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BDC1J1lIVB 8UJ01ARY

The state Corporation Commission's Bureau of Insurance was
requested by the 1992 General Assembly, pursuant to House Joint
Resolution No. 241 (see Appendix A), to study the feasibility of
creating a universal health insurance claims form for use by all
insurance carriers licensed in the Commonwealth. The study was
requested because (1) various and mUltiple claims forms which
request duplicative and diverse information are a factor in
administrative costs: (ii) completing these varying health
insurance'claims forms requires providers to have separate staff
whose sole duty is to act as liaison for consumers and insurance
carriers; and (iii) the dollars spent on administering health
care could be more efficiently and effectively utilized on the
provision and delivery of health care.

The Bureau surveyed the top twenty-five (25) writers of
accident and sickness insurance policies in Virginia to determine
whether they would be in favor of the creation of a single health
insurance claims form. Out of nineteen (19) responses received,
twelve (12) companies said they would be in favor of this
proposal. Although the survey did not ask the respondents to
comment on a particular form, several companies mentioned on the
survey that they would not be opposed to the establishment of a
universal claims form as long as it was the HCFA-1500 for
providers and the UB-82 for hospitals. (see Appendix B). These
are national forms that were developed by the Uniform Claims Form
Task Force and the National Uniform Billing Committee. The
Health Care Financing Administration co-chaired both of these
groups together with the American Medical Associat~on and the
American Hospital Association, respectively. One company stated
that the development, implementation, and required use of uniform
claims forms could best be achieved by using the forms already
developed at the federal level. Several other companies stated
that they would be opposed to any form that was unique to
Virginia.

The Bureau also surveyed one hundred (100) randomly selected
physicians licensed and living in Virginia to determine whether
they would be in favor of the development of a single health
insurance claims form. Out of thirty (30) responses received,
twenty-eight (28) said they would be in favor of such a proposal.
Although the survey did not ask the respondents to comment on a
particular form, several physicians stated that the HCFA-1500 is
currently being used as a national form.

Eighteen (18) advisory organizations representing provider
groups other than physicians were also surveyed. Out of sixteen
(16) responses received, fifteen (15) indicated that they would
be in favor of the creation of a universal claims form for health
insurance. Several organizations mentioned the HCFA-1500 and the
UB-S2 claims forms.
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The Bureau also researched the activities of the other
states to determine whether any other states had adopted a
standard health insurance claims form. Twenty-six (26) states
have either adopted a standard claims form or are considering it.
Thirteen (13) of these states either require or plan to require
insurers to accept the HCFA-1500 claims form from physicians, and
eleven (11) states either require or plan to require insurers to
accept the UB-82 claims form from hospitals. Nine (9) states
have adopted the claims form developed by the American Dental
Association (ADA) for dentists. Four (4) states have developed
their own claims form for pharmacists. The National Association
of Insurance Commissioners (NAlC) is also in the process of
setting up a working group to study this issue. Some preliminary
information obtained from the NAlC indicates that they will
probably recommend adopting the HCFA-1500 for physicians, the UB­
82 for hospitals, and the ADA form for dentists. They have not
decided what they will recommend for pharmacists.

Based on these findings, the Bureau recommends that all
accident and sickness insurers, health maintenance organizations,
health services plans, and dental and optometric services plans
licensed in the Commonwealth be required to accept as standard
claims forms:

(i) the HCFA-1500 claims form (or its successor) for
physician services and for services provided by chiropractors,
aUdiologists, speech pathologists, clinical nurse specialists who
render mental health services, physical therapists,
psychologists, clinical social workers, professional counselors,
podiatrists, optometrists, and opticians;

(ii) the UB-82 claims form (or its successor) for hospital
services; and

(iii) the ADA claims form developed by the American Dental
Association for dental services.

Payors should not be prohibited, however, from accepting any
other claims form that has been determined to be acceptable by
both the provider and the payor.

Because there does not appear to be a national standard form
already developed for use by pharmacists, the Bureau does not
recommend establishing a pharmaceutical claims form that would be
unique to Virginia. The Bureau recommends that the standardized
format which is being developed by the American National
Standards Institute to facilitate the electronic submission of
claims be used by all insuring entities as soon as the ANSI X12
837 Health Care Claim Transaction form has been adopted (see
Appendix C). This form will be available for use by hospitals,
physicians, dentists, pharmacists, and other health care
providers.

