maintenance Organization (HMO) Medicare
Risk

17 Dental Maintenance Organization

AM Automobile Medical

BL Blue Cross/Blue Shield

CH Champus

(¢]] Commercial Insurance Co.

DS Disability

FI Federal Employees Program

HM Health Maintenance Organization

LM Liability Medical

MA Medicare Part A

MB Medicare Part B

MC Medicaid

OF Other Federal Program
Use code OF when submitting Medicare Part D
claims.

TV Title V

VA Veterans Affairs Plan

wC Workers’ Compensation Health Claim

7z Mutually Defined

Use Code ZZ when Type of Insurance is not known.
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ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

PAT - PATIENT INFORMATION

X12 Segment Name: Patient Information

X12 Purpose: To supply patient information

X12 Syntax: 1. P0O506
If either PATO5 or PATO6 is present, then the other is required.
2. P0O708
If either PATQO7 or PATO8 is present, then the other is required.
Loop: 2000B — SUBSCRIBER HIERARCHICAL LEVEL

Segment Repeat: 1

Usage: SITUATIONAL

Required when the patient is the subscriber or considered to be the
subscriber and at least one of the element requirements are met. If not
required by this implementation guide, do not send.

Situational Rule:

TR3 Example: PATIII D8[119970314~
PAT [ 0100146~
PATO1 1069 PATO2 1384 PATO3 584 PATO4 1220 PATO5 1250 PATO6 1251
0 tndividuat Patienttoc Empleyment Student Date Time Date Time
PAT RelatCede Cede Status—Cede Status-Cede Format Qual Period
o1 ID 22 01 ID 11 o1 ID 22 01 ID 11 X1 ID 23 X1 AN 1/35
PATO7 355 PATO8 81 PATO9 1073
0O Unit/Basis Weight Yes/No Cond
Meas Code Resp Code
X1 ID 22 X1 R 1/10 o1 ID 11
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
NOT USED PATO1 1069 Individual Relationship Code o1 ID 22
NOT USED PATO02 1384  Patient Location Code 01 ID 1/1
NOT USED PATO3 584 Employment Status Code o1 ID 22
NOT USED PATO04 1220  Student Status Code 01 ID 11
SITUATIONAL PATO5 1250  Date Time Period Format Qualifier X1 ID 2/3

Code indicating the date format, time format, or date and time format
SYNTAX: PO506

SITUATIONAL RULE: Required when patient is known to be deceased and
the date of death is available to the provider billing system. If not
required by this implementation guide, do not send.

CODE DEFINITION

D8 Date Expressed in Format CCYYMMDD
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SITUATIONAL PAT06 1251  Date Time Period X1 AN  1/35
Expression of a date, a time, or range of dates, times or dates and times

SYNTAX: PO506
SEMANTIC: PATO6 is the date of death.

SITUATIONAL RULE: Required when patient is known to be deceased and
the date of death is available to the provider billing system. If not
required by this implementation guide, do not send.

IMPLEMENTATION NAME: Patient Death Date

SITUATIONAL PATO7 355 Unit or Basis for Measurement Code X1 ID 2/2
Code specifying the units in which a value is being expressed, or manner in which
a measurement has been taken

SYNTAX: PO708

SITUATIONAL RULE: Required when claims involve Medicare Durable
Medical Equipment Regional Carriers Certificate of Medical
Necessity (DMERC CMN) 02.03, 10.02, or DME MAC 10.03.

If not required by this implementation guide, do not send.

CODE DEFINITION

01 Actual Pounds

SITUATIONAL PATOS 81 Weight X1 R 1/10
Numeric value of weight

SYNTAX: PO708
SEMANTIC: PATO8 is the patient’s weight.

SITUATIONAL RULE: Required when claims involve Medicare Durable
Medical Equipment Regional Carriers Certificate of Medical
Necessity (DMERC CMN) 02.03, 10.02, or DME MAC 10.03.

If not required by this implementation guide, do not send.

IMPLEMENTATION NAME: Patient Weight

SITUATIONAL PATO09 1073 Yes/No Condition or Response Code 01 ID 11
Code indicating a Yes or No condition or response

SEMANTIC: PATO9 indicates whether the patient is pregnant or not pregnant. Code
“Y” indicates the patient is pregnant; code “N” indicates the patient is not pregnant.

SITUATIONAL RULE: Required when mandated by law. The determination
of pregnancy shall be completed in compliance with applicable law.
The “Y” code indicates that the patient is pregnant. If PATO9 is not
used, it means that the patient is not pregnant or that the
pregnancy indicator is not mandated by law.

If not required by this implementation guide, do not send.

IMPLEMENTATION NAME: Pregnancy Indicator

For this implementation, the listed value takes precedence over the
semantic note.

CODE DEFINITION

Y Yes
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TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

NM1 - SUBSCRIBER NAME

X12 Segment Name: Individual or Organizational Name

X12 Purpose: To supply the full name of an individual or organizational entity

X12 Set Notes: 1. Loop 2010 contains information about entities that apply to all claims in loop
2300. For example, these entities may include billing provider, pay-to

provider, insurer, primary administrator, contract holder, or claimant.

1. P0809
If either NM108 or NM109 is present, then the other is required.

2. C1110
If NM111 is present, then NM110 is required.

3. C1203
If NM112 is present, then NM103 is required.

2010BA — SUBSCRIBER NAME Loop Repeat: 1

X12 Syntax:

Loop:

Segment Repeat: 1

Usage: REQUIRED
TR3 Notes: 1. In worker’s compensation or other property and casualty claims, the
“subscriber” may be a non-person entity (for example, the employer).
However, this varies by state.
TR3 Example: NM1OILO1ODOEOJOHNOTIN JROMIO123456~
DIAGRAM
NM101 98 NM102 1065 NM103 1035 NM104 1036 NM105 1037 NM106 1038
0 Entity ID Entity Type Name Last/ Name Name Name
N M 1 Code Qualifier Org Name First Middle Prefix
M1 ID 23 M1 D 11 X1 AN 1/60 01 AN 1/35 01 AN 1/25 01 AN 1/10
NM107 1039 NM108 66 NM109 67 NM110 706 NM111 98 NM112 1035
0 Name ID Code ID Entity Entity1D Name-tastf
Suffix Qualifier Code RelatCoede Ceode Org-Name
01 AN 1/10 X1 ID 12 X1 AN 2/80 X1 ID 2/ o1 ID 23 01 AN 1/60
ELEMENT DETAIL
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED NM101 98 Entity Identifier Code M1 ID 2/3
Code identifying an organizational entity, a physical location, property or an
individual
CODE DEFINITION
IL Insured or Subscriber
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REQUIRED NM102 1065  Entity Type Qualifier M1 ID 11
Code qualifying the type of entity

semANTIC: NM102 qualifies NM103.

CODE DEFINITION
1 Person
2 Non-Person Entity
REQUIRED NM103 1035  Name Last or Organization Name X1 AN  1/60

Individual last name or organizational name
SYNTAX: C1203

IMPLEMENTATION NAME: Subscriber Last Name

SITUATIONAL NM104 1036 Name First 01 AN 135
Individual first name

SITUATIONAL RULE: Required when NM102 = 1 (person) and the person
has a first name. If not required by this implementation guide, do
not send.

IMPLEMENTATION NAME: Subscriber First Name

SITUATIONAL NM105 1037  Name Middle 01 AN 1/25
Individual middle name or initial

SITUATIONAL RULE: Required when NM102 = 1 (person) and the middle
name or initial of the person is needed to identify the individual. If
not required by this implementation guide, do not send.

IMPLEMENTATION NAME: Subscriber Middle Name or Initial

NOT USED NM106 1038 Name Prefix 01 AN 1/10

SITUATIONAL NM107 1039 Name Suffix 01 AN 1/10
Suffix to individual name

SITUATIONAL RULE: Required when NM102 = 1 (person) and the name
suffix of the person is needed to identify the individual. If not
required by this implementation guide, do not send.

IMPLEMENTATION NAME: Subscriber Name Suffix

Examples: I, II, lll, IV, Jr, Sr
This data element is used only to indicate generation or patronymic.

REQUIRED NM108 66 Identification Code Qualifier X1 ID 1/2
Code designating the system/method of code structure used for Identification
Code (67)

SYNTAX: PO809

CODE DEFINITION

Il Standard Unique Health Identifier for each Individual
in the United States

Required if the HIPAA Individual Patient Identifier is
mandated use. If not required, use value ‘MI’
instead.
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SUBSCRIBER NAME

REQUIRED

NOT USED
NOT USED
NOT USED

NM109

NM110
NM111
NM112

67

706
98
1035

Ml

Member Identification Number

The code Ml is intended to be the subscriber’s
identification number as assigned by the payer. (For
example, Insured’s ID, Subscriber’s ID, Health
Insurance Claim Number (HIC), etc.)

Ml is also intended to be used in claims submitted to
the Indian Health Service/Contract Health Services
(IHS/CHS) Fiscal Intermediary for the purpose of
reporting the Tribe Residency Code (Tribe County
State). In the event that a Social Security Number
(SSN) is also available on an IHS/CHS claim, put the
SSN in REF02.

When sending the Social Security Number as the
Member ID, it must be a string of exactly nine
numbers with no separators. For example, sending
“111002222" would be valid, while sending “111-00-
2222” would be invalid.

Identification Code X1 AN 2/80
Code identifying a party or other code

SYNTAX: PO809

IMPLEMENTATION NAME: Subscriber Primary Identifier

Entity Relationship Code X1 ID 2/2
Entity Identifier Code 01 ID 2/3
Name Last or Organization Name 01 AN 1/60
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SEGMENT DETAIL

N3 - SUBSCRIBER ADDRESS

X12 Segment Name: Party Location
X12 Purpose: To specify the location of the named party
Loop: 2010BA — SUBSCRIBER NAME

Segment Repeat: 1
Usage: SITUATIONAL

Situational Rule: Required when the patient is the subscriber or considered to be the
subscriber. If not required by this implementation guide, do not send.

TR3 Example: N30123 MAIN STREET~

DIAGRAM

N301 166 N302 166
gl Address || Address | _
N3 Information Information

M1 AN 1/55 01 AN 1/55

ELEMENT DETAIL
REF.

DATA
USAGE DES. ELEMENT  NAME ATTRIBUTES

REQUIRED N301 166 Address Information M1 AN  1/55
Address information

IMPLEMENTATION NAME: Subscriber Address Line

SITUATIONAL N302 166 Address Information 01 AN  1/55
Address information
SITUATIONAL RULE: Required when there is a second address line. If not
required by this implementation guide, do not send.

IMPLEMENTATION NAME: Subscriber Address Line
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SEGMENT DETAIL

N4 - SUBSCRIBER CITY, STATE, ZIP CODE

X12 Segment Name: Geographic Location
X12 Purpose: To specify the geographic place of the named party

X12 Syntax: 1. E0207
Only one of N402 or N407 may be present.

2. C0605
If N406 is present, then N405 is required.

3. C0704
If N4O7 is present, then N404 is required.

Loop: 2010BA — SUBSCRIBER NAME
Segment Repeat: 1
Usage: REQUIRED

TR3 Example: N4OKANSAS CITYOMO[64108~

DIAGRAM

N401 19 N402 156 N403 116 N404 26 N405 309 N406 310
N4 0 City 0 State or 0 Postal 0 Country 0 i:eea&eﬁ 0 {:eeaﬂeﬁ
Name Prov Code Code Code Qualifier tdentifier

01 AN 2/30 X1 ID 212 o1 ID 3/15 X1 ID 23 X1 ID 12 Ol AN 1/30

N407 1715
0| Country Sub | _
Code
X1 ID 13
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED N401 19 City Name 01 AN  2/30
Free-form text for city name
COMMENT: A combination of either N401 through N404, or N405 and N406 may be
adequate to specify a location.
IMPLEMENTATION NAME: Subscriber City Name
SITUATIONAL N402 156 State or Province Code X1 ID 22

Code (Standard State/Province) as defined by appropriate government agency
SYNTAX: E0207
coMMENT: N402 is required only if city name (N401) is in the U.S. or Canada.

SITUATIONAL RULE: Required when the address is in the United States of
America, including its territories, or Canada. If not required by this
implementation guide, do not send.

IMPLEMENTATION NAME: Subscriber State Code

CODE SOURCE 22: States and Provinces
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SITUATIONAL N403 116 Postal Code 01 ID 3/15
Code defining international postal zone code excluding punctuation and blanks
(zip code for United States)

SITUATIONAL RULE: Required when the address is in the United States of
America, including its territories, or Canada, or when a postal code
exists for the country in N404. If not required by this
implementation guide, do not send.

IMPLEMENTATION NAME: Subscriber Postal Zone or ZIP Code

CODE SOoURCE 51: ZIP Code
CODE SOURCE 932: Universal Postal Codes

SITUATIONAL N404 26 Country Code X1 ID 2/3
Code identifying the country

SYNTAX: CO704

SITUATIONAL RULE: Required when the address is outside the United
States of America. If not required by this implementation guide, do
not send.

CODE SOURCE 5: Countries, Currencies and Funds

Use the alpha-2 country codes from Part 1 of ISO 3166.

NOT USED N405 309 Location Qualifier X1 ID 1/2
NOT USED N406 310 Location Identifier 01 AN 1/30
SITUATIONAL N407 1715  Country Subdivision Code X1 ID 1/3

Code identifying the country subdivision
SYNTAX: E0207, C0704

SITUATIONAL RULE: Required when the address is not in the United
States of America, including its territories, or Canada, and the
country in N404 has administrative subdivisions such as but not
limited to states, provinces, cantons, etc. If not required by this
implementation guide, do not send.

CODE SOURCE 5: Countries, Currencies and Funds

Use the country subdivision codes from Part 2 of ISO 3166.
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ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

005010X222 » 837 » 2010BA « DMG
SUBSCRIBER DEMOGRAPHIC INFORMATION

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax: 1.

DMG - SUBSCRIBER DEMOGRAPHIC
INFORMATION

Loop:

Segment Repeat: 1

Situational Rule:

Usage:

P0102

Demographic Information

To supply demographic information

If either DMGO1 or DMGO2 is present, then the other is required.

. P1011

If either DMG10 or DMGL11 is present, then the other is required.

C1105

If DMG11 is present, then DMGOS5 is required.

2010BA — SUBSCRIBER NAME

SITUATIONAL

Required when the patient is the subscriber or considered to be the

subscriber. If not required by this implementation guide, do not send.

TR3 Example: DMGOD8[19690815[1M~
DIAGRAM
DMGO1 1250 DMG02 1251 DMGO03 1068 DMG04 1067 DMGO05 CO056 DMGO06 1066
0 Date Time 0 Date Time Gender Maritat CompRace Citizenship
D M G Format Qual Period Code Status-Cede e+ Ethninf StatusCede
X1 ID 23 X1 AN 1/35 o1 ID 11 o1 ID 11 X 10 o1 ID 12
DMGO07 26 DMGO08 659 DMG09 380 DMG10 1270 DMG11 1271
0 Ceuntry 0 Basisef Quantity Cedetist tndustey
Cede Verif-Cede Bual-Coede Cede
o1 ID 23 o1 ID 112 01 R 115 X1 ID 13 X1 AN 1/30
ELEMENT DETAIL
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED DMGO01 1250  Date Time Period Format Qualifier X1 ID 2/3
Code indicating the date format, time format, or date and time format
SYNTAX: P0102
CODE DEFINITION
D8 Date Expressed in Format CCYYMMDD
REQUIRED DMGO02 1251  Date Time Period X1 AN  1/35
Expression of a date, a time, or range of dates, times or dates and times
SYNTAX: P0102
SEMANTIC: DMGO2 is the date of birth.
IMPLEMENTATION NAME: Subscriber Birth Date
MAY 2006 127



005010X222 » 837 » 2010BA » DMG ASC X12N « INSURANCE SUBCOMMITTEE
SUBSCRIBER DEMOGRAPHIC INFORMATION TECHNICAL REPORT » TYPE 3

REQUIRED DMGO03 1068  Gender Code Ol ID 1/1
Code indicating the sex of the individual

IMPLEMENTATION NAME: Subscriber Gender Code

CODE DEFINITION

F Female

M Male

U Unknown
NOT USED DMG04 1067  Marital Status Code 01 ID 1/1
NOT USED DMGO05 C056  COMPOSITE RACE OR ETHNICITY X

INFORMATION 10
NOT USED DMGO06 1066  Citizenship Status Code 01 ID 1/2
NOT USED DMGO7 26 Country Code 01 ID 213
NOT USED DMGO08 659 Basis of Verification Code 01 ID 1/2
NOT USED DMG09 380 Quantity 01 R 115
NOT USED DMG10 1270  Code List Qualifier Code X1 ID 1/3
NOT USED DMG11 1271 Industry Code X1 AN  1/30
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005010X222 » 837 » 2010BA » REF
SUBSCRIBER SECONDARY IDENTIFICATION

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax:

Loop:
Segment Repeat:
Usage:

Situational Rule:

REF - SUBSCRIBER SECONDARY
IDENTIFICATION

Reference Information
To specify identifying information

1. R0O203
At least one of REF02 or REF03 is required.

2010BA — SUBSCRIBER NAME
1
SITUATIONAL

Required when an additional identification number to that provided in
NM109 of this loop is necessary for the claim processor to identify the
entity. If not required by this implementation guide, do not send.

TR3 Example: REFOSY[123456789~
REFO1 128 REF02 127 REFO3 352 REF04  C040
0 Reference 0 Reference Beseription Referenee
R EF Ident Qual Ident ldentifier
M1 ID 23 X1 AN 1/50 X1 AN 1/80 01
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED REFO1 128 Reference Identification Qualifier M1 ID 2/3
Code qualifying the Reference Identification
CODE DEFINITION
SY Social Security Number
The Social Security Number must be a string of
exactly nine numbers with no separators. For
example, sending “111002222" would be valid, while
sending “111-00-2222" would be invalid.
REQUIRED REF02 127 Reference Identification X1 AN  1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier
SYNTAX: R0O203
IMPLEMENTATION NAME: Subscriber Supplemental Identifier
NOT USED REF03 352 Description X1 AN  1/80
NOT USED REF04 C040  REFERENCE IDENTIFIER 01
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PROPERTY AND CASUALTY CLAIM NUMBER

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax:

Loop:
Segment Repeat:
Usage:

Situational Rule:

REF - PROPERTY AND CASUALTY CLAIM
NUMBER

Reference Information
To specify identifying information

1. R0O203
At least one of REF02 or REF03 is required.

2010BA — SUBSCRIBER NAME
1
SITUATIONAL

Required when the services included in this claim are to be considered as
part of a property and casualty claim. If not required by this
implementation guide, do not send.

TR3 Notes: 1. This is a property and casualty payer-assigned claim number.
Providers receive this number from the property and casualty payer
during eligibility determinations or some other communication with
that payer. See Section 1.4.2, Property and Casualty, for additional
information about property and casualty claims.
2. This segment is not a HIPAA requirement as of this writing.
TR3 Example: REFOY4[4445555~
REFO01 128 REF02 127 REF03 352 REF04 C040
0 Reference 0 Reference Beseription Reference
R EF Ident Qual Ident tdentifier
M1 ID 273 X1 AN 1/50 X1 AN 1/80 o1
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED REFO01 128 Reference Identification Qualifier M1 ID 2/3
Code qualifying the Reference Identification
CODE DEFINITION
Y4 Agency Claim Number
REQUIRED REFO02 127 Reference Identification X1 AN  1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier
SYNTAX: R0O203
IMPLEMENTATION NAME: Property Casualty Claim Number
NOT USED REFO03 352 Description X1 AN  1/80
NOT USED REF04 C040  REFERENCE IDENTIFIER 01
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TECHNICAL REPORT » TYPE 3

005010X222 « 837 « 2010BA « PER
PROPERTY AND CASUALTY SUBSCRIBER CONTACT INFORMATION

SEGMENT DETAIL

X12 Segment Name:

X12 Purpose:

X12 Syntax:

Loop:

Segment Repeat:

U

sage:

Situational Rule:

TR3 Notes:

PER - PROPERTY AND CASUALTY
SUBSCRIBER CONTACT INFORMATION

Administrative Communications Contact

To identify a person or office to whom administrative communications should be
directed

1.

P0304
If either PERO3 or PERO04 is present, then the other is required.

. PO506

If either PERO5 or PERO6 is present, then the other is required.

P0708
If either PERO7 or PEROS is present, then the other is required.

2010BA — SUBSCRIBER NAME
1
SITUATIONAL

Required for Property and Casualty claims when this information is
deemed necessary by the submitter. If not required by this implementation
guide, do not send.

1.

When the communication number represents a telephone number in
the United States and other countries using the North American
Dialing Plan (for voice, data, fax, etc.), the communication number
must always include the area code and phone number using the
format AAABBBCCCC where AAA is the area code, BBB is the
telephone number prefix, and CCCC is the telephone number.
Therefore, the following telephone number (555) 555-1234 would be
represented as 5555551234. Do not submit long distance access
numbers, such as “1”, in the telephone number. Telephone
extensions, when applicable, must be submitted in the next element
immediately following the telephone number. When submitting
telephone extensions, only submit the numeric extension. Do not
include data that indicates an extension, such as “ext” or “x-".

TR3 Example: PEROICOJOHN SMITHOTEO55555512340EX0123~

DIAGRAM

PER?"

PERO1 366 PER02 93 PERO03 365 PER04 364 PERO05 365 PER06 364
Contact 0 Name Comm 0 Comm Comm Comm
Funct Code Number Qual Number Number Qual Number
M1 ID 212 Ol AN 1/60 X1 ID 22 X1 AN 1/256 X1 ID 22 X1 AN 1/256
PERO7 365 PEROS 364 PER09 443
Comm 0 Cemm Ceontaeting | _
NumberQual Number Referenee
X1 ID 22 X1 AN 1/256 01 AN 1/20
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PROPERTY AND CASUALTY SUBSCRIBER CONTACT INFORMATION TECHNICAL REPORT » TYPE 3
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES

REQUIRED PERO1 366 Contact Function Code M1 ID 2/2

Code identifying the major duty or responsibility of the person or group named
CODE DEFINITION

IC Information Contact

SITUATIONAL PERO02 93 Name 01 AN  1/60

Free-form name

SITUATIONAL RULE: Required when the Subscriber contact is a person
other than the person identified in the Subscriber Name NM1 (Loop
ID-2000BA). If not required by this implementation guide, do not
send.

REQUIRED PERO3 365 Communication Number Qualifier X1 ID 2/2
Code identifying the type of communication number

SYNTAX: PO304

CODE DEFINITION
TE Telephone

REQUIRED PER04 364 Communication Number X1 AN  1/256
Complete communications number including country or area code when
applicable

SYNTAX: PO304

SITUATIONAL PERO5 365 Communication Number Qualifier X1 ID 202
Code identifying the type of communication number

SYNTAX: PO506

SITUATIONAL RULE: Required when this information is deemed necessary
by the submitter. If not required by this implementation guide, do

not send.
CODE DEFINITION
EX Telephone Extension
SITUATIONAL PER06 364 Communication Number X1 AN  1/256
Complete communications number including country or area code when
applicable

SYNTAX: PO506

SITUATIONAL RULE: Required when this information is deemed necessary
by the submitter. If not required by this implementation guide, do

not send.
NOT USED PERO7 365 Communication Number Qualifier X1 ID 22
NOT USED PEROS8 364 Communication Number X1 AN  1/256
NOT USED PER09 443 Contact Inquiry Reference 01 AN 1/20
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PAYER NAME

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

NM1 - PAYER NAME

X12 Segment Name: Individual or Organizational Name

X12 Purpose: To supply the full name of an individual or organizational entity

X12 Set Notes: 1. Loop 2010 contains information about entities that apply to all claims in loop
2300. For example, these entities may include billing provider, pay-to

provider, insurer, primary administrator, contract holder, or claimant.

P0809
If either NM108 or NM109 is present, then the other is required.

2. C1110
If NM111 is present, then NM110 is required.

3. C1203
If NM112 is present, then NM103 is required.

2010BB — PAYER NAME Loop Repeat: 1

X12 Syntax: 1.

Loop:

Segment Repeat: 1

Usage: REQUIRED
TR3 Notes: 1. This is the destination payer.

2. For the purposes of this implementation the term payer is
synonymous with several other terms, such as, repricer and third
party administrator.

TR3 Example: NM1OPRO20OABC INSURANCE CcOm  PI011122333~
NM101 98 NM102 1065 NM103 1035 NM104 1036 NM105 1037 NM106 1038
0 Entity ID Entity Type Name Last/ Name Name Name
N M 1 Code Qualifier Org Name First Middle Prefix
M1 ID 23 M1 ID 11 X1 AN 1/60 01 AN 1/35 01 AN 1/25 01 AN 110
NM107 1039 NM108 66 NM109 67 NM110 706 NM111 98 NM112 1035
0O Name ID Code ID Entity Entity-1D Name-tastf
Suffix Qualifier Code Relat-Cede Ceoede Org-Name
01 AN 1110 X1 ID 12 X1 AN 2/80 X1 ID 22 o1 ID 23 01 AN 1/60
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED NM101 98 Entity Identifier Code M1 ID 2/3
Code identifying an organizational entity, a physical location, property or an
individual
CODE DEFINITION
PR Payer
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REQUIRED NM102 1065  Entity Type Qualifier M1 ID 11
Code qualifying the type of entity

semANTIC: NM102 qualifies NM103.

CODE DEFINITION
2 Non-Person Entity
REQUIRED NM103 1035  Name Last or Organization Name X1 AN  1/60

Individual last name or organizational name

SYNTAX: C1203

IMPLEMENTATION NAME: Payer Name

NOT USED NM104 1036  Name First 01 AN 135

NOT USED NM105 1037  Name Middle 01 AN 1/25

NOT USED NM106 1038  Name Prefix 01 AN 1/10

NOT USED NM107 1039  Name Suffix 01 AN 1/10

REQUIRED NM108 66 Identification Code Qualifier X1 ID 1/2
Code designating the system/method of code structure used for Identification
Code (67)

SYNTAX: PO809

On or after the mandated implementation date for the HIPAA
National Plan Identifier (National Plan ID), XV must be sent.

