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Primary Definitions

Business Associate-a person who performs a function or activity associated with a covered electronic transaction

Code Set-any set of codes used to encode data elements, includes the codes and their descriptors

Covered Entity- all health plans and health care clearinghouses, and health care providers that electronically transmit any of the transactions covered by the Electronic Transaction Standards Rule  

Clearinghouse-an entity that receives a nonstandard transaction from another entity and processes or facilitates the processing of the information into a standard format OR receives a standard transaction from another facility and processes or facilities the processing of the information into a nonstandard format

Data Condition-the rule that describes the circumstances under which a covered entity must use a particular data element or segment

Data Element-the smallest named unit of information in a transaction

Data Set-a semantically meaningful unit of information exchanged between the parties of the transaction

Standard Transaction-a transaction the complies with the applicable standard adopted by this Rule, includes both a data format and data content component

Trading Partner Agreement-agreement related to the exchange of information in electronic transactions, whether the agreement is distinct or part of a larger agreement, between each party of the agreement

Transaction-the exchange of information between two parties to carry out financial or administrative activities related to health care.  It includes the following types of information exchanges:

1. Health care claims or equivalent encounter information

2. Health care payment and remittance advice

3. Coordination of benefits

4. Health care claim status

5. Enrollment and disenrollment in a health plan

6. Eligibility for a health plan

7. Health plan premium payments

8. Referral certification and authorization

9. First Report of Injury (standard not yet proposed)

10. Other transactions that HHS may prescribe by regulation

(Plan to propose a standard for Health Claims Attachments)

Summary

The Standards for Electronic Transactions Rule adopts Standards for eight electronic transactions and for Codes Sets to be used in those transactions.

The purpose of the Rule is to improve the effectiveness and efficiency of the health care industry by simplifying the administration of the system and enabling the efficient electronic transmission of certain health information.

A Designated Standards Maintenance Organization (DSMO), as appointed by HHS, will maintain the standards adopted under this Rule, receive and process requests for adopting a new standard or modifying an adopted standard, and receives and processes requests for adopting a new standard or modifying an adopted standard.

Trading Partner Agreements

A covered entity must not enter into a trading partner agreement that would:

(a) change the definition, data condition, or use of a data element or segment in a standard

(b) add any data elements or segments to the maximum defined data set

(c) use any code or data elements that are either marked “not used” in the standard’s implementation specification or are not in the standard’s implementation specifications, or

(d) change the meaning or intent of the standard’s implementation specifications

Transaction Implementation Specifications

The transaction standards identified by the Rule use ASC X12N or NCPDP format specifications.  Detailed specifications and segment mapping documentation are available for each ASC X12N transaction and can be downloaded from http://www.wpc-edi.com.  The NCPDP-Retail Pharmacy Specifications can be downloaded from http://www.ncpdp.org.

· ASC X12N 837-Health Care Claim: Dental, version 4010, May 2000 (004010X097)

· ASC X12N 837-Health Care Claim: Professional, volumes 1 and 2, version 4010 (004010X098)

· ASC X12N 837-Health Care Claim: Institutional, volumes 1 and 2, version 4010 (004010X096)

· ASC X12N 270/271-Health Care Eligibility Benefit Inquiry and Response, version 4010 (004010X092)

· ASC X12N 278-Health Care Services Review-Request for Review and Response, version 4010 (004010x094)

· ASC X12N 276/277-Health Care Claim Status Request and Response, version 4010 (004010X093)

· ASC X12N 834-Benefit Enrollment and Maintenance, version 4010 (004010X095)

· ASC X12N 835-Health Care Claim Payment/Advice, version 4010 (004010X091)

· ASC X12N 820-Payroll Deducted and Other Group Premium Payment for Insurance Products, version 4010 (004010X091)

· NCPDP Telecommunication Standard Implementation Guide, version 5 release 1, September 1999 and the Batch Standard Batch Implementation Guide, version 1 release 0, February 1996

Requirements for Covered Entities

If a covered entity electronically conducts with another covered entity (or within the same covered entity) a transaction for which a standard has been adopted under this Rule, the covered entity must use the specified standard to conduct that transaction.

Exception: a health care provider electing to use Direct Data Entry offered by a health plan to conduct a transaction for which a standard has been adopted under this Rule does not have to use the format requirements of the Standard but must use the data content and data condition requirements.

A covered entity may use a business associate, such as a health care clearinghouse, to conduct a transaction covered by this Rule.  The entity must require the business associate and all of the business associate’s subcontractors to comply with all applicable requirements of this Rule.

Health care providers are not required to transmit or receive the transactions electronically.  Health care providers may use paper media.  If a health care provider uses paper media, they are not required to comply with this Rule.  Providers may choose to send electronic claim standard transactions to one health plan and paper claims to another health plan.  Additionally, a provider may send an electronic claim standard transaction to a health plan for one patient and send a paper claim to the same health plan for another patient.