-2-



IIrrRODOCTIOIf

Leqialative Reque.t

The state Corporation commission's Bureau of Insurance was
requested by the 1992 General Assembly to study the feasibility
of creating a universal health insurance claims form for use by
all insurance carriers licensed in the Commonwealth. This study
was the result of House Joint Resolution No. 241 and was
requested for the'following reasons:

(1) various and multiple claims forms which request duplicative
and diverse information are a factor in administrative costs~

(2) completing these varying health insurance claims forms
requires providers to have separate staff whose sole duty is to
act as liaison for consumers and insurance carriers; and

(3) the dollars spent on administering health care could be more
efficiently and effectively utilized on the provision and
delivery of health care.

The study resolution also stated that it was incumbent upon the
Commonwealth to examine the means by which to reduce these
administrative costs and excessive paper work to make more
responsible use of Virginia's health care dollars.

Ketho401oqy

The Bureau of Insurance (Bureau) began its study by
conducting a literature search and by reviewing the activities of
other states to determine whether a universal health insurance
claims form had been developed in other jurisdictions. Several
state and federal agencies were also contacted for information on
this subject.

The Bureau conducted three surveys for the study. One
survey was sent to the top writers of accident and sickness
insurance policies in virginia. These companies were selected on
the basis of premiums written. Twenty-five (25) companies were
surveyed. The purpose of the survey was to determine whether
companies would be in favor of a universal claims form, whether
such a claims form would offer companies a reduction in
administrative costs or whether it would increase their costs,
and what types of problems they could expect to encounter if they
were required to convert to a universal claims form.

A second survey was sent to one hundred (100) randomly
selected physicians across the state to determine whether the use
of a single health insurance claims form would simplify their
work in processing claims and whether it would reduce the
processing time for providers to ensure faster reimbursement.
This same survey was also sent to an organization that represents
managers of medical groups.
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A third survey was sent to eighteen (18) advisory
organizations that participated in the Task Force on Managed
Health Care. Most of these associations represented special
provider groups other than physicians. The purpose of this
survey was similar to the survey sent to physicians but was
intended to analyze the impact of the proposal from the vantage
point of various state and national organizations.

Background

In 1991, the Virginia General Assembly requested the Board
of Health Professions to study the standards and ethics for
managed care systems. This request was made pursuant to House
Joint Resolution No. 399 (HJR 399). In response to HJR 399, the
Virginia Department of Health Professions established the Task
Force on Managed Health Care which comprised members of the Board
of Health Professions and other regulatory boards within the
Department of Health Professions.

The Task Force on Managed Health Care conducted the 1991
study in consultation with over 45 advisory agencies and
organizations including other state regulatory agencies,
insurance industry representatives, provider organizations,
consumer organizations, and business and industry associations.
The purpose of the study was to determine the effects of managed
health care on health care cost, access, and quality. One of the
recommendations that came out of the study was the proposal to
mandate a single claims form for all insurance systems. This
partiCUlar proposal is being considered within the scope of this
report as well as in another study being conducted by the Bureau
in response to Senate Joint Resolution No. 120 (1992).
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KAJOR PIHDINGS

Insurance Coapany Survey

The first objective stated in the study resolution was to
give consideration to the development of a single claims form for
all health insurance systems in the Commonwealth. The Bureau
began its research by sending a survey to the top writers of
accident and sickness insurance policies in Virginia. These
companies were selected on the basis of premiums written.
Twenty-five (25) companies representing 82% of the market in
Virginia ·were surveyed. The purpose of the insurance company
survey was to determine the following:

(1) whether companies would be in favor of the creation of a
universal health insurance claims form:

(2) whether companies think it would be feasible to develop a
universal claims form:

(3) whether it would reduce administrative costs for companies
or whether it would create additional costs;

(4) what types of problems companies would encounter if they
were required to convert to a universal claims form;

(5) what types of benefits would be derived from using such a
form:

(6) whether reimbursement would be handled on a more timely
basis if companies were required to use the same claims form:

(7) how many companies participate in a network for the
electronic transmission of health insurance claims and whether
the network is restricted to their company and their
participating providers: and

(8) how many companies that do not already participate in a
network for the electronic transmission of health insurance
claims would be willing to participate in such a network.

