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INTRODUCTION

In an effort to reduce the administrative costs of health care across the nation, Congress passed the Health Insurance Portability and Accountability Act (HIPAA) in 1996.  This legislation requires that health insurance payers in the United States comply with the electronic data interchange (EDI) standards for health care, established by the Secretary of Health and Human Services (HHS).  For the health care industry to achieve the potential administrative cost savings with EDI, standard transactions and code sets have been developed and need to be implemented consistently by all organizations involved in the electronic exchange of data. The Version 4010 ANSI X12N 835 Health Care Claim Payment/Advice transaction implementation guide provides the standardized data requirements to be implemented for all health care claim payment and associated remittance information issued electronically for providers by health plans and their intermediaries.  

HIPAA does not require that a provider receive health care remittance information electronically.  Providers may continue to request payment remittance information on paper from health plans.  However, if a provider elects to conduct business electronically, HIPAA does mandate the use of the standard transactions and code sets; including the Version 4010 ANSI X12N 835 Health Care Claim Payment/Advice.  

PURPOSE

This document provides information necessary for providers or their intermediaries to receive claim payment advice information electronically.  This companion guide is to be used in conjunction with the ANSI X12N implementation guides and, as such, supplements but does not contradict or replace any requirements in the implementation guide.  The implementation guides can be obtained from the Washington Publishing Company by calling 1-800-972-4334 or are available for download on their web site at www.wpc-edi.com/hipaa/.  Other important websites:

Workgroup for Electronic Data Interchange (WEDI) – http://www.wedi.org
United States Department of Health and Human Services (DHHS) – http://aspe.hhs.gov/admnsimp/
Centers for Medicare and Medicaid Services (CMS) – http://www.cms.gov/hipaa/hipaa2/
Designated Standard Maintenance Organizations (DSMO) – http://www.hipaa-dsmo.org/
National Council of Prescription Drug Programs (NCPDP) – http://www.ncpdp.org/
National Uniform Billing Committee (NUBC) – http://www.nubc.org/
Accredited Standards Committee (ASC X12) – http://www.x12.org/
This document identifies how data is populated in the X12 835 4010 transactions using available data within the 004010X091 implementation guide.   This document includes usage of situational segments and elements and/or specifies qualifiers populated. This document must be used in conjunction with the implementation guide.  Receivers of the X12 835 should have the capability to accept any valid value within the implementation guide.

SPECIAL CONSIDERATIONS

Outbound Transactions Supported

This section is intended to identify the type and version of the ASC X12 835 Health Care Claim Payment/Advice transaction that will be issued.
	· 835 Health Care Claim Payment/Advice - ASC X12N 835 (004010X098A1)
	X


Delimiters Used
A delimiter is a character used to separate two data elements or sub-elements, or to terminate a segment.  Delimiters are specified in the interchange header segment, ISA. The ISA segment is a 105 byte fixed length record.  The data element separator is byte number 4; the component element separator is byte number 105; and the segment terminator is the byte that immediately follows the component element separator.  Once specified in the interchange header, delimiters are not to be used in a data element value elsewhere in the transaction.

The following delimiters are used in the 835 transactions issued to providers or their intermediaries (refer to the right hand column):

	Description
	Default Delimiter
	Delimiter Used in 835 Transactions

	Data element separator
	* Asterisk
	* Asterisk

	Sub-element separator
	: Colon
	: Colon

	Segment Terminator
	~ Tilde
	~


The Default Delimiters in 835 transactions will be used.
Maximum Limitations 

The 835 transaction is designed to transmit remittance information on one payment for one or multiple claims from one Payer to one Payee; and/or non-claim related payment information from one Payer to one Payee.  The hierarchy of the looping structure is Payer, Payee; one or more Claim payments with adjustments (“Claim Header Level”), with one or more associated Service Lines with adjustments.  Finally, independent of Claim / Service payment information, there are multiple Provider level adjustments.   

