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I. Introduction

The Health Care Claim Status Request (276) and the Health Care Claim Status Response (277) transaction set is used to request the status of a health care claim(s) (276) and to respond with the information regarding the specified claim(s) (277). 

Entities requesting health care claim status include hospitals, nursing homes, laboratories, physicians, dentists, allied professional groups, employers, and supplemental (i.e., other than primary payer) health care claims adjudication processors. Organizations sending the 277 Health Care Claim Status Response include payers, who may be insurance companies; third party administrators; service corporations; state and federal agencies and their contractors; plan purchasers; and any other entity that processes health care claims. Other business partners affiliated with the 276 and/or the 277 include billing services, consulting services, vendors of systems, software and EDI translators; and EDI network intermediaries such as Automated Clearing Houses (ACHs), Value-Added Networks (VANs), and telecommunications services.

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 V 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 the Health Care Claim Status Request and Response (276/277) transaction. 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 Health Care Claim Status Request and Response (276/277) transaction. 

II. Overview of this Transaction

Uses of the Benefit Health Care Claim Status Request and Response (276/277) transaction
The Benefit Health Care Claim Status Request and Response (276/277) is a paired transaction set consisting of the Health Care Claim Status Request (276), which is used to request the current status of a specified claim(s), and the Health Care Claim Status Response (277) transaction, which is used as a solicited response to a health care claim status request (276). 

The Health Care Claim Status Response (277) transaction can also be used as a notification about health care claim(s) status, including front end  acknowledgments, and as a request for additional information about a health care claim(s). Unlike the Health Care Claim Status Response (277), the Health Care Claim Status Request (276) has only one use—in conjunction with the Health Care Claim Status Response (277). This handbook addresses the paired usage of the 276 as a request for claim status and the 277 as a response to that request. Separate handbooks were developed to detail using the 277 Health Care Payer Unsolicited Claim Status and the 277 Health Care Claim Request for Additional Information.

Claim status requests processed in a real time mode (see Key Terms below) will only provide a status of a claim that has been accepted by the payers’ adjudication system within 90 days from the date of the inquiry. Claim status requests that are processed in a batch mode, will return claim status information that is available on the payers’ adjudication system that has not been purged.

Health Care Claim Status Request (276)

The Health Care Claim Status Request (276) is used to transmit request(s) for status of specific health care claim(s). Authorized entities involved with processing the claim need to track the claim’s current status through the adjudication process. The purpose of generating a 276 is to obtain the current status of the claim within the adjudication process. Status information can be requested at the claim and/or line level. 

The 276 includes information that is necessary for the payer to identify the specific claim in question. The primary, or unique, identifying element(s) may be supplied to obtain an exact match. However, when the requester does not know the unique element(s), the claim generally is located by supplying several parameters including the provider number, patient identifier, date(s) of service, and submitted charge(s) from the original claim.

Health Care Claim Status Response (277)

The payer uses the Health Care Claim Status Response (277) to transmit the current status within the adjudication process to the requester. When the 276 does not uniquely identify the claim within the payer’s system, the response may include multiple claims that meet the identification parameters supplied by the requester. 

The claim may be found in a variety of status locations within a payer’s adjudication process, including the following (which are described in detail in the Key Terms section below):

pre-adjudication (accepted/rejected claim status)

claim pended for development (incorrect/incomplete claim(s) within adjudication

process) or suspended claim(s) requesting additional information

finalized claims

Finalized claims may have various outcomes including finalized rejected claim(s), finalized denied claim(s), finalized approved claim(s) pre-payment, and finalized approved claim(s) post-payment. 

Information Requirements 

The level of information potentially available for a Claim Status Response may vary drastically from Payer to Payer. In order to make this transaction usable to the Information Receiver and to give the Information Source a target to which to

build, minimum theoretical guidelines have been established for the industry. Payers are free to provide a greater level of detail information, but are required to meet these basic minimums. The primary vehicle for the claim status information in the 277 transaction is the STC segment and the three iterations of the C043 composite. 
Information Flow and Interaction with other Transactions 

Figure 1, Claim Status Information Flow, illustrates the flow of information related to the 276 and all uses of the 277 Health Care Claim Status Response. It is important that providers differentiate between the multiple uses of the 277 claim status. For this transaction set, the third, fourth, and final flows do not apply. 