Prior to the mandated implementation date and prior to any phase-
in period identified by Federal regulation, Pl must be sent.

If a phase-in period is designated, Pl must be sent unless:

1. Both the sender and receiver agree to use the National Plan ID,
2. The receiver has a National Plan ID, and

3. The sender has the capability to send the National Plan ID.

If all of the above conditions are true, XV must be sent. In this case
the Payer Identification Number that would have been sent using
qualifier Pl can be sent in the corresponding REF segment using

qualifier 2U.
CODE DEFINITION
PI Payor Identification
XV Centers for Medicare and Medicaid Services PlanID
coDE souRcE 540: Centers for Medicare and Medicaid Services
PlanIiD
REQUIRED NM109 67 Identification Code X1 AN  2/80

Code identifying a party or other code
SYNTAX: PO809

IMPLEMENTATION NAME: Payer Identifier

NOT USED NM110 706 Entity Relationship Code X1 ID 22
NOT USED NM111 98 Entity Identifier Code o1 ID 213
NOT USED NM112 1035  Name Last or Organization Name O1 AN  1/60
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TECHNICAL REPORT » TYPE 3

PAYER ADDRESS

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

N3 - PAYER ADDRESS

Party Location

To specify the location of the named party

Loop: 2010BB — PAYER NAME

Segment Repeat: 1

Situational Rule:

TR3 Example:

DIAGRAM

N3 ©

ELEMENT DETAIL

USAGE

Usage: SITUATIONAL

Required when the payer address is available and the submitter intends

for the claim to be printed on paper at the next EDI location (for example, a
clearinghouse). If not required by this implementation guide, do not send.

N30123 MAIN STREET~

REQUIRED

SITUATIONAL

N301 166 N302 166
Address Address N
Information Information
M1 AN 1/55 O1 AN 1/55
REF. DATA
DES. ELEMENT NAME ATTRIBUTES
N301 166 Address Information M1 AN 1/55
Address information
IMPLEMENTATION NAME: Payer Address Line
N302 166 Address Information O1l AN 1/55

Address information

SITUATIONAL RULE: Required when there is a second address line. If not
required by this implementation guide, do not send.

IMPLEMENTATION NAME: Payer Address Line
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SEGMENT DETAIL

N4 - PAYER CITY, STATE, ZIP CODE

X12 Segment Name: Geographic Location
X12 Purpose: To specify the geographic place of the named party

X12 Syntax: 1. E0207
Only one of N402 or N407 may be present.

2. C0605
If N406 is present, then N405 is required.

3. C0704
If N4O7 is present, then N404 is required.

Loop: 2010BB — PAYER NAME
Segment Repeat: 1
Usage: REQUIRED

TR3 Example: N4OKANSAS CITYOMO[64108~

DIAGRAM

N401 19 N402 156 N403 116 N404 26 N405 309 N406 310
N4 0 City 0 State or 0 Postal 0 Country 0 i:eea&eﬁ 0 {:eeaﬂeﬁ
Name Prov Code Code Code Qualifier tdentifier

01 AN 2/30 X1 ID 212 o1 ID 3/15 X1 ID 23 X1 ID 12 Ol AN 1/30

N407 1715
0| Country Sub | _
Code
X1 ID 13
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED N401 19 City Name 01 AN  2/30
Free-form text for city name
COMMENT: A combination of either N401 through N404, or N405 and N406 may be
adequate to specify a location.
IMPLEMENTATION NAME: Payer City Name
SITUATIONAL N402 156 State or Province Code X1 ID 22

Code (Standard State/Province) as defined by appropriate government agency
SYNTAX: E0207
coMMENT: N402 is required only if city name (N401) is in the U.S. or Canada.

SITUATIONAL RULE: Required when the address is in the United States of
America, including its territories, or Canada. If not required by this
implementation guide, do not send.

IMPLEMENTATION NAME: Payer State or Province Code

CODE SOURCE 22: States and Provinces
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SITUATIONAL N403 116 Postal Code 01 ID 3/15
Code defining international postal zone code excluding punctuation and blanks
(zip code for United States)

SITUATIONAL RULE: Required when the address is in the United States of
America, including its territories, or Canada, or when a postal code
exists for the country in N404. If not required by this
implementation guide, do not send.

IMPLEMENTATION NAME: Payer Postal Zone or ZIP Code

CODE SOoURCE 51: ZIP Code
CODE SOURCE 932: Universal Postal Codes

SITUATIONAL N404 26 Country Code X1 ID 2/3
Code identifying the country

SYNTAX: CO704

SITUATIONAL RULE: Required when the address is outside the United
States of America. If not required by this implementation guide, do
not send.

CODE SOURCE 5: Countries, Currencies and Funds

Use the alpha-2 country codes from Part 1 of ISO 3166.

NOT USED N405 309 Location Qualifier X1 ID 1/2
NOT USED N406 310 Location Identifier 01 AN 1/30
SITUATIONAL N407 1715  Country Subdivision Code X1 ID 1/3

Code identifying the country subdivision
SYNTAX: E0207, C0704

SITUATIONAL RULE: Required when the address is not in the United
States of America, including its territories, or Canada, and the
country in N404 has administrative subdivisions such as but not
limited to states, provinces, cantons, etc. If not required by this
implementation guide, do not send.

CODE SOURCE 5: Countries, Currencies and Funds

Use the country subdivision codes from Part 2 of ISO 3166.
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SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax:

Loop:
Segment Repeat:

Usage:

Situational Rule:

TR3 Example:

DIAGRAM

REF - PAYER SECONDARY IDENTIFICATION

Reference Information
To specify identifying information

1. R0O203
At least one of REF02 or REFO03 is required.

2010BB — PAYER NAME
3
SITUATIONAL

Required prior to the mandated implementation date for the HIPAA
National Plan Identifier when an additional identification number to that
provided in the NM109 of this loop is necessary for the claim processor to
identify the entity. If not required by this implementation guide, do not
send.

REFLOFY[435261708~

REFO01

f
REF 9| e oua

2/3 X1 AN 1/50 X1 AN 1/80 o1

M1 ID

128 REF02 127 REF03 352 REF04  C040

Reference 0 Peseription 0 Referenee
Ident tdentifier

J

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED REF01 128 Reference Identification Qualifier M1 ID 2/3
Code qualifying the Reference Identification
CODE DEFINITION
2U Payer Identification Number

This code is only allowed when the National Plan
Identifier is reported in NM109 of this loop.

El Employer’s Identification Number

The Employer’s Identification Number must be a
string of exactly nine numbers with no separators.

For example, “001122333" would be valid, while
sending “001-12-2333” or “00-1122333” would be

invalid.

FY Claim Office Number

NF National Association of Insurance Commissioners
(NAIC) Code

CODE SOURCE 245: National Association of Insurance
Commissioners (NAIC) Code
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TECHNICAL REPORT ¢ TYPE 3 PAYER SECONDARY IDENTIFICATION

REQUIRED REF02 127 Reference Identification X1 AN  1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier

SYNTAX: R0203

IMPLEMENTATION NAME: Payer Secondary Identifier

NOT USED REF03 352 Description X1 AN  1/80
NOT USED REF04 C040 REFERENCE IDENTIFIER 01
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005010X222 » 837 « 2010BB

* REF ASC X12N « INSURANCE SUBCOMMITTEE

BILLING PROVIDER SECONDARY IDENTIFICATION TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax:

Loop:
Segment Repeat:

Usage:

Situational Rule:

TR3 Example:

DIAGRAM

REF - BILLING PROVIDER SECONDARY
IDENTIFICATION

Reference Information
To specify identifying information
1. R0O203
At least one of REF02 or REFO03 is required.

2010BB — PAYER NAME
2
SITUATIONAL

Required prior to the mandated NPI Implementation Date when an
additional identification number is necessary for the receiver to identify
the provider.

OR

Required on or after the mandated NPI Implementation Date when NM109
in Loop 2010AA is not used and an identification number other than the
NPI is necessary for the receiver to identify the provider.

If not required by this implementation guide, do not send.

REFOG2012345~

REFO1

REF 9 ent oua

2/3 X1 AN 1/50 X1 AN 1/80 o1

M1 ID

128 REF02 127 REFO03 352 REF04  C040

Reference 0 Beseription 0 Referenee
Ident tdentifier

]

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED REFO1 128 Reference Identification Qualifier M1 ID 2/3
Code qualifying the Reference Identification
CODE DEFINITION
G2 Provider Commercial Number

This code designates a proprietary provider number
for the destination payer identified in the Payer
Name loop, Loop ID-2010BB, associated with this
claim. This is to be used by all payers including:
Medicare, Medicaid, Blue Cross, etc.

LU Location Number
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REQUIRED REF02 127 Reference Identification X1 AN  1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier

SYNTAX: R0203

IMPLEMENTATION NAME: Billing Provider Secondary Identifier

NOT USED REF03 352 Description X1 AN  1/80
NOT USED REF04 C040 REFERENCE IDENTIFIER 01
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005010X222 » 837 » 2000C » HL
PATIENT HIERARCHICAL LEVEL

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

X12 Comments:

HL - PATIENT HIERARCHICAL LEVEL

Hierarchical Level

To identify dependencies among and the content of hierarchically related
groups of data segments

1. The HL segment is used to identify levels of detail information using a
hierarchical structure, such as relating line-item data to shipment data, and
packaging data to line-item data.

2. The HL segment defines a top-down/left-right ordered structure.

Loop: 2000C — PATIENT HIERARCHICAL LEVEL Loop Repeat: >1
Segment Repeat: 1
Usage: SITUATIONAL

Situational Rule:

Required when the patient is a dependent of the subscriber identified in
Loop ID-2000B and cannot be uniquely identified to the payer using the
subscriber’s identifier in the Subscriber Level. If not required by this
implementation guide, do not send.

TR3 Notes: 1. There are no HLs subordinate to the Patient HL.

2. If a patient is a dependent of a subscriber and can be uniquely
identified to the payer by a unique Identification Number, then the
patient is considered the subscriber and is to be identified in the
Subscriber Level.

TR3 Example: HLO30O2002300~
HLO1 628 HLO2 734 HLO3 735 HLO4 736
0 Hierarch Hierarch Hierarch Hierarch
H L ID Number Parent ID Level Code Child Code
M1 AN 1/12 Ol AN 1/12 M1 ID 1/2 Ol ID 1/1
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED HLO1 628 Hierarchical ID Number M1 AN /12

A unigue number assigned by the sender to identify a particular data segment in
a hierarchical structure

coMMENT: HLO1 shall contain a unique alphanumeric number for each occurrence
of the HL segment in the transaction set. For example, HLO1 could be used to
indicate the number of occurrences of the HL segment, in which case the value of
HLO1 would be “1" for the initial HL segment and would be incremented by one in
each subsequent HL segment within the transaction.
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ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT ¢ TYPE 3

005010X222 « 837 « 2000C » HL
PATIENT HIERARCHICAL LEVEL

REQUIRED

REQUIRED

REQUIRED

HLO2

HLO3

HLO4

734

735

736

Hierarchical Parent ID Number O1l AN 1/12
Identification number of the next higher hierarchical data segment that the data
segment being described is subordinate to

coMMENT: HLO2 identifies the hierarchical ID number of the HL segment to which
the current HL segment is subordinate.

Hierarchical Level Code M1 ID 1/2
Code defining the characteristic of a level in a hierarchical structure

coMMENT: HLO3 indicates the context of the series of segments following the
current HL segment up to the next occurrence of an HL segment in the
transaction. For example, HLO3 is used to indicate that subsequent segments in
the HL loop form a logical grouping of data referring to shipment, order, or item-
level information.

CODE DEFINITION

23 Dependent
The code DEPENDENT conveys that the information
in this HL applies to the patient when the subscriber
and the patient are not the same person.

Hierarchical Child Code Ol ID 1/1
Code indicating if there are hierarchical child data segments subordinate to the
level being described

coMMENT: HLO4 indicates whether or not there are subordinate (or child) HL
segments related to the current HL segment.

CODE DEFINITION

0 No Subordinate HL Segment in This Hierarchical
Structure.
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005010X222 « 837 « 2000C  PAT

PATIENT INFORMATION

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

PAT - PATIENT INFORMATION

Patient Information

To supply patient information

X12 Syntax: 1. P0O506
If either PATO5 or PATO6 is present, then the other is required.
2. PO708
If either PATQO7 or PATO8 is present, then the other is required.
Loop: 2000C — PATIENT HIERARCHICAL LEVEL
Segment Repeat: 1
Usage: REQUIRED
TR3 Example: PATOO1~
PATOl 1069 PATO2 1384 PATO3 584 PATO4 1220 PATO5 1250 PATO6 1251
0 Individual Patienttoee Empleyment Student Date Time Date Time
PAT Relat Code Cede Status-Coede Status-Cede Format Qual Period
01 ID 22 01 ID 11 01 ID 22 o1 ID 11 X1 ID 23 X1 AN 1/35
PATO7 355 PATO8 81 PATO9 1073
0 Unit/Basis Weight Yes/No Cond | _
Meas Code Resp Code
X1 ID 212 X1 R 1/10 o1 ID 11
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED PATO1 1069  Individual Relationship Code 01 ID 2/2
Code indicating the relationship between two individuals or entities
Specifies the patient’s relationship to the person insured.
CODE DEFINITION
01 Spouse
19 Child
20 Employee
21 Unknown
39 Organ Donor
40 Cadaver Donor
53 Life Partner
G8 Other Relationship
NOT USED PATO2 1384  Patient Location Code 01 ID 1/1
NOT USED PATO3 584 Employment Status Code o1 ID 2/2
NOT USED PATO04 1220  Student Status Code 01 ID 1/1
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 « 837 « 2000C » PAT
TECHNICAL REPORT ¢ TYPE 3 PATIENT INFORMATION

SITUATIONAL PATO5 1250  Date Time Period Format Qualifier X1 ID 2/3
Code indicating the date format, time format, or date and time format

SYNTAX: PO506
SITUATIONAL RULE: Required when patient is known to be deceased and

the date of death is available to the provider billing system. If not
required by this implementation guide, do not send.

CODE DEFINITION
D8 Date Expressed in Format CCYYMMDD
SITUATIONAL PATO6 1251 Date Time Period X1 AN 1/35

Expression of a date, a time, or range of dates, times or dates and times
SYNTAX: PO506
SEMANTIC: PATOG is the date of death.

SITUATIONAL RULE: Required when patient is known to be deceased and
the date of death is available to the provider billing system. If not
required by this implementation guide, do not send.

IMPLEMENTATION NAME: Patient Death Date

SITUATIONAL PATO7 355 Unit or Basis for Measurement Code X1 ID 2/2
Code specifying the units in which a value is being expressed, or manner in which
a measurement has been taken

SYNTAX: PO708

SITUATIONAL RULE: Required when claims involve Medicare Durable
Medical Equipment Regional Carriers Certificate of Medical
Necessity (DMERC CMN) 02.03, 10.02, or DME MAC 10.03.

If not required by this implementation guide, do not send.

CODE DEFINITION

01 Actual Pounds

SITUATIONAL PATO8 81 Weight X1 R  1/10
Numeric value of weight

SYNTAX: PO708
SEMANTIC: PATO8 is the patient’s weight.

SITUATIONAL RULE: Required when claims involve Medicare Durable
Medical Equipment Regional Carriers Certificate of Medical
Necessity (DMERC CMN) 02.03, 10.02, or DME MAC 10.03.

If not required by this implementation guide, do not send.

IMPLEMENTATION NAME: Patient Weight
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005010X222 » 837 » 2000C « PAT ASC X12N « INSURANCE SUBCOMMITTEE
PATIENT INFORMATION TECHNICAL REPORT » TYPE 3

SITUATIONAL PATO9 1073 Yes/No Condition or Response Code 01 ID 11
Code indicating a Yes or No condition or response

SEMANTIC: PATO9 indicates whether the patient is pregnant or not pregnant. Code
“Y” indicates the patient is pregnant; code “N” indicates the patient is not pregnant.

SITUATIONAL RULE: Required when mandated by law. The determination
of pregnancy shall be completed in compliance with applicable law.
The “Y” code indicates that the patient is pregnant. If PATO9 is not
used, it means that the patient is not pregnant or that the
pregnancy indicator is not mandated by law.

If not required by this implementation guide, do not send.

IMPLEMENTATION NAME: Pregnancy Indicator

For this implementation, the listed value takes precedence over the
semantic note.

CODE DEFINITION

Y Yes
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ASC X12N « INSURANCE SUBCOMMITTEE

TECHNICAL REPORT » TYPE 3

005010X222 » 837 » 2010CA « NM1
PATIENT NAME

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

NM1 - PATIENT NAME

X12 Set Notes:

Individual or Organizational Name

To supply the full name of an individual or organizational entity

1. Loop 2010 contains information about entities that apply to all claims in loop

2300. For example, these entities may include billing provider, pay-to
provider, insurer, primary administrator, contract holder, or claimant.

X12 Syntax: 1. P0809
If either NM108 or NM109 is present, then the other is required.
2. C1110
If NM111 is present, then NM110 is required.
3. C1203
If NM112 is present, then NM103 is required.
Loop: 2010CA — PATIENT NAME Loop Repeat:
Segment Repeat: 1
Usage: REQUIRED
TR3 Example: NM1OQCO10ODOEOSALLYOJ~
NM101 98 NM102 1065 NM103 1035 NM104 1036 NM105 1037 NM106 1038
0 Entity ID Entity Type Name Last/ Name Name Name
N M 1 Code Qualifier Org Name First Middle Prefix
M1 ID 23 M1 ID 11 X1 AN 1/60 01 AN 1/35 01 AN 1/25 01 AN 1/10
NM107 1039 NM108 66 NM109 67 NM110 706 NM111 98 NM112 1035
0O Name ib-Cede b Entity Entity1D Name-tastf
Suffix Quatifier Cede RelatCede Cede Org-Name
01 AN 1/10 X1 ID 12 X1 AN 2/80 X1 D 22 o1 ID 23 01 AN 1/60
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED NM101 98 Entity Identifier Code ID 2/3
Code identifying an organizational entity, a physical location, property or an
individual
CODE DEFINITION
QC Patient
REQUIRED NM102 1065  Entity Type Qualifier ID 1/1
Code qualifying the type of entity
SeMANTIC: NM102 qualifies NM103.
CODE DEFINITION
1 Person
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005010X222 » 837 « 2010CA « NM1 ASC X12N « INSURANCE SUBCOMMITTEE
PATIENT NAME TECHNICAL REPORT » TYPE 3

REQUIRED NM103 1035  Name Last or Organization Name X1 AN  1/60
Individual last name or organizational name

SYNTAX: C1203

IMPLEMENTATION NAME: Patient Last Name

SITUATIONAL NM104 1036 Name First 01 AN 135
Individual first name

SITUATIONAL RULE: Required when the person has a first name. If not
required by this implementation guide, do not send.

IMPLEMENTATION NAME: Patient First Name

SITUATIONAL NM105 1037  Name Middle 01 AN 1/25
Individual middle name or initial

SITUATIONAL RULE: Required when the middle name or initial of the
person is needed to identify the individual. If not required by this
implementation guide, do not send.

IMPLEMENTATION NAME: Patient Middle Name or Initial

NOT USED NM106 1038 Name Prefix 01 AN 1/10

SITUATIONAL NM107 1039  Name Suffix 01 AN 1/10
Suffix to individual name

SITUATIONAL RULE: Required when the name suffix is needed to identify
the individual. If not required by this implementation guide, do not
send.

IMPLEMENTATION NAME: Patient Name Suffix

NOT USED NM108 66 Identification Code Qualifier X1 ID 1/2
NOT USED NM109 67 Identification Code X1 AN  2/80
NOT USED NM110 706 Entity Relationship Code X1 ID 2/2
NOT USED NM111 98 Entity Identifier Code o1 ID 2/3
NOT USED NM112 1035  Name Last or Organization Name O1 AN  1/60
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 » 837 » 2010CA » N3

TECHNICAL REPORT » TYPE 3

PATIENT ADDRESS

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

Segment Repeat:

TR3 Example:

DIAGRAM

N3 - PATIENT ADDRESS

Party Location

To specify the location of the named party

Loop: 2010CA — PATIENT NAME

1

Usage: REQUIRED

N30123 MAIN STREET~

N301 166 N302 166
Address Address | _
Information Information
N 3 O . :
M1 AN 1/55 O1 AN 1/55
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED N301 166 Address Information M1 AN  1/55
Address information
IMPLEMENTATION NAME: Patient Address Line
SITUATIONAL N302 166 Address Information 01 AN 1/55

Address information

SITUATIONAL RULE: Required when there is a second address line. If not
required by this implementation guide, do not send.

IMPLEMENTATION NAME: Patient Address Line
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005010X222 » 837 » 2010CA » N4 ASC X12N « INSURANCE SUBCOMMITTEE
PATIENT CITY, STATE, ZIP CODE TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

N4 - PATIENT CITY, STATE, ZIP CODE

X12 Segment Name: Geographic Location
X12 Purpose: To specify the geographic place of the named party

X12 Syntax: 1. E0207
Only one of N402 or N407 may be present.

2. C0605
If N406 is present, then N405 is required.

3. C0704
If N4O7 is present, then N404 is required.

Loop: 2010CA — PATIENT NAME
Segment Repeat: 1
Usage: REQUIRED

TR3 Example: N4OKANSAS CITYOMO[64108~

DIAGRAM

N401 19 N402 156 N403 116 N404 26 N405 309 N406 310
N4 0 City 0 State or 0 Postal 0 Country 0 i:eea&eﬁ 0 {:eeaﬂeﬁ
Name Prov Code Code Code Qualifier tdentifier

01 AN 2/30 X1 ID 212 o1 ID 3/15 X1 ID 23 X1 ID 12 Ol AN 1/30

N407 1715
0| Country Sub | _
Code
X1 ID 13
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED N401 19 City Name 01 AN  2/30
Free-form text for city name
COMMENT: A combination of either N401 through N404, or N405 and N406 may be
adequate to specify a location.
IMPLEMENTATION NAME: Patient City Name
SITUATIONAL N402 156 State or Province Code X1 ID 22

Code (Standard State/Province) as defined by appropriate government agency
SYNTAX: E0207
coMMENT: N402 is required only if city name (N401) is in the U.S. or Canada.

SITUATIONAL RULE: Required when the address is in the United States of
America, including its territories, or Canada. If not required by this
implementation guide, do not send.

IMPLEMENTATION NAME: Patient State Code

CODE SOURCE 22: States and Provinces
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 » 837 » 2010CA » N4
TECHNICAL REPORT ¢ TYPE 3 PATIENT CITY, STATE, ZIP CODE

SITUATIONAL N403 116 Postal Code 01 ID 3/15
Code defining international postal zone code excluding punctuation and blanks
(zip code for United States)

SITUATIONAL RULE: Required when the address is in the United States of
America, including its territories, or Canada, or when a postal code
exists for the country in N404. If not required by this
implementation guide, do not send.

IMPLEMENTATION NAME: Patient Postal Zone or ZIP Code

CODE SOoURCE 51: ZIP Code
CODE SOURCE 932: Universal Postal Codes

SITUATIONAL N404 26 Country Code X1 ID 2/3
Code identifying the country

SYNTAX: CO704

SITUATIONAL RULE: Required when the address is outside the United
States of America. If not required by this implementation guide, do
not send.

CODE SOURCE 5: Countries, Currencies and Funds

Use the alpha-2 country codes from Part 1 of ISO 3166.

NOT USED N405 309 Location Qualifier X1 ID 1/2
NOT USED N406 310 Location Identifier 01 AN 1/30
SITUATIONAL N407 1715  Country Subdivision Code X1 ID 1/3

Code identifying the country subdivision
SYNTAX: E0207, C0704

SITUATIONAL RULE: Required when the address is not in the United
States of America, including its territories, or Canada, and the
country in N404 has administrative subdivisions such as but not
limited to states, provinces, cantons, etc. If not required by this
implementation guide, do not send.

CODE SOURCE 5: Countries, Currencies and Funds

Use the country subdivision codes from Part 2 of ISO 3166.
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005010X222 » 837 » 2010CA » DMG
PATIENT DEMOGRAPHIC INFORMATION

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

DMG - PATIENT DEMOGRAPHIC
INFORMATION

Demographic Information

To supply demographic information

X12 Syntax: 1. P0102
If either DMGO1 or DMGO2 is present, then the other is required.
2. P1011
If either DMG10 or DMGL11 is present, then the other is required.
3. C1105
If DMG11 is present, then DMGOS5 is required.
Loop: 2010CA — PATIENT NAME
Segment Repeat: 1
Usage: REQUIRED
TR3 Example: DMGOD8[196908151M~
DMGO1 1250 DMG02 1251 DMGO03 1068 DMG04 1067 DMGO05 CO056 DMGO06 1066
0 Date Time O Date Time Gender Maritat CompRace Citizenship
D M G Format Qual Period Code Status-Cede erEthninf Status-Cede
X1 ID 23 X1 AN 1/35 01 ID 11 01 ID 11 X 10 01 ID 12
DMGO07 26 DMGO08 659 DMGO09 380 DMG10 1270 DMG11 1271
0 Country 0 Basis-of Quantity codetist trdustey
Code Verift-Cede Qual-Coede Ceode
01 ID 23 01 ID 12 01 R 115 X1 ID 13 X1 AN 1/30
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED DMGO1 1250  Date Time Period Format Qualifier X1 ID 2/3
Code indicating the date format, time format, or date and time format
SYNTAX: P0102
CODE DEFINITION
D8 Date Expressed in Format CCYYMMDD
REQUIRED DMG02 1251  Date Time Period X1 AN 1/35
Expression of a date, a time, or range of dates, times or dates and times
SYNTAX: P0102
SEMANTIC: DMGO2 is the date of birth.
IMPLEMENTATION NAME: Patient Birth Date
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 » 837 » 2010CA « DMG
TECHNICAL REPORT ¢ TYPE 3 PATIENT DEMOGRAPHIC INFORMATION

REQUIRED DMGO03 1068  Gender Code Ol ID 1/1
Code indicating the sex of the individual

IMPLEMENTATION NAME: Patient Gender Code

CODE DEFINITION

F Female

M Male

U Unknown
NOT USED DMG04 1067  Marital Status Code 01 ID 1/1
NOT USED DMGO05 C056  COMPOSITE RACE OR ETHNICITY X

INFORMATION 10
NOT USED DMGO06 1066  Citizenship Status Code 01 ID 1/2
NOT USED DMGO7 26 Country Code 01 ID 213
NOT USED DMGO08 659 Basis of Verification Code 01 ID 1/2
NOT USED DMG09 380 Quantity 01 R 115
NOT USED DMG10 1270  Code List Qualifier Code X1 ID 1/3
NOT USED DMG11 1271 Industry Code X1 AN  1/30
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005010X222 » 837 » 2010CA » REF
PROPERTY AND CASUALTY CLAIM NUMBER

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax:

Loop:
Segment Repeat:
Usage:

Situational Rule:

REF - PROPERTY AND CASUALTY CLAIM
NUMBER

Reference Information
To specify identifying information

1. R0O203
At least one of REF02 or REF03 is required.

2010CA — PATIENT NAME
1
SITUATIONAL

Required when the services included in this claim are to be considered as
part of a property and casualty claim. If not required by this
implementation guide, do not send.