Each transaction set (each “835”) contains groups of logically related data in units called segments.  The number of times a loop or segment may repeat in the transaction set structure is defined in the implementation guide.  Some of these limitations are explicit, such as:

· The Claim Adjustment Segment (CAS) is limited to a maximum of 99 occurrences within a Claim Payment Information loop (2100).  That is: there can be no more than 99 claim adjustments, at the claim header level, per claim.

· The Claim Adjustment Segment (CAS) is limited to a maximum of 99 occurrences within a Service Payment Information loop (2110).  That is: there can be no more than 99 claim adjustments, at the detail service line level, per service line.

· The Health Care Remark Codes are limited to 99 repetitions within the Service Payment Information loop (2110). That is: there can be no more than 99 Remark Codes per detail service line.

· An important change made in the 835 addenda (published February 20th, 2003 by Health & Human Services) relates to the length of monetary amounts in the 835.  All monetary amounts in the 835 are now limited to 10 characters (not including decimal point and leading sign if used).

However, some limitations are not explicitly defined.  The number of Claim Payment Information (CLP) segments within an 835 transaction set is specified in the implementation guide as >1.  In fact, in the particular case of CLP segments within the 835 transaction set, the Implementation Guide recommends no more than 10,000 such segments.

Payformance has no file size limitations, but will rarely, if ever, issue an 835 transaction set with greater than 10,000 CLP segments.  

For 835 transactions, the Interchange Control structure (ISA/IEA envelope) will be issued as one file.  835 transactions will not be missed with other ANSI transactions within one ISA/IEA envelope.  In other words, for 835 transactions issued, the Interchange Control structure will be limited to one type of Functional Group: the 835 Health Care Payment / Remittance Advice only.  

The 835 Remittance Advice 

Definitions

For the sake of clarity in the ensuing discussion, the following definitions apply:

· Sender: refers to the entity sending the 835.  This is conveyed in 835 transactions in the ISA segment ISA06.  Payformance places ‘Payformance’ in this field. 

· Receiver: is the entity receiving the 835.  The Receiver can be the Payee, or an intermediary designated by the Payee to receive the 835 on the Payee’s behalf – such as a provider’s billing agent, or a clearinghouse. 

· Payer: refers to the entity responsible for the payment to the provider.  This is reported in Loop 1000A, segment N104 in the 835.  

· Payee: is the entity to which the payment is intended.  The appropriate Payee ID is conveyed in the 835 thru Loop 1000B, segment N104.

· Adjustment:  the 835 supports the conveyance of “adjustment information” at several levels: the claim, claim service line, and at the provider level.     Adjustment as defined in this document (and in the 835 Implementation Guide) – means simply (in the case of claims), the difference between the monetary amount submitted (“billed charges”) and the amount paid.  In the case of provider level adjustments, “adjustment” generally means an additional payment, withholding, or deduction – unrelated to any claim.

Implementation Specifics

Remittance Advice

For payees or their designated intermediaries who request their remittance advice information via the 835 Health Care Claim Payment/Advice, Payformance issues the 835 and a payment voucher. 

Claim Identification Used in the 835

For each claim reported in the 835 the Patient Control Number (also known as Claim Submitter’s Identifier) originally submitted in 837 Loop 2300, segment CLM01, is included.  The Patient Control Number is populated in Loop 2100 (Claim Payment Information), Segment CLP01.

In addition to incorporating the Patient Control Number, the Payer Claim Control Number will be transmitted; that is: the number assigned to the submitted claim.   This identifier is populated in Loop 2100 (Claim Payment Information), segment CLP07 in the 835.

INTERCHANGE CONTROL HEADER SPECIFICATIONS
	Seg
	Data Element
	Name
	Usage
	Comments
	835 Implementation



	ISA
	 
	Interchange Control Header
	R
	 
	 

	
	ISA01
	Authorization Information Qualifier
	R
	Receive ‘00’
	Constant 00.

	
	ISA02
	Authorization Information
	R
	Space Fill
	Blank Filled.