Out of nineteen (19) responses received, twelve (12)
companies indicated that they would be in favor of the creation
of a universal health insurance claims form. Eleven (11)
companies said they thought it would be feasible to develop such
a form. Ten (10) companies indicated that administrative costs
would increase. Some of the explanations given for the expected
increased expenses had to do with the following concerns:

(i) each state might have its own unique claims form with
its own unique requirements;
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(ii)

(iii)

(iv)

(v)

one claims form may not develop all the information an
insurer needs to know to process a claim, and
additional costs might be incurred as a result of
having to follow up on the initial submission;

a state-specific form would result in computer systems
to accommodate modifications to the standard HCFA-1500
and UB-82 claims forms;

a new form would mean increased space for storage,
additional record-keeping, and restructuring of
administration kits;

a new form would mean increased processing time and
would increase the risk of errors.

In addition to increased costs, some of the companies noted other
problems a universal claims form could create:

( i)

(ii)

(iii)

(iv)

lack of data to enforce contracts;

future processing needs or reporting requirements might
not be taken into consideration when developing a new
form;

creation of a new form could delay the introduction of
advanced technological methods of reporting;

a universal claims form would be cumbersome and long
since it would have to be designed for all health care
procedures.

Thirteen (13) companies indicated on the survey that
reimbursement would not be handled on a more timely basis if
everyone were required to use the same claims form. However,
when asked what types of benefits a universal claims form could
offer, the following responses were given:

( i)

(ii)

(iii)

(iv)

(v)

(vi)

(vii)

increased consistency in the forms would result in less
confusion on the part of providers;

administrative costs would be reduced after all systems
and contracts have been changed;

processing time would be reduced;

errors would be reduced due to standard coding;

expenses would be reduced;

training would be facilitated as well as interpretation
of billings;

the move toward electronic data interchange would be
facilitated.
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Ten (10) companies that responded to the survey said they already
participate in a network for the electronic transmission of
health insurance claims: however, two of these companies
indicated that this network was restricted to their company
and/or their providers. Ten (10) companies that did not already
do so said they would be willing to participate in an open
network for the electronic transmission of claims.

Although the questionnaire did not ask the companies about
anyone particular claims form, a number of companies indicated
on the survey that they already accept the national HCFA-1500 and
the UB-82 claims forms and that these could be used as the
standardized claims forms for Virginia. One company also
mentioned that although most states do not mandate use of the
HCFA-1500 and the UB-82 claims forms, many states have mandated
that insurance companies accept them for payment. Several
companies indicated that they would not be opposed to the
establishment of a universal claims form as long as it was the
HCFA-1500 for providers and the UB-82 for hospitals. Several
companies also. indicated that they were advocates of electronic
claims submission and encouraged the development of a national
electronic claims format through the American National Standards
Institute.

Physician survey

The Bureau also sent a survey to one hundred (100) randomly
selected physicians across the state.. This list was provided by
the Department of Health Professions and included all physicians
licensed and living in Virginia. The same survey was sent to the
Virginia Medical Group Managers Association which is a state
organization that represents administrators and office managers
of medical groups. The purpose of the physician survey was to
determine the following:

(1) whether physicians or their office managers would be in
favor of the creation of a universal health insurance claims
form;

(2) whether physicians or their office managers think it would
be feasible to develop a universal claims form:

(3) whether it would reduce administrative costs, and if so how,
or whether it would create additional costs;

(4) what types of problems physicians would encounter if they
were required to convert to a universal claims form;

(5) whether reimbursement would be handled on a more timely
basis if companies were required to use the same claims form;

(6) how many physicians participate in a network for the
electronic transmission of health insurance claims: and
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(7) how many physicians who do not already participate in a
network for the electronic transmission of health insurance
claims would be willing to participate in such a network.