TR3 Notes: 1. This is a property and casualty payer-assigned claim number.
Providers receive this number from the property and casualty payer
during eligibility determinations or some other communication with
that payer. See Section 1.4.2, Property and Casualty, for additional
information about property and casualty claims.
2. This segment is not a HIPAA requirement as of this writing.
TR3 Example: REFOY4[4445555~
REFO01 128 REF02 127 REF03 352 REF04 C040
0 Reference 0 Reference Beseription Reference
R EF Ident Qual Ident tdentifier
M1 ID 273 X1 AN 1/50 X1 AN 1/80 o1
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED REFO01 128 Reference Identification Qualifier M1 ID 2/3
Code qualifying the Reference Identification
CODE DEFINITION
Y4 Agency Claim Number
REQUIRED REFO02 127 Reference Identification X1 AN  1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier
SYNTAX: R0O203
IMPLEMENTATION NAME: Property Casualty Claim Number
NOT USED REFO03 352 Description X1 AN  1/80
NOT USED REF04 C040  REFERENCE IDENTIFIER 01
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ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

005010X222 « 837 « 2010CA * PER
PROPERTY AND CASUALTY PATIENT CONTACT INFORMATION

SEGMENT DETAIL

X12 Segment Name:

X12 Purpose:

X12 Syntax:

Loop:

Segment Repeat:

U

sage:

Situational Rule:

TR3 Notes:

PER - PROPERTY AND CASUALTY PATIENT
CONTACT INFORMATION

Administrative Communications Contact

To identify a person or office to whom administrative communications should be
directed

1. P0304
If either PERO3 or PERO04 is present, then the other is required.

2. P0O506
If either PERO5 or PERO6 is present, then the other is required.

3. P0708
If either PERO7 or PEROS is present, then the other is required.

2010CA — PATIENT NAME
1
SITUATIONAL

Required for Property and Casualty claims when this information is
different than the information provided in the Subscriber Contact
Information PER segment in Loop ID-2010BA and this information is
deemed necessary by the submitter. If not required by this implementation
guide, do not send.

1. When the communication number represents a telephone number in
the United States and other countries using the North American
Dialing Plan (for voice, data, fax, etc.), the communication number
must always include the area code and phone number using the
format AAABBBCCCC where AAA is the area code, BBB is the
telephone number prefix, and CCCC is the telephone number.
Therefore, the following telephone number (555) 555-1234 would be
represented as 5555551234. Do not submit long distance access
numbers, such as “1”, in the telephone number. Telephone
extensions, when applicable, must be submitted in the next element
immediately following the telephone number. When submitting
telephone extensions, only submit the numeric extension. Do not
include data that indicates an extension, such as “ext” or “x-".

TR3 Example: PEROICOJOHN SMITHOTEO55555512340EX0123~

DIAGRAM

PER®

PERO1 366 PERO2 93 PERO3 365 PERO4 364 PEROS5 365 PERO6 364
Contact 0 Name Comm 0 Comm Comm Comm
Funct Code Number Qual Number Number Qual Number
M1 ID 272 O1 AN 1/60 X1 ID 22 X1 AN 1/256 X1 ID 22 X1 AN 1/256
PERO7 365 PERO0S 364 PER09 443
comm 0 comm Contaeting | _
NumberQual Number Referenee
X1 ID 22 X1 AN 1/256 01 AN 1/20

MAY 2006

155




005010X222 » 837 » 2010CA » PER ASC X12N « INSURANCE SUBCOMMITTEE
PROPERTY AND CASUALTY PATIENT CONTACT INFORMATION TECHNICAL REPORT » TYPE 3

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED PERO1 366 Contact Function Code M1 ID 212
Code identifying the major duty or responsibility of the person or group nhamed
CODE DEFINITION
IC Information Contact
SITUATIONAL PER02 93 Name 01 AN  1/60

Free-form name

SITUATIONAL RULE: Required when the Patient contact is a person other
than the person identified in the Patient Name NM1 (Loop ID-
2010CA). If not required by this implementation guide, do not send.

REQUIRED PERO3 365 Communication Number Qualifier X1 ID 2/2
Code identifying the type of communication number

SYNTAX: P0O304

CODE DEFINITION
TE Telephone

REQUIRED PER04 364 Communication Number X1 AN  1/256
Complete communications number including country or area code when
applicable

SYNTAX: PO304

SITUATIONAL PERO5 365 Communication Number Qualifier X1 ID 22
Code identifying the type of communication number

SYNTAX: PO506

SITUATIONAL RULE: Required when this information is deemed necessary
by the submitter. If not required by this implementation guide, do

not send.
CODE DEFINITION
EX Telephone Extension
SITUATIONAL PER06 364 Communication Number X1 AN  1/256
Complete communications number including country or area code when
applicable

SYNTAX: PO506

SITUATIONAL RULE: Required when this information is deemed necessary
by the submitter. If not required by this implementation guide, do

not send.
NOT USED PERO7 365 Communication Number Qualifier X1 ID 22
NOT USED PEROS8 364 Communication Number X1 AN  1/256
NOT USED PERO09 443 Contact Inquiry Reference 01 AN  1/20
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 « 837 « 2300 CLM
TECHNICAL REPORT » TYPE 3 CLAIM INFORMATION

SEGMENT DETAIL

CLM - CLAIM INFORMATION

X12 Segment Name: Health Claim

X12 Purpose: To specify basic data about the claim
Loop: 2300 — CLAIM INFORMATION Loop Repeat: 100

Segment Repeat: 1

Usage: REQUIRED

TR3 Notes: 1. The developers of this implementation guide recommend that trading
partners limit the size of the transaction (ST-SE envelope) to a
maximum of 5000 CLM segments. There is no recommended limit to
the number of ST-SE transactions within a GS-GE or ISA-IEA. Willing
trading partners can agree to set limits higher.

2. For purposes of this documentation, the claim detail information is
presented only in the dependent level. Specific claim detail
information can be given in either the subscriber or the dependent
hierarchical level. Because of this, the claim information is said to
“float.” Claim information is positioned in the same hierarchical level
that describes its owner-participant, either the subscriber or the
dependent. In other words, the claim information, Loop ID-2300, is
placed following Loop ID-2010BB in the Subscriber Hierarchical Level
(HL) when patient information is sent in Loop ID-2010BA of the
Subscriber HL. Claim information is placed in the Patient HL when the
patient information is sent in Loop ID-2010CA of the Patient HL. When
the patient is the subscriber or is considered to be the subscriber,
Loop ID-2000C and Loop ID-2010CA are not sent. See
Subscriber/Patient HL Segment explanation in section 1.4.3.2.2.1 for
details.

TR3 Example: CLMOA37YH556005000 11:B:10YOAOYOIOP~
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ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

005010X222 » 837 2300« CLM
CLAIM INFORMATION

DIAGRAM

CLMO1 1028 CLMO02 782 CLMO3 1032 CLM04 1343 CLMO5 C023 CLMO6 1073
0 Claim Submt Monetary Claim-Fite Nen-ast Health Care Yes/No Cond
CL M Identifier Amount hd-Cede Claim-Code Serv Loc. Resp Code
M1 AN 1/38 01 R 118 o1 ID 12 o1 ID 12 o1 01 ID 11
CLMO7 1359 CLM08 1073 CLMO09 1363 CLM10 1351 CLM11 C024 CLM12 1366
0 Provider Yes/No Cond Release of Patient Sig Related Special
Accept Code Resp Code Info Code Source Code Causes Info Prog Code
o1 ID 11 o1 ID 11 o1 ID 11 o1 1D 11 o1 o1 ID 273
CLM13 1073 CLM14 1338 CLM15 1073 CLM16 1360 CLM17 1029 CLM18 1073
0 YestNe-Cond tevelof YestNe-Cond Previder Claim YestNe-Cond
RespCede Serv-Code RespCede AgreeCede StatusCede RespCede
o1 ID 11 o1 ID 13 o1 ID 11 o1 ID 11 o1 ID 12 o1 ID 11
CLM19 1383 CLM20 1514
0 Claim-Submt Delay
Reason-Cede Reason Code
o1 ID 22 o1 ID 12
ELEMENT DETAIL
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED CLMO1 1028  Claim Submitter’s Identifier M1 AN  1/38

Identifier used to track a claim from creation by the health care provider through
payment

IMPLEMENTATION NAME: Patient Control Number

The number that the submitter transmits in this position is echoed
back to the submitter in the 835 and other transactions. This
permits the submitter to use the value in this field as a key in the
submitter’s system to match the claim to the payment information
returned in the 835 transaction. The two recommended identifiers
are either the Patient Account Number or the Claim Number in the
billing submitter’s patient management system. The developers of
this implementation guide strongly recommend that submitters use
unique numbers for this field for each individual claim.

When Loop ID-2010AC is present, CLMO1 represents the
subrogated Medicaid agency’s claim number (ICN/DCN) from their
original 835 CLPO7 - Payer Claim Control Number. See Section
1.4.1.4 of the front matter for a description of post payment
recovery claims for subrogated Medicaid agencies.

The maximum number of characters to be supported for this field is
‘20’. Characters beyond the maximum are not required to be stored
nor returned by any 837-receiving system.
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ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT ¢ TYPE 3

005010X222 « 837 « 2300« CLM
CLAIM INFORMATION

REQUIRED

NOT USED
NOT USED
REQUIRED

REQUIRED

REQUIRED

REQUIRED

REQUIRED

CLMO2 782

CLMO3 1032
CLMO04 1343
CLMO5 C023

CLMOS5 - 1
CLMO5 - 2
CLMO5 - 3

CLMO6 1073

Monetary Amount 01 R 1/18
Monetary amount

SEMANTIC: CLMO2 is the total amount of all submitted charges of service segments
for this claim.

IMPLEMENTATION NAME: TOtal Claim Charge Amount

The Total Claim Charge Amount must be greater than or equal to
zero.

The total claim charge amount must balance to the sum of all
service line charge amounts reported in the Professional Service
(SV1) segments for this claim.

Claim Filing Indicator Code Ol ID 1/2
Non-Institutional Claim Type Code Ol ID 1/2
HEALTH CARE SERVICE LOCATION o1
INFORMATION

To provide information that identifies the place of service or the type of bill related
to the location at which a health care service was rendered

CLMO5 applies to all service lines unless it is over written at the line
level.

1331 Facility Code Value M AN 1/2
Code identifying where services were, or may be, performed; the first
and second positions of the Uniform Bill Type Code for Institutional
Services or the Place of Service Codes for Professional or Dental
Services.

IMPLEMENTATION NAME: Place of Service Code

1332 Facility Code Qualifier O ID 1/2
Code identifying the type of facility referenced

SEMANTIC:
C023-02 qualifies C023-01 and C023-03.

CODE DEFINITION
B Place of Service Codes for Professional or Dental
Services
CODE SOURCE 237: Place of Service Codes for Professional
Claims
1325 Claim Frequency Type Code O ID 1/1

Code specifying the frequency of the claim; this is the third position of
the Uniform Billing Claim Form Bill Type

IMPLEMENTATION NAME: Claim Frequency Code

cobE source 235: Claim Frequency Type Code

Yes/No Condition or Response Code 01 ID 1/1
Code indicating a Yes or No condition or response

semANTIC: CLMOG is provider signature on file indicator. A “Y” value indicates the
provider signature is on file; an “N” value indicates the provider signature is not on
file.

IMPLEMENTATION NAME: Provider or Supplier Signature Indicator

CODE DEFINITION
N No
Y Yes
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REQUIRED CLMO07 1359  Provider Accept Assignment Code 01 ID 171
Code indicating whether the provider accepts assignment
IMPLEMENTATION NAME: ASSignment or Plan Participation Code
Within this element the context of the word assignment is related to
the relationship between the provider and the payer. This is NOT
the field for reporting whether the patient has or has not assigned
benefits to the provider. The benefit assignment indicator is in
CLMO8.
CODE DEFINITION
A Assigned
Required when the provider accepts assignment
and/or has a participation agreement with the
destination payer.
OR
Required when the provider does not accept
assignment and/or have a participation agreement,
but is advising the payer to adjudicate this specific
claim under participating provider benefits as
allowed under certain plans.
B Assignment Accepted on Clinical Lab Services Only
Required when the provider accepts assignment for
Clinical Lab Services only.
C Not Assigned
Required when neither codes ‘A’ nor ‘B’ apply.
REQUIRED CLMO08 1073  Yes/No Condition or Response Code 01 ID 11
Code indicating a Yes or No condition or response
SEMANTIC: CLMO8 is assignment of benefits indicator. A “Y” value indicates
insured or authorized person authorizes benefits to be assigned to the provider;
an “N” value indicates benefits have not been assigned to the provider.
IMPLEMENTATION NAME: Benefits Assignment Certification Indicator
This element answers the question whether or not the insured has
authorized the plan to remit payment directly to the provider.
CODE DEFINITION
N No
w Not Applicable
Use code ‘W’ when the patient refuses to assign
benefits.
Y Yes
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REQUIRED CLMO09 1363  Release of Information Code 01 ID 1/1
Code indicating whether the provider has on file a signed statement by the patient
authorizing the release of medical data to other organizations

The Release of Information response is limited to the information
carried in this claim.

CODE DEFINITION

| Informed Consent to Release Medical Information
for Conditions or Diaghoses Regulated by Federal
Statutes

Required when the provider has not collected a
signature AND state or federal laws do not require a
signature be collected.

Y Yes, Provider has a Signed Statement Permitting
Release of Medical Billing Data Related to a Claim

Required when the provider has collected a
signature.
OR
Required when state or federal laws require a
signature be collected.

SITUATIONAL CLM10 1351  Patient Signature Source Code 01 ID 1/1

Code indicating how the patient or subscriber authorization signatures were
obtained and how they are being retained by the provider

SITUATIONAL RULE: Required when a signature was executed on the
patient’s behalf under state or federal law. If not required by this
implementation guide, do not send.

CODE DEFINITION

P Signature generated by provider because the patient
was not physically present for services
Signature generated by an entity other than the
patient according to State or Federal law.

SITUATIONAL CLM11 C024  RELATED CAUSES INFORMATION o1
To identify one or more related causes and associated state or country information

SITUATIONAL RULE: Required when the services provided are
employment related or the result of an accident. If not required by
this implementation guide, do not send.

If DTP - Date of Accident (DTP01=439) is used, then CLM11 is

required.
REQUIRED CLM11 - 1 1362 Related-Causes Code M ID 2/3
Code identifying an accompanying cause of an illness, injury or an
accident

IMPLEMENTATION NAME: Related Causes Code

CODE DEFINITION
AA Auto Accident
EM Employment
OA Other Accident
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SITUATIONAL CLM11 - 2 1362 Related-Causes Code O ID 23
Code identifying an accompanying cause of an illness, injury or an
accident
SITUATIONAL RULE: Required when more than one related cause
code applies. See CLM11-1 for valid values. If not required
by this implementation guide, do not send.

IMPLEMENTATION NAME: Related Causes Code

NOT USED CLM11 - 3 1362 Related-Causes Code O ID 2/3

SITUATIONAL CLM11 - 4 156  State or Province Code O ID 2/2
Code (Standard State/Province) as defined by appropriate government
agency
COMMENTS:

C024-04 and C024-05 apply only to auto accidents when C024-01,
C024-02, or C024-03 is equal to “AA”.

SITUATIONAL RULE: Required when CLM11-1 or CLM11-2 has a
value of ‘AA’ to identify the state, province or sub-country
code in which the automobile accident occurred. If accident
occurred in a country or location that does not have states,
provinces or sub-country codes named in Code Source 22,
do not use.

If not required by this implementation guide, do not send.
IMPLEMENTATION NAME: Auto Accident State or Province Code
CODE SOURCE 22: States and Provinces

SITUATIONAL CLM11 - 5 26 Country Code O ID 2/3
Code identifying the country
SITUATIONAL RULE: Required when CLM11-1 or CLM11-2 = AA
and the accident occurred in a country other than US or
Canada. If not required by this implementation guide, do not
send.

CODE SOURCE 5: Countries, Currencies and Funds
SITUATIONAL CLM12 1366  Special Program Code 01 ID 2/3
Code indicating the Special Program under which the services rendered to the
patient were performed
SITUATIONAL RULE: Required when the services were rendered under
one of the following circumstances, programs, or projects. If not
required by this implementation guide, do not send.
IMPLEMENTATION NAME: Special Program Indicator
CODE DEFINITION
02 Physically Handicapped Children’s Program
This code is used for Medicaid claims only.
03 Special Federal Funding
This code is used for Medicaid claims only.
05 Disability
This code is used for Medicaid claims only.
09 Second Opinion or Surgery
This code is used for Medicaid claims only.
NOT USED CLM13 1073 Yes/No Condition or Response Code 01 ID 11
162 MAY 2006



ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT ¢ TYPE 3

005010X222 « 837 « 2300« CLM
CLAIM INFORMATION

NOT USED CLM14 1338  Level of Service Code 01 ID 13
NOT USED CLM15 1073 Yes/No Condition or Response Code o1 ID 11
NOT USED CLM16 1360  Provider Agreement Code 01 ID 1/1
NOT USED CLM17 1029  Claim Status Code o1 ID 12
NOT USED CLM18 1073 Yes/No Condition or Response Code 01 ID 11
NOT USED CLM19 1383  Claim Submission Reason Code 01 ID 212
SITUATIONAL CLM20 1514  Delay Reason Code 01 ID 1/2

Code indicating the reason why a request was delayed

SITUATIONAL RULE: Required when the claim is submitted late (past

contracted date of filing limitations). If not required by this

implementation guide, do not send.

CODE DEFINITION

1 Proof of Eligibility Unknown or Unavailable

2 Litigation

3 Authorization Delays

4 Delay in Certifying Provider

5 Delay in Supplying Billing Forms

6 Delay in Delivery of Custom-made Appliances

7 Third Party Processing Delay

8 Delay in Eligibility Determination

9 Original Claim Rejected or Denied Due to a Reason

Unrelated to the Billing Limitation Rules

10 Administration Delay in the Prior Approval Process

11 Other

15 Natural Disaster
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SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

DTP - DATE - ONSET OF CURRENT ILLNESS
OR SYMPTOM

Date or Time or Period

To specify any or all of a date, a time, or a time period

Loop: 2300 — CLAIM INFORMATION
Segment Repeat: 1
Usage: SITUATIONAL

Situational Rule:

Required for the initial medical service or visit performed in response to a
medical emergency when the date is available and is different than the
date of service. If not required by this implementation guide, do not send.

TR3 Notes: 1. This date is the onset of acute symptoms for the current illness or
condition.
TR3 Example: DTPO4310D8120050108~
DTPO1 374 DTP02 1250 DTP0O3 1251
0 Date/Time gl Date Time | Date Time | _
DTP Qualifier Format Qual Period
M1 ID 33 M1 ID 23 M1 AN 1/35
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES

REQUIRED DTPO1 374 Date/Time Quialifier M1 ID 3/3
Code specifying type of date or time, or both date and time
IMPLEMENTATION NAME: Date Time Qualifier

CODE DEFINITION

431 Onset of Current Symptoms or lliness

REQUIRED DTPO2 1250  Date Time Period Format Qualifier M1 ID 2/3
Code indicating the date format, time format, or date and time format
SEMANTIC: DTPO2 is the date or time or period format that will appear in DTPO03.

CODE DEFINITION

D8 Date Expressed in Format CCYYMMDD

REQUIRED DTPO3 1251  Date Time Period M1 AN  1/35
Expression of a date, a time, or range of dates, times or dates and times
IMPLEMENTATION NAME: Onset of Current lliness or Injury Date
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DATE - INITIAL TREATMENT DATE

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

Segment Repeat:

Situational Rule:

DTP - DATE - INITIAL TREATMENT DATE

Date or Time or Period

To specify any or all of a date, a time, or a time period

Loop: 2300 — CLAIM INFORMATION
1
Usage: SITUATIONAL

Required when the Initial Treatment Date is known to impact adjudication

for claims involving spinal manipulation, physical therapy, occupational
therapy, speech language pathology, dialysis, optical refractions, or
pregnancy. If not required by this implementation guide, do not send.

TR3 Notes: 1. Dates in Loop ID-2300 apply to all service lines within Loop ID-2400
unless a DTP segment occurs in Loop ID-2400 with the same value in
DTPO1. In that case, the DTP in Loop ID-2400 overrides the DTP in
Loop ID-2300 for that service line only.
TR3 Example: DTP4540D820050108~
DTPO1 374 DTPO2 1250 DTPO3 1251
gl Date/Time |] DateTime J-] DateTime |
DTP Qualifier Format Qual Period
M1 ID 33 M1 ID 273 M1 AN 1/35
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED DTPO1 374 Date/Time Qualifier M1 ID 3/3
Code specifying type of date or time, or both date and time
IMPLEMENTATION NAME: Date Time Qualifier
CODE DEFINITION
454 Initial Treatment
REQUIRED DTPO2 1250  Date Time Period Format Qualifier M1 ID 2/3
Code indicating the date format, time format, or date and time format
SeMANTIC: DTPO2 is the date or time or period format that will appear in DTP03.
CODE DEFINITION
D8 Date Expressed in Format CCYYMMDD
REQUIRED DTPO3 1251  Date Time Period M1 AN  1/35
Expression of a date, a time, or range of dates, times or dates and times
IMPLEMENTATION NAME: Initial Treatment Date
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SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

DTP - DATE - LAST SEEN DATE

Loop:

Segment Repeat: 1

Situational Rule:

Usage:

Date or Time or Period
To specify any or all of a date, a time, or a time period
2300 — CLAIM INFORMATION

SITUATIONAL

Required when claims involve services for routine foot care and it is

known to impact the payer’s adjudication process. If not required by this
implementation guide, do not send.

TR3 Notes:

1. This is the date that the patient was seen by the attending or

supervising physician for the qualifying medical condition related to
the services performed.

. Dates in Loop ID-2300 apply to all service lines within Loop ID-2400

unless a DTP segment occurs in Loop ID-2400 with the same value in
DTPO1. In that case, the DTP in Loop ID-2400 overrides the DTP in
Loop ID-2300 for that service line only.

TR3 Example: DTPO3040D8020050108~

DIAGRAM

DTPO1 374 DTP02 1250 DTP0O3 1251
gl Date/Time Date Time f-| DateTime |
DTP Qualifier Format Qual Period
M1 ID 33 M1 ID 23 M1 AN 1/35
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES

REQUIRED DTPO1 374 Date/Time Quialifier M1 ID 3/3
Code specifying type of date or time, or both date and time
IMPLEMENTATION NAME: Date Time Qualifier

CODE DEFINITION

304 Latest Visit or Consultation

REQUIRED DTP02 1250  Date Time Period Format Qualifier M1 ID 2/3
Code indicating the date format, time format, or date and time format
seMANTIC: DTPO?2 is the date or time or period format that will appear in DTP03.

CODE DEFINITION

D8 Date Expressed in Format CCYYMMDD

REQUIRED DTPO3 1251  Date Time Period M1 AN  1/35
Expression of a date, a time, or range of dates, times or dates and times
IMPLEMENTATION NAME: Last Seen Date
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DATE - ACUTE MANIFESTATION

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

DTP - DATE - ACUTE MANIFESTATION

Loop:

Segment Repeat: 1

Situational Rule:

DIAGRAM

DTP*

Usage:

Date or Time or Period
To specify any or all of a date, a time, or a time period
2300 — CLAIM INFORMATION

SITUATIONAL

Required when Loop ID-2300 CR208 = “A” or “M”, the claim involves

spinal manipulation, and the payer is Medicare. If not required by this
implementation guide, do not send.

TR3 Example: DTP453[D8120050108~
DTPO1 374 DTPO2 1250 DTPO3 1251
Date/Time Date Time 0 Date Time |
Qualifier Format Qual Period
M1 ID 33 M1 ID 23 M1 AN 1/35

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED DTPO1 374 Date/Time Qualifier M1 ID 3/3
Code specifying type of date or time, or both date and time
IMPLEMENTATION NAME: Date Time Qualifier
CODE DEFINITION
453 Acute Manifestation of a Chronic Condition
REQUIRED DTPO02 1250  Date Time Period Format Qualifier M1 ID 2/3
Code indicating the date format, time format, or date and time format
SEMANTIC: DTPO2 is the date or time or period format that will appear in DTPO03.
CODE DEFINITION
D8 Date Expressed in Format CCYYMMDD
REQUIRED DTPO3 1251  Date Time Period M1 AN  1/35
Expression of a date, a time, or range of dates, times or dates and times
IMPLEMENTATION NAME: Acute Manifestation Date
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SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

DTP - DATE - ACCIDENT

Loop:

Segment Repeat: 1

Situational Rule:

DIAGRAM

DTP©

Usage:

Date or Time or Period
To specify any or all of a date, a time, or a time period
2300 — CLAIM INFORMATION

SITUATIONAL

Required when CLM11-1 or CLM11-2 has a value of ‘AA’ or ‘OA’.
OR

Required when CLM11-1 or CLM11-2 has a value of ‘EM’ and this claim is
the result of an accident.
If not required by this implementation guide, do not send.