If a covered entity requests a health plan to conduct an electronic standard transaction, the health plan must do so.

Workers compensation programs, property casualty insurance, and disability insurance programs are not considered Covered Entities, and therefore do not have to comply with this Rule.

A health plan may not delay or reject a transaction, or attempt to adversely affect the other entity or the transaction, because the transaction is a standard transaction.

A health plan may not reject a standard transaction on the basis that it contains data elements not needed or used by the health plan.

A health plan may not offer an incentive for a health care provider to use Direct Data Entry to conduct a transaction covered by this Rule.

A health plan that operates as a clearinghouse, or requires an entity to use a clearinghouse, to receive, process, or transmit a standard transaction may not charge fees or costs in excess of the fees or costs for normal telecommunications that the entity incurs when it directly transmits, or receives, a standard transaction.

A health care clearinghouse, acting as a business associate, may: 

1. Receive a standard transaction on behalf of the covered entity and translate it into a nonstandard transaction for transmission to the covered entity

2. Receive a nonstandard transaction from the covered entity and translate it into a standard transaction for transmission on behalf of the covered entity.

Exceptions from Standards to Permit Testing of Proposed Modifications

An organization may request an exception from the use of a standard in order to test a proposed modification to the standard.  The Rule outlines specific requirements the organization proposing the modification must meet.

The Code Sets

When conducting a transaction covered by this Rule a covered entity must use the following adopted data codes sets:

1. ICD-9-CM, volumes 1 and 2, as maintained by HHS, should be used for (1) diseases, (2) injuries, (3) impairments, (4) other health problems and their manifestations, and (5) causes of injury, disease, impairment, or other health problems.

2. ICD-9-CM, volume 3 Procedures, as maintained by HHS, should be used for the following procedures or other actions taken for diseases, injuries, and impairments on hospital inpatients reported by hospitals:  (1) Prevention, (2) Diagnosis, (3) Treatment, and (4) Management.

3. The National Drug Codes (NDC) were adopted by the final Rule, but HHS has indicated in a letter to the NCVHS that a Notice of Proposed Rule Making will be published proposing to retract the adoption of NDC for all transactions except transactions from retail pharmacies

4. The Code on Dental Procedures and Nomenclature, as maintained by the American Dental Association.

5. The combination of HCPCS, as maintained by HHS, and CPT-4, as maintained by the AMA, should be used for health care services including, but not limited to the following: (1) Physician Services, (2) Physical and Occupational Therapy Services, (3) Radiologic Procedures, (4) Clinical Laboratory Tests, (5) Other Medical Diagnostic Procedures, (6) Hearing and Vision Services, and (7) Transportation Services.

6. HCPCS, as maintained by HHS, for all other substances, equipment, supplies, or other items used in health care services, including, but not limited to: (1) Medical Supplies, (2) Orthotic and Prosthetic Devices, and (4) Durable Medical Equipment.

The ICD-9-CM and HCPCS code sets can be downloaded from the Centers for Medicare and Medicaid (CMS) website http://www.hcfa.gov.

The CPT-4 code set is available from the American Medical Association by calling 1- 800-621-8335
The Code on Dental Procedures and Nomenclature is available from the American Dental Association by calling 1-800-947-4746.

The NDC code set is available at http://www.fda.gov/cder/ndc/index.htm.

If there is no Code Set that readily meets a health care service or condition, the providers of the health care service should work with the Code Set maintainers to identify an appropriate way to fill the gaps in coding coverage.  To deal with limited situations (less than 50 claims per year) where Local Codes were previously used and the standard Code Sets do not cover the service or condition, an entity should use the national Not Otherwise Specified (NOS) code.  

The Transactions

Services that meet the definition of health care, must be billed using the Standard Transaction if they are submitted electronically.  If there is no Standard Transaction that readily supports a health care service, the providers of the health care service should work with the appropriate Designated Standard Maintenance Organization (DSMO) to develop modifications to the Standard.

A covered entity must use the Standard Transaction when electronically transmitting a transaction covered under this Rule to another entity or electronically transmitting a transaction within its own entity.  A transaction does not refer to data submissions or exchanges for purposes other than the exchanges identified in this Rule and therefore do not require the use of a Standard Transaction (please see the definition of Transaction, page 2). 