Out of thirty (30) responses received, twenty-eight (28)
physicians indicated that they would be in favor of the creation
of a universal health insurance claims form. Twenty-nine (29)
said they thought it would be feasible to develop such a form.
Twenty-one (21) physicians said they thought it would reduce
administrative costs. Estimates of cost savings varied, but the
majority of respondents indicated that the cost savings would be
the result of a reduction in staff time and a reduction of
supplies needed for processing claims. Five (5) physicians
indicated that the creation of a universal health insurance
claims form would pose special problems for them such as having
to redesign computer software and having to change current forms.
Nineteen (19) indicated that they thought reimbursement would be
handled on a more timely basis if everyone used the same claims
form. Ten (10) said they already participate in a network for
the electronic transmission of health insurance claims and twelve
(12) said they would be willing to participate in such a network.

Although the questionnaire did not ask the physicians about
anyone particular claims form, two respondents said the HCFA­
1500 should be used as a universal form. Two other respondents
said the HCFA-1500 is essentially used by everyone now. Another
respondent said the HCFA-1500 form was too complicated and time
consuming to be used.

Advisory organi.ation Survey

The Bureau also sent a survey to eighteen (18) organizations
that served in an advisory capacity on the Task Force for Managed
Health Care. Most of the organizations selected for the survey
represented providers other than physicians. The following
organizations were surveyed:

Mental Health Association of Virginia
Psychiatric Society of Virginia
Virginia Academy of Clinical Psychologists
Virginia Association of Allied Health Professions
Virginia Association of Clinical Counselors
Virginia Chiropractic Association
Virginia Counselor's Association
Virginia Dental Association
Virginia Health Care Association
Virginia Health Care Coalition
Virginia Health Council
Virginia Hospital Association
Virginia Nurses' Association
Virginia Pharmaceutical Association
Virginia Psychological Association
National Association of Managed Care Physicians
Health Insurance Association of America
Medical Society of Virginia
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The format of the advisory organization survey was very
similar to that of the physician and company surveys. The
purpose of the advisory organization survey was two-fold: (i) to
determine the impact that a single claims form would have from
the perspective of a variety of provider groups and (ii) to allow
associations that had participated on the Task Force on Managed
Health Care an opportunity to provide input for this study.

Out of sixteen (16) responses received, fifteen (15)
organizations indicated that they would be in favor of the
creation of a universal health insurance claims form. Fourteen
(14) said they thought it would be feasible to develop such a
form. Fourteen (14) said they thought it would reduce
administrative costs. Eleven (11) said they thought claims
reimbursement would be handled on a more timely basis if everyone
used the same claims form. Four (4) favored the idea of
requiring all providers and insurance carriers to participate in
a network for the electronic transmission of health insurance
claims.

Two of these organizations said they favored the HCFA-1500
claims form and indicated that they would not be opposed to the
requirement of a standardized claims form as long as the form was
not unique to the Commonwealth of Virginia. One organization
mentioned that the UB-92 was in the process of being developed
and that this was an update of the current form most often used
by hospitals (UB-82). Two organizations said that while they
supported the movement toward electronic data interchange, they
did not support mandates for participation in such a network.

state survey

The Bureau contacted the Texas Department of Insurance to
obtain the results of a state survey the Texas Department had
conducted in May, 1992. This survey was sent to all state
insurance departments to determine (i) how many states have a
centralized claim processing center for insurance claims and (ii)
how many states have adopted a standardized health insurance
claims form. By the end of June, twenty-five (25) states had
responded to the survey and some preliminary information had
been gathered. According to the results of the survey, only one
state indicated that they had a centralized claim processing
center for insurance claims and eleven (11) states indicated
that they had either adopted a standardized claims form or had
legislation pending. In addition to the eleven (11) states that
had indicated on the Texas survey that their state had adopted a
standardized claims form or had legislation pending, the Bureau
learned that fifteen (15) other states were either considering
adopting a standardized claims form or had already adopted one.
The following shows a summary of the twenty-six states'
activities:
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Claims Pora
Adopted

Alabama
Arkansas
Florida
Indiana
Kansas
Kentucky
Mississippi
Nevada
New York
North Dakota
Oklahoma
Oregon
South Carolina
Tennessee
West Virginia
Wisconsin