Submitting a claim, whether by using the Health Care Claim: Professional or Institutional (837) transaction or by another format, is the first step in the claim status request/response process. Certain data elements (e.g., the patient control number, type of bill, dates of service, insured identifier, service provider identifier, and claim number when available) found on the claim help locate it within a payer’s adjudication system. When the provider initiates a claim status request, as many of these data elements as possible should be forwarded to the payer. With the exception of the claim number, the source of this information is the provider’s billing system. The Functional Acknowledgment (997) transaction is used upon request by one of the trading partners to acknowledge receipt of information. A 997 can be used by the payer to acknowledge claim receipt (837); the provider to acknowledge receipt of an Health Care Payer Unsolicited Claim Status (277); the provider to acknowledge receipt of a Health Care Claim Request for Additional Information (277); or the provider to acknowledge receipt of a Health Care Claim Payment/Advice (835). 

The Health Care Claim Request for Additional Information (277) transaction is used by payers to obtain information on a claim that has been suspended during the adjudication process because it is under medical or utilization review. This information is needed to supplement or support the provider’s request for payment of the services under review. Although the 277 Health Care Claim Request for Additional Information is used for this purpose, the 277 Health Care Claim Status Response may return similar information if the requested claim happens to be in this status location.

Figure 1. Claim Status Information Flow
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Structure of the Transaction Sets 

Under HIPAA, business transactions (such as a group of benefit enrollments sent from a sponsor to a payer or a health care claim submitted by a provider 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 2). 

Figure 2.  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 condition 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 a 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. 

Figures 3a and 3b show the hierarchical organization of the data in these transactions. The 276 and 277 transaction sets are similar in structure but are not duplicates. Both are divided into two levels, or tables. Table 1, Header, contains transaction control information. Table 2, Detail, contains the detail information for the business function of the transaction.

For both the 276 and 277, Table 1, the Header Level, contains the ST and BHT segments. The ST segment identifies the start of a transaction and the specific transaction set. The BHT identifies the transactions business purpose and the hierarchial structure. For example, in the BHT segment, a 276 will have a value of 13 in the Transaction Set Purpose Code data element to indicate that the transaction is a request and a 277 will have a value of 08 to indicate that the transaction is a response. Since the 277 transaction is multi-functional, a Transaction Set Type Code data element is used, whereas the 276, which has only one function, does not use that data element. 

Table 2, Detail Level, contains several nested loops. For both transactions, Loop 2000 identifies the participant and the relationship to other participants. Nested within Loop 2000 is Loop 2100 which contains the individual or entity name and Loop 2200 which contains specific claim details. It is at Loop 2200 that the 276 and 277 transactions begin to differ. 

Although Loop 2200 contains segments in the 276 that are different from the 277 Health Care Claim Status Response, the intent of the loop is similar in both transactions. The specific claim identification parameters are found in Loop 2200. Because the provider and payer identify the claim using different  parameters, the segments used for the request are different from the segments used for the response.

When a claim status is requested, the provider supplies parameters that help the payer locate the claim. Frequently, these parameters are the claim number, dates of service, type of bill, and insured’s identification number. Similarly, when the claim status is returned, the payer supplies the parameters that help the provider locate the claim. Frequently, these parameters are the patient control number, medical record number, type of bill, and dates of service.

In some payers’ adjudication systems, a request for claim line item status can be accommodated. Additional parameters must be specified when a specific line item status is requested. These parameters are specified in the 276 Health Care

Claim Status Request Loop 2210 and in the 277 Health Care Claim Status Response Loop 2220.

Note that specific claim detail information is not given a hierarchical level. The specific claim(s) in question are described in Loop 2200 and the service information follows in Loop 2220. This claim(s) information is said to “float” and is positioned in the same hierarchical level that describes its owner-participant, either the Subscriber or the Dependent. That means the claim(s) information is placed at the Subscriber hierarchical level when the patient is the subscriber and placed at the Dependent hierarchical level when the patient is the dependent of the subscriber.
Figure 3a. Loop Hierarchy for the Health Care Claim Status Request (276) 
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Figure 3b. Loop Hierarchy for the Health Care Claim Status Response (277) transaction set
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The Data Element Tables in Section III show the the loops within the levels, the segments within the loops, and the data elements within the segments.
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� Health Care Claim Status Request and Response (276/277) transaction, ASCX12N 276/277 (004010X093), Washington Publishing Company, May 2000.


� The X12 condition designator defines the circumstances under which a data element may be required to be present or not present in a particular segment. The designation of mandatory (M)  is absolute in the sense that there is no dependency on other data elements. The designation of optional (O) means that there is no requirement for a data element to be in the segment and that its presence is at the option of the sender. Relational conditions (X) may exist among two or more simple data elements within the same data segment (e.g., they may be paired or multiple so that if any element specified in the relational condition is present, then all the elements specified must be present). 
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