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I. Introduction

The Health Care Claim Payment/Advice (835) transaction set is used to pay claims and transfer remittance information from a health care payer to a health care provider, either directly or through a Depository Financial Institutions (DFI).. It can be used to make the payment, send an Explanation of Benefits (EOB) remittance advice, or both. 

Health care providers receiving the Health Care Claim Payment/Advice (835) transaction include hospitals, nursing homes, laboratories, physicians, dentists, and allied professional groups. Organizations sending the Health Care Claim Payment/Advice (835) transaction include insurance companies, Third Party Administrators (TPAs), service corporations, state and federal agencies and their contractors, plan purchasers, and any other entities that process health care reimbursements. Other business partners affiliated with the 835 include Depository Financial Institutions (DFIs), billing services, consulting services, vendors of systems, software and EDI translators, EDI network intermediaries such as Automated Clearing Houses (ACH), value-added networks (VAN), and  telecommunication 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 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 the Health Care Claim Payment/Advice Transaction (835). 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 Handbook has been taken directly from the Health Care Claim Payment/Advice (835) transaction. 

II. Overview of this Transaction

Uses of the Health Care Claim Payment/Advice (835) Transaction
The Health Care Claim Payment/Advice (835) transaction is used to pay a health care claim (i.e, to institute an Electronic Funds Transfer [EFT]), send an electronic Explanation of Benefits (EOB) remittance advice, or both pay the claim and send the remittance advice. 

The 835 is also used to provide financial notification of capitation payments from a Managed Care Organization (MCO) to a capitated care provider. (Note that the 835 does not contain the capitation details or membership roster; an associated Eligibility and Benefits Notification Transaction Set (271) is used to communicate these details.)  

The 835 contains information about the payee (i.e., providers and/or their agents), the payer (or any third party agent), the amount, and any identifying  information regarding the payment. As a remittance advice, the 835 provides detailed payment information including, if applicable, the reasons why the total original charges were not paid in full. 

Flow of Information and Money 

Payers can pay claims and send remittance advice in different ways (i.e., together or separately) and through different channels (i.e., directly to the provider or through financial institutions). 

· Payment is made by check (sent through the mail) and the payer sends the remittance advice electronically (as a Health Care Claim Payment/Advice (835) transaction) to the payee (Electronic Remittance Advice [ERA]). The payee deposits the check and reconciles the payment and the ERA. 

· Payment is made by electronically transferring funds directly from the payer’s to the payee’s account (i.e, via an Electronic Funds Transfer [EFT] in which the Health Care Claim Payment/Advice (835) transaction is used to authorize the payee’s Depository Financial Institution (DFI) take funds from the payer’s account and transfer those funds to the payee’s account). The ERA is sent along with the EFT and the payee’s DFI notifies the payee of the receipt of funds via Funds Deposit Notification (FDN) and sends the ERA. The payee does not need to reconcile the payment and the ERA.

· Payment is made by EFT but the ERA is sent to the payee rather than the DFI. The payee’s DFI notifies the payee of the receipt of funds via FDN and the payee reconciles the payment and the ERA. 

· Payment is made by EFT or check. The payer sends the ERA to the payee’s DFI which reconciles the ERA and the payment and notifies the payee. 

When payment and remittance advice are sent separately, the provider needs a method to ensure that payment and remittance advice are reconciled in the patient accounting/accounts receivable system. The 835 provides two key pieces of information to facilitate reconciliation, the trace number (TRN02) and the Company ID Number (TRN03). 
Relationship with Other Transactions (837, 277, NCPDP 3.2)

A one-for-one relationship does not exist among the Health Care Claim Transaction Set (837), the Health Care Claim Status Notification Transaction Set (277), the Prescription Drug Claim Transaction (NCPDP 3.2), and the 835. One 835 transaction can account for claims submitted using multiple 835 or multiple NCPDP 3.2 transactions. The Claim Submitter’s Identifier reported in the 837 and the NCPDP 3.2 claims are returned in the 835 transaction for tracking purposes. 

Similarly, a one-for-one relationship does not exist between the 277 and the 835 transactions. The 277’s primary use is to convey status information on non-adjudicated claims; the 835 is used to transmit data needed for posting subsequent to the adjudication of a claim. The 277 also can account for claims already paid by an 835. The Claim Submitter’s Identifier, reported in the claim within the 837 always is returned in the 835 and frequently is returned in the 277 transaction for tracking purposes. 

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 1, below). 

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 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. 

The 835 is divided into three levels, or tables: 

· The Header Level, Table 1, contains general payment information, such as amount, payee, payer, trace number, and payment method. 

· The Detail level, Table 2, contains the Explanation of Benefits (EOB) information related to adjudicated claims and services. 

The Summary level, Table 3, contains the Provider Level Adjustment Segment, PLB, which provides information related to adjustments to the payment amount not specific to Table 2 claims. These adjustments can either increase or decrease the actual payment with respect to the Table 2 claim charges.  The 835 uses a standardized list of codes that provide the reason for the adjustment. 

Although the remittance information in Tables 2 and 3 are not always provided, the intention of this business use of the 835 is for payers to provide some claim or provider-specific information along with the payment information. When dollars and data are delivered separately, an 835 with no Table 2 or PLB information can initiate a financial transaction.

Figure 3 on the next page shows the hierarchical organization of the data in this transaction. 

Figure 3. Loop Hierarchy for the Health Care Claim Payment/Advice (835)   Transaction
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� Health Care Claim Payment/Advice (835) transaction, ASCX12N 835 (004010X091), 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). 








[image: image2.wmf] 

Page  2 




_1080026277.doc
[image: image1.png]