TR3 Example: DTP[4390D820060108~
DTPO1 374 DTPO2 1250 DTPO3 1251
Date/Time Date Time 0 Date Time | _
Qualifier Format Qual Period
M1 ID 3/3 M1 ID 2/3 M1 AN 1/35

ELEMENT DETAIL

USAGE

REF.
DES.

DATA
ELEMENT

NAME ATTRIBUTES

REQUIRED DTPO1 374 Date/Time Qualifier M1 ID 3/3
Code specifying type of date or time, or both date and time
IMPLEMENTATION NAME: Date Time Qualifier
CODE DEFINITION
439 Accident
REQUIRED DTP02 1250  Date Time Period Format Qualifier M1 ID 2/3
Code indicating the date format, time format, or date and time format
SeMANTIC: DTPO2 is the date or time or period format that will appear in DTP03.
CODE DEFINITION
D8 Date Expressed in Format CCYYMMDD
REQUIRED DTPO3 1251  Date Time Period M1 AN  1/35
Expression of a date, a time, or range of dates, times or dates and times
IMPLEMENTATION NAME: Accident Date
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DATE - LAST MENSTRUAL PERIOD

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

DTP - DATE - LAST MENSTRUAL PERIOD

Loop:

Segment Repeat: 1

Situational Rule:

DIAGRAM

DTP*

Usage:

Date or Time or Period
To specify any or all of a date, a time, or a time period
2300 — CLAIM INFORMATION

SITUATIONAL

Required when, in the judgment of the provider, the services on this claim

are related to the patient’s pregnancy. If not required by this
implementation guide, do not send.

TR3 Example: DTP[484[1D8[120050108~
DTPO1 374 DTPO2 1250 DTPO3 1251
Date/Time Date Time 0 Date Time |
Qualifier Format Qual Period
M1 ID 33 M1 ID 23 M1 AN 1/35

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED DTPO1 374 Date/Time Qualifier M1 ID 3/3
Code specifying type of date or time, or both date and time
IMPLEMENTATION NAME: Date Time Qualifier
CODE DEFINITION
484 Last Menstrual Period
REQUIRED DTPO02 1250  Date Time Period Format Qualifier M1 ID 2/3
Code indicating the date format, time format, or date and time format
SEMANTIC: DTPO2 is the date or time or period format that will appear in DTPO03.
CODE DEFINITION
D8 Date Expressed in Format CCYYMMDD
REQUIRED DTPO3 1251  Date Time Period M1 AN  1/35
Expression of a date, a time, or range of dates, times or dates and times
IMPLEMENTATION NAME: Last Menstrual Period Date
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SEGMENT DETAIL

DTP - DATE - LAST X-RAY DATE

X12 Segment Name: Date or Time or Period
X12 Purpose: To specify any or all of a date, a time, or a time period
Loop: 2300 — CLAIM INFORMATION

Segment Repeat: 1
Usage: SITUATIONAL

Situational Rule: Required when claim involves spinal manipulation and an x-ray was taken.
If not required by this implementation guide, do not send.

TR3 Notes: 1. Dates in Loop ID-2300 apply to all service lines within Loop ID-2400
unless a DTP segment occurs in Loop ID-2400 with the same value in
DTPOL1. In that case, the DTP in Loop ID-2400 overrides the DTP in
Loop ID-2300 for that service line only.

TR3 Example: DTPO4550D80020050108~

DIAGRAM

DTPO1 374 DTP02 1250 DTPO3 1251

DTP 0 Date/‘_l'i_me 0 Date Time 0 Date_Time -
Qualifier Format Qual Period

M1 ID 373 M1 ID 2/3 M1 AN 1/35

ELEMENT DETAIL
REF.

DATA
USAGE DES. ELEMENT NAME ATTRIBUTES

REQUIRED DTPO1 374 Date/Time Qualifier M1 ID 3/3
Code specifying type of date or time, or both date and time

IMPLEMENTATION NAME: Date Time Qualifier

CODE DEFINITION
455 Last X-Ray
REQUIRED DTPO2 1250  Date Time Period Format Qualifier M1 ID 2/3

Code indicating the date format, time format, or date and time format

SEMANTIC: DTPO2 is the date or time or period format that will appear in DTP03.

CODE DEFINITION
D8 Date Expressed in Format CCYYMMDD
REQUIRED DTPO03 1251 Date Time Period M1 AN 1/35

Expression of a date, a time, or range of dates, times or dates and times

IMPLEMENTATION NAME: Last X-Ray Date
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DATE - HEARING AND VISION PRESCRIPTION DATE

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
Loop:

Segment Repeat:
Usage:

Situational Rule:

DTP - DATE - HEARING AND VISION
PRESCRIPTION DATE

Date or Time or Period
To specify any or all of a date, a time, or a time period
2300 — CLAIM INFORMATION

1
SITUATIONAL

Required on claims where a prescription has been written for hearing
devices or vision frames and lenses and it is being billed on this claim. If
not required by this implementation guide, do not send.

TR3 Example: DTPO4710D8120050108~
DTPO1 374 DTP02 1250 DTP0O3 1251
0 Date/Time Date Time Date Time
DTP Qualifier Format Qual Period
M1 ID 33 M1 ID 23 M1 AN 1/35
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED DTPO1 374 Date/Time Quialifier M1 ID 3/3

Code specifying type of date or time, or both date and time

IMPLEMENTATION NAME: Date Time Qualifier

CODE DEFINITION
471 Prescription
REQUIRED DTPO02 1250  Date Time Period Format Qualifier M1 ID 2/3
Code indicating the date format, time format, or date and time format
SEMANTIC: DTPO2 is the date or time or period format that will appear in DTPO3.
CODE DEFINITION
D8 Date Expressed in Format CCYYMMDD
REQUIRED DTPO3 1251  Date Time Period M1 AN  1/35

Expression of a date, a time, or range of dates, times or dates and times

IMPLEMENTATION NAME: Prescription Date
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SEGMENT DETAIL

DTP - DATE - DISABILITY DATES

X12 Segment Name: Date or Time or Period
X12 Purpose: To specify any or all of a date, a time, or a time period
Loop: 2300 — CLAIM INFORMATION

Segment Repeat: 1
Usage: SITUATIONAL

Situational Rule: Required on claims involving disability where, in the judgment of the
provider, the patient was or will be unable to perform the duties normally
associated with his/her work.

OR

Required on non-HIPAA claims (for example workers compensation or
property and casualty) when required by the claims processor.

If not required by this implementation guide, do not send.

TR3 Example: DTPO3600D820050108~

DIAGRAM

DTPO1 374 DTP02 1250 DTPO3 1251

DTP gl Date/Time Date Time f-| DateTime |
Qualifier Format Qual Period

M1 ID 33 M1 ID 23 M1 AN 1/35

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT  NAME ATTRIBUTES

REQUIRED DTPO1 374 Date/Time Quialifier M1 ID 3/3
Code specifying type of date or time, or both date and time

]

IMPLEMENTATION NAME: Date Time Qualifier

CODE DEFINITION

314 Disability

Use code 314 when both disability start and end
date are being reported.

360 Initial Disability Period Start

Use code 360 if patient is currently disabled and
disability end date is unknown.

361 Initial Disability Period End

Use code 361 if patient is no longer disabled and the
start date is unknown.
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TECHNICAL REPORT ¢ TYPE 3 DATE - DISABILITY DATES

REQUIRED DTP02 1250  Date Time Period Format Qualifier M1 ID 2/3
Code indicating the date format, time format, or date and time format

seMANTIC: DTPO2 is the date or time or period format that will appear in DTPO3.

CODE DEFINITION
D8 Date Expressed in Format CCYYMMDD
Use code D8 when DTPO1 is 360 or 361.
RD8 Range of Dates Expressed in Format CCYYMMDD-
CCYYMMDD
Use code RD8 when DTPO1 is 314.
REQUIRED DTPO3 1251  Date Time Period M1 AN  1/35

Expression of a date, a time, or range of dates, times or dates and times

IMPLEMENTATION NAME: Disability From Date
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DATE - LAST WORKED

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

DTP - DATE - LAST WORKED

Loop:

Segment Repeat: 1

Situational Rule:

Usage:

Date or Time or Period
To specify any or all of a date, a time, or a time period
2300 — CLAIM INFORMATION

SITUATIONAL

Required on claims where this information is necessary for adjudication

of the claim (for example, workers compensation claims involving
absence from work). If not required by this implementation guide, do not

send.
TR3 Example: DTPO2970D820050108~
DTPO1 374 DTP02 1250 DTP0O3 1251
0 Date/Time 0 Date Time 0 Date Time |
DTP Qualifier Format Qual Period
M1 ID 33 M1 ID 23 M1 AN 1/35
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES

REQUIRED DTPO1 374 Date/Time Qualifier M1 ID 3/3
Code specifying type of date or time, or both date and time
IMPLEMENTATION NAME: Date Time Qualifier

CODE DEFINITION

297 Initial Disability Period Last Day Worked

REQUIRED DTPO2 1250  Date Time Period Format Qualifier M1 ID 2/3
Code indicating the date format, time format, or date and time format
SEMANTIC: DTPO2 is the date or time or period format that will appear in DTPO03.

CODE DEFINITION

D8 Date Expressed in Format CCYYMMDD

REQUIRED DTPO3 1251  Date Time Period M1 AN  1/35
Expression of a date, a time, or range of dates, times or dates and times
IMPLEMENTATION NAME: Last Worked Date
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005010X222 « 837 « 2300« DTP

DATE - AUTHORIZED RETURN TO WORK

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

DTP - DATE - AUTHORIZED RETURN TO
WORK

Loop:

Segment Repeat: 1

Situational Rule:

TR3 Example:

DIAGRAM

DTP -

Usage:

Date or Time or Period
To specify any or all of a date, a time, or a time period
2300 — CLAIM INFORMATION

SITUATIONAL

of the claim (for example, workers compensation claims involving
absence from work). If not required by this implementation guide, do not
send.

DTPO2960D8[120050108~

Required on claims where this information is necessary for adjudication

DTPO1 374
Date/Time
Qualifier
M1 ID 3/3

DTPO3 1251
Date Time
Period
M1 AN 1/35

DTPO2 1250
Date Time 0
Format Qual
M1 ID 2/3

ELEMENT DETAIL

REF.

USAGE

DES.

DATA
ELEMENT  NAME ATTRIBUTES

REQUIRED DTPO1 374 Date/Time Qualifier M1 ID 3/3
Code specifying type of date or time, or both date and time
IMPLEMENTATION NAME: Date Time Qualifier
CODE DEFINITION
296 Initial Disability Period Return To Work
This is the date the provider has authorized the
patient to return to work.
REQUIRED DTPO2 1250  Date Time Period Format Qualifier M1 ID 2/3
Code indicating the date format, time format, or date and time format
SeMANTIC: DTPO?2 is the date or time or period format that will appear in DTP03.
CODE DEFINITION
D8 Date Expressed in Format CCYYMMDD
REQUIRED DTPO3 1251  Date Time Period M1 AN  1/35
Expression of a date, a time, or range of dates, times or dates and times
IMPLEMENTATION NAME: WOrk Return Date
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005010X222 « 837 « 2300« DTP

DATE - ADMISSION

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

DTP - DATE - ADMISSION

Loop:

Segment Repeat: 1

Situational Rule:

DIAGRAM

DTP©

Usage:

Date or Time or Period
To specify any or all of a date, a time, or a time period
2300 — CLAIM INFORMATION

SITUATIONAL

Required on all ambulance claims when the patient was known to be

admitted to the hospital.

OR

Required on all claims involving inpatient medical visits.
If not required by this implementation guide, do not send.

TR3 Example: DTPO4350D8020030108~
DTPO1 374 DTPO2 1250 DTPO3 1251
Date/Time Date Time 0 Date Time | _
Qualifier Format Qual Period
M1 ID 3/3 M1 ID 2/3 M1 AN 1/35

ELEMENT DETAIL

USAGE

REF.
DES.

REQUIRED

REQUIRED

REQUIRED

DTPO1

DTPO2

DTPO3

DATA
ELEMENT NAME ATTRIBUTES

374 Date/Time Qualifier M1 ID 3/3
Code specifying type of date or time, or both date and time

IMPLEMENTATION NAME: Date Time Qualifier

CODE DEFINITION
435 Admission

1250 Date Time Period Format Qualifier M1 ID 2/3
Code indicating the date format, time format, or date and time format
SeMANTIC: DTPO2 is the date or time or period format that will appear in DTP03.

CODE DEFINITION

D8 Date Expressed in Format CCYYMMDD

1251 Date Time Period M1 AN 1/35

Expression of a date, a time, or range of dates, times or dates and times

IMPLEMENTATION NAME: Related Hospitalization Admission Date
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ASC X12N « INSURANCE SUBCOMMITTEE

TECHNICAL REPORT » TYPE 3

005010X222 « 837 « 2300 « DTP
DATE - DISCHARGE

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

DTP - DATE - DISCHARGE

Loop:

Segment Repeat: 1

Situational Rule:

DIAGRAM

DTP*

Usage:

Date or Time or Period
To specify any or all of a date, a time, or a time period
2300 — CLAIM INFORMATION

SITUATIONAL

Required for inpatient claims when the patient was discharged from the

facility and the discharge date is known. If not required by this
implementation guide, do not send.

TR3 Example: DTP096[1D8[120050108~
DTPO1 374 DTPO2 1250 DTPO3 1251
Date/Time Date Time 0 Date Time |
Qualifier Format Qual Period
M1 ID 33 M1 ID 23 M1 AN 1/35

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED DTPO1 374 Date/Time Qualifier M1 ID 3/3
Code specifying type of date or time, or both date and time
IMPLEMENTATION NAME: Date Time Qualifier
CODE DEFINITION
096 Discharge
REQUIRED DTPO02 1250  Date Time Period Format Qualifier M1 ID 2/3
Code indicating the date format, time format, or date and time format
SEMANTIC: DTPO2 is the date or time or period format that will appear in DTPO03.
CODE DEFINITION
D8 Date Expressed in Format CCYYMMDD
REQUIRED DTPO3 1251  Date Time Period M1 AN  1/35
Expression of a date, a time, or range of dates, times or dates and times
IMPLEMENTATION NAME: Related Hospitalization Discharge Date
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005010X222 » 837 » 2300« DTP ASC X12N « INSURANCE SUBCOMMITTEE
DATE - ASSUMED AND RELINQUISHED CARE DATES TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

DTP - DATE - ASSUMED AND RELINQUISHED
CARE DATES

X12 Segment Name: Date or Time or Period
X12 Purpose: To specify any or all of a date, a time, or a time period
Loop: 2300 — CLAIM INFORMATION

Segment Repeat: 2
Usage: SITUATIONAL

Situational Rule: Required to indicate “assumed care date” or “relinquished care date”
when providers share post-operative care (global surgery claims). If not
required by this implementation guide, do not send.

TR3 Notes: 1. Assumed Care Date is the date care was assumed by another provider
during post-operative care. Relinquished Care Date is the date the
provider filing this claim ceased post-operative care. See Medicare
guidelines for further explanation of these dates.

Example: Surgeon “A” relinquished post-operative care to Physician
“B” five days after surgery. When Surgeon “A” submits a claim, “A”
will use code “091 - Report End” to indicate the day the surgeon
relinquished care of this patient to Physician “B”. When Physician “B”
submits a claim, “B” will use code “090 - Report Start” to indicate the
date they assumed care of this patient from Surgeon “A”.

TR3 Example: DTP0900D820050108~

DIAGRAM

DTPO1 374 DTP02 1250 DTP0O3 1251

DTPD Date/Time |l DateTime J-l DateTime |
Qualifier Format Qual Period

M1 ID 33 M1 ID 273 M1 AN 1/35

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT _ NAME ATTRIBUTES

REQUIRED DTPO1 374 Date/Time Quialifier M1 ID 3/3
Code specifying type of date or time, or both date and time

IMPLEMENTATION NAME: Date Time Qualifier

CODE DEFINITION

090 Report Start

Assumed Care Date - Use code “090” to indicate the
date the provider filing this claim assumed care
from another provider during post-operative care.

178 MAY 2006



ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 « 837 « 2300 » DTP
TECHNICAL REPORT ¢ TYPE 3 DATE - ASSUMED AND RELINQUISHED CARE DATES

091 Report End

Relinquished Care Date - Use code “091” to indicate
the date the provider filing this claim relinquished
post-operative care to another provider.

REQUIRED DTPO2 1250  Date Time Period Format Qualifier M1 ID 2/3
Code indicating the date format, time format, or date and time format

semaNTIC: DTPO2 is the date or time or period format that will appear in DTP03.

CODE DEFINITION
D8 Date Expressed in Format CCYYMMDD
REQUIRED DTPO3 1251 Date Time Period M1 AN  1/35

Expression of a date, a time, or range of dates, times or dates and times

IMPLEMENTATION NAME: ASSsumed or Relinquished Care Date
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005010X222 » 837 » 2300« DTP
DATE - PROPERTY AND CASUALTY DATE OF FIRST CONTACT

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

Segment Repeat:

Situational Rule:

DTP - DATE - PROPERTY AND CASUALTY
DATE OF FIRST CONTACT

Date or Time or Period

To specify any or all of a date, a time, or a time period

Loop: 2300 — CLAIM INFORMATION
1
Usage: SITUATIONAL

Required for Property and Casualty claims when state mandated. If not

required by this implementation guide, do not send.

TR3 Notes: 1. This is the date the patient first consulted the service provider for this
condition. The date of first contact is the date the patient first
consulted the provider by any means. It is not necessarily the Initial
Treatment Date.

TR3 Example: DTP[444[1D8[120041013~
DTPO1 374 DTPO2 1250 DTPO3 1251
0 Date/Time 0 Date Time 0 Date Time |
DTP Qualifier Format Qual Period
M1 ID 33 M1 ID 23 M1 AN 1/35
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES

REQUIRED DTPO1 374 Date/Time Qualifier M1 ID 3/3
Code specifying type of date or time, or both date and time
IMPLEMENTATION NAME: Date Time Qualifier

CODE DEFINITION

444 First Visit or Consultation

REQUIRED DTPO2 1250  Date Time Period Format Qualifier M1 ID 2/3
Code indicating the date format, time format, or date and time format
SEMANTIC: DTPO2 is the date or time or period format that will appear in DTPO03.

CODE DEFINITION

D8 Date Expressed in Format CCYYMMDD

REQUIRED DTPO3 1251  Date Time Period M1 AN  1/35
Expression of a date, a time, or range of dates, times or dates and times
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ASC X12N « INSURANCE SUBCOMMITTEE

TECHNICAL REPORT » TYPE 3

005010X222 « 837 « 2300 « DTP
DATE - REPRICER RECEIVED DATE

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

DTP - DATE - REPRICER RECEIVED DATE

Loop:

Segment Repeat: 1

Situational Rule:

DIAGRAM

DTP©

Usage:

Date or Time or Period
To specify any or all of a date, a time, or a time period
2300 — CLAIM INFORMATION

SITUATIONAL

Required when a repricer is passing the claim onto the payer. If not

required by this implementation guide, do not send.

TR3 Example: DTPO050CD8120051030~
DTPO1 374 DTP02 1250 DTPO3 1251
Date/Time Date Time f-| DateTime |
Qualifier Format Qual Period
M1 ID 33 M1 ID 23 M1 AN 1/35

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED DTPO1 374 Date/Time Qualifier M1 ID 3/3
Code specifying type of date or time, or both date and time
IMPLEMENTATION NAME: Date Time Qualifier
CODE DEFINITION
050 Received
REQUIRED DTPO2 1250  Date Time Period Format Qualifier M1 ID 2/3
Code indicating the date format, time format, or date and time format
SEMANTIC: DTPO2 is the date or time or period format that will appear in DTPO03.
CODE DEFINITION
D8 Date Expressed in Format CCYYMMDD
REQUIRED DTPO3 1251  Date Time Period M1 AN 1/35
Expression of a date, a time, or range of dates, times or dates and times
IMPLEMENTATION NAME: Repricer Received Date
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005010X222 » 837 » 2300 « PWK
CLAIM SUPPLEMENTAL INFORMATION

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

X12 Syntax:

Loop:
Segment Repeat:
Usage:

Situational Rule:

PWK - CLAIM SUPPLEMENTAL INFORMATION

Paperwork

To identify the type or transmission or both of paperwork or supporting
information

1. PO506
If either PWKO5 or PWKO6 is present, then the other is required.

2300 — CLAIM INFORMATION
10
SITUATIONAL

Required when there is a paper attachment following this claim.

OR

Required when attachments are sent electronically (PWKO02 = EL) but are
transmitted in another functional group (for example, 275) rather than by
paper. PWKO06 is then used to identify the attached electronic
documentation. The number in PWKO06 is carried in the TRN of the
electronic attachment.

OR

Required when the provider deems it necessary to identify additional
information that is being held at the provider’s office and is available upon
request by the payer (or appropriate entity), but the information is not
being submitted with the claim. Use the value of “AA” in PWKO02 to convey
this specific use of the PWK segment.

If not required by this implementation guide, do not send.

TR3 Example: PWKOOZOBMII ACODMNO0012~
DIAGRAM
PWKO1 755 PWKO02 756 PWKO03 757 PWKO04 98 PWKO05 66 PWKO06 67
0 Report Type Report Report Entity1b ID Code ID
PWK Code Transm Code CopiesNeed Code Qualifier Code
M1 ID 212 o1 ID 12 01 NO 12 o1 ID 23 X1 ID 12 X1 AN 2/80
PWK0O7 352 PWKO08 €002 PWKO09 1525
0 Deseription A-GHG-HS Reguest
indicated Categ-Code
01 AN 1/80 o1 o1 ID 12
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 « 837 2300 » PWK

TECHNICAL REPORT ¢ TYPE 3 CLAIM SUPPLEMENTAL INFORMATION
ELEMENT DETAIL
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED PWKO1 755 Report Type Code M1 ID 212

Code indicating the title or contents of a document, report or supporting item

IMPLEMENTATION NAME: Attachment Report Type Code

CODE DEFINITION

03 Report Justifying Treatment Beyond Utilization
Guidelines

04 Drugs Administered

05 Treatment Diagnosis

06 Initial Assessment

07 Functional Goals

08 Plan of Treatment

09 Progress Report

10 Continued Treatment

11 Chemical Analysis

13 Certified Test Report

15 Justification for Admission

21 Recovery Plan

A3 Allergies/Sensitivities Document

A4 Autopsy Report

AM Ambulance Certification

AS Admission Summary

B2 Prescription

B3 Physician Order

B4 Referral Form

BR Benchmark Testing Results

BS Baseline

BT Blanket Test Results

CB Chiropractic Justification

CK Consent Form(s)

CT Certification

D2 Drug Profile Document

DA Dental Models

DB Durable Medical Equipment Prescription

DG Diagnostic Report

DJ Discharge Monitoring Report

DS Discharge Summary

EB Explanation of Benefits (Coordination of Benefits or
Medicare Secondary Payor)

HC Health Certificate

HR Health Clinic Records

15 Immunization Record
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005010X222 » 837 » 2300 « PWK ASC X12N « INSURANCE SUBCOMMITTEE

CLAIM SUPPLEMENTAL INFORMATION TECHNICAL REPORT » TYPE 3

IR State School Immunization Records

LA Laboratory Results

M1 Medical Record Attachment

MT Models

NN Nursing Notes

OB Operative Note

oC Oxygen Content Averaging Report

oD Orders and Treatments Document

OE Objective Physical Examination (including vital
signs) Document

OX Oxygen Therapy Certification

oz Support Data for Claim

P4 Pathology Report

P5 Patient Medical History Document

PE Parenteral or Enteral Certification

PN Physical Therapy Notes

PO Prosthetics or Orthotic Certification

PQ Paramedical Results

PY Physician’s Report

Pz Physical Therapy Certification

RB Radiology Films

RR Radiology Reports

RT Report of Tests and Analysis Report

RX Renewable Oxygen Content Averaging Report

SG Symptoms Document

V5 Death Notification

XP Photographs

REQUIRED PWKO02 756 Report Transmission Code 01 ID 1/2
Code defining timing, transmission method or format by which reports are to be
sent

IMPLEMENTATION NAME: Attachment Transmission Code

CODE DEFINITION

AA Available on Request at Provider Site

This means that the additional information is not
being sent with the claim at this time. Instead, it is
available to the payer (or appropriate entity) at their

request.
BM By Mail
EL Electronically Only

Indicates that the attachment is being transmitted in
a separate X12 functional group.

EM E-Mail
FT File Transfer

Required when the actual attachment is maintained
by an attachment warehouse or similar vendor.
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 « 837 2300 » PWK

TECHNICAL REPORT « TYPE 3 CLAIM SUPPLEMENTAL INFORMATION
FX By Fax

NOT USED PWKO3 757 Report Copies Needed o1 NO 12

NOT USED PWKO04 98 Entity Identifier Code o1 ID 2/3

SITUATIONAL PWKO05 66 Identification Code Qualifier X1 ID 1/2
Code designating the system/method of code structure used for Identification
Code (67)

SYNTAX: PO506

coMMENT: PWKO05 and PWKO06 may be used to identify the addressee by a code
number.

SITUATIONAL RULE: Required when PWKO02 = “BM”, “EL”, “EM”, “FX” or
“FT”. If not required by this implementation guide, do not send.

