V. Key Terms 

A. Business Definitions

Information Source 

The information source is the entity with the answer to the questions being asked, typically the insurer, or payer. The information source could also be a primary care physician or gateway provider. Regardless of the information source’s actual role, it is the entity who maintains the information regarding the patient’s coverage. (Note: the information source is not a clearinghouse, value added network or other intermediary, even if they hold the data for the true information source.)

Information Receiver 

The information receiver is the entity asking the questions, typically the medical service provider (e.g., physician, hospital, laboratory, etc.). The information receiver could also be another insurer or payer who is attempting to verify other insurance coverage for its members, or an employer inquiring on coverage of an employee. 

Subscriber 

The subscriber is a person who can be uniquely identified to an information source, traditionally referred to as a member. The subscriber may or may not be the patient.

Dependent 

The dependent is a person who cannot be uniquely identified to an information source, but can be identified by an information source when associated with a subscriber. 

Patient

The patient can be either the subscriber or the dependent. Information sources identify patients in different ways, depending on the structure of their eligibility systems: (1) The information source assigns each family member (and plan) a unique ID number that can be used to identify and access that individual’s information whether he or she is a child, spouse, or the actual subscriber to the plan. In this approach, the patient will be identified at the subscriber hierarchical level of the transaction because a unique ID number exists to access eligibility information for this individual. (2) The information source either assigns the actual member or contract holder (the true subscriber) a unique ID number or utilizes an existing number such as Social Security Number or Employee Identification Number.  Any related spouse, children, or dependents are identified through the subscriber’s identification number and have no unique identification number of their own. 
Providers

Health care providers are individuals and organizations that provide health care services. Health care providers can include physicians, hospitals, clinics, pharmacies, and long-term care facilities. The legal definition of health care provider is included in section 262, Administrative Simplification, of the Health Insurance Portability and Accountability Act of 1996.

Payer/Insurer

The payer is the party that pays claims and/or administers the insurance coverage, benefit, or product. A payer can be an insurance company; Health Maintenance Organization (HMO); Preferred Provider Organization (PPO); a government agency, such as Medicare or Civilian Health and Medical Program of the Uniformed Services (CHAMPUS); or another organization contracted by one of these groups.

B. Technical Definitions and Issues

Data Standards

In the HIPAA framework, the transmission of data proceeds according to very strict format rules to ensure the integrity and maintain the efficiency of the interchange. These rules are contained in the ASC X12 standards. 

Data standards may not be modified by specific trading partners.  However, since the transactions in each trading partner’s individual system will vary from site to site (e.g., payer to payer), it is important that trading partners communicate their processing capacity in trading partner agreements.  

Control Segments
There are two types of transaction control segments, the header segment (the ST segment) and the trailer segment (the SE segment). Header and trailer segments are used to identify the sender and receiver; allow for authorization and security information; and specify various technical features of the transaction. 

The header segment identifies the start of a transaction and the transaction set. The trailer segment identifies the end of the transaction set and provides a count of the data segments, which includes the ST and SE segments.

If similar transaction sets (i.e., functional groups) are sent together in a transmission, the functional group is delineated by the functional group header (GS) segment and the functional group trailer (GE) segment. The functional group header segment starts and identifies one or more related transaction sets and provides a control number and application identification information. The functional group trailer defines the end of the functional group of related transaction sets and provides a count of contained transaction sets.
Use of Data Segments and Elements Marked “Situational”

Many data segments and elements are marked “situational”; users should consult the notes in the implementation guide to determine when they should be used.  
Character Sets and Delimiters

Transactions use commonly accepted basic characters sets, although encoding schemes other than those specified in the Implementation Guides may be used as long as a common mapping is available and the parties to the transaction agree. Delimiters are characters used to separate two data elements (or subelements) or to terminate a segment. The delimiters are an integral part of the data. They are specified in the interchange header segment and must not be used in a data element value elsewhere in the interchange. Character sets and delimiters are shown in the full Implementation Guide. 

Batch and Real Time Transmission 

The Health Care Eligibility Benefit Inquiry and Response transactions can be

used in either a batch mode or in a real time mode.