Leqislation/Adoption
Pendinq

California
Maryland
Michigan
Pennsylvania
Vermont
Wyoming

study in Proqres8

Colorado
Maine
Montana
Texas

Among the states that have adopted a standardized health
insurance claims form or have legislation pending, thirteen (13)
states either require or plan to require insurers to accept the
HCFA-1500 claims form from physicians. Eleven (11) states
require or plan to require insurers to accept the UB-82 claims
form from hospitals. The HCFA-1500 was developed by the Uniform
Claims Form Task Force which was co-chaired by the American
Medical Association and the Health Care Financing Administration
(HCFA) of the United states Department of Health and Human
Services. The UB-82 was developed by the National Uniform
Billing Committee which was co-chaired by the American Hospital
Association and the Health Care Financing Administration. Nine
(9) states indicated that a separate claims form is used for
dentists and pharmacists. Each of these states indicated that
the claims form developed by the American Dental Association is
used for dentists. There does not appear to be a widely used
form for pharmacists and only four (4) states indicated that a
standard pharmaceutical claims form had been developed in their
state.

KAlC Proposal

The National Association of Insurance Commissioners (NAIC)
was also contacted to determine whether any consideration had
been given to developing a model claims form on a national level.
The NAIC is an organization of the chief regUlatory officials of
all of the state insurance departments. Among other functions,
the NAIC provides a forum for the exchange of ideas and the
formulation of uniform policy through model insurance laws and
regUlations. The NAIC is considering the idea of developing a
model health insurance claims form. According to information
obtained from HAle staff, they are in the process of setting up a
working group, and will probably propose that the HCFA-1500 be
adopted as the model claims form for physicians and that the UB-
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82 be adopted as the model claims form for hospitals. At this
time they are not sure which form they will suggest for
pharmacists, but they will probably suggest that the ADA form
currently used by most dentists be adopted as the standard dental
claims form.

survey of other Aqencie.

The Virginia Department of Medical Assistance Services was
contacted, as well as the united states Department of Health and
Human Services, to determine whether a universal claims form was
required ·to be used for services provided under Medicaid and
Medicare in Virginia. According to information obtained from the
virginia Department of Medical Assistance Services, the HCFA-1500
(12/90 Edition) is required to be used by physicians filing
claims under both Medicaid and Medicare. Other providers such as
mental health providers, podiatrists, and optometrists also use
the HCFA-1S00 claims form. Hospitals are required to use the UB­
82 claims form.· Dentists and pharmacists have their own separate
forms and do not use the HCFA-1500. According to information
obtained from the Social Security Administration Office of the
United states Department of Health and Human services, the HCFA­
1490 SC (2/87 Edition) is used by beneficiaries to file their own
Medicare claims. The ~ravelers Companies (the Part B Medicare
carrier for part of Virginia) confirmed that the HCFA-1500
(12/90) Form was the correct form to be used by physicians for
all services rendered to Medicare patients. The original
effective date for this form was 1/1/92, but that date was
revised to become effective on 7/1/92. copies of these forms are
shown in Appendix B.

~j

The American National standards Institute (ANSI) has also
been working on developing a standard health insurance claims
form. ANSI is the coordinator of national standards in the
United states and serves as the central body responsible for the
identification of a single consistent set of voluntary standards.
ANSI provides an open forum for identifying, planning, and
agreeing on standards. Within the ANSI organization, the
Accredited Standards Committee (ASC) X12 has been established to
develop standards to facilitate electronic data interchange. An
insurance subcommittee, which is called the X12N subcommittee, is
working on a proposal to combine into one form the HCFA-1500 and
the UB-82 (this will include changes incorporated into the UB-92
when that form is adopted). The new form is being referred to
within the ANSI organization as the ANSI X12 837 Health Care
Claim Transaction (see Appendix C). The X12N subcommittee
expects the ANSI X12 837 to be approved as a standard claims form
in Oc~ober. This will be approved through the ANSI Consensus
Ballot process in which HCFA and approximately 800 other
providers and insurers participate. According to information
from the X12N subcommittee, the new form will be suitable for use
by dentists and pharmacists as well as physicians and hospitals.

-11-



Electronic Cla1.. Proce.sing

One means of standardizing claims administration is through
the use of electronic claims processing. Electronic claims
processing eliminates paper files and enables transactions to
occur instantaneously. Electronic claims processing offers the
following advantages:

1. Stan4ardiBation. Claim and billing standards are uniform.

2. Aocuracy. Clearinghouses ensure that data is accurate.

3. Reduced Costs. Providers can reduce administrative staff
and payors can reduce clerical staff.

4. Paster payment. Providers can be paid daily. Bank accounts
can be credited through electronic funds transfer, thus
eliminating paper bills and mailings.