CODE DEFINITION
AC Attachment Control Number
SITUATIONAL PWKO06 67 Identification Code X1 AN  2/80

Code identifying a party or other code
SYNTAX: PO506

SITUATIONAL RULE: Required when PWKO02 = “BM”, “EL”, “EM”, “FX” or
“FT". If not required by this implementation guide, do not send.

IMPLEMENTATION NAME: Attachment Control Number

PWKO6 is used to identify the attached electronic documentation.
The number in PWKO6 is carried in the TRN of the electronic
attachment.

For the purpose of this implementation, the maximum field length

is 50.
NOT USED PWKO7 352 Description 01 AN 1/80
NOT USED PWKO08 C002  ACTIONS INDICATED o1
NOT USED PWKO09 1525  Request Category Code o1 ID 1/2
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005010X222 » 837 » 2300 « CN1 ASC X12N « INSURANCE SUBCOMMITTEE
CONTRACT INFORMATION TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

CN1 - CONTRACT INFORMATION

X12 Segment Name: Contract Information
X12 Purpose: To specify basic data about the contract or contract line item
Loop: 2300 — CLAIM INFORMATION

Segment Repeat: 1
Usage: SITUATIONAL

Situational Rule: Required when the submitter is contractually obligated to supply this
information on post-adjudicated claims. If not required by this
implementation guide, do not send.

TR3 Notes: 1. The developers of this implementation guide note that the CN1
segment is for use only for post-adjudicated claims, which do not
meet the definition of a health care claim under HIPAA. Consequently,
at the time of this writing, the CN1 segment is for non-HIPAA use only.

TR3 Example: CN1[020550~

DIAGRAM

CN101 1166 CN102 782 CN103 332 CN104 127 CN105 338 CN106 799

0 Contract 0 Monetary 0 Allow/Chrg 0 Reference 0 Terms Disc 0 Version
C N 1 Type Code Amount Percent Ident Percent ID
M1 ID 272 0O1 R 1/18 o1 R 16 01 AN 1/50 o1 R e Ol AN 1/30

ELEMENT DETAIL

usace Bes. ELEMENT  NAWE ATTRIBUTES
REQUIRED CN101 1166  Contract Type Code M1 ID 2/2
Code identifying a contract type
CODE DEFINITION
01 Diagnosis Related Group (DRG)
02 Per Diem
03 Variable Per Diem
04 Flat
05 Capitated
06 Percent
09 Other
SITUATIONAL CN102 782 Monetary Amount 01 R 1/18

Monetary amount
SEMANTIC: CN102 is the contract amount.

SITUATIONAL RULE: Required when the provider is required by contract
to supply this information on the claim. If not required by this
implementation guide, do not send.

IMPLEMENTATION NAME: Contract Amount
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TECHNICAL REPORT « TYPE 3 CONTRACT INFORMATION

SITUATIONAL CN103 332 Percent, Decimal Format 01 R 1/6
Percent given in decimal format (e.g., 0.0 through 100.0 represents 0% through
100%)

SeMANTIC: CN103 is the allowance or charge percent.

SITUATIONAL RULE: Required when the provider is required by contract
to supply this information on the claim. If not required by this
implementation guide, do not send.

IMPLEMENTATION NAME: Contract Percentage

SITUATIONAL CN104 127 Reference Identification 01 AN 1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier

SEMANTIC: CN104 is the contract code.

SITUATIONAL RULE: Required when the provider is required by contract
to supply this information on the claim. If not required by this
implementation guide, do not send.

IMPLEMENTATION NAME: Contract Code

SITUATIONAL CN105 338 Terms Discount Percent 01 R 1/6
Terms discount percentage, expressed as a percent, available to the purchaser if
an invoice is paid on or before the Terms Discount Due Date

SITUATIONAL RULE: Required when the provider is required by contract
to supply this information on the claim. If not required by this
implementation guide, do not send.

IMPLEMENTATION NAME: Terms Discount Percentage

SITUATIONAL CN106 799 Version Identifier 01 AN  1/30
Revision level of a particular format, program, technique or algorithm

SEMANTIC: CN106 is an additional identifying number for the contract.

SITUATIONAL RULE: Required when the provider is required by contract
to supply this information on the claim. If not required by this
implementation guide, do not send.

IMPLEMENTATION NAME: Contract Version Identifier
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005010X222 » 837 » 2300 « AMT ASC X12N « INSURANCE SUBCOMMITTEE

PATIENT AMOUNT PAID

TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
Loop:

Segment Repeat:
Usage:

Situational Rule:
TR3 Notes:

TR3 Example:

DIAGRAM

AMT - PATIENT AMOUNT PAID

Monetary Amount Information
To indicate the total monetary amount
2300 — CLAIM INFORMATION

1
SITUATIONAL

Required when patient has made payment specifically toward this claim. If
not required by this implementation guide, do not send.

1. Patient Amount Paid refers to the sum of all amounts paid on the
claim by the patient or his or her representative(s).

AMTOF500152.45~

AMTO1

Code
M1 ID

522 AMTO2 782 AMTO3 478
AMTDAmountQuaI 0O Monetary 0 Cred/bebit

1/3 M1 R 1/18 o1 ID 11

Amount Hag-Code

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED AMTO1 522 Amount Qualifier Code M1 ID 1/3
Code to qualify amount
CODE DEFINITION
F5 Patient Amount Paid
REQUIRED AMTO2 782 Monetary Amount M1 R 1/18

Monetary amount

IMPLEMENTATION NAME: Patient Amount Paid

NOT USED AMTO3 478 Credit/Debit Flag Code 01 ID 11
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TECHNICAL REPORT » TYPE 3 SERVICE AUTHORIZATION EXCEPTION CODE

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax:

Loop:
Segment Repeat:

Usage:

Situational Rule:

TR3 Example:

DIAGRAM

REF - SERVICE AUTHORIZATION EXCEPTION
CODE

Reference Information
To specify identifying information

1. R0O203
At least one of REF02 or REF03 is required.

2300 — CLAIM INFORMATION
1
SITUATIONAL

Required when mandated by government law or regulation to obtain
authorization for specific service(s) but, for the reasons listed in REF02,
the service was performed without obtaining the authorization. If not
required by this implementation guide, do not send.

REFO4NO1~

REFO1

REF 9| e oua

2/3 X1 AN 1/50 X1 AN 1/80 o1

M1 ID

128 REF02 127 REF03 352 REF04  CO040

Reference 0 Peseription 0 Reference
Ident tdentifier

]

ELEMENT DETAIL

REF. DATA

USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED REFO1 128 Reference Identification Qualifier M1 ID 2/3
Code qualifying the Reference Identification
CODE DEFINITION
4N Special Payment Reference Number
REQUIRED REF02 127 Reference Identification X1 AN  1/50

Reference information as defined for a particular Transaction Set or as specified
by the Reference Ildentification Qualifier

SYNTAX: R0203

IMPLEMENTATION NAME: Service Authorization Exception Code

Allowable values for this element are:
1 Immediate/Urgent Care
Services Rendered in a Retroactive Period
Emergency Care
Client has Temporary Medicaid
Request from County for Second Opinion to Determine
if Recipient Can Work
Request for Override Pending
7 Special Handling

g b wN

(o]
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005010X222 » 837 » 2300 « REF ASC X12N « INSURANCE SUBCOMMITTEE

SERVICE AUTHORIZATION EXCEPTION CODE TECHNICAL REPORT ¢ TYPE 3
NOT USED REFO03 352 Description X1 AN  1/80
NOT USED REF04 C040 REFERENCE IDENTIFIER o1
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TECHNICAL REPORT » TYPE 3

005010X222 « 837 » 2300 « REF
MANDATORY MEDICARE (SECTION 4081) CROSSOVER INDICATOR

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

REF - MANDATORY MEDICARE (SECTION
4081) CROSSOVER INDICATOR

X12 Syntax:

Loop:

Segment Repeat: 1

Situational Rule:

Usage:

Reference Information
To specify identifying information
1. R0203

At least one of REF02 or REF03 is required.

2300 — CLAIM INFORMATION

SITUATIONAL

Required when the submitter is Medicare and the claim is a Medigap or

COB crossover claim. If not required by this implementation guide, do not

send.
TR3 Example: REFOF5CN~
REFO1 128 REF02 127 REF03 352 REF04  C040
0 Reference 0 Reference 0 Beseription 0 Reference | _
REF Ident Qual Ident ldentifier
M1 ID 23 X1 AN 1/50 X1 AN 1/80 01
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED REFO1 128 Reference Identification Qualifier M1 ID 2/3
Code qualifying the Reference Identification
CODE DEFINITION
F5 Medicare Version Code
REQUIRED REF02 127 Reference Identification X1 AN  1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier
SYNTAX: R0O203
IMPLEMENTATION NAME: Medicare Section 4081 Indicator
The allowed values for this element are:
Y 4081
N Regular crossover
NOT USED REFO03 352 Description X1 AN  1/80
NOT USED REF04 C040  REFERENCE IDENTIFIER 01
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005010X222 » 837 » 2300 « REF ASC X12N « INSURANCE SUBCOMMITTEE
MAMMOGRAPHY CERTIFICATION NUMBER TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

REF - MAMMOGRAPHY CERTIFICATION
NUMBER

X12 Segment Name: Reference Information
X12 Purpose: To specify identifying information

X12 Syntax: 1. R0203
At least one of REF02 or REF03 is required.

Loop: 2300 — CLAIM INFORMATION
Segment Repeat: 1
Usage: SITUATIONAL

Situational Rule: Required when mammography services are rendered by a certified
mammography provider. If not required by this implementation guide, do
not send.

TR3 Example: REFOEWLOT554~

DIAGRAM

REFO01 128 REF02 127 REF03 352 REF04 C040

0 Reference Reference 0 Beseription 0 Reference | _
R EF Ident Qual Ident ldentifier
M1 ID 23 X1 AN 1/50 X1 AN 1/80 o1

ELEMENT DETAIL

]

REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED REFO1 128 Reference Identification Qualifier M1 ID 2/3
Code qualifying the Reference Identification
CODE DEFINITION
EW Mammography Certification Number
REQUIRED REF02 127 Reference Identification X1 AN  1/50

Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier

SYNTAX: R0203

IMPLEMENTATION NAME: Mammography Certification Number

NOT USED REF03 352 Description X1 AN  1/80
NOT USED REF04 C040 REFERENCE IDENTIFIER 01

192 MAY 2006
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TECHNICAL REPORT » TYPE 3

005010X222 « 837 » 2300 « REF
REFERRAL NUMBER

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax:

Segment Repeat:

Situational Rule:

Loop:

Usage:

REF - REFERRAL NUMBER

Reference Information
To specify identifying information

1. R0O203
At least one of REF02 or REFO03 is required.

2300 — CLAIM INFORMATION
1
SITUATIONAL

Required when a referral number is assigned by the payer or Utilization
Management Organization (UMO)

AND

areferral is involved.

If not required by this implementation guide, do not send.

TR3 Notes: 1. Numbers at this position apply to the entire claim unless they are
overridden in the REF segment in Loop ID-2400. A reference
identification is considered to be overridden if the value in REFO01 is
the same in both the Loop ID-2300 REF segment and the Loop ID-2400
REF segment. In that case, the Loop ID-2400 REF applies only to that
specific line.

TR3 Example: REFO9F[12345~
REFO1 128 REFO02 127 REFO03 352 REFO04 CO040
0 Reference 0 Reference Peseription Reference
R EF Ident Qual Ident identifier
M1 ID 2/3 X1 AN 1/50 X1 AN 1/80 o1
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED REFO1 128 Reference Identification Qualifier M1 ID 2/3
Code qualifying the Reference Identification
CODE DEFINITION
9F Referral Number
REQUIRED REF02 127 Reference Identification X1 AN  1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier
SYNTAX: R0203
IMPLEMENTATION NAME: Referral Number
NOT USED REFO03 352 Description X1 AN  1/80
NOT USED REF04 C040  REFERENCE IDENTIFIER o1
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005010X222 « 837 « 2300 « REF

PRIOR AUTHORIZATION

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax:

Loop:
Segment Repeat:
Usage:

Situational Rule:

TR3 Notes:

TR3 Example:

DIAGRAM

REF - PRIOR AUTHORIZATION

Reference Information
To specify identifying information

1. R0O203
At least one of REF02 or REFO03 is required.

2300 — CLAIM INFORMATION
1
SITUATIONAL

Required when an authorization number is assigned by the payer or UMO
AND

the services on this claim were preauthorized.

If not required by this implementation guide, do not send.

1. Generally, preauthorization numbers are assigned by the payer or
UMO to authorize a service prior to its being performed. The UMO
(Utilization Management Organization) is generally the entity
empowered to make a decision regarding the outcome of a health
services review or the owner of information. The prior authorization
number carried in this REF is specific to the destination payer
reported in the Loop ID-2010BB. If other payers have similar numbers
for this claim, report that information in the Loop ID-2330 loop REF
which holds that payer’s information.

2. Numbers at this position apply to the entire claim unless they are
overridden in the REF segment in Loop ID-2400. A reference
identification is considered to be overridden if the value in REFO1 is
the same in both the Loop ID-2300 REF segment and the Loop ID-2400
REF segment. In that case, the Loop ID-2400 REF applies only to that
specific line.

REFOG1013579~

REFO1

128

REF02 127 REF03 352 REF04  CO040

REF ©

ELEMENT DETAIL

USAGE

Reference
Ident Qual
M1 ID 23

J

Reference

L

Reference
0

Ident

X1 AN 1/50 X1 AN 1/80 o1

REF.
DES.

DATA
ELEMENT NAME ATTRIBUTES

REQUIRED

REF01

128 Reference Identification Qualifier M1 ID 2/3

Code qualifying the Reference Identification

CODE DEFINITION

Gl Prior Authorization Number
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 « 837 » 2300 » REF
TECHNICAL REPORT ¢ TYPE 3 PRIOR AUTHORIZATION

REQUIRED REF02 127 Reference Identification X1 AN  1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier

SYNTAX: R0203

IMPLEMENTATION NAME: Prior Authorization Number

NOT USED REF03 352 Description X1 AN  1/80
NOT USED REF04 C040 REFERENCE IDENTIFIER 01
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005010X222 » 837 » 2300 « REF ASC X12N « INSURANCE SUBCOMMITTEE
PAYER CLAIM CONTROL NUMBER TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax:

Loop:
Segment Repeat:
Usage:

Situational Rule:

TR3 Notes:

TR3 Example:

REF - PAYER CLAIM CONTROL NUMBER

Reference Information
To specify identifying information

1. R0O203
At least one of REF02 or REFO03 is required.

2300 — CLAIM INFORMATION
1
SITUATIONAL

Required when CLM05-3 (Claim Frequency Code) indicates this claim is a
replacement or void to a previously adjudicated claim. If not required by
this implementation guide, do not send.

1. This information is specific to the destination payer reported in Loop
ID-2010BB.

REFOF8UR555588~

DIAGRAM

REFO1

REF 9| e oua

2/3 X1 AN 1/50 X1 AN 1/80 o1

M1 ID

128 REF02 127 REFO03 352 REF04  C040

Reference 0 Beseription 0 Reference
Ident tdentifier

O

ELEMENT DETAIL

REF. DATA

USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED REFO01 128 Reference Identification Qualifier M1 ID 2/3
Code qualifying the Reference Identification
CODE DEFINITION
F8 Original Reference Number
REQUIRED REF02 127 Reference Identification X1 AN  1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier
SYNTAX: R0O203
IMPLEMENTATION NAME: Payer Claim Control Number
NOT USED REF03 352 Description X1 AN  1/80
NOT USED REF04 C040  REFERENCE IDENTIFIER o1
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 « 837 » 2300 « REF
TECHNICAL REPORT » TYPE 3 CLINICAL LABORATORY IMPROVEMENT AMENDMENT (CLIA) NUMBER

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax:

Loop:
Segment Repeat:
Usage:

Situational Rule:

TR3 Notes:

TR3 Example:

DIAGRAM

REF - CLINICAL LABORATORY
IMPROVEMENT AMENDMENT (CLIA) NUMBER

Reference Information
To specify identifying information

1. R0O203
At least one of REF02 or REFO03 is required.

2300 — CLAIM INFORMATION
1
SITUATIONAL

Required for all CLIA certified facilities performing CLIA covered
laboratory services. If not required by this implementation guide, do not
send.

1. If a CLIA number is indicated at the line level (Loop ID-2400) in
addition to the claim level (Loop ID-2300), that would indicate an
exception to the CLIA number at the claim level for that individual line.

2. In cases where this claim contains both in-house and outsourced
laboratory services, the CLIA Number for laboratory services
performed by the Billing or Rendering Provider is reported in this
loop. The CLIA number for laboratory services which were
outsourced is reported in Loop 1D-2400.

REFIX4012D4567890~

REFO01

M1 ID

128 REF02 127 REF03 352 REF04  C040
o
REI:D Reference O Reference 0 Peseription 0 Reference
Ident Qual

2/3 X1 AN 1/50 X1 AN 1/80 o1

Ident tdentifier

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED REFO01 128 Reference Identification Qualifier M1 ID 2/3
Code qualifying the Reference Identification
CODE DEFINITION
X4 Clinical Laboratory Improvement Amendment
Number

MAY 2006
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005010X222 » 837 » 2300 « REF ASC X12N « INSURANCE SUBCOMMITTEE
CLINICAL LABORATORY IMPROVEMENT AMENDMENT (CLIA) NUMBER TECHNICAL REPORT » TYPE 3

REQUIRED REF02 127 Reference Identification X1 AN  1/50

Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier

SYNTAX: R0203

iMPLEMENTATION NAME: Clinical Laboratory Improvement Amendment

Number
NOT USED REF03 352 Description X1 AN  1/80
NOT USED REF04 C040 REFERENCE IDENTIFIER 01
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 « 837 » 2300 » REF
TECHNICAL REPORT » TYPE 3 REPRICED CLAIM NUMBER

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax:

Loop:
Segment Repeat:
Usage:

Situational Rule:

TR3 Notes:

TR3 Example:

REF - REPRICED CLAIM NUMBER

Reference Information
To specify identifying information

1. R0O203
At least one of REF02 or REFO03 is required.

2300 — CLAIM INFORMATION
1
SITUATIONAL

Required when this information is deemed necessary by the repricer. The
segment is not completed by providers. The information is completed by
repricers only. If not required by this implementation guide, do not send.

1. This information is specific to the destination payer reported in Loop
ID-2010BB.

REFO9ALRJIS55555~

DIAGRAM

REFO1

REF 9| e oua

2/3 X1 AN 1/50 X1 AN 1/80 o1

M1 ID

128 REF02 127 REFO03 352 REF04  C040

Reference 0 Beseription 0 Referenee | _
Ident tdentifier

O

ELEMENT DETAIL

REF. DATA

USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED REFO01 128 Reference Identification Qualifier M1 ID 2/3
Code qualifying the Reference Identification
CODE DEFINITION
9A Repriced Claim Reference Number
REQUIRED REF02 127 Reference Identification X1 AN  1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier
SYNTAX: R0O203
IMPLEMENTATION NAME: Repriced Claim Reference Number
NOT USED REF03 352 Description X1 AN  1/80
NOT USED REF04 C040  REFERENCE IDENTIFIER o1
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005010X222 » 837 » 2300 « REF ASC X12N « INSURANCE SUBCOMMITTEE
ADJUSTED REPRICED CLAIM NUMBER TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax:

Loop:
Segment Repeat:
Usage:

Situational Rule:

TR3 Notes:

TR3 Example:

REF - ADJUSTED REPRICED CLAIM NUMBER

Reference Information
To specify identifying information

1. R0O203
At least one of REF02 or REFO03 is required.

2300 — CLAIM INFORMATION
1
SITUATIONAL

Required when this information is deemed necessary by the repricer. The
segment is not completed by providers. The information is completed by
repricers only. If not required by this implementation guide, do not send.

1. This information is specific to the destination payer reported in Loop
ID-2010BB.

REFU9CLRP44444444~

DIAGRAM

REFO1

REF 9| e oua

2/3 X1 AN 1/50 X1 AN 1/80 o1

M1 ID

128 REF02 127 REFO03 352 REF04  C040

Reference 0 Beseription 0 Referenee | _
Ident tdentifier

O

ELEMENT DETAIL

REF. DATA

USAGE DES. ELEMENT NAME ATTRIBUTES

REQUIRED REFO01 128 Reference Identification Qualifier M1 ID 2/3

Code qualifying the Reference Identification

CODE DEFINITION

9C Adjusted Repriced Claim Reference Number
REQUIRED REF02 127 Reference Identification X1 AN  1/50

Reference information as defined for a particular Transaction Set or as specified

by the Reference Identification Qualifier

SYNTAX: R0O203

imPLEMENTATION NAME: Adjusted Repriced Claim Reference Number
NOT USED REF03 352 Description X1 AN  1/80
NOT USED REF04 C040  REFERENCE IDENTIFIER o1
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 « 837 » 2300 « REF
TECHNICAL REPORT » TYPE 3 INVESTIGATIONAL DEVICE EXEMPTION NUMBER

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax:

Loop:
Segment Repeat:

Usage:

Situational Rule:

TR3 Example:

DIAGRAM

REF - INVESTIGATIONAL DEVICE
EXEMPTION NUMBER

Reference Information
To specify identifying information

1. R0O203
At least one of REF02 or REF03 is required.

2300 — CLAIM INFORMATION
1
SITUATIONAL

Required when claim involves a Food and Drug Administration (FDA)
assigned investigational device exemption (IDE) number. When more than
one IDE applies, they must be split into separate claims. If not required by
this implementation guide, do not send.

REFOLX[432907~

REFO1

REF 9| e oua

2/3 X1 AN 1/50 X1 AN 1/80 o1

M1 ID

128 REF02 127 REF03 352 REF04  CO040

Reference 0 Peseription 0 Referenee | _
Ident tdentifier

]

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED REFO1 128 Reference Identification Qualifier M1 ID 2/3
Code qualifying the Reference Identification
CODE DEFINITION
LX Qualified Products List
REQUIRED REF02 127 Reference Identification X1 AN  1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Ildentification Qualifier
SYNTAX: R0O203
IMPLEMENTATION NAME: Investigational Device Exemption Identifier
NOT USED REFO03 352 Description X1 AN  1/80
NOT USED REF04 C040  REFERENCE IDENTIFIER o1

MAY 2006
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005010X222 » 837 » 2300 « REF ASC X12N « INSURANCE SUBCOMMITTEE
CLAIM IDENTIFIER FOR TRANSMISSION INTERMEDIARIES TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax:

Loop:
Segment Repeat:
Usage:

Situational Rule:

TR3 Notes:

TR3 Example:

DIAGRAM

REF - CLAIM IDENTIFIER FOR
TRANSMISSION INTERMEDIARIES

Reference Information
To specify identifying information

1. R0O203
At least one of REF02 or REF03 is required.

2300 — CLAIM INFORMATION
1
SITUATIONAL

Required when this information is deemed necessary by transmission
intermediaries (Automated Clearinghouses, and others) who need to
attach their own unique claim number. If not required by this
implementation guide, do not send.

1. Although this REF is supplied for transmission intermediaries to
attach their own unique claim number to a claim, 837-recipients are
not required under HIPAA to return this number in any HIPAA
transaction. Trading partners may voluntarily agree to this interaction
if they wish.

REFOD9LTJI98UU321~

REFO01

REF 9 iient oua

2/3 X1 AN 1/50 X1 AN 1/80 o1

M1 ID

128 REF02 127 REF03 352 REF04  C040

Reference 0 Peseription 0 Referenee
Ident tdentifier

]

ELEMENT DETAIL

REF.

USAGE

DATA
DES. ELEMENT  NAME ATTRIBUTES

REQUIRED REFO1 128 Reference Identification Qualifier M1 ID 2/3

Code qualifying the Reference Identification

Number assigned by clearinghouse, van, etc.

CODE DEFINITION

D9 Claim Number
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 « 837 « 2300 » REF
TECHNICAL REPORT ¢ TYPE 3 CLAIM IDENTIFIER FOR TRANSMISSION INTERMEDIARIES

REQUIRED REF02 127 Reference Identification X1 AN  1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier

SYNTAX: R0203

iIMPLEMENTATION NAME: Value Added Network Trace Number

The value carried in this element is limited to a maximum of 20

positions.
NOT USED REF03 352 Description X1 AN  1/80
NOT USED REF04 C040 REFERENCE IDENTIFIER 01
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005010X222 » 837 » 2300 « REF
MEDICAL RECORD NUMBER

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax:

Loop:
Segment Repeat:
Usage:

Situational Rule:

REF - MEDICAL RECORD NUMBER

Reference Information
To specify identifying information

1. R0O203
At least one of REF02 or REFO03 is required.

2300 — CLAIM INFORMATION
1
SITUATIONAL

Required when the provider needs to identify for future inquiries, the
actual medical record of the patient identified in either Loop ID-2010BA or
Loop ID-2010CA for this episode of care. If not required by this
implementation guide, do not send.

TR3 Example: REFOEA[44444TH56~
DIAGRAM
REFO1 128 REF02 127 REFO03 352 REF04  C040
0O Reference O Reference Beseription Reference
R EF Ident Qual Ident tdentifier
M1 ID 2/3 X1 AN 1/50 X1 AN 1/80 o1

ELEMENT DETAIL

REF.
DES.

USAGE

DATA

ELEMENT ATTRIBUTES

NAME

REQUIRED REFO1 128 Reference Identification Qualifier M1 ID 2/3
Code qualifying the Reference Identification
CODE DEFINITION
EA Medical Record Identification Number
REQUIRED REFO02 127 Reference Identification X1 AN  1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier
SYNTAX: R0O203
IMPLEMENTATION NAME: Medical Record Number
NOT USED REFO03 352 Description X1 AN  1/80
NOT USED REF04 C040  REFERENCE IDENTIFIER o1
204 MAY 2006



ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

005010X222 « 837 » 2300 « REF
DEMONSTRATION PROJECT IDENTIFIER

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax:

Loop:
Segment Repeat:
Usage:

Situational Rule:

REF - DEMONSTRATION PROJECT
IDENTIFIER

Reference Information
To specify identifying information

1. R0O203
At least one of REF02 or REF03 is required.

2300 — CLAIM INFORMATION
1
SITUATIONAL

Required when it is necessary to identify claims which are atypical in
ways such as content, purpose, and/or payment, as could be the case for
a demonstration or other special project, or a clinical trial. If not required
by this implementation guide, do not send.