Batch mode transactions are typically grouped together in large quantities and processed en-masse for the next business day if received by a predetermined cut off time. When transmissions are sent in batch mode, the receiver must return the 997 Functional Acknowledgment transaction as quickly as possible to acknowledge receipt and support the TA1 segment for interchange level errors. In batch mode, the information receiver sends the 270 to the Information Source (typically through a switch) but does not remain connected while the Information Source processes the transactions. The Information Source creates, off-line, a 271 for the information receiver who reconnects at a later time (determined by the information source or switch) to pick up the 271. A batch mode 270 transaction may contain no more than ninety-nine patient requests. 

Real time transactions typically require an immediate response. The information receiver sender sends a request transaction either directly or through a switch (clearinghouse), and remains connected while the Information Source processes the transaction and returns a response, typically in about thirty seconds. As in batch mode, a 997 Functional Acknowledgment or a TA1 segment are required to indicate receipt. In real time mode, the transaction may contain only one patient request.

In both modes, trading partners (the Information Source, the information receiver and the switch through which the transaction is routed) may all agree to exceed the recommended number of requests and agree to a reasonable limit. If trading partners are going to engage in both real time and batch eligibility, they should identify the method they are using either by using different identifiers for real time and batch in GS02 (Application Sender’s Code) for the 270 transaction or by adding an extra letter to the identifier in GS02 (Application Sender’s Code) for the 270 transaction, such as “B” for batch and “R” for real time. These modifications prevent problems with batch eligibility transactions getting into a real time processing environment and vice versa.

Supported Business Functions

The 270 transaction set is used to inquire about health care eligibility or benefit information

associated with a subscriber or dependent under the subscriber’s payer and group. The specific information detail requirements and any type of health care eligibility, benefit inquiry or reply message is established by the business relationship between the transaction set’s submitter and recipient organization. The business functions that the 270 supports include general requests such as: 


eligibility status (i.e., active or not active in the plan)


maximum benefits (policy limits)


exclusions


in-plan/out-of-plan benefits


C.O.B information


deductible


co-pays

It also supports specific requests such as: 


procedure coverage dates


procedure coverage maximum amount(s) allowed


deductible amount(s)


remaining deductible amount(s)


co-insurance amount(s)


co-pay amount(s)


coverage limitation percentage


patient responsibility amount(s)


non-covered amount(s)

The Health Care Eligibility transaction sets are designed to satisfy the needs of a simple eligibility status inquiry (is the subscriber/dependent eligible?) or a request for more complex benefit amounts, co-insurance, co-pays, deductibles, exclusions,and limitations related to a specific procedure. To support this broad range of health care eligibility or benefit inquiry needs, the transaction sets can be viewed as a cone of information requirements and responses to support the submitting and receiving organizations’ business needs. As more complex health care eligibility or benefit information is requested from the recipient or organization, the 270 transaction set submitter may need to supply more detailed information in the request, and the recipient may be expected to return more information in the 271 transaction set reply. The specific information detail requirements and any type of health care eligibility or benefit inquiry or reply message is established by the business relationship between the transaction sets submitter and recipient organization.

Reply Information 

The eligibility or benefit reply information from the information source organization (i.e., payer or employer) is contained in the 271 in an Eligibility or Benefit Information (EB) data segment. The information source can also return other information about eligibility and benefits based on its business agreement with the inquiry submitter and information that it can provide. Consequently, the content of the transaction set varies depending on the level of data made available by the information source organization and receivers of 271 transactions should design their systems to receive all data segments and data elements (i.e., situational as well as required) and account for the number of times a data segment can repeat.

Unsupported Business Functions

The business functions below are supported by the Health Care Services Review (ASC X12 278) transaction set, not the 270/271 transaction sets:

authorization requirements


certification requirements


utilization management/review requirements

Compliance with the Super Set 

The Health Care Eligibility Benefit Inquiry and Response 270/271 transaction set contains a super set of data segments, elements and codes which represent its full functionality. This super set covers a great number of business scenarios and does not necessarily represent the business needs of an individual provider, payor or other trading partner. The super set identifies the framework an information source (typically a payor), can utilize. 

At a minimum, HIPAA requires information sources to support a generic request for eligibility (which is accomplished by submitting a Service Type Code of “30" (Health Benefit Plan Coverage) in the ”EQ" loop of the transaction. The information source must respond with either an acknowledgment that the individual has active or inactive coverage or that the individual was not found in its system as of the date the transaction was processed (except for Medicaid inquiries which require prior dates so providers can determine if a patient’s application for state medical assistance has been processed). What this equates to is, “Yes, the patient is an eligible member today” so that a provider’s office does not have to make a phone call to the payor to determine the patient’s insurance status.

