IV. Key Terms and Important Issues

A. Business Definitions

Dependent

A dependent is an individual who is eligible for coverage because of his or her association with a subscriber. Typically, a dependent is a member of the subscriber’s family.

Insured or Member

An insured individual or member is a subscriber or dependent who has been enrolled for coverage under an insurance plan. Dependents of a Subscriber who have not been individually enrolled for coverage are not included in Insured or Member.

Patient

The patient is a person covered by the subscriber’s insurance plan who receives the health care services. The patient may be the subscriber or a dependent.

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 an entity such as a third party administrator (TPA) or third party organization (TPO) that may be contracted by one of those groups.  

Provider

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

Generically, in this transaction, the provider is the entity that originally submitted the claim/encounter. Specifically, a provider may also have provided or participated in some aspect of the health care services described in the transaction as a billing provider, referring provider, supervising provider, etc.

Regulatory Agency

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.

Secondary Payer

The secondary payer is a payer other than the primary payer and may be secondary, tertiary or even quaternary. 

Submitter and Receiver

The submitter is the entity who initially formats the claim data into the transaction and begins the transmission chain, even though there is a provider who “submits” information in the form of paper or some other non-standard EDI transaction to the “submitter”.  The receiver is the entity who receives the claim transmission on behalf of one or many payer organizations (e.g., a Preferred Provider Organization (PPO), a repricer, or any of several other payer-associated entities that can perform a variety of functions for the payer such as Value-Added Networks or Automated Clearing Houses.  The submitter defines, by trading partner agreement, who the claim receiver is.  

Providers function as submitters when they format their own claim data into a claim transmission package; when a provider uses another entity to format its claim data that entity is the submitter, not the provider.

Subscriber

The subscriber is an individual eligible for coverage because of his or her association with a sponsor. His or her name is listed in the health insurance policy. Synonyms include “member” and “insured”. The subscriber may or may not be the patient. Examples of subscribers include the following: employees; union members; and individuals covered under government programs, such as Medicare and Medicaid. 

Transmission intermediary

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

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.  

For example, while a payer who does not pay claims with certain home health information must still be able to electronically accept a claim transaction with home health data, the payer is not required to bring that data into its adjudication system, and can ignore such data within the data set.  Trading partners should specify the data they are able to “process” or act upon most efficiently and the data they require or would prefer to have in order to efficiently adjudicate a claim.  This “subset” of data must not contain any loops, segments, elements or codes that are not included in the HIPAA implementation guide and the order of data must not be changed.
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”

Institutional claims span an enormous variety of health care payment situations.  Because of this, it is difficult to set a single list of data elements that are required for all types of  claims.  To meet the divergent needs of institutional claim submitters, many data segments and elements included in the implementation guide are marked “situational” and have notes specifying when they should be used.  Some elements (e.g., procedure code modifiers) are used at the discretion of the claim submitter ( their use is based on the specific health care provided.

Batch Transactions

When transactions are used in batch mode, they are typically grouped together in large quantities and processed en-masse.  In a batch mode, the sender sends multiple transactions to the receiver, either directly or through a switch (clearinghouse), and does not remain as a 271 response to a 270 for eligibility), the receiver creates the response transaction for the sender off-line and the original sender reconnects at a later time to pick up the response transaction.  Typically, the results of a transaction that is processed in a batch mode would be completed for the next business day. connected while the receiver processes the transactions.  If there is an associated business response transaction (such 

Real Time Transactions

Transactions that are used in a real time mode typically are those that require an immediate response.  In a real time mode, the sender sends a request transaction to the receiver, either directly or through a switch (clearinghouse), and remains connected while the receiver processes the transaction and returns a response transaction to the original sender.  Typically, response times range from a few seconds to around thirty seconds, and should not exceed one minute.

The Health Care Claim (837) transactions generally function in a batch mode with the possible exception of preadjudication or predetermination of benefits situations (determined by trading partner agreements).

Interactions with Other Transactions

The Health Care Claim: Institutional transaction interacts with other transactions including the following:

· Functional Acknowledgment (997) which is used as the first response to receiving an 837, informing the 837 submitter that the transmission arrived.  

· Unsolicited Claim Status (277) which may be used as the second response to receiving an 837 and indicates which claims in an 837 batch were received electronically but not yet accepted into the adjudication system, which were accepted into the adjudication system (i.e., which claims passed the front-end edits) and which claims were rejected before entering the adjudication system.  

· Unsolicited Claim Status (277) which is not part of HIPAA but may be used by trading partners to automate the front-end accept-reject report process.

· Remittance Advice (835) which is generated by the payer’s adjudication system.  
V. List of External Code Sources Needed for this Transaction

5 Countries, Currencies and Funds

22
States and Outlying Areas of the U.S.

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

139
Claim Adjustment Reason Code

229 
Diagnosis Related Group Number (DRG) 

230 
Admission Source Code 

231 
Admission Type Code

235 Claim Frequency Type Code

236 236 Uniform Billing Claim Form Bill Type
237
Place of Service from Health Care Financing Administration Claim Form
239 
Patient Status Code 

240
National Drug Code by Format

245
National Association of Insurance Commissioners (NAIC) Code

359 
Treatment Codes 

411
Remittance Remark Codes

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

540 Health Care Financing Administration National PlanID
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