5. Prau4 Control. Fraudulent claim activity lan be identified
more quickly and questionable practices flagged.

Companies are already entering the marketplace to provide
electronic claims processing services. According to information
submitted to the Bureau by the Mid-Atlantic Medical Counsel, over
fifty-six (56) public and private insurance payors participate in
electronic claims processing. The Mid-Atlantic Medical Counsel is
an organization that, in association with GTE Health Systems
Incorporated and the National Electronic Information corporation
(NEIC), offers electronic claims processing services to
physicians and health care providers in the Commonwealth and
throughout the Mid-Atlantic region. Their goals are to reduce
paper work and administrative costs, file claims within twenty­
four (24) hours of the date of service, report rejected claims
and refile amended claims forms within ninety-six (96) hours of
service, and have payment rendered within twenty-one (21) days of
service. The president of Mid-Atlantic Medical Counsel indicates
that both of these electronic claims clearinghouses (GTE and
HEIe) subscribe to the ANSI X12 standards set by the American
National Standards Institute. A list of NEIC participating
payors is shown in Appendix 0 of this report.

Blue Cross and Blue Shield of virginia (BCBSVA) has also
developed a system for the electronic transmission of claims data
and payment using the ANSI 820 standardized remittance format.
The company plans to convert to the ANSI 835 format. Healthcare
communication services (BeS), which is a wholly owned subsidiary
of BCBSVA, serves as a health claims clearinghouse for Blue Cross
and Blue Shield plans. By establishing a paperless claims
submission process, the company is able to operate more
efficiently through a reduction in postage expenses, a reduction
in check and envelope costs, a reduction in processing errors,
improved processing time, and streamlined operations. 2
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The concept of mandating the use of electronic claims
processing was also considered at the federal level. One of the
proposals in a bill recently introduced in Congress, the "Health
Insurance Purchasing Cooperatives Act" (8.2675), would have
required participating insurers to use electronic administration
of claims and billing. Under this proposal, a national health
insurance data system would have been established and would have
consisted of (i) a centralized national data base for health
insurance and health outcomes information: (ii) a network of no
more than five regional health insurance data collection centers;
and (iii) a standardized, universal mechanism for electronically
processing health insurance and health outcomes data. A national
health board would have established uniform billing and claims
forms and mandatory reporting requirements including information
on member eligibility, benefits, use, outcomes, and efficacy. No
action was taken on this bill.

In a separate proposal put together by the Bush
Administration, a computerized health billing system would have
been implement~d which would have given Secretary of Health and
Human Services Louis w. Sullivan the power to require insurers to
use standardized computer software and uniform claims formats.
The President's proposal anticipated a savings of $4 ~illion the
first year and $20 billion annually by the year 2000. No action
was taken on this bill.

The House ways and Means Committee has also studied the
issue of computerization in health .care administration. In
testimony given before the House Ways and Means Subcommittee on
Health, Joseph T. Brophy, the co-chair of the Work Group on
Electronic Data Interchange (WEDI), cited the benefits of
electronic data interchange, but he warned Congress,to "resist
the impUlse to legislate prematurely." In his statement, the co­
chair advised the subcommittee that the government should ensure
the proper environment in which electronic data interchange can
flourish but should "refrain from micro-managing the process."
He also stated that rather than instituting penalties and
mandates, the government should provide incentives to encourage
the development of electroni~ data processing. 4

In a recent report issued by the United states General
Accounting Office (GAO), a recommendation was made to create a
national commission to study health care fraud and abuse. As
envisioned by the GAO, one of the directives of the commission
would be to develop recommendations to promote greater
standardization in claims administration. In doing so, some of
the obstacles which currently stand in the way of detecting and
preventing fraud would be removed. The GAO report pointed out
that, with 1,000 insurers processing four billion health care
claims a year and with providers and insurers using different
payment methods and billing standards, the health care system is
especially vulnerable to fraud and abuse. The commission would
be responsible for establishing ways to ease the exchange of
information without undermining legitimate patient and provider
privacy concerns. Also mentioned in the GAO report was the Forum
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on Administrative Costs which convened in November, 1991, and
which proposed certain administrative reforms that included (i)
electronic billing using standardized formats and (ii)
computerized medical record systems for providers. workkng
groups have been in the process of implementing these reforms.