	
	ISA03
	Security Information Qualifier
	R
	Receive ‘00’
	Constant 00

	
	ISA04
	Security Information
	R
	Space Fill
	Blank Filled

	
	ISA05
	Interchange ID Qualifier
	R
	Receive  ‘ZZ’ for mutually defined 
	Constant ZZ.

	
	ISA06
	Interchange Sender ID 
	R
	Receive ‘PAYFORMANCE’
	A value of ‘Payformance’ will be used.

	
	ISA07
	Interchange ID Qualifier
	R
	Receive ‘ZZ’ for mutually defined
	Constant ‘ZZ’ 

	
	ISA08
	Interchange Receiver ID 
	R
	Receive ‘PAYER’
	Constant ‘Payer’ 

	
	ISA09
	Interchange Date 
	R
	Receive the Interchange date formatted YYMMDD 
	

	
	ISA10
	Interchange Time
	R
	Receive the Interchange Time formatted HHMM
	

	
	ISA11
	Interchange Control Standards Identifier 
	R
	Receive ‘U’ (Interchange Control Standards Identifier)
	This will be the current standard adopted for ISA records as of October 01, 2003.  Older standards will not be used.

	
	ISA12
	Interchange Control Version Number
	R
	Receive ‘00401’ (Interchange Version Control Number)
	This will be the current standard approved for the ISA/IEA envelope.  

Other standards will not be used.

	
	ISA13
	Interchange Control Number
	R
	Receive Interchange Control Number. This must be identical to the associated Interchange Trailer in IEA02
	Payformance uses this value (created by Payformance) to identify the transaction on its system.  

	
	ISA14
	Acknowledgement Requested
	R
	Receive one of the following values:

‘0’ No acknowledgement 

requested 
	Constant ‘0’.



	
	ISA15
	Usage Indicator
	R
	Receive 

‘P’ Production data
	 Constant of ‘P’.

	
	ISA16
	Component Element Separator
	R
	Component element separator ‘:’
	The default delimiters specified in the 835 Implementation Guide will be used.  See Delimiters Used in section above.


INTERCHANGE CONTROL TRAILER SPECIFICATIONS

	Seg
	Data Element
	Name
	Usage
	Comments
	835 Implementation

	TRAILER

	IEA
	 
	Interchange Control Trailer
	R
	 
	 

	
	IEA01
	Number of Included Functional Groups
	R
	Count of the number of functional groups in the interchange.  Multiple functional groups may be sent in one ISA/IEA envelope.  This is the count of the GS/GE functional groups included in the interchange structure.  


	For 835 transmissions, Payformance will limit the ISA/IEA envelope to one type of functional group: HP (Health Care Claim Payment/Advice (835)).  In other words, this number (IEA01) will always be ‘1’ for 835 transmissions.

	
	IEA02
	Interchange Control Number
	R
	The interchange control number in IEA02 must be identical to the associated interchange header value sent in ISA13.
	This will be equal to the value in ISA13.


FUNCTIONAL GROUP HEADER SPECIFICATIONS

	Seg
	Data Element
	Name
	Usage
	Comments
	835 Implementation

	HEADER

	GS
	 
	Functional Group Header
	R
	 
	 

	
	GS01
	Functional Identifier Code
	R
	Receive ‘HP’ 
	Constant ‘HP’ (Health Care Claim Payment/Advice (835).

	
	GS02
	Application Sender’s Code
	R
	Associated Payer Name
	Constant ‘ValueOptions, I’

	
	GS03
	Application Receiver’s Code
	R
	Receive ‘PROVIDERHIS’
	Constant PROVIDERHIS  

	
	GS04
	Date
	R
	Receive Functional Group Creation Date expressed in CCYYMMDD format
	Refer to the implementation guide specifications.

	
	GS05
	Time
	R
	Receive ‘HHMM’ 
	Refer to implementation guide specifications.

	
	GS06
	Group Control Number
	R
	Receive Group Control Number-this number must be identical to the same data element in the associated functional group trailer
	GS06 and GE02 must equal.  