1.   Health Care Claims or Equivalent Encounter Information


A Health Care Claim or Equivalent Encounter Information transaction occurs when either:

· A health care provider transmits a request to a health plan to obtain payment and payment information for health care services, or

· Encounter information is transmitted for reporting healthcare and there is no direct claim


When a Health Care Claim or Equivalent Encounter Information transaction occurs, the following standards must be used:

· Dental Health Care Claims.  ASC X12N 837-Health Care Claim: Dental, Version 4010, May 2000

· Professional Health Care Claims.  ASC X12N 837-Health Care Claim: Professional, Volumes 1 and 2, Version 4010, May 2000

· Institutional Health Care Claims.  ASC X12N 837-Health Care Claim: Institutional, Volumes 1 and 2, Version 4010, May 2000

· Retail Pharmacy Drug Claims.  The National Council for Prescription Drug Programs (NCPDP) Telecommunication Standard Implementation Guide, Version 5 Release 1, September 1999, and equivalent NCPDP Batch Standard Batch Implementation Guide, Version 1, February 1996

2.   Eligibility for a Health Plan Transaction


An Eligibility for a Health Plan transaction occurs when either:

· A health care provider or health plan requests any of the following benefit plan information from a health plan:

· Eligibility to receive health care under the health plan

· Coverage of health care under the health plan

· Benefits associated with the benefit plan, or

· A health plan responds to a health care provider’s request for benefit plan information


When an Eligibility for a Health Plan transaction occurs, the following standards must be used:

· Dental, Professional, and Institutional.  ASC X12N 270/271-Health Care Eligibility Benefit Inquiry and Response, Version 4010, May 2000

· Retail Pharmacy Drug Claims.  The National Council for Prescription Drug Programs (NCPDP) Telecommunication Standard Implementation Guide, Version 5 Release 1, September 1999, and equivalent NCPDP Batch Standard Batch Implementation Guide, Version 1, February 1996

3.   Referral Certification and Authorization


A Referral Certification and Authorization transaction occurs under any of the following transmissions:

· Health care information is requested for review in order to obtain an authorization for health care

· A referral authorization is requested for referring an individual to another health care provider, or

· A response is issued concerning one of the above requests


When a Referral Certification and Authorization transaction occurs, the following standard must be used:

· ASC X12N 278-Health Care Services Review-Request for Review and Response, Version 4010, May 2000

4.   Health Care Claims Status


A Health Care Claims Status transaction occurs when either:

· An inquiry is made to determine the status of a health care claim, or

· A response to a health care claim inquiry is issued 


When a Health Care Claims Status transaction occurs, the following standard must be used:

· ASC X12N 276/277-Health Care Claim Status Request and Response, Version 4010, May 2000

5.   Enrollment and Disenrollment in a Health Plan


A Health Plan Enrollment or Disenrollment transaction occurs when subscriber enrollment information is transmitted to a health plan to establish or terminate insurance coverage.


When a Health Plan Enrollment or Disenrollment transaction occurs, the following standard must be used:

· ASC X12N 834-Benefit Enrollment and Maintenance, Version 4010, May 2000

6.   Health Care Payment and Remittance Advice


A Health Care Payment and Remittance Advice transaction occurs when either:

· A health plan transmits any of the following to a health care provider’s financial institution:

· Payment

· Information about a transfer of funds

· Payment processing information, or

· A health plan transmits any of the following to a health care provider

· Explanation of Benefits

· Remittance Advice


When a Health Care Payment and Remittance Advice transaction occurs, the following standards must be used:

· Dental, Professional, and Institutional.  ASC X12N 835-Health Care Claim Payment/Advice, Version 4010, May 2000

· Retail Pharmacy Drug Claims.  The National Council for Prescription Drug Programs (NCPDP) Telecommunication Standard Implementation Guide, Version 5 Release 1, September 1999, and equivalent NCPDP Batch Standard Batch Implementation Guide, Version 1, February 1996

7.   Health Plan Premium Payments


A Health Plan Premium Payment transaction occurs when an entity, arranging for the provision of healthcare or providing health care coverage payments for an individual, transmits to a health plan any of the following:

· Payment

· Information about the transfer of funds

· Detailed remittance information about individuals for whom premiums are being paid, or

· Payment processing information to transmit health care premium payments


When a Health Plan Premium Payment transaction occurs, the following standard must be used:

· ASC X12N 820-Payroll Deducted and Other Group Premium Payment for Insurance Products, Version 4010, May 2000

8.   Coordination of Benefits


A Coordination of Benefits transaction occurs when an entity transmits to a health plan any of the following in order to determine the payment responsibilities of the health plan:

· Claims, or

· Payment information


When a Coordination of Benefits transaction occurs, the following standards must be used:

· Dental Claims.  ASC X12N 837-Health Care Claim: Dental, Version 4010, May 2000

· Professional Health Care Claims.  ASC X12N 837-Helath Care Claim: Professional, Volumes 1 and 2, Version 4010, May 2000

· Institutional Health Care Claims.  ASC X12N 837-Health Care Claim: Institutional, Volumes 1 and 2, Version 4010, May 2000

· Retail Pharmacy Drug Claims.  The National Council for Prescription Drug Programs (NCPDP) Telecommunication Standard Implementation Guide, Version 5 Release 1, September 1999, and equivalent NCPDP Batch Standard Batch Implementation Guide, Version 1, February 1996

Compliance Date

Covered health care providers must comply with the applicable requirements of this Rule no later than October 16, 2002.
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