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I. Introduction

The HIPAA Health Care Claim: Institutional Transaction (837) is used for submitting institutional claims and/or encounters to payers for payment. The transaction originates with the health care provider or the health care provider’s designated agent or with payers in an encounter reporting situation.  Information is sent to permit the destination payer to begin to adjudicate the claim.  It was designed specifically to address issues concerning the handling of coordination of benefits (COB) in a totally EDI environment, particularly COB transactions involving Medicare and Medicaid. 

This Master Data Set consists of 

· an overview of the structure of the transaction;

· tables of the data elements (including definitions, codes, and attributes) that constitute the transaction; 

· definitions of key terms and explanations of issues for understanding the information contained in the master data set; and 

· a list of external code sources need for the transaction. 

The Data Tables define terms, explain usage, and provide technical specifications for the data. Section IV defines key terms and elaborates on important issues for this transaction. 

Information in this Master Data Set is intended to provide a user-friendly summary of the data contained in Health Care Claim: Institutional Transaction (837). When referenced in conjunction with the DS2000+ Handbook, the Master Data Set will help users construct a transaction. For additional technical information not provided in these documents, users should refer to the full Implementation Guide. All information in this Master Data Set has been taken directly from the Benefit Enrollment and Maintenance Transaction (834) Implementation Guide. 

II. Overview of this Transaction

Uses of the Health Care Claim: Institutional Transaction (837)
The Health Care Claim: Institutional Transaction provides the standards for submitting 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.  

When used to handle Coordination of Benefits (COB) between the provider (the individual or organization that provides health care services) and the payer (the party that pays claims and/or administers the insurance coverage, benefit, or product), the Health Care Claim: Institutional Transaction (837) is used in conjunction with the Health Care Claim Payment /Advice transaction (835) to achieve two different models of electronic coordination of benefits, as described below.

Provider-to-Payer-to-Provider

In this model, the provider sends the claim information about the subscriber to the primary payer, along with information about the secondary payer.  The primary payer then adjudicates the claim and sends an electronic remittance advice transaction (835) back to the provider, explaining what was adjusted and why.  Upon receipt of the 835, the provider sends a second health care claim transaction (837) to the secondary payer, containing information about total amounts paid at the claim level by the primary payer and claim level adjustments codes as well as information about a tertiary payer, if one exists.  The secondary payer adjudicates the claim and sends the provider the 835 electronic remittance advice.  If there are additional payers, these steps are repeated.

Provider-to-Payer-to-Payer

As in the first model, the provider originates the transaction and sends claim information to the primary payer.  However, information about any other secondary or tertiary payers is also included in the initial 837 health care claim transaction.  The primary payer adjudicates the claim and sends an 835 remittance advice transaction back to the provider explaining what was adjusted and why.  The primary payer also reformats the 837 and sends the claim on to the secondary payer.  When the secondary payer receives the claim from the primary payer, the claim is again adjudicated.  The secondary payer sends an 835 remittance advice transaction back to the provider, and if there are additional payers, these steps are repeated.

Structure of the Transaction Sets 

Under HIPAA, business transactions (such as a health care claim submitted by a provider to a payer or a group of benefit enrollments sent from a sponsor to a payer) are conducted through formal structures called “transaction sets”. Information is transmitted as discrete data elements grouped together into segments; segments are grouped into loops (see Figure 1). 

Figure 1.  Loops, Segments, and Data Elements
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Transaction sets all adhere to the same format: : a control segment called the header segment; loops of data segments, both in specified order; and a control segment called the trailer segment. Within each data segment, the data elements also follow a specified order. Similar transaction sets, called “functional groups,” can be sent together within a transmission; in this case, each transaction set has its own unique identifier that is transmitted as the first data element of the header segment. 

The discussion below on data elements, segments, and loops is intended to help readers understand the structure of the transaction and the information presented in the Data Tables.
Data Elements 
A data element corresponds to a data field in data processing terminology. Data elements are characterized by:  

· name (e.g., “Identification Code”)

· usage (e.g., required or situational [which means that the element is required only under certain circumstances]); 

· reference designator (e.g., NM109, which indicates that the element is in the NM1 segment and is the ninth data element in the segment); 

· number (e.g., 67); and 

· attributes.

The attributes are the requirement designator in the X12 standard (i.e., mandatory [M], optional [O], relational [X]); the type of data element (e.g., Numeric [Nn], Decimal [R], Identifier [ID], String [AN], Date [DT], Time [TM], Binary [B]); and the minimum and maximum length of the data (i.e., the number of character positions used for numeric, decimal, and binary elements). 