	
	GS07
	Responsible Agency Code
	R
	Receive ‘X’ (Accredited Standards Committee X12)
	Constant ‘X’.

	
	GS08
	Version/Release Industry ID Code
	R
	Receive ‘004010X091A1’ (Version/Release/Industry Identifier Code)
	The current standard approved for publication by ASC X12 will be used.

835 transactions based on other standards will not be issued. 


FUNCTIONAL GROUP TRAILER SPECIFICATIONS

	Seg
	Data Element
	Name
	Usage
	Comments
	835 Implementation

	TRAILER

	GE
	 
	Functional Group Trailer
	R
	 
	 

	
	GE01
	Number of Transaction Sets Included 
	R
	Count of the number of transaction sets in the functional group.
	The total number of 835 transaction sets included in the functional group.  (NOTE: there will only be one functional group in the 835 transmissions.)

	
	GE02
	Group Control Number
	R
	The group control number in GE02 must be identical to the associated interchange header value sent in GS06.


	The value populated in GS06.


835 Health Care Claim Payment/Advice TRANSACTION SPECIFICATION

Table 1

Table 1 contains general payment information, such as the total amount paid in the 835, the payer, the payee, a trace number (usually the check number), and the payment method.  We enumerate below those segments and elements that will be populated with ‘constant’ values – that is: values that will not vary with individual 835 transmissions; or for those elements where further clarification is illustrative.  Refer to the 835 Implementation Guide for additional information on other loops, segments, and elements not noted below.    

	Seg
	Data Element
	Name
	Usage
	Comments
	835 Implementation

	HEADER

	BPR
	
	Beginning Segment for Payment Order/Remittance Advice
	R
	
	

	
	BPR01
	Transaction Handling Code
	R
	Valid values: 

‘C’ 
Payment Accompanies Remittance Advice; 

‘D’
Make Payment Only; 

‘H’ 
Notification Only (used for predetermination of 

     
benefits); 

‘I’  
Remittance Information Only; 

‘P’
Pre-notification of Future Transfers; 

‘U’ 
Split Payment and Remittance; 

‘X’ 
Handling Party’s Option to Split Payment and  

     
Remittance
	Constant ‘I’

	
	BPR02
	Monetary Amount
	R
	Valid values:

‘0’
	Constant Zero

	
	BPR03
	Credit/Debit Flag Code 
	R
	Valid values: 

‘C’
Credit 

‘D’
Debit.  
	Constant ‘C’

	
	BPR04
	Payment Method Code 
	R
	Valid values: 

‘ACH’ 
Automated Clearing House (ACH); 

‘BOP’ 
Financial Institution Option; 

‘CHK’ 
Check;

‘FWT’ 
Federal Reserve Funds/Wire Transfer – 

          
Non-repetitive; 

‘NON’ 
Non-Payment Data - This code used when the

          
Transaction Handling Code (BPR01) is I,                        
indicating that this is information only and no 
dollars are to be moved.
	Constant ‘NON’ 

	
	BPR16
	Payment Date
	R
	
	The paid date. 

	TRN
	
	Reassociation Trace Number
	R
	
	 

	
	TRN01
	Trace Type Code
	R
	Code Identifiying which transaction is being referenced 
	Constant ‘1’

	
	TRN02
	Check or EFT Trace Number 


	R
	This field is required in the implementation guide and a number will always be present.
Previously, this field was 11 bytes in length.  The TRN02 field will now show as 10 bytes in length.  
	Since this is a non-payment remittance, this element will be populated with zero’s ‘0000000000’.

	
	TRN03
	Payer Identifier


	R
	TRN03 must contain the Payer’s Federal Tax ID Number, preceded by a “1.”  (The “1” denotes that the subsequent characters are a Federal Tax ID Number. See implementation guide for details).


	This is the Collaborative’s Federal Tax ID preceded by a ‘1’. 