TR3 Example: REFOP40THJ1222~
REF01 128 REF02 127 REF03 352 REF04  C040
0 Reference 0 Reference Peseription Reference
REF Ident Qual Ident ldentifier
M1 ID 273 X1 AN 1/50 X1 AN 1/80 01
REF. DATA
USAGE DES. ELEMENT NAME
REQUIRED REFO1 128 Reference Identification Qualifier 2/3
Code qualifying the Reference Identification
CODE DEFINITION
P4 Project Code
REQUIRED REF02 127 Reference Identification X1 AN  1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Ildentification Qualifier
SYNTAX: R0O203
IMPLEMENTATION NAME: Demonstration Project Identifier
NOT USED REFO03 352 Description X1 AN  1/80
NOT USED REF04 C040  REFERENCE IDENTIFIER o1
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005010X222 » 837 » 2300 « REF ASC X12N « INSURANCE SUBCOMMITTEE
CARE PLAN OVERSIGHT TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

REF - CARE PLAN OVERSIGHT

X12 Segment Name: Reference Information
X12 Purpose: To specify identifying information

X12 Syntax: 1. R0203
At least one of REF02 or REFO03 is required.

Loop: 2300 — CLAIM INFORMATION
Segment Repeat: 1
Usage: SITUATIONAL

Situational Rule: Required when the physician is billing Medicare for Care Plan Oversight
(CPO). If not required by this implementation guide, do not send.

TR3 Notes: 1. This is the number of the home health agency or hospice providing
Medicare covered services to the patient for the period during which
CPO services were furnished.
Prior to the mandated HIPAA National Provider Identifier (NPI)
implementation date this number is the Medicare Number.
On or after the mandated HIPAA National Provider Identifier (NPI)
implementation date this is the NPI.

TR3 Example: REFO1J012345678~

DIAGRAM

REFO1 128 REF02 127 REF03 352 REF04  C040
REF 0O Reference Reference 0 Beseription 0 Referenee | _

Ident Qual Ident ldentifier
M1 ID 23 X1 AN 1/50 X1 AN 1/80 01

ELEMENT DETAIL

]

REF. DATA

USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED REFO1 128 Reference Identification Qualifier M1 ID 2/3
Code qualifying the Reference Identification
CODE DEFINITION
1 Facility ID Number
REQUIRED REF02 127 Reference Identification X1 AN  1/50
Reference information as defined for a particular Transaction Set or as specified
by the Reference Identification Qualifier
SYNTAX: R0O203
IMPLEMENTATION NAME: Care Plan Oversight Number
NOT USED REF03 352 Description X1 AN  1/80
NOT USED REF04 C040  REFERENCE IDENTIFIER 01
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 « 837 « 2300 » K3
TECHNICAL REPORT » TYPE 3 FILE INFORMATION

K3 - FILE INFORMATION

X12 Segment Name: File Information

X12 Purpose: To transmit a fixed-format record or matrix contents
Loop: 2300 — CLAIM INFORMATION

Segment Repeat: 10
Usage: SITUATIONAL

Situational Rule: Required when ALL of the following conditions are met:
* A regulatory agency concludes it must use the K3 to meet an emergency
legislative requirement;
* The administering regulatory agency or other state organization has
completed each one of the following steps:
contacted the X12N workgroup,
requested a review of the K3 data requirement to ensure there is not
an existing method within the implementation guide to meet this
requirement
* X12N determines that there is no method to meet the requirement.
If not required by this implementation guide, do not send.

TR3 Notes: 1. At the time of publication of this implementation, K3 segments have
no specific use. The K3 segment is expected to be used only when
necessary to meet the unexpected data requirement of a legislative
authority. Before this segment can be used :

- The X12N Health Care Claim workgroup must conclude there is no
other available option in the implementation guide to meet the
emergency legislative requirement.

- The requestor must submit a proposal for approval accompanied by
the relevant business documentation to the X12N Health Care Claim
workgroup chairs and receive approval for the request.

Upon review of the request, X12N will issue an approval or denial
decision to the requesting entity. Approved usage(s) of the K3
segment will be reviewed by the X12N Health Care Claim workgroup to
develop a permanent change to include the business case in future
transaction implementations.

2. Only when all of the requirements above have been met, may the
regulatory agency require the temporary use of the K3 segment.

3. X12N will submit the necessary data maintenance and refer the
request to the appropriate data content committee(s).

TR3 Example: K3OSTATE DATA REQUIREMENT~

K301 449 K302 1333 K303 C001
K3 0 Fixed Fo_rm 0 Record 0 Gem&esﬁe' i

Information FermatCede UnitefMea
M1 AN 1/80 01 ID 12 o1
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005010X222 » 837 » 2300 « K3
FILE INFORMATION

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

ELEMENT DETAIL

REF.

DATA

UsAcE BES. ELEMENT  NAME ATTRIBUTES

REQUIRED K301 449 Fixed Format Information M1 AN  1/80
Data in fixed format agreed upon by sender and receiver

NOT USED K302 1333  Record Format Code 01 ID 1/2

NOT USED K303 C001  COMPOSITE UNIT OF MEASURE o1
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 « 837 « 2300 « NTE
TECHNICAL REPORT » TYPE 3 CLAIM NOTE

SEGMENT DETAIL

NTE - CLAIM NOTE

X12 Segment Name: Note/Special Instruction

X12 Purpose: To transmit information in a free-form format, if necessary, for comment or
special instruction

X12 Comments: 1. The NTE segment permits free-form information/data which, under ANSI
X12 standard implementations, is not machine processible. The use of the
NTE segment should therefore be avoided, if at all possible, in an
automated environment.

Loop: 2300 — CLAIM INFORMATION
Segment Repeat: 1
Usage: SITUATIONAL

Situational Rule: Required when in the judgment of the provider, the information is needed
to substantiate the medical treatment and is not supported elsewhere
within the claim data set.

If not required by this implementation guide, do not send.

TR3 Notes: 1. Information in the NTE segment in Loop ID-2300 applies to the entire
claim unless overridden by information in the NTE segment in Loop ID-
2400. Information is considered to be overridden when the value in
NTEO1 in Loop ID-2400 is the same as the value in NTEO1 in Loop ID-
2300.

2. The developers of this implementation guide discourage using
narrative information within the 837. Trading partners who use
narrative information with claims are strongly encouraged to codify
that information within the X12 environment.

TR3 Example: NTEOJADDOSURGERY WAS UNUSUALLY LONG BECAUSE [FILL IN
REASON]~

DIAGRAM

NTEO1 363 NTEO2 352

NTE 0 Note Ref 0 Description [
Code
o1 ID 33 M1 AN 1/80

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED NTEO1 363 Note Reference Code 01 ID 3/3
Code identifying the functional area or purpose for which the note applies
CODE DEFINITION
ADD Additional Information
CER Certification Narrative
DCP Goals, Rehabilitation Potential, or Discharge Plans
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ASC X12N « INSURANCE SUBCOMMITTEE

005010X222 » 837 » 2300« NTE
CLAIM NOTE TECHNICAL REPORT » TYPE 3
DGN Diagnosis Description
TPO Third Party Organization Notes
REQUIRED NTEO2 352 Description M1 AN  1/80

A free-form description to clarify the related data elements and their content

IMPLEMENTATION NAME: Claim Note Text

MAY 2006
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ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

005010X222 » 837 » 2300 « CR1
AMBULANCE TRANSPORT INFORMATION

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Set Notes:

X12 Syntax:

Loop:
Segment Repeat:
Usage:

Situational Rule:

CR1 - AMBULANCE TRANSPORT
INFORMATION

Ambulance Certification
To supply information related to the ambulance service rendered to a patient

1. The CR1 through CR5 and CRC certification segments appear on both the
claim level and the service line level because certifications can be
submitted for all services on a claim or for individual services. Certification
information at the claim level applies to all service lines of the claim, unless
overridden by certification information at the service line level.

1. P0102
If either CR101 or CR102 is present, then the other is required.

2. P0O506
If either CR105 or CR106 is present, then the other is required.

2300 — CLAIM INFORMATION
1
SITUATIONAL

Required on all claims involving ambulance transport services. If not
required by this implementation guide, do not send.

TR3 Notes: 1. The CR1 segment in Loop ID-2300 applies to the entire claim unless
overridden by a CR1 segment at the service line level in Loop ID-2400
with the same value in CR101.

TR3 Example: CR10OLBO14000 AODHO12[MI UNCONSCIOUS~
CR101 355 CR102 81 CR103 1316 CR104 1317 CR105 355 CR106 380
0 Unit/Basis Weight Ambulanee Ambulance Unit/Basis Quantity
CR 1 Meas Code Frans-Code Reason Code Meas Code
X1 ID 2R X1 R 110 o1 D 11 o1 D 11 X1 D 212 X1 R 1/15
CR107 166 CR108 166 CR109 352 CR110 352
0 Address Address Description Description
infermation infermation
01 AN 1/55 01 AN 1/55 01 AN 1/80 01 AN 1/80
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005010X222 » 837 « 2300« CR1

AMBULANCE TRANSPORT INFORMATION

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

ELEMENT DETAIL

REF.
DES.

USAGE

SITUATIONAL

SITUATIONAL

NOT USED
REQUIRED

REQUIRED

CR101

CR102

CR103
CR104

CR105

DATA
ELEMENT

355

81

1316
1317

355

NAME ATTRIBUTES

Unit or Basis for Measurement Code X1 ID 2/2
Code specifying the units in which a value is being expressed, or manner in which
a measurement has been taken

SYNTAX: P0O102

SITUATIONAL RULE: Required when it is necessary to justify the medical
necessity of the level of ambulance services. If not required by this
implementation guide, do not send.

CODE DEFINITION

LB Pound

Weight X1 R 1/10
Numeric value of weight

SYNTAX: P0102
SEMANTIC: CR102 is the weight of the patient at time of transport.

SITUATIONAL RULE: Required when it is necessary to justify the medical
necessity of the level of ambulance services. If not required by this
implementation guide, do not send.

IMPLEMENTATION NAME: Patient Weight

Ambulance Transport Code Oo1 ID 1/1
Ambulance Transport Reason Code 01 ID 1/1
Code indicating the reason for ambulance transport

CODE DEFINITION
A Patient was transported to nearest facility for care of

symptoms, complaints, or both

Can be used to indicate that the patient was
transferred to a residential facility.

B Patient was transported for the benefit of a preferred
physician

C Patient was transported for the nearness of family
members

D Patient was transported for the care of a specialist
or for availability of specialized equipment

E Patient Transferred to Rehabilitation Facility

Unit or Basis for Measurement Code X1 ID 2/2

Code specifying the units in which a value is being expressed, or manner in which
a measurement has been taken

SYNTAX: PO506

CODE DEFINITION

DH Miles
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 » 837 » 2300« CR1
TECHNICAL REPORT ¢ TYPE 3 AMBULANCE TRANSPORT INFORMATION

REQUIRED CR106 380 Quantity X1 R 1/15
Numeric value of quantity

SYNTAX: PO506
SEMANTIC: CR106 is the distance traveled during transport.
IMPLEMENTATION NAME: Transport Distance

0 (zero) is a valid value when ambulance services do not include a
charge for mileage.

NOT USED CR107 166 Address Information 01 AN 1/55
NOT USED CR108 166 Address Information 01 AN 1/55
SITUATIONAL CR109 352 Description 01 AN 1/80

A free-form description to clarify the related data elements and their content
SeMANTIC: CR109 is the purpose for the round trip ambulance service.
SITUATIONAL RULE: Required when the ambulance service is for a round
trip. If not required by this implementation guide, do not send.

IMPLEMENTATION NAME: Round Trip Purpose Description

SITUATIONAL CR110 352 Description 01 AN 1/80
A free-form description to clarify the related data elements and their content

SEMANTIC: CR110 is the purpose for the usage of a stretcher during ambulance
service.

SITUATIONAL RULE: Required when needed to justify usage of stretcher.
If not required by this implementation guide, do not send.

IMPLEMENTATION NAME: Stretcher Purpose Description
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005010X222 » 837 » 2300 « CR2
SPINAL MANIPULATION SERVICE INFORMATION

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
X12 Syntax: 1.

CR2 - SPINAL MANIPULATION SERVICE
INFORMATION

Loop:

Segment Repeat: 1

Situational Rule:

Usage:

P0102

Chiropractic Certification

To supply information related to the chiropractic service rendered to a patient

If either CR201 or CR202 is present, then the other is required.

. C0403
If CR204 is present, then CR203 is required.

. PO506

If either CR205 or CR206 is present, then the other is required.

SITUATIONAL

2300 — CLAIM INFORMATION

Required on chiropractic claims involving spinal manipulation when the

information is known to impact the payer’s adjudication process. If not
required by this implementation guide, do not send.

TR3 Example: CR2[IIT M~
CR201 609 CR202 380 CR203 1367 CR204 1367 CR205 355 CR206 380
CR2 . . . ) ) X . .
Level-Cede LevelCode MeasCede
X1 NO 1/9 X1 R 1/15 X1 ID 2/3 o1 ID 2/3 X1l ID 2/2 X1 R 1/15
CR207 380 CR208 1342 CR209 1073 CR210 352 CR211 352 CR212 1073
0 Qurantity 0 Nature of Yes/No-Cond Description Description 0 Yes/No-Cond
Cond Code RespCeode RespCeode
o1 R 1/15 o1 ID 1/1 Ol ID 1/1 O1 AN 1/80 O1 AN 1/80 Ol ID 1/1
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
NOT USED CR201 609 Count X1 NO 1/9
NOT USED CR202 380 Quantity X1 R 1/15
NOT USED CR203 1367  Subluxation Level Code X1 ID 2/3
NOT USED CR204 1367  Subluxation Level Code o1 ID 213
NOT USED CR205 355 Unit or Basis for Measurement Code X1 ID 2/2
NOT USED CR206 380 Quantity X1 R  1/15
NOT USED CR207 380 Quantity 01 R 1115
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ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT ¢ TYPE 3

005010X222 » 837 » 2300 « CR2
SPINAL MANIPULATION SERVICE INFORMATION

REQUIRED CR208 1342  Nature of Condition Code 01 ID 1/1
Code indicating the nature of a patient’s condition
IMPLEMENTATION NAME: Patient Condition Code
CODE DEFINITION
A Acute Condition
C Chronic Condition
D Non-acute
E Non-Life Threatening
F Routine
G Symptomatic
Acute Manifestation of a Chronic Condition
NOT USED CR209 1073 Yes/No Condition or Response Code o1 ID 11
SITUATIONAL CR210 352 Description 01 AN 1/80
A free-form description to clarify the related data elements and their content
SEMANTIC: CR210 is a description of the patient’s condition.
SITUATIONAL RULE: Required when this information is deemed necessary
by the submitter. If not required by this implementation guide, do
not send.
IMPLEMENTATION NAME: Patient Condition Description
SITUATIONAL CR211 352 Description 01 AN 1/80
A free-form description to clarify the related data elements and their content
semanTic: CR211 is an additional description of the patient’s condition.
SITUATIONAL RULE: Required when this information is deemed necessary
by the submitter. If not required by this implementation guide, do
not send.
IMPLEMENTATION NAME: Patient Condition Description
NOT USED CR212 1073 Yes/No Condition or Response Code 01 ID 11
MAY 2006 215



005010X222 » 837 » 2300« CRC ASC X12N « INSURANCE SUBCOMMITTEE
AMBULANCE CERTIFICATION TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:
Loop:

Segment Repeat:
Usage:

Situational Rule:

TR3 Notes:

TR3 Example:

DIAGRAM

CRC - AMBULANCE CERTIFICATION

Conditions Indicator
To supply information on conditions
2300 — CLAIM INFORMATION

3
SITUATIONAL

Required when the claim involves ambulance transport services

AND

when reporting condition codes in any of CRC03 through CRCO7. If not
required by this implementation guide, do not send.

1. The CRC segment in Loop ID-2300 applies to the entire claim unless
overridden by a CRC segment at the service line level in Loop 1D-2400
with the same value in CRCOL1.

2. Repeat this segment only when it is necessary to report additional
unique values to those reported in CRC03 thru CRCO7.

CRCOO70OYOO1~

CRCO1 1136 CRC02 1073 CRCO03 1321 CRC04 1321 CRCO5 1321 CRCO6 1321
CRC 0 Code 0 Yes/No Cond 0 Certificate 0 Certificate 0 Certificate 0 Certificate

Category Resp Code Cond Code Cond Code Cond Code Cond Code

M1 ID 212 M1 ID 11 M1 ID 23 01 ID 23 o1 ID 23 o1 ID 23

CRCO7 1321

0 Certificate | _
Cond Code
o1 ID 23

ELEMENT DETAIL

REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES

REQUIRED CRCO1 1136  Code Category M1 ID 2/2

Specifies the situation or category to which the code applies

semANTIC: CRCO1 qualifies CRCO03 through CRCO7.

CODE DEFINITION

07 Ambulance Certification
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 « 837 « 2300« CRC
TECHNICAL REPORT ¢ TYPE 3 AMBULANCE CERTIFICATION

REQUIRED CRCO02 1073 Yes/No Condition or Response Code M1 ID 1/1
Code indicating a Yes or No condition or response

SEMANTIC: CRCO2 is a Certification Condition Code applies indicator. A “Y” value
indicates the condition codes in CRCO03 through CRCO07 apply; an “N” value
indicates the condition codes in CRC03 through CRCO07 do not apply.

IMPLEMENTATION NAME: Certification Condition Indicator

CODE DEFINITION
N No
Y Yes
REQUIRED CRCO3 1321 Condition Indicator M1 ID 2/3

Code indicating a condition

IMPLEMENTATION NAME: Condition Code

The codes for CRC03 also can be used for CRC04 through CRCO07.

CODE DEFINITION
01 Patient was admitted to a hospital
04 Patient was moved by stretcher
05 Patient was unconscious or in shock
06 Patient was transported in an emergency situation
07 Patient had to be physically restrained
08 Patient had visible hemorrhaging
09 Ambulance service was medically necessary
12 Patient is confined to a bed or chair

Use code 12 to indicate patient was bedridden
during transport.

SITUATIONAL CRCO04 1321  Condition Indicator o1 ID 2/3
Code indicating a condition

SITUATIONAL RULE: Required when a second condition code is
necessary. If not required by this implementation guide, do not
send.

IMPLEMENTATION NAME: Condition Code

Use the codes listed in CRCO03.

SITUATIONAL CRCO05 1321  Condition Indicator O1 ID 2/3
Code indicating a condition

SITUATIONAL RULE: Required when a third condition code is necessary. If
not required by this implementation guide, do not send.

IMPLEMENTATION NAME: Condition Code

Use the codes listed in CRCO03.
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005010X222 » 837 » 2300« CRC ASC X12N « INSURANCE SUBCOMMITTEE
AMBULANCE CERTIFICATION TECHNICAL REPORT » TYPE 3

SITUATIONAL CRC06 1321  Condition Indicator 01 ID 213
Code indicating a condition

SITUATIONAL RULE: Required when a fourth condition code is necessary.
If not required by this implementation guide, do not send.

IMPLEMENTATION NAME: Condition Code

Use the codes listed in CRCO03.

SITUATIONAL CRCO7 1321  Condition Indicator 01 ID 2/3
Code indicating a condition

SITUATIONAL RULE: Required when a fifth condition code is necessary. If
not required by this implementation guide, do not send.

IMPLEMENTATION NAME: Condition Code

Use the codes listed in CRC03.
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005010X222 « 837 « 2300« CRC
PATIENT CONDITION INFORMATION: VISION

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

CRC - PATIENT CONDITION INFORMATION:
VISION

X12 Segment Name: Conditions Indicator

X12 Purpose: To supply information on conditions

Loop: 2300 — CLAIM INFORMATION

Segment Repeat: 3

Usage: SITUATIONAL

Situational Rule: Required on vision claims involving replacement lenses or frames when
this information is known to impact reimbursement. If not required by this
implementation guide, do not send.

TR3 Example: CRCOE10YOL1~
DIAGRAM
CRCO1 1136 CRCO02 1073 CRCO3 1321 CRC0O4 1321 CRCO5 1321 CRCO06 1321
R 0 Code 0 Yes/No Cond Certificate Certificate Certificate Certificate
C C Category Resp Code Cond Code Cond Code Cond Code Cond Code
M1 ID 22 M1 ID 1/1 M1 ID 23 o1 ID 23 o1 ID 23 O1 ID 23

CRCO7 1321
O| Certificate |
Cond Code
o1 ID 23
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED CRCO1 1136  Code Category M1 ID 2/2
Specifies the situation or category to which the code applies
seMANTIC: CRCO1 qualifies CRC03 through CRCO7.
CODE DEFINITION
El Spectacle Lenses
E2 Contact Lenses
E3 Spectacle Frames
REQUIRED CRCO02 1073  Yes/No Condition or Response Code M1 ID 1/1

Code indicating a Yes or No condition or response

SEMANTIC: CRCO2 is a Certification Condition Code applies indicator. A “Y” value
indicates the condition codes in CRCO03 through CRCO07 apply; an “N” value
indicates the condition codes in CRC03 through CRCO07 do not apply.

IMPLEMENTATION NAME: Certification Condition Indicator

CODE DEFINITION
N No
Y Yes
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005010X222 » 837 » 2300« CRC ASC X12N « INSURANCE SUBCOMMITTEE
PATIENT CONDITION INFORMATION: VISION TECHNICAL REPORT » TYPE 3

REQUIRED CRCO03 1321  Condition Indicator M1 ID 2/3
Code indicating a condition

IMPLEMENTATION NAME: Condition Code

CODE DEFINITION
L1 General Standard of 20 Degree or .5 Diopter Sphere
or Cylinder Change Met

L2 Replacement Due to Loss or Theft

L3 Replacement Due to Breakage or Damage

L4 Replacement Due to Patient Preference

L5 Replacement Due to Medical Reason
SITUATIONAL CRCO04 1321  Condition Indicator o1 ID 2/3

Code indicating a condition

SITUATIONAL RULE: Required when a second condition code is
necessary. If not required by this implementation guide, do not
send.

IMPLEMENTATION NAME: Condition Code

Use the codes listed in CRCO03.

SITUATIONAL CRCO05 1321  Condition Indicator o1 ID 2/3
Code indicating a condition

SITUATIONAL RULE: Required when a third condition code is necessary. If
not required by this implementation guide, do not send.

IMPLEMENTATION NAME: Condition Code

Use the codes listed in CRCO03.

SITUATIONAL CRC06 1321  Condition Indicator 01 ID 213
Code indicating a condition

SITUATIONAL RULE: Required when a fourth condition code is necessary.
If not required by this implementation guide, do not send.

IMPLEMENTATION NAME: Condition Code

Use the codes listed in CRCO03.

SITUATIONAL CRCO7 1321  Condition Indicator 01 ID 2/3
Code indicating a condition

SITUATIONAL RULE: Required when a fifth condition code is necessary. If
not required by this implementation guide, do not send.

IMPLEMENTATION NAME: Condition Code

Use the codes listed in CRC03.
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ASC X12N « INSURANCE SUBCOMMITTEE

TECHNICAL REPORT » TYPE 3

005010X222 « 837 « 2300« CRC
HOMEBOUND INDICATOR

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

Segment Repeat:

Situational Rule:

TR3 Example:

DIAGRAM

CRC - HOMEBOUND INDICATOR

Conditions Indicator

To supply information on conditions

Loop: 2300 — CLAIM INFORMATION
1
Usage: SITUATIONAL

Required for Medicare claims when an independent laboratory renders an

EKG tracing or obtains a specimen from a homebound or institutionalized
patient. If not required by this implementation guide, do not send.

CRCO750Y0IH~

CRCO01 1136 CRC02 1073 CRC03 1321 CRC04 1321 CRC0O5 1321 CRC06 1321
0 Code 0 Yes/No Cond 0 Certificate 0 Certificate 0 Certificate 0 Certificate
CRC Category Resp Code Cond Code Cona-Code Cond-Code Cond-Code
M1 ID 272 M1 ID 11 M1 ID 23 o1 ID 23 o1 ID 23 o1 ID 23
CRCO7 1321
. e )
Cond-Cede
o1 ID 23
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED CRCO1 1136  Code Category M1 ID 2/2
Specifies the situation or category to which the code applies
seMANTIC: CRCO1 qualifies CRC03 through CRCO7.
CODE DEFINITION
75 Functional Limitations
REQUIRED CRCO02 1073 Yes/No Condition or Response Code M1 ID 1/1

Code indicating a Yes or No condition or response

SEMANTIC: CRCO2 is a Certification Condition Code applies indicator. A “Y” value
indicates the condition codes in CRC03 through CRCO07 apply; an “N” value
indicates the condition codes in CRC03 through CRCO07 do not apply.

IMPLEMENTATION NAME: Certification Condition Indicator

CODE DEFINITION

Yes

MAY 2006

221



005010X222 » 837 » 2300« CRC ASC X12N « INSURANCE SUBCOMMITTEE
HOMEBOUND INDICATOR TECHNICAL REPORT » TYPE 3

REQUIRED CRCO03 1321  Condition Indicator M1 ID 2/3
Code indicating a condition

IMPLEMENTATION NAME: HOmebound Indicator

CODE DEFINITION
IH Independent at Home
NOT USED CRCO04 1321  Condition Indicator o1 ID 2/3
NOT USED CRCO05 1321  Condition Indicator 01 ID 2/3
NOT USED CRCO06 1321  Condition Indicator o1 ID 2/3
NOT USED CRCO7 1321  Condition Indicator o1 ID 2/3
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ASC X12N « INSURANCE SUBCOMMITTEE

TECHNICAL REPORT » TYPE 3

005010X222 « 837 « 2300« CRC
EPSDT REFERRAL

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

CRC - EPSDT REFERRAL

Loop:

Segment Repeat: 1

Situational Rule:

Usage:

Conditions Indicator
To supply information on conditions
2300 — CLAIM INFORMATION

SITUATIONAL

Required on Early & Periodic Screening, Diagnosis, and Treatment

(EPSDT) claims when the screening service is being billed in this claim. If
not required by this implementation guide, do not send.