However, since the minimum requirement does not meet all business needs, the 271 transaction is designed to report a great deal more than “Yes, the patient is eligible today” including co-payment, co-insurance, deductible amounts, eligibility beginning and ending dates, dates of service, information about the Primary Care Provider, and specific service types and their related information.  The 271 response can become as elaborate as identifying what days of the week a member can have a service performed and where, the number of benefits the member is allowed, the number of benefits remaining, and whether the benefit conditions apply to “in” or “out” of network providers. In short, the super set includes anything identified as situational. Therefore, a receiver of 271 transactions must design its system so it can receive all data segments and data elements (including repeats) without having to reprogram the system for different information sources.

Similarly, the 270 request can be very explicit. A provider can ask whether a particular patient is eligible for a particular procedure with a particular diagnosis code, identify who the provider of the service will be and even identify when and where the requested service will be performed. An information source is not required to generate an explicit response to an explicit request, although the more information an information source can provide regarding specific questions, the more both parties will be able to reduce phone calls and long interruptions. The information source is required to at least respond with the minimum compliant response (“Yes, the patient is eligible today” or “No, the patient is not eligible today”) and may not reject the transaction merely because it cannot process an explicit request. The information source is also required to return any information supplied in the 270 request that was used to determine the 271 response. Examples of such information include service type codes, procedure codes, diagnosis codes, facility type codes, dates and identification numbers. 

Willing trading partners are allowed to use any portion or all of the 270/271 super set, as long as they support the minimum data set, but are not allowed to add to or change it. 

Search Options

Unlike many other transactions, the 270 transaction has the built in flexibility of allowing a user to enter whatever patient information they have on hand to identify them to an information source to enhance the likelihood that the information source will find a match in its system. 

The maximum data elements that can be required by an information source to identify a patient (found in loop 2100C when the patient is the subscriber and in loops 2100C and 21000D when the patient is a dependent) are:

· Subscriber’s Member ID (if patient is not the subscriber)

· Patient’s Member ID

· Patient’s First Name

· Patient’s Last Name

· Patient’s Date of Birth

If the information source receives all four elements, it must generate a response if the patient is in its database. All information sources are required to support the above search option even if its systems does not have unique member identifiers assigned to dependents.

In the absence of all of the above pieces of information, such as in an emergency situation or if the patient has forgotten to bring his/her identification card, a 270 may be sent with as many of the above pieces of data that are available as well as any of the other items identified in the transaction (such as Social Security Number, subscriber’s name when the patient is not the subscriber, relationship to insured). The information source must attempt to look up the patient if a reasonable amount of information is present. An information source may outline additional search options available in its trading partner agreements, however under no circumstances may it require the use of a search option that differs from the ones outlined above.

If insufficient identifying elements are sent to the information source, the information source returns a 271 identifying the missing data elements (in an AAA segment). If multiple matches are found in the information source’s database (this should be due only to utilizing a search option other than the required search option), the information source should not return all the matches found and instead return a 271 identifying the duplicates found (in an AAA segment) and the missing data elements necessary to provide an exact match (in another AAA segment). 

Rejected Transactions

A 271 Eligibility, Coverage or Benefit Information response transaction must contain at least one EB (Eligibility or Benefit Information) segment or one AAA (Request Validation) segment, assuming that the 270 Eligibility, Coverage or Benefit Inquiry has passed syntax error checking without any errors and has not been identified as rejected in a 997 Functional Acknowledgment.

The AAA Request Validation segment is used to identify why an EB Eligibility or Benefit Information segment has not been generated—i.e., why the 270 Eligibility, Coverage or Benefit Inquiry has been rejected. Typically an AAA segment

is generated under two conditions: (1) when an error in the data is detected (e.g. Missing Subscriber ID) or (2) there is no matching information in the database (e.g. Subscriber Not Found). The difference between these conditions is subtle, but they generate different types of messages. If data are missing or invalid, they should be corrected and a new transaction must be generated. If an entity is not found in the database there could be two explanations. First, the data submitted was incorrect (in which case it should be corrected and resubmitted). Second, the entity is not associated with the information source and a definitive answer cannot be generated. The AAA segment may also be used to identify a problem with the processing system itself (e.g. the Information Source’s system is down) and the transaction will have to be resent. 