	LOOP 1000A — PAYER IDENTIFICATION (Required)

	N1
	
	Payer Name
	R
	
	

	
	N101
	Entity Identifier
	R
	Valid value of ‘PR’
	Constant ‘PR’

	
	N102
	Payer Name
	R
	
	Payformance will populate this element with ‘ValueOptions, Inc.’.

	LOOP 1000B — PAYEE IDENTIFICATION (Required)

	N1
	
	Payee Identification
	R
	
	

	
	N101
	Entity Identifier
	R
	Valid value 
‘PE’  Payee
	Constant ‘PE’ 

	
	N103
	Identification Code Qualifier
	R
	Valid Values:

‘FI’  
Federal Taxpayer’s Identification Number

       
For individual providers as payees, use this 

       
number to represent the Social Security


Number.

‘XX’ 
Health Care Financing Administration National

       
Provider Identifier.   Required when mandated.



	‘FI’ or ‘XX’ if NPI number is available’.

	
	N104
	Payee Identifier
	R
	
	Payee's TIN (either EIN or SSN) or NPI Number.

	
	N301
	Payee Address
	R
	
	

	
	N401
	Payee City
	R
	
	

	
	N402
	Payee State
	R
	
	

	
	N403
	Payee Zip
	R
	
	

	
	N404
	Payee Country Code
	R
	
	

	REF
	
	Reference Identification
	R
	
	

	
	REF01
	Reference Identification Qualifier
	R
	Valid Values:

‘
‘TJ’   Federal Taxpayer’s Identification Number

         This information should be in the N1 segment.



	Constant ‘TJ’


Table 2

Table 2 contains the “explanation of payment” information related to adjudicated claims and services; including information on related adjustments to the billed amounts for these services. 

	Seg
	Data Element
	Name
	Usage
	Comments
	835 Implementation

	LOOP 2100— Claim Payment Information (Required)

	CLP
	 
	Claim Level Data
	R
	 
	 

	
	CLP01
	Claim Submitter's Identifier (Industry term: Patient Control Number)
	R
	
	The number for the patient control number assigned by the provider.  This will be the Patient Account Number.

	
	CLP03
	Claim Charged Amount
	R
	Provider Submitted Charge
	

	
	CLP04
	Claim Paid Amount
	R
	Paid Amount
	Constant Zero where BPR04 = ‘NON’

	 
	CLP07
	Payer Claim Control Number
	S
	Removed hyphens from the Claim Control Number.
	CLP07 is the assigned claim number and applies to the entire claim being reported on in the 835.  

	NM1
	
	Patient Name
	R
	
	

	
	NM101
	Entity Identifier Code Patient and/or Insured
	R
	Valid Values:
‘QC’     Patient 
‘IL’       Insured
	Both  ‘QC’ and ‘IL’ will be populated.

	
	NM108
	Identification Code Qualifier
	S
	Required if the patient identifier is known or was reported on the health care claim.

Valid Values:

‘34’ 
Social Security Number

‘HN’
Health Insurance Claim (HIC) Number

       
Advised

‘II’    
United States National Individual Identifier

       
This code is not part of the ASC X12 004010   

      
release.  Use this code if mandated in a final 

        
Federal Rule.

‘MI’  
Member (Consumer) Identification Number

‘MR’ 
Medicaid Recipient Identification Number
	Constant ‘MI’.

	
	NM109
	Identification Code
	S
	Required if the patient identifier is known or was reported on the health care claim.
	This will be the Patient Number sent on the original claim.