For simplicity of presentation, we use the single term “attributes” in the data tables to refer to all the characteristics of a data element, i.e., usage, reference designator, number, X12 requirement designator, type, and length. For the data element “subscriber identification code” these “attributes” are listed sequentially as SITUATIONAL NM109 67 X AN 2/80. In this example, the meaning of the terms is as follows: 

SITUATIONAL
required only under certain circumstances

NM109

the ninth element in the NM1 segment 

X


a relational element in the X12 standard

AN


a string type of element

2/80


a minimum of 2 and maximum of 80 characters are allowed
Segments 

Logically related data elements are grouped together in units called segments. There are two types of segments—control segments and data segments. These segments have the same structure, but different uses. The control segments are used to convey information about the transaction and the data segments are used to convey the information that necessitated the transaction. Transaction sets always begin and end with a control segment between which are the data segments. The control segment that begins a transaction is called the header (ST) segment and is used to identify the sender and receiver; the control segment that ends a transaction is called the trailer (SE) segment and is used for verification and security purposes. (For more information on control segments, see Section IV. Key Terms)

Each transaction set contains many segments, analogous to a freight train: the segments are like the train’s cars and each one has several data elements just as a train car might have many crates. The sequence of the data elements within one segment and the sequence of segments in the transaction set are both specified by the ASC X12 standard. In a more conventional computing environment, the segments would be equivalent to records, and the data elements equivalent to fields. 

Each segment, whether a control or data segment, has its own name and its own purpose. A segment always has the same structure: it begins with a unique identifier, then has one or more logically related data elements, and ends with a segment terminator. 

The Data Check List shows all the data elements within each data segment; the data segments within the transaction by segment ID, name, and usage (required or situational); and how the segments are grouped into loops.
Loops 

Loops are groups of logically related data segments. The segments within a loop occur in a specified order; the first (“beginning”) segment in the loop gives the loop its name and establishes whether the loop is required or situational. If the beginning segment in a loop is required, then the loop is required; if the beginning segment is situational, the loop is situational.  Loops themselves are not actually sent in a transaction—only the data segments within the loop are sent. A loop (actually, the data segments that comprise the loop) may occur once, repeat an unlimited number of times, or repeat only a specified number of times. 

Loop Hierarchy 

The looping structure is hierarchical—i.e., certain loops are subordinated to others. Once the hierarchy is understood, the logic of the data in the transaction becomes apparent. When claims are sorted according to the hierarchy, the information that applies to lower levels does not have to be repeated. 

Figure 2 shows the hierarchical organization of the data in the transaction. First, the data are divided into two major groupings: Header and Detail. The Header begins with three segments that are followed by two loops and their segments.  The Detail has three hierarchical levels — billing/pay-to provider, subscriber, and patient — and, within the patient hierarchical level, two other hierarchical levels, claim and claim service line. The Data Check List shows the hierarchical levels, the loops within the levels, the segments within the loops, and the data elements within the segments. 

	Table 1 – Header
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	Table 2 – Detail

 Billing/Pay-to Provider Hierarchical Level



	Loop 2000A Billing/Pay-to Provider Hierarchical Level 

Loop 2010AA Billing Provider Name
Loop 2010AB Pay-to Provider Name



	Table 2 – Detail

Subscriber Hierarchical Level



	Loop 2000B Subscriber Hierarchical Level
Loop 2010BA Subscriber Name

Loop 2010BB Credit/Debit Card Holder Name
Loop 2010BC Payer Name
Loop 2010BD Responsible Party Name



	Table 2 – Detail, Patient Hierarchical Level
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Loop 1000A Submitter Name





Loop 1000B Receiver Name





Loop 2000C Patient Hierarchical Level





Loop 2010CA Patient Name





Loop 2300 Claim Information











Loop 2305 Home Health Care Plan Information








Loop 2310A Attending Physician Name 








Loop 2310B Operating Physician Name








Loop 2310C Other Provider Name








Loop 2310D Referring Provider Name








Loop 2310E Service Facility Name








Loop 2320 Other Subscriber Information





Loop 2330A Other Subscriber Name


Loop 2330B Other Payer Name


Loop 2330C Other Payer Patient Information


Loop 2330D Other Payer Attending Provider


Loop 2330E Other Payer Operating Provider


Loop 2330F Other Payer Other Provider


Loop 2330 G Other Payer Referring Provider


Loop 2330H Other Payer Service Facility Provider


Loop 2330G Other Payer Service Facility Location


Loop 2330H Other Payer Supervising Provider





Loop 2400 Service Line





Loop 2420A Attending Physician Name


Loop 2420B Operating Physician Name


Loop 2420C Other Provider Name


Loop 2420D Referring Provider Name


Loop 2430 Service Line Adjudication Information

















� Health Care Claim: Institutional (837) Implementation Guide, ASC X12N 837 (004010X096), Washington Publishing Company, May 2000.
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