Information Flows

Response transactions may be exchanged by trading partners in different environments ranging from direct connections to connections through communications services like VANS or other intermediaries. Requesters also operate in a variety of application environments. 

The basic flow is for a requester (usually a provider) to ask a responder (usually a payer) about health care coverage eligibility and associated benefits. The requester is normally asking about one individual, who may be the dependent of a

health plan subscriber. Sometimes the responder is a third party administrator, or a Utilization Review Organization, or a self-paying employer. However, in all cases the basic flow is the same — a request sent and a response received.

A more complicated flow is from a requester (provider) to a switch service and from the switch service to the responder (payer). Links may also vary, for example, a requester may have an indirect link to a variety of responders via a transaction switch service and a requester may have a dial-up, or leased line, or a private virtual circuit to the switch, and the switch may have a leased line to the responder. The switch may be independent or owned by a payer.

In some business relationships, the switch will provide access to all payers for a Provider. If the switch does not have a direct connection with all payers, it may have a relationship with another switch who does—in which case Switch “A” will pass the message to Switch “B” to route the transaction to the responder.

In some instances, the requester will query a responder, who, in turn, will also query a responder for additional information. For example, the requester queries a Third Party Administrator (TPA) who then queries an employer or payer to determine whether the patient is still actively enrolled. Similarly, the first responder knows there is a third party liability (TPL) payer and queries the TPL before responding to the requester.

Value Added Service Organizations

Increased needs for information exchange between many health care organizations has led to the emergence of service organizations that can normalize communication solutions, data requirements, and transactions formats for their business partners. Service organizations often need to open the transactions to reformat them or add needed information. They also perform database look-ups to determine what formats and additional information are required and then direct the transactions on to the appropriate responder or requester. 

Complex Requester Environments

The current organization of health care also creates complex requester environments for transaction routing. For example, hospitals and Integrated Health Networks (IHN) may have many different systems within their larger organizational structure from which they receive requests that are then delivered to a service organization or directly to payers. For example, an IHN may include a hospital, a free standing clinic, a reference lab, and an x-ray department; each component has its own information system, but, through the IHN, a common interface engine to the payers or VAN or service organization. In some cases, this interface engine may perform data and communication transformations such as converting HL7 transactions to X12 transactions.

Version

This Handbook is derived from the implementation guide based on the October 1997 ASC X12 standards, referred to as Version 4, Release 1, Sub-release 0 (004010). The transactions were approved by ASC X12 as a Draft Standard for Trial Use (DSTU) in February 1993. The implementation guide for Version 3 release 5.1 (003051) written by WEDI (the Work Group on Electronic Data Interchange) and dated January 1996 was used as the foundation for the HIPAA implementation guide. Changes were made to the transaction set in version 003052 for the Property and Casualty, and Worker’s Compensation industries. The X12 community also made changes to the NM1, REF, PRV, EQ, and INS segments for other industries. Changes made to the PRV segment directly affect the 270/271 transaction sets. Changes to the INS segment have added functions, one of which has been adopted by the Eligibility Work Group. All other segments that have changes do not affect the implementation of 270/271 transaction sets. The implementation guide also reflects changes that were suggested by industry review and the ASC X12N TG2 WG1 since the WEDI implementation guide was published.

VI.  List of External Code Sources Used in these Transactions
5 
Countries, Currencies and Funds 

22 
States and Outlying Areas of the U.S

43 
FIPS-55 (Named Populated Places)

51 
ZIP Code 

77 
X12 Directories

121 
Health Industry Identification Number

130 
Health Care Financing Administration Common Procedural Coding System

131 
International Classification of Diseases Clinical Mod(ICD-9-CM) Procedure

133 
Current Procedural Terminology (CPT) Codes 

134 
National Drug Code 

135
American Dental Association Codes 

237 
Place of Service from Health Care Financing Administration Claim Form

307 
National Association of Boards of Pharmacy Number

411
Remittance Remark Codes 

507
Health Care Claim Status Category Code

508
Health Care Claim Status Code 

513 
Home Infusion EDI Coalition (HIEC) Product/ Service Code List

530 
National Council for Prescription Drug Programs Reject/Payment Codes 

537 
Health Care Financing Administration National Provider Identifier 

540 
Health Care Financing Administration National PlanID 

DOD1 
Military Rank and Health Care Service Region 

DOD2 
Paygrade
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