	NM1
	
	Service Provider Information
	R
	
	

	
	NM101
	Entity Indentifier 
	R
	Valid Value ‘82’
	

	
	
	
	
	
	

	SVC
	
	Service Payment Information
	R
	
	

	
	SVC01
	Product/Service Id Qualifier
	R
	Valid Value ‘HC’ 
	HCPCS Codes

	
	SVC01
	Line Level Service Code
	R
	
	

	
	SVC01
	Procedure Modifier Code
	S
	
	

	
	SVC02-01
	Line Level Charged Amount
	R
	
	

	
	SVC03
	Line Level Paid Amount
	R
	
	Where BPR04 = ‘NON Value will be ‘0’ (Zero)

	
	
	
	
	
	

	DTM
	
	Date/Time Reference
	R
	
	

	
	DTM01
	Date Time Qualifier
	R
	472 = Service
	Constant ‘472’ 

	
	DTM02
	Date
	R
	Service Date
	YCCYMMDD

	CAS
	
	Service Adjustment
	R
	
	

	
	CAS01
	Claim Adjustment Group Code
	R
	Code used to identify general category of payment adjustment
Valid Values:

CO  Contractual Obligation

CR  Correction and Reversal

PR  Patient Responsibility

	Payer must use these values to report claim level adjustments that cause the amount paid to differ from the amount charged. Providers engaged in servicing Collaborative Providers will only ever see values of CO or CR where adjustment information is being passed. This account has no PR (Patient Responsibility) 

	
	CAS02
	Claim Adjustment Reason Code
	R
	Code Identifing the detailed reason for adjustment
	See Washington Publishing website (www.wpc-edi.com/hipaa/) for code list.

	
	CAS03
	Monetary Adjustment Amount
	R
	Difference between Claimed and Allowed Amount
	

	
	CAS05
	Claim Adjustment Reason Code
	S
	Additional reason code for further adjustments
	See Washington Publishing website (www.wpc-edi.com/hipaa/) for code list.

	
	CAS06
	Monetary Adjustment Amount
	S
	Amount being adjusted
	

	REF
	
	Other Service Related Identification
	S
	
	

	
	REF01
	Service Identification
	S
	Valid Values:

6R    
	Provider Control Number Indicator

	
	REF02
	Reference Identification
	S
	This data element, if submitted on the 837, will be returned in this field
	This is the Line Item Control Number

	
	REF01
	Service Identification
	S
	Valid Values:

‘RB’    Rate Code
	Constant ‘RB’.

	
	REF02
	Reference Identification
	S
	Line Applied and Submitted Program Code
	First four bytes represent Adjudicated Program Code and second 20 bytes represent provider Submitted Program Code. 
See Appendix A for code list.


Appendix A – Reference Identification Code List

	PROGRAM
	PROGRAM DESCRIPTION

	ABC
	ILLINOIS MEDICAID & NON-MEDICAID FFS

	ICG
	ILLINOIS INDIVIDUAL CARE GRANTS

	SASS
	ILLINOIS SASS (DENY TO HFS UNLESS JJ)

	STBO
	ILLINOIS STATUS B (NOT REGISTERED-NO BENEFITS)

	121
	ILLINOIS-MH JUVENILE JUSTICE

	131
	ILLINOIS-CHILD/ADOLESCENT FLEX FUNDS

	140
	ILLINOIS-URBAN SYSTEMS OF CARE

	213
	ILLINOIS-CONSUMER CENTERED RECOVERY SUPPORT

	350
	ILLINOIS-PSYCHIATRIC LEADERSHIP

	540
	ILLINOIS-GEROPSYCHIATRIC SERVICES

	550
	ILLINOIS-COMM HOSPITAL INPATIENT PSYCH SERV

	572
	ILLINOIS-CONSUMER TRANSITIONAL SUBSIDIES

	573
	ILLINOIS-ADOLESCENT TRANSITION TO ADULT SERVICES

	574
	ILLINOIS-PSYCHIATRIC MEDICATION

	575
	ILLINOIS-PATH GRANTS

	576
	ILLINOIS-CO-LOCATION PROJECT

	580
	ILLINOIS-CRISIS STAFFING SERVICES

	620
	ILLINOIS-CILA

	820
	ILLINOIS-SUPPORTED RESIDENTIAL

	830
	ILLINOIS-SUPERVISED RESIDENTIAL

	860
	ILLINOIS-CRISIS RESIDENTIAL
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