TR3 Example: CRCOZzOYOST~
DIAGRAM
CRCO01 1136 CRC02 1073 CRC03 1321 CRC04 1321 CRC0O5 1321 CRC06 1321
0 Code 0 Yes/No Cond 0 Certificate 0 Certificate 0 Certificate 0 Certificate
CRC Category Resp Code Cond Code Cond Code Cond Code Cond-Code
M1 ID 272 M1 ID 11 M1 ID 23 o1 ID 23 o1 ID 23 o1 ID 23
CRCO7 1321
. e )
Cend-Cede
o1 ID 23
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED CRCO1 1136  Code Category M1 ID 2/2

Specifies the situation or category to which the code applies
seMANTIC: CRCO1 qualifies CRC03 through CRCO7.

IMPLEMENTATION NAME: Code Qualifier

CODE DEFINITION

zz Mutually Defined

EPSDT Screening referral information.
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005010X222 » 837 » 2300« CRC ASC X12N « INSURANCE SUBCOMMITTEE
EPSDT REFERRAL TECHNICAL REPORT » TYPE 3

REQUIRED CRCO02 1073 Yes/No Condition or Response Code M1 ID 1/1
Code indicating a Yes or No condition or response

SEMANTIC: CRCO2 is a Certification Condition Code applies indicator. A “Y” value
indicates the condition codes in CRCO03 through CRCO07 apply; an “N” value
indicates the condition codes in CRC03 through CRCO07 do not apply.

iIMPLEMENTATION NAME: Certification Condition Code Applies Indicator

The response answers the question: Was an EPSDT referral given
to the patient?

CODE DEFINITION

N No

If no, then choose “NU” in CRCO03 indicating no
referral given.

Y Yes

REQUIRED CRCO03 1321  Condition Indicator M1 ID 2/3
Code indicating a condition

The codes for CRC03 also can be used for CRC04 through CRCO05.

CODE DEFINITION
AV Available - Not Used
Patient refused referral.
NU Not Used

This conditioner indicator must be used when the
submitter answers “N” in CRCO02.

S2 Under Treatment

Patient is currently under treatment for referred
diagnostic or corrective health problem.

ST New Services Requested

Patient is referred to another provider for diagnostic
or corrective treatment for at least one health
problem identified during an initial or periodic
screening service (not including dental referrals).
OR

Patient is scheduled for another appointment with
screening provider for diagnostic or corrective
treatment for at least one health problem identified
during an initial or periodic screening service (not
including dental referrals).

SITUATIONAL CRCO04 1321  Condition Indicator 01 ID 213
Code indicating a condition

SITUATIONAL RULE: Required when a second condition code is
necessary. If not required by this implementation guide, do not
send.

Use the codes listed in CRCO03.
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ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT ¢ TYPE 3

005010X222 « 837 « 2300« CRC
EPSDT REFERRAL

SITUATIONAL CRCO5 1321  Condition Indicator o1 ID 2/3
Code indicating a condition
SITUATIONAL RULE: Required when a third condition code is necessary. If
not required by this implementation guide, do not send.
Use the codes listed in CRCO03.
NOT USED CRC06 1321  Condition Indicator 01 ID 213
NOT USED CRCO7 1321  Condition Indicator 01 ID 213
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ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

005010X222 » 837 » 2300« HI
HEALTH CARE DIAGNOSIS CODE

SEGMENT DETAIL

HI - HEALTH CARE DIAGNOSIS CODE

X12 Segment Name: Health Care Information Codes
To supply information related to the delivery of health care

2300 — CLAIM INFORMATION

X12 Purpose:
Loop:

Segment Repeat: 1

Usage: REQUIRED
TR3 Notes: 1. Do not transmit the decimal point for ICD codes. The decimal point is
implied.
TR3 Example: HIOBK:89010BF:872000BF:5559~

DIAGRAM

HI01 C022 HI02 C022 HI03 C022 HI04 C022 HI05 C022 HI06 C022
H I 0O Health Care Health Care 0 Health Care Health Care Health Care Health Care
Code Info. Code Info. Code Info. Code Info. Code Info. Code Info.
M1 o1 o1 01 01 o1
HI07 C022 HI08 C022 HI09 C022 HI10 C022 HI11 C022 HI12 C022
0O Health Care Health Care 0 Health Care Health Care Health Care Health Care
Code Info. Code Info. Code Info. Code Info. Code Info. Code Info.
01 o1 o1 01 01 o1
ELEMENT DETAIL
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES
REQUIRED HI01 C022  HEALTH CARE CODE INFORMATION M1
To send health care codes and their associated dates, amounts and quantities
SYNTAX:
P0304
If either C02203 or C02204 is present, then the other is required.
E0809
Only one of C02208 or C02209 may be present.
The diagnosis listed in this element is assumed to be the principal
diagnosis.
REQUIRED HIo1l - 1 1270 Code List Qualifier Code M ID 1/3

Code identifying a specific industry code list

SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.

IMPLEMENTATION NAME: Diagnosis Type Code
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 « 837 « 2300 » HI
TECHNICAL REPORT ¢ TYPE 3 HEALTH CARE DIAGNOSIS CODE

CODE DEFINITION

ABK International Classification of Diseases Clinical
Modification (ICD-10-CM) Principal Diagnosis
This code set is not allowed for use under HIPAA at
the time of this writing. The qualifier can only be
used:
If a new rule names the ICD-10-CM as an allowable
code set under HIPAA,
OR
The Secretary grants an exception to use the code
set as a pilot project as allowed under the law,
OR
For claims which are not covered under HIPAA.
CODE SOURCE 897: International Classification of Diseases, 10th
Revision, Clinical Modification (ICD-10-CM)

BK International Classification of Diseases Clinical
Modification (ICD-9-CM) Principal Diagnosis
coDE SOURCE 131: International Classification of Diseases, 9th
Revision, Clinical Modification (ICD-9-CM)

REQUIRED HIO1 - 2 1271 Industry Code M AN  1/30
Code indicating a code from a specific industry code list

SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.

IMPLEMENTATION NAME: Diagnosis Code

NOT USED HIOL - 3 1250 Date Time Period Format Qualifier X ID 2/3
NOT USED HIO1 - 4 1251 Date Time Period X AN 1/35
NOT USED HIO1 - 5 782  Monetary Amount O R 1/18
NOT USED HIO1 - 6 380  Quantity O R 1/15
NOT USED HIO1 - 7 799  Version Identifier O AN 1/30
NOT USED HIO1 - 8 1271 Industry Code X AN  1/30
NOT USED HIOL - 9 1073  Yes/No Condition or Response Code X ID 11
SITUATIONAL HI102 C022  HEALTH CARE CODE INFORMATION 01

To send health care codes and their associated dates, amounts and quantities

SYNTAX:

P0304

If either C02203 or C02204 is present, then the other is required.

E0809

Only one of C02208 or C02209 may be present.

SITUATIONAL RULE: Required when it is necessary to report an additional
diagnosis and the preceding HI data elements have been used to
report other diagnoses. If not required by this implementation
guide, do not send.
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005010X222 » 837 » 2300« HI ASC X12N « INSURANCE SUBCOMMITTEE
HEALTH CARE DIAGNOSIS CODE TECHNICAL REPORT » TYPE 3

REQUIRED HI02 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list

SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.

IMPLEMENTATION NAME: Diagnosis Type Code

CODE DEFINITION

ABF International Classification of Diseases Clinical
Modification (ICD-10-CM) Diagnosis
This code set is not allowed for use under HIPAA at
the time of this writing. The qualifier can only be
used:
If a new rule names the ICD-10-CM as an allowable
code set under HIPAA,
OR
The Secretary grants an exception to use the code
set as a pilot project as allowed under the law,
OR
For claims which are not covered under HIPAA.
CODE SOURCE 897: International Classification of Diseases, 10th
Revision, Clinical Modification (ICD-10-CM)

BF International Classification of Diseases Clinical
Modification (ICD-9-CM) Diagnosis
CODE SOURCE 131: International Classification of Diseases, 9th
Revision, Clinical Modification (ICD-9-CM)

REQUIRED HI02 - 2 1271 Industry Code M AN  1/30
Code indicating a code from a specific industry code list

SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.

IMPLEMENTATION NAME: Diagnosis Code

NOT USED HI02 - 3 1250 Date Time Period Format Qualifier X ID 2/3
NOT USED HI02 - 4 1251 Date Time Period X AN  1/35
NOT USED HIO2 - 5 782  Monetary Amount O R 118
NOT USED HI02 - 6 380  Quantity O R 1/15
NOT USED HI02 - 7 799  Version Identifier O AN  1/30
NOT USED HI02 - 8 1271 Industry Code X AN  1/30
NOT USED HI02 - 9 1073  Yes/No Condition or Response Code X ID 11
SITUATIONAL HI03 C022  HEALTH CARE CODE INFORMATION 01

To send health care codes and their associated dates, amounts and quantities

SYNTAX:

P0304

If either C02203 or C02204 is present, then the other is required.

E0809

Only one of C02208 or C02209 may be present.

SITUATIONAL RULE: Required when it is necessary to report an additional
diagnosis and the preceding HI data elements have been used to
report other diagnoses. If not required by this implementation
guide, do not send.

228 MAY 2006



ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 « 837 « 2300 » HI
TECHNICAL REPORT ¢ TYPE 3 HEALTH CARE DIAGNOSIS CODE

REQUIRED HI03 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list

SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.

IMPLEMENTATION NAME: Diagnosis Type Code

CODE DEFINITION

ABF International Classification of Diseases Clinical
Modification (ICD-10-CM) Diagnosis
This code set is not allowed for use under HIPAA at
the time of this writing. The qualifier can only be
used:
If a new rule names the ICD-10-CM as an allowable
code set under HIPAA,
OR
The Secretary grants an exception to use the code
set as a pilot project as allowed under the law,
OR
For claims which are not covered under HIPAA.
CODE SOURCE 897: International Classification of Diseases, 10th
Revision, Clinical Modification (ICD-10-CM)

BF International Classification of Diseases Clinical
Modification (ICD-9-CM) Diagnosis
CODE SOURCE 131: International Classification of Diseases, 9th
Revision, Clinical Modification (ICD-9-CM)

REQUIRED HIO3 - 2 1271 Industry Code M AN  1/30
Code indicating a code from a specific industry code list

SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.

IMPLEMENTATION NAME: Diagnosis Code

NOT USED HI03 - 3 1250 Date Time Period Format Qualifier X ID 2/3
NOT USED HIO3 - 4 1251 Date Time Period X AN  1/35
NOT USED HIO3 - 5 782  Monetary Amount O R 118
NOT USED HIO3 - 6 380  Quantity O R 1/15
NOT USED HIO3 - 7 799  Version Identifier O AN  1/30
NOT USED HIO3 - 8 1271 Industry Code X AN  1/30
NOT USED HIO3 - 9 1073  Yes/No Condition or Response Code X ID 11
SITUATIONAL HI04 C022  HEALTH CARE CODE INFORMATION 01

To send health care codes and their associated dates, amounts and quantities

SYNTAX:

P0304

If either C02203 or C02204 is present, then the other is required.

E0809

Only one of C02208 or C02209 may be present.

SITUATIONAL RULE: Required when it is necessary to report an additional
diagnosis and the preceding HI data elements have been used to
report other diagnoses. If not required by this implementation
guide, do not send.
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005010X222 » 837 » 2300« HI ASC X12N « INSURANCE SUBCOMMITTEE
HEALTH CARE DIAGNOSIS CODE TECHNICAL REPORT » TYPE 3

REQUIRED HI04 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list

SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.

IMPLEMENTATION NAME: Diagnosis Type Code

CODE DEFINITION

ABF International Classification of Diseases Clinical
Modification (ICD-10-CM) Diagnosis
This code set is not allowed for use under HIPAA at
the time of this writing. The qualifier can only be
used:
If a new rule names the ICD-10-CM as an allowable
code set under HIPAA,
OR
The Secretary grants an exception to use the code
set as a pilot project as allowed under the law,
OR
For claims which are not covered under HIPAA.
CODE SOURCE 897: International Classification of Diseases, 10th
Revision, Clinical Modification (ICD-10-CM)

BF International Classification of Diseases Clinical
Modification (ICD-9-CM) Diagnosis
CODE SOURCE 131: International Classification of Diseases, 9th
Revision, Clinical Modification (ICD-9-CM)

REQUIRED HI04 - 2 1271 Industry Code M AN  1/30
Code indicating a code from a specific industry code list

SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.

IMPLEMENTATION NAME: Diagnosis Code

NOT USED HI04 - 3 1250 Date Time Period Format Qualifier X ID 2/3
NOT USED HI04 - 4 1251 Date Time Period X AN  1/35
NOT USED HIO4 - 5 782  Monetary Amount O R 118
NOT USED HIO4 - 6 380  Quantity O R 1/15
NOT USED HI04 - 7 799  Version Identifier O AN  1/30
NOT USED HI04 - 8 1271 Industry Code X AN  1/30
NOT USED HI04 - 9 1073  Yes/No Condition or Response Code X ID 11
SITUATIONAL HI05 C022  HEALTH CARE CODE INFORMATION 01

To send health care codes and their associated dates, amounts and quantities

SYNTAX:

P0304

If either C02203 or C02204 is present, then the other is required.

E0809

Only one of C02208 or C02209 may be present.

SITUATIONAL RULE: Required when it is necessary to report an additional
diagnosis and the preceding HI data elements have been used to
report other diagnoses. If not required by this implementation
guide, do not send.
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 « 837 « 2300 » HI
TECHNICAL REPORT ¢ TYPE 3 HEALTH CARE DIAGNOSIS CODE

REQUIRED HIO5 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list

SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.

IMPLEMENTATION NAME: Diagnosis Type Code

CODE DEFINITION

ABF International Classification of Diseases Clinical
Modification (ICD-10-CM) Diagnosis
This code set is not allowed for use under HIPAA at
the time of this writing. The qualifier can only be
used:
If a new rule names the ICD-10-CM as an allowable
code set under HIPAA,
OR
The Secretary grants an exception to use the code
set as a pilot project as allowed under the law,
OR
For claims which are not covered under HIPAA.
CODE SOURCE 897: International Classification of Diseases, 10th
Revision, Clinical Modification (ICD-10-CM)

BF International Classification of Diseases Clinical
Modification (ICD-9-CM) Diagnosis
CODE SOURCE 131: International Classification of Diseases, 9th
Revision, Clinical Modification (ICD-9-CM)

REQUIRED HIO5 - 2 1271 Industry Code M AN  1/30
Code indicating a code from a specific industry code list

SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.

IMPLEMENTATION NAME: Diagnosis Code

NOT USED HI05 - 3 1250 Date Time Period Format Qualifier X ID 2/3
NOT USED HIOS - 4 1251 Date Time Period X AN  1/35
NOT USED HIO5 - 5 782  Monetary Amount O R 118
NOT USED HIO5 - 6 380  Quantity O R 1/15
NOT USED HIO5 - 7 799  Version Identifier O AN  1/30
NOT USED HIO5 - 8 1271 Industry Code X AN  1/30
NOT USED HIO5 - 9 1073  Yes/No Condition or Response Code X ID 11
SITUATIONAL HI06 C022  HEALTH CARE CODE INFORMATION 01

To send health care codes and their associated dates, amounts and quantities

SYNTAX:

P0304

If either C02203 or C02204 is present, then the other is required.

E0809

Only one of C02208 or C02209 may be present.

SITUATIONAL RULE: Required when it is necessary to report an additional
diagnosis and the preceding HI data elements have been used to
report other diagnoses. If not required by this implementation
guide, do not send.

MAY 2006 231



005010X222 » 837 » 2300« HI ASC X12N « INSURANCE SUBCOMMITTEE
HEALTH CARE DIAGNOSIS CODE TECHNICAL REPORT » TYPE 3

REQUIRED HI06 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list

SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.

IMPLEMENTATION NAME: Diagnosis Type Code

CODE DEFINITION

ABF International Classification of Diseases Clinical
Modification (ICD-10-CM) Diagnosis
This code set is not allowed for use under HIPAA at
the time of this writing. The qualifier can only be
used:
If a new rule names the ICD-10-CM as an allowable
code set under HIPAA,
OR
The Secretary grants an exception to use the code
set as a pilot project as allowed under the law,
OR
For claims which are not covered under HIPAA.
CODE SOURCE 897: International Classification of Diseases, 10th
Revision, Clinical Modification (ICD-10-CM)

BF International Classification of Diseases Clinical
Modification (ICD-9-CM) Diagnosis
CODE SOURCE 131: International Classification of Diseases, 9th
Revision, Clinical Modification (ICD-9-CM)

REQUIRED HI06 - 2 1271 Industry Code M AN  1/30
Code indicating a code from a specific industry code list

SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.

IMPLEMENTATION NAME: Diagnosis Code

NOT USED HI06 - 3 1250 Date Time Period Format Qualifier X ID 2/3
NOT USED HIO6 - 4 1251 Date Time Period X AN  1/35
NOT USED HIO6 - 5 782  Monetary Amount O R 118
NOT USED HIO6 - 6 380  Quantity O R 1/15
NOT USED HI06 - 7 799  Version Identifier O AN  1/30
NOT USED HIO6 - 8 1271 Industry Code X AN  1/30
NOT USED HIO6 - 9 1073  Yes/No Condition or Response Code X ID 11
SITUATIONAL HI07 C022  HEALTH CARE CODE INFORMATION 01

To send health care codes and their associated dates, amounts and quantities

SYNTAX:

P0304

If either C02203 or C02204 is present, then the other is required.

E0809

Only one of C02208 or C02209 may be present.

SITUATIONAL RULE: Required when it is necessary to report an additional
diagnosis and the preceding HI data elements have been used to
report other diagnoses. If not required by this implementation
guide, do not send.
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TECHNICAL REPORT ¢ TYPE 3 HEALTH CARE DIAGNOSIS CODE

REQUIRED HI07 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list

SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.

IMPLEMENTATION NAME: Diagnosis Type Code

CODE DEFINITION

ABF International Classification of Diseases Clinical
Modification (ICD-10-CM) Diagnosis
This code set is not allowed for use under HIPAA at
the time of this writing. The qualifier can only be
used:
If a new rule names the ICD-10-CM as an allowable
code set under HIPAA,
OR
The Secretary grants an exception to use the code
set as a pilot project as allowed under the law,
OR
For claims which are not covered under HIPAA.
CODE SOURCE 897: International Classification of Diseases, 10th
Revision, Clinical Modification (ICD-10-CM)

BF International Classification of Diseases Clinical
Modification (ICD-9-CM) Diagnosis
ICD-9 Codes
copE source 131: International Classification of Diseases, 9th
Revision, Clinical Modification (ICD-9-CM)

REQUIRED HIO7 - 2 1271 Industry Code M AN  1/30
Code indicating a code from a specific industry code list

SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.

IMPLEMENTATION NAME: Diagnosis Code

NOT USED HI07 - 3 1250 Date Time Period Format Qualifier X ID 2/3
NOT USED HIO7 - 4 1251 Date Time Period X AN  1/35
NOT USED HIO7 - 5 782  Monetary Amount O R 1/18
NOT USED HIO7 - 6 380  Quantity O R 1/15
NOT USED HIO7 - 7 799  Version Identifier O AN 1/30
NOT USED HIO7 - 8 1271  Industry Code X AN  1/30
NOT USED HIO7 - 9 1073  Yes/No Condition or Response Code X D 11
SITUATIONAL HIO8 C022  HEALTH CARE CODE INFORMATION o1

To send health care codes and their associated dates, amounts and quantities

SYNTAX:

P0304

If either C02203 or C02204 is present, then the other is required.

E0809

Only one of C02208 or C02209 may be present.

SITUATIONAL RULE: Required when it is necessary to report an additional
diagnosis and the preceding HI data elements have been used to
report other diagnoses. If not required by this implementation
guide, do not send.
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HEALTH CARE DIAGNOSIS CODE TECHNICAL REPORT » TYPE 3

REQUIRED HI08 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list

SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.

IMPLEMENTATION NAME: Diagnosis Type Code

CODE DEFINITION

ABF International Classification of Diseases Clinical
Modification (ICD-10-CM) Diagnosis
This code set is not allowed for use under HIPAA at
the time of this writing. The qualifier can only be
used:
If a new rule names the ICD-10-CM as an allowable
code set under HIPAA,
OR
The Secretary grants an exception to use the code
set as a pilot project as allowed under the law,
OR
For claims which are not covered under HIPAA.
CODE SOURCE 897: International Classification of Diseases, 10th
Revision, Clinical Modification (ICD-10-CM)

BF International Classification of Diseases Clinical
Modification (ICD-9-CM) Diagnosis
CODE SOURCE 131: International Classification of Diseases, 9th
Revision, Clinical Modification (ICD-9-CM)

REQUIRED HI08 - 2 1271 Industry Code M AN  1/30
Code indicating a code from a specific industry code list

SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.

IMPLEMENTATION NAME: Diagnosis Code

NOT USED HI08 - 3 1250 Date Time Period Format Qualifier X ID 2/3
NOT USED HIO8 - 4 1251 Date Time Period X AN  1/35
NOT USED HIO8 - 5 782  Monetary Amount O R 118
NOT USED HIO8 - 6 380  Quantity O R 1/15
NOT USED HI08 - 7 799  Version Identifier O AN  1/30
NOT USED HI08 - 8 1271 Industry Code X AN  1/30
NOT USED HIO8 - 9 1073  Yes/No Condition or Response Code X ID 11
SITUATIONAL HI09 C022  HEALTH CARE CODE INFORMATION 01

To send health care codes and their associated dates, amounts and quantities

SYNTAX:

P0304

If either C02203 or C02204 is present, then the other is required.

E0809

Only one of C02208 or C02209 may be present.

SITUATIONAL RULE: Required when it is necessary to report an additional
diagnosis and the preceding HI data elements have been used to
report other diagnoses. If not required by this implementation
guide, do not send.
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TECHNICAL REPORT ¢ TYPE 3 HEALTH CARE DIAGNOSIS CODE

REQUIRED HI09 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list

SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.

IMPLEMENTATION NAME: Diagnosis Type Code

CODE DEFINITION

ABF International Classification of Diseases Clinical
Modification (ICD-10-CM) Diagnosis
This code set is not allowed for use under HIPAA at
the time of this writing. The qualifier can only be
used:
If a new rule names the ICD-10-CM as an allowable
code set under HIPAA,
OR
The Secretary grants an exception to use the code
set as a pilot project as allowed under the law,
OR
For claims which are not covered under HIPAA.
CODE SOURCE 897: International Classification of Diseases, 10th
Revision, Clinical Modification (ICD-10-CM)

BF International Classification of Diseases Clinical
Modification (ICD-9-CM) Diagnosis
CODE SOURCE 131: International Classification of Diseases, 9th
Revision, Clinical Modification (ICD-9-CM)

REQUIRED HI09 - 2 1271 Industry Code M AN  1/30
Code indicating a code from a specific industry code list

SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.

IMPLEMENTATION NAME: Diagnosis Code

NOT USED HI09 - 3 1250 Date Time Period Format Qualifier X ID 2/3
NOT USED HI09 - 4 1251 Date Time Period X AN  1/35
NOT USED HIO9 - 5 782  Monetary Amount O R 118
NOT USED HI09 - 6 380  Quantity O R 1/15
NOT USED HI09 - 7 799  Version Identifier O AN  1/30
NOT USED HI09 - 8 1271 Industry Code X AN  1/30
NOT USED HI09 - 9 1073  Yes/No Condition or Response Code X ID 11
SITUATIONAL HI10 C022  HEALTH CARE CODE INFORMATION 01

To send health care codes and their associated dates, amounts and quantities

SYNTAX:

P0304

If either C02203 or C02204 is present, then the other is required.

E0809

Only one of C02208 or C02209 may be present.

SITUATIONAL RULE: Required when it is necessary to report an additional
diagnosis and the preceding HI data elements have been used to
report other diagnoses. If not required by this implementation
guide, do not send.
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005010X222 » 837 » 2300« HI ASC X12N « INSURANCE SUBCOMMITTEE
HEALTH CARE DIAGNOSIS CODE TECHNICAL REPORT » TYPE 3

REQUIRED HI10 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list

SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.

IMPLEMENTATION NAME: Diagnosis Type Code

CODE DEFINITION

ABF International Classification of Diseases Clinical
Modification (ICD-10-CM) Diagnosis
This code set is not allowed for use under HIPAA at
the time of this writing. The qualifier can only be
used:
If a new rule names the ICD-10-CM as an allowable
code set under HIPAA,
OR
The Secretary grants an exception to use the code
set as a pilot project as allowed under the law,
OR
For claims which are not covered under HIPAA.
CODE SOURCE 897: International Classification of Diseases, 10th
Revision, Clinical Modification (ICD-10-CM)

BF International Classification of Diseases Clinical
Modification (ICD-9-CM) Diagnosis
CODE SOURCE 131: International Classification of Diseases, 9th
Revision, Clinical Modification (ICD-9-CM)

REQUIRED HI10 - 2 1271 Industry Code M AN  1/30
Code indicating a code from a specific industry code list

SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.

IMPLEMENTATION NAME: Diagnosis Code

NOT USED HI10 - 3 1250 Date Time Period Format Qualifier X ID 2/3
NOT USED HI10 - 4 1251 Date Time Period X AN  1/35
NOT USED HI10 - 5 782  Monetary Amount O R 118
NOT USED HI10 - 6 380  Quantity O R 1/15
NOT USED HI10 - 7 799  Version Identifier O AN  1/30
NOT USED HI10 - 8 1271 Industry Code X AN  1/30
NOT USED HI10 - 9 1073  Yes/No Condition or Response Code X ID 11
SITUATIONAL HI11 C022  HEALTH CARE CODE INFORMATION 01

To send health care codes and their associated dates, amounts and quantities

SYNTAX:

P0304

If either C02203 or C02204 is present, then the other is required.

E0809

Only one of C02208 or C02209 may be present.

SITUATIONAL RULE: Required when it is necessary to report an additional
diagnosis and the preceding HI data elements have been used to
report other diagnoses. If not required by this implementation
guide, do not send.
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TECHNICAL REPORT ¢ TYPE 3 HEALTH CARE DIAGNOSIS CODE

REQUIRED HI11 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list

SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.

IMPLEMENTATION NAME: Diagnosis Type Code

CODE DEFINITION

ABF International Classification of Diseases Clinical
Modification (ICD-10-CM) Diagnosis
This code set is not allowed for use under HIPAA at
the time of this writing. The qualifier can only be
used:
If a new rule names the ICD-10-CM as an allowable
code set under HIPAA,
OR
The Secretary grants an exception to use the code
set as a pilot project as allowed under the law,
OR
For claims which are not covered under HIPAA.
CODE SOURCE 897: International Classification of Diseases, 10th
Revision, Clinical Modification (ICD-10-CM)

BF International Classification of Diseases Clinical
Modification (ICD-9-CM) Diagnosis
CODE SOURCE 131: International Classification of Diseases, 9th
Revision, Clinical Modification (ICD-9-CM)

REQUIRED HI1l - 2 1271 Industry Code M AN  1/30
Code indicating a code from a specific industry code list

SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.

IMPLEMENTATION NAME: Diagnosis Code

NOT USED HI1l - 3 1250 Date Time Period Format Qualifier X ID 2/3
NOT USED HI1l - 4 1251 Date Time Period X AN  1/35
NOT USED HI1l - 5 782  Monetary Amount O R 118
NOT USED HI11l - 6 380  Quantity O R 1/15
NOT USED HI1l - 7 799  Version Identifier O AN  1/30
NOT USED HI11 - 8 1271  Industry Code X AN  1/30
NOT USED HI1l - 9 1073  Yes/No Condition or Response Code X ID 11
SITUATIONAL HI12 C022  HEALTH CARE CODE INFORMATION o1

To send health care codes and their associated dates, amounts and quantities

SYNTAX:

P0304

If either C02203 or C02204 is present, then the other is required.

E0809

Only one of C02208 or C02209 may be present.

SITUATIONAL RULE: Required when it is necessary to report an additional
diagnosis and the preceding HI data elements have been used to
report other diagnoses. If not required by this implementation
guide, do not send.
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005010X222 » 837 » 2300« HI ASC X12N « INSURANCE SUBCOMMITTEE
HEALTH CARE DIAGNOSIS CODE TECHNICAL REPORT » TYPE 3

REQUIRED HI12 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list

SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.

IMPLEMENTATION NAME: Diagnosis Type Code

CODE DEFINITION

ABF International Classification of Diseases Clinical
Modification (ICD-10-CM) Diagnosis

This code set is not allowed for use under HIPAA at
the time of this writing. The qualifier can only be
used:
If a new rule names the ICD-10-CM as an allowable
code set under HIPAA,
OR
The Secretary grants an exception to use the code
set as a pilot project as allowed under the law,
OR
For claims which are not covered under HIPAA.
CODE SOURCE 897: International Classification of Diseases, 10th
Revision, Clinical Modification (ICD-10-CM)
BF International Classification of Diseases Clinical

Modification (ICD-9-CM) Diagnosis
CODE SOURCE 131: International Classification of Diseases, 9th
Revision, Clinical Modification (ICD-9-CM)

REQUIRED HI12 - 2 1271 Industry Code M AN  1/30

Code indicating a code from a specific industry code list

SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.

IMPLEMENTATION NAME: Diagnosis Code

NOT USED HI12 - 3 1250 Date Time Period Format Qualifier X ID 2/3
NOT USED HI12 - 4 1251 Date Time Period X AN  1/35
NOT USED HI12 - 5 782  Monetary Amount O R 118
NOT USED HI12 - 6 380  Quantity O R 1/15
NOT USED HI12 - 7 799  Version Identifier O AN 1/30
NOT USED HI12 - 8 1271  Industry Code X AN  1/30
NOT USED HI12 - 9 1073  Yes/No Condition or Response Code X ID 11
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ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 « 837 « 2300  HI
TECHNICAL REPORT » TYPE 3 ANESTHESIA RELATED PROCEDURE

SEGMENT DETAIL

HI - ANESTHESIA RELATED PROCEDURE

X12 Segment Name: Health Care Information Codes
X12 Purpose: To supply information related to the delivery of health care
Loop: 2300 — CLAIM INFORMATION

Segment Repeat: 1
Usage: SITUATIONAL

Situational Rule: Required on claims where anesthesiology services are being billed or
reported when the provider knows the surgical code and knows the
adjudication of the claim will depend on provision of the surgical code. If
not required by this implementation guide, do not send.

TR3 Example: HIOBP:33414~

HIo1 C022 HI02 C022 HI03 C022 HI04 C022 HI05 C022 HI06 C022

H I 0 Health Care 0 Health Care 0 Health-Care 0 Health-Care 0 Health-Care 0 Health-Care
Code Info. Code Info. Cedeinfo- Codelinfo- Codelnfe- Codelnfoe-
M1 01 o1 o1 o1 o1

HI07 C022 HI08 C022 HI09 C022 HI10 C022 HI11l C022 HI12 C022

DH%—%DHMDH%%D%—%DH%%DH%—%~
o1 o1 o1 o1 o1 o1
REF. DATA
USAGE DES. ELEMENT NAME ATTRIBUTES

REQUIRED HI01 C022  HEALTH CARE CODE INFORMATION M1
To send health care codes and their associated dates, amounts and quantities
SYNTAX:
P0304
If either C02203 or C02204 is present, then the other is required.
E0809
Only one of C02208 or C02209 may be present.

REQUIRED HIo1l - 1 1270 Code List Qualifier Code M ID 1/3

Code identifying a specific industry code list

SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.

CODE DEFINITION

BP Health Care Financing Administration Common
Procedural Coding System Principal Procedure

coDE souRcE 130: Healthcare Common Procedural Coding
System
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005010X222 « 837 « 2300 « HI

ANESTHESIA RELATED PROCEDURE

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

REQUIRED HIo1 - 2 1271 Industry Code M AN  1/30
Code indicating a code from a specific industry code list
SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.
IMPLEMENTATION NAME: Anesthesia Related Surgical Procedure
NOT USED HIOL - 3 1250 Date Time Period Format Qualifier X ID 2/3
NOT USED HIO1 - 4 1251 Date Time Period X AN  1/35
NOT USED HIOL - 5 782  Monetary Amount O R 1/18
NOT USED HIOL - 6 380  Quantity O R 1/15
NOT USED HIO1 - 7 799  Version Identifier O AN  1/30
NOT USED HI01 - 8 1271  Industry Code X AN  1/30
NOT USED HIO1 - 9 1073  Yes/No Condition or Response Code X ID 11
SITUATIONAL HI02 C022  HEALTH CARE CODE INFORMATION o1
To send health care codes and their associated dates, amounts and quantities
SYNTAX:
P0304
If either C02203 or C02204 is present, then the other is required.
E0809
Only one of C02208 or C02209 may be present.
SITUATIONAL RULE: Required when it is necessary to report an additional
procedure and the preceding Hl data elements have been used to
report other procedures. If not required by this implementation
guide, do not send.
REQUIRED HI02 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list
SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.
CODE DEFINITION
BO Health Care Financing Administration Common
Procedural Coding System
coDE souRcE 130: Healthcare Common Procedural Coding
System
REQUIRED HI02 - 2 1271 Industry Code M AN  1/30
Code indicating a code from a specific industry code list
SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.
NOT USED HI02 - 3 1250 Date Time Period Format Qualifier X ID 2/3
NOT USED HIO2 - 4 1251 Date Time Period X AN  1/35
NOT USED HI02 - 5 782  Monetary Amount O R 1/18
NOT USED HI02 - 6 380  Quantity O R 1/15
NOT USED HI02 - 7 799  Version Identifier O AN 1/30
NOT USED HI02 - 8 1271  Industry Code X AN  1/30
NOT USED HIO2 - 9 1073  Yes/No Condition or Response Code X D 11
NOT USED HI03 C022  HEALTH CARE CODE INFORMATION 01
NOT USED HI04 C022  HEALTH CARE CODE INFORMATION 01
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005010X222 « 837 « 2300 » HI
ANESTHESIA RELATED PROCEDURE

NOT USED
NOT USED
NOT USED
NOT USED
NOT USED
NOT USED
NOT USED
NOT USED

HI05
HI06
HI07
HI08
HI09
HI10
HI11
HI12

C022
C022
C022
C022
Cc022
C022
C022
C022

HEALTH CARE CODE INFORMATION
HEALTH CARE CODE INFORMATION
HEALTH CARE CODE INFORMATION
HEALTH CARE CODE INFORMATION
HEALTH CARE CODE INFORMATION
HEALTH CARE CODE INFORMATION
HEALTH CARE CODE INFORMATION
HEALTH CARE CODE INFORMATION

o1
o1
o1
o1
o1
o1
o1
o1
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CONDITION INFORMATION

ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT » TYPE 3

SEGMENT DETAIL

X12 Segment Name:
X12 Purpose:

HI - CONDITION INFORMATION

Loop:

Segment Repeat: 2

Situational Rule:

TR3 Example:

DIAGRAM

HI

ELEMENT DETAIL

USAGE

Usage:

Health Care Information Codes
To supply information related to the delivery of health care
2300 — CLAIM INFORMATION

SITUATIONAL

Required when condition information applies to the claim.

If not required by this implementation guide, do not send.

HIOBG:170BG:67~

REQUIRED

REQUIRED

REQUIRED

HIo1 C022 HI02 C022 HI03 C022 Hio4 Cc022 HI05 C022 HI06 C022
Health Care O Health Care 0 Health Care 0 Health Care Health Care 0O Health Care
Code Info. Code Info. Code Info. Code Info. Code Info. Code Info.

M1 o1 o1 o1 o1 o1

HI07 C022 HI08 C022 HI09 C022 HI10 Cc022 HI11 c022 HI12 C022
Health Care || Health Care || Health Care | 4| Health Care Health Care || Health Care |
Code Info. Code Info. Code Info. Code Info. Code Info. Code Info.

o1 o1 o1 o1 o1 o1

REF. DATA
DES. ELEMENT NAME ATTRIBUTES
HIO1 C022 HEALTH CARE CODE INFORMATION M1
To send health care codes and their associated dates, amounts and quantities
SYNTAX:
P0304
If either C02203 or C02204 is present, then the other is required.
E0809
Only one of C02208 or C02209 may be present.
HIO1 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list
SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.
CODE DEFINITION
BG Condition
CODE SouRCE 132: National Uniform Billing Committee (NUBC)
Codes
HI01l - 2 1271 Industry Code M AN 1/30

Code indicating a code from a specific industry code list

SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.

IMPLEMENTATION NAME: Condition Code
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ASC X12N « INSURANCE SUBCOMMITTEE
TECHNICAL REPORT ¢ TYPE 3

005010X222 « 837 « 2300 * HI
CONDITION INFORMATION

NOT USED HIO1 - 3 1250 Date Time Period Format Qualifier X ID 213
NOT USED HIO1 - 4 1251 Date Time Period X AN  1/35
NOT USED HIO1 - 5 782  Monetary Amount O R 1/18
NOT USED HIOL - 6 380  Quantity O R 1/15
NOT USED HIO1 - 7 799  Version Identifier O AN 1/30
NOT USED HIO1 - 8 1271  Industry Code X AN  1/30
NOT USED HIO1 - 9 1073  Yes/No Condition or Response Code X D 11
SITUATIONAL HI02 C022  HEALTH CARE CODE INFORMATION 01
To send health care codes and their associated dates, amounts and quantities
SYNTAX:
P0304
If either C02203 or C02204 is present, then the other is required.
E0809
Only one of C02208 or C02209 may be present.
SITUATIONAL RULE: Required when it is necessary to report an additional
condition code and the preceding HI data elements have been used
to report other condition codes. If not required by this
implementation guide, do not send.
REQUIRED HI02 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list
SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.
CODE DEFINITION
BG Condition
CoDE souRcE 132: National Uniform Billing Committee (NUBC)
Codes
REQUIRED HI02 - 2 1271  Industry Code M AN  1/30
Code indicating a code from a specific industry code list
SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.
IMPLEMENTATION NAME: Condition Code
NOT USED HI02 - 3 1250 Date Time Period Format Qualifier X ID 2/3
NOT USED HIO2 - 4 1251 Date Time Period X AN  1/35
NOT USED HIO2 - 5 782  Monetary Amount O R 118
NOT USED HI02 - 6 380  Quantity O R 1/15
NOT USED HI02 - 7 799  Version Identifier O AN 1/30
NOT USED HI02 - 8 1271 Industry Code X AN  1/30
NOT USED HI02 - 9 1073  Yes/No Condition or Response Code X D 11
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SITUATIONAL

REQUIRED

REQUIRED

NOT USED
NOT USED
NOT USED
NOT USED
NOT USED
NOT USED
NOT USED
SITUATIONAL

HI03

HIO3 - 1

HI03

HI03
HI03
HI03
HI03
HI03
HI03
HI03
HI04
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C022

C022

HEALTH CARE CODE INFORMATION o1
To send health care codes and their associated dates, amounts and quantities

SYNTAX:
P0304

If either C02203 or C02204 is present, then the other is required.
E0809

Only one of C02208 or C02209 may be present.

SITUATIONAL RULE: Required when it is necessary to report an additional
condition code and the preceding HI data elements have been used
to report other condition codes. If not required by this
implementation guide, do not send.

1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list

SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.

CODE DEFINITION
BG Condition
CoDE souRcE 132: National Uniform Billing Committee (NUBC)
Codes
1271 Industry Code M AN 1/30

Code indicating a code from a specific industry code list

SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.

IMPLEMENTATION NAME: Condition Code

1250 Date Time Period Format Qualifier X ID 2/3
1251 Date Time Period X AN 1/35
782 Monetary Amount O R 1/18
380 Quantity O R 1/15
799 Version Identifier O AN 1/30
1271 Industry Code X AN 1/30
1073 Yes/No Condition or Response Code X ID 1/1

HEALTH CARE CODE INFORMATION o1
To send health care codes and their associated dates, amounts and quantities

SYNTAX:
P0304

If either C02203 or C02204 is present, then the other is required.
E0809

Only one of C02208 or C02209 may be present.

SITUATIONAL RULE: Required when it is necessary to report an additional
condition code and the preceding HI data elements have been used
to report other condition codes. If not required by this
implementation guide, do not send.
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CONDITION INFORMATION

REQUIRED HI04 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list
SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.
CODE DEFINITION
BG Condition
CODE SouURCE 132: National Uniform Billing Committee (NUBC)
Codes
REQUIRED HI04 - 2 1271 Industry Code M AN  1/30
Code indicating a code from a specific industry code list
SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.
IMPLEMENTATION NAME: Condition Code
NOT USED HI04 - 3 1250 Date Time Period Format Qualifier X ID 213
NOT USED HIO4 - 4 1251 Date Time Period X AN  1/35
NOT USED HI0O4 - 5 782  Monetary Amount O R 1/18
NOT USED HIO4 - 6 380  Quantity O R 1/15
NOT USED HIO4 - 7 799  Version Identifier O AN  1/30
NOT USED HIO4 - 8 1271 Industry Code X AN  1/30
NOT USED HIO4 - 9 1073  Yes/No Condition or Response Code X D 11
SITUATIONAL HI05 C022  HEALTH CARE CODE INFORMATION o1
To send health care codes and their associated dates, amounts and quantities
SYNTAX:
P0304
If either C02203 or C02204 is present, then the other is required.
E0809
Only one of C02208 or C02209 may be present.
SITUATIONAL RULE: Required when it is necessary to report an additional
condition code and the preceding HI data elements have been used
to report other condition codes. If not required by this
implementation guide, do not send.
REQUIRED HIO5 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list
SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.
CODE DEFINITION
BG Condition
coDE souRck 132: National Uniform Billing Committee (NUBC)
Codes
REQUIRED HIO5 - 2 1271 Industry Code M AN  1/30
Code indicating a code from a specific industry code list
SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.
IMPLEMENTATION NAME: Condition Code
NOT USED HIO5 - 3 1250 Date Time Period Format Qualifier X ID 2/3
NOT USED HIO5 - 4 1251 Date Time Period X AN  1/35
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CONDITION INFORMATION TECHNICAL REPORT ¢ TYPE 3
NOT USED HIO5 - 5 782  Monetary Amount O R 1/18
NOT USED HIO5 - 6 380  Quantity O R 1/15
NOT USED HIO5 - 7 799  Version Identifier O AN 1/30
NOT USED HIO5 - 8 1271 Industry Code X AN  1/30
NOT USED HIO5 - 9 1073  Yes/No Condition or Response Code X ID 11

SITUATIONAL HI06 C022  HEALTH CARE CODE INFORMATION 01
To send health care codes and their associated dates, amounts and quantities

SYNTAX:
P0304

If either C02203 or C02204 is present, then the other is required.
E0809

Only one of C02208 or C02209 may be present.

SITUATIONAL RULE: Required when it is necessary to report an additional
condition code and the preceding HI data elements have been used
to report other condition codes. If not required by this
implementation guide, do not send.

REQUIRED HI06 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list

SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.

CODE DEFINITION
BG Condition
CODE SouRcE 132: National Uniform Billing Committee (NUBC)
Codes
REQUIRED HI06 - 2 1271 Industry Code M AN  1/30

Code indicating a code from a specific industry code list

SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.

IMPLEMENTATION NAME: Condition Code

NOT USED HIO6 - 3 1250 Date Time Period Format Qualifier X 1D 2/3
NOT USED HIO6 - 4 1251 Date Time Period X AN  1/35
NOT USED HIO6 - 5 782  Monetary Amount O R 118
NOT USED HIO6 - 6 380  Quantity O R 1/15
NOT USED HIO6 - 7 799  Version Identifier O AN 1/30
NOT USED HI06 - 8 1271 Industry Code X AN  1/30
NOT USED HI06 - 9 1073  Yes/No Condition or Response Code X ID 11
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CONDITION INFORMATION

SITUATIONAL

REQUIRED

REQUIRED

NOT USED
NOT USED
NOT USED
NOT USED
NOT USED
NOT USED
NOT USED
SITUATIONAL

HI07

HI07 - 1

HI07

HIO7
HI107
HI107
HI07
HI07
HI07
HIO7
HI08
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C022

C022

HEALTH CARE CODE INFORMATION o1
To send health care codes and their associated dates, amounts and quantities

SYNTAX:
P0304

If either C02203 or C02204 is present, then the other is required.
E0809

Only one of C02208 or C02209 may be present.

SITUATIONAL RULE: Required when it is necessary to report an additional
condition code and the preceding HI data elements have been used
to report other condition codes. If not required by this
implementation guide, do not send.

1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list

SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.

CODE DEFINITION
BG Condition
CoDE souRcE 132: National Uniform Billing Committee (NUBC)
Codes
1271 Industry Code M AN 1/30

Code indicating a code from a specific industry code list

SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.

IMPLEMENTATION NAME: Condition Code

1250 Date Time Period Format Qualifier X ID 2/3
1251 Date Time Period X AN 1/35
782 Monetary Amount O R 1/18
380 Quantity O R 1/15
799 Version Identifier O AN 1/30
1271 Industry Code X AN 1/30
1073 Yes/No Condition or Response Code X ID 1/1

HEALTH CARE CODE INFORMATION o1
To send health care codes and their associated dates, amounts and quantities

SYNTAX:
P0304

If either C02203 or C02204 is present, then the other is required.
E0809

Only one of C02208 or C02209 may be present.

SITUATIONAL RULE: Required when it is necessary to report an additional
condition code and the preceding HI data elements have been used
to report other condition codes. If not required by this
implementation guide, do not send.
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REQUIRED HI08 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list
SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.
CODE DEFINITION
BG Condition
CODE SouURCE 132: National Uniform Billing Committee (NUBC)
Codes
REQUIRED HIO8 - 2 1271 Industry Code M AN  1/30
Code indicating a code from a specific industry code list
SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.
IMPLEMENTATION NAME: Condition Code
NOT USED HI08 - 3 1250 Date Time Period Format Qualifier X ID 213
NOT USED HIO8 - 4 1251 Date Time Period X AN  1/35
NOT USED HIO8 - 5 782  Monetary Amount O R 1/18
NOT USED HIO8 - 6 380  Quantity O R 1/15
NOT USED HIO8 - 7 799  Version Identifier O AN  1/30
NOT USED HIO8 - 8 1271 Industry Code X AN  1/30
NOT USED HIO8 - 9 1073  Yes/No Condition or Response Code X D 11
SITUATIONAL HI09 C022  HEALTH CARE CODE INFORMATION o1
To send health care codes and their associated dates, amounts and quantities
SYNTAX:
P0304
If either C02203 or C02204 is present, then the other is required.
E0809
Only one of C02208 or C02209 may be present.
SITUATIONAL RULE: Required when it is necessary to report an additional
condition code and the preceding HI data elements have been used
to report other condition codes. If not required by this
implementation guide, do not send.
REQUIRED HI09 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list
SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.
CODE DEFINITION
BG Condition
coDE souRck 132: National Uniform Billing Committee (NUBC)
Codes
REQUIRED HI09 - 2 1271 Industry Code M AN  1/30
Code indicating a code from a specific industry code list
SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.
IMPLEMENTATION NAME: Condition Code
NOT USED HI09 - 3 1250 Date Time Period Format Qualifier X ID 2/3
NOT USED HI09 - 4 1251 Date Time Period X AN  1/35
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CONDITION INFORMATION

NOT USED HI09 - 5 782  Monetary Amount O R 1/18
NOT USED HI09 - 6 380  Quantity O R 1/15
NOT USED HIO9 - 7 799  Version Identifier O AN 1/30
NOT USED HI09 - 8 1271 Industry Code X AN  1/30
NOT USED HI09 - 9 1073  Yes/No Condition or Response Code X ID 11
SITUATIONAL HI10 HEALTH CARE CODE INFORMATION 01
To send health care codes and their associated dates, amounts and quantities
SYNTAX:
P0304
If either C02203 or C02204 is present, then the other is required.
E0809
Only one of C02208 or C02209 may be present.
SITUATIONAL RULE: Required when it is necessary to report an additional
condition code and the preceding HI data elements have been used
to report other condition codes. If not required by this
implementation guide, do not send.
REQUIRED HI10 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list
SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.
CODE DEFINITION
BG Condition
CODE SouRcE 132: National Uniform Billing Committee (NUBC)
Codes
REQUIRED HI10 - 2 1271 Industry Code M AN  1/30
Code indicating a code from a specific industry code list
SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.
IMPLEMENTATION NAME: Condition Code
NOT USED HI10 - 3 1250 Date Time Period Format Qualifier X ID 2/3
NOT USED HI10 - 4 1251 Date Time Period X AN  1/35
NOT USED HI10 - 5 782  Monetary Amount O R 118
NOT USED HI10 - 6 380  Quantity O R 1/15
NOT USED HI10 - 7 799  Version Identifier O AN  1/30
NOT USED HI10 - 8 1271 Industry Code X AN  1/30
NOT USED HI10 - 9 1073  Yes/No Condition or Response Code X ID 11
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SITUATIONAL

REQUIRED

REQUIRED

NOT USED
NOT USED
NOT USED
NOT USED
NOT USED
NOT USED
NOT USED
SITUATIONAL

HI11

HI11 - 1

HI11

HI11
HI11
HI11
HI11
HI11
HI11
HI11
HI12
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C022

C022

HEALTH CARE CODE INFORMATION o1

To send health care codes and their associated dates, amounts and quantities
SYNTAX:

P0304

If either C02203 or C02204 is present, then the other is required.
E0809
Only one of C02208 or C02209 may be present.

SITUATIONAL RULE: Required when it is necessary to report an additional
condition code and the preceding HI data elements have been used
to report other condition codes. If not required by this
implementation guide, do not send.

1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list

SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 and C022-08.

CODE DEFINITION
BG Condition
CoDE souRcE 132: National Uniform Billing Committee (NUBC)
Codes
1271 Industry Code M AN 1/30

Code indicating a code from a specific industry code list

SEMANTIC:
If C022-08 is used, then C022-02 represents the beginning value in a
range of codes.

IMPLEMENTATION NAME: Condition Code

1250 Date Time Period Format Qualifier X ID 2/3
1251 Date Time Period X AN 1/35
782 Monetary Amount O R 1/18
380 Quantity O R 1/15
799 Version Identifier O AN 1/30
1271 Industry Code X AN 1/30
1073 Yes/No Condition or Response Code X ID 1/1
HEALTH CARE CODE INFORMATION o1

To send health care codes and their associated dates, amounts and quantities
SYNTAX:

P0304

If either C02203 or C02204 is present, then the other is required.
E0809
Only one of C02208 or C02209 may be present.

SITUATIONAL RULE: Required when it is necessary to report an additional
condition code and the preceding HI data elements have been used
to report other condition codes. If not required by this
implementation guide, do not send.

250

MAY 2006



ASC X12N « INSURANCE SUBCOMMITTEE 005010X222 « 837 « 2300 * HI
TECHNICAL REPORT ¢ TYPE 3 CONDITION INFORMATION

REQUIRED HI12 - 1 1270 Code List Qualifier Code M ID 1/3
Code identifying a specific industry code list

SEMANTIC:
C022-01 qualifies C022-02, C022-04, C022-05, C022-06 a