Despite the fact that over 450 claims forms are currently in
existence, most of the differences in data requirements are small
and many data fielgs are identical; they are simply labeled with
different words. If payors and providers are willing to
subscribe to a universal set of data requirements,
standardization through the use of an electronic claims
processing system can cut processing costs by as much as 25-40
percent. This will substantially reduce the claims processing
costs for insurers, hospitals, and phy~cians who, in 1991, spent
$79.8 billion for claims processing. Three major health care
payors have already announced their support for standardization
in electronic data interchange through the use of the ANSI X12
format. These payors are the Blue Cross and Blue Shield
Association, Travelers, and HCFA (payors under Medicare). If
ANSI standards are adopted universally, the costs of heal~h care
claims administration can be- reduced and quality improved.
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RBCOIDIBNDATIO)1S

Based on the findings contained in this report, the Bureau
of Insurance recommends that accident and sickness insurers,
health maintenance organizations, health services plans, and
dental and optometric services plans be required to accept
certain standardized claims forms but that they be allowed to
accept other claims forms as well.

Under this proposal, accident and sickness insurers, health
maintenance organizations, health services plans, and optometric
services plans would be required to accept the HCFA-1500 claims
form (or its successor) as a standard claims form for physician
serv ices and for serv ices prov ided by chiropractors,
aUdiologists, speech pathologists, clinical nurse specialists who
render mental health services, physical therapists,
psychologists, clinical social workers, professional counselors,
pOdiatrists, optometrists, and opticians. Payors would not be
prohibited, however, from accepting other claims forms if the
provider and the payor agreed upon a different claims form.

For hospital services rendered, accident and sickness
insurers, health maintenance organizations, and health services
plans would be required to accept the UB-82 claims form (or its
successor), but they would not be prohibited from accepting other
agreed-upon claims forms.

For dental services rendered, accident and sickness
insurers, health maintenance organizations, health services
plans, and dental services plans would be required to accept the
ADA form prepared by the American Dental Association, ,but another
claims form considered acceptable by both parties could also be
used.

Because there does not appear to be a national standard form
already developed for use by pharmacists, the Bureau does not
recommend establishing a pharmaceutical claims form that would be
unique to Virginia. The Bureau recommends that the standardized
format which is being developed by the American National
Standards Institute to facilitate the electronic submission of
claims be used by all insuring entities as soon as the ANSI X12
837 Health Care Claim Transaction form has been adopted. This
form will be available for use by hospitals, physicians,
dentists, pharmacists, and other health care providers.

-15-



The Bureau recommends that the following language be
incorporated as a new section under Chapter 3 of Title 38.2 of
the Code of Virginia to become effective on and after January 1,
1994:

138.2-322. Standardized Claims loral. A. No accident and

sickness insurer, health maintenance organization, health

services plan, or optometric services plan licensed in the

Commonwealth shall refuse to accept, as a standard claims fOrm

for physician services or for services provided by chiropractors,

optometrists. opticians. professional counselors. psychologists.

clinical social workers, podiatrists. physical therapists,

clinical nurse specialists who render mental health services.

aUdiologists, and speech pathologists. the standardized HCFA-1500

health insurance claims form, or its successor as it may be

amended from time to time. However. nothing in this section

shall prohibit an insurer. health maintenance organization,

health services plan, or optometric services plan from accepting

any other claims form.

5. No accident and sickness insurer, health maintenance

organization, or health services plan licensed in the

Commonwealth shall refuse to accept as a standard claims fOrm for

hospital services the standardized U5-82 claims form, or its

successor as it may be amended from time to time. However,

nothing in this section shall prohibit an accident and sickness

insurer, health maintenance organization, or health services plan

from accepting-any other claims form.

C. No accident and sickness insurer, health maintenance

organization, health services plan, or dental services plan

licensed in the Commonwealth shall refuse to accept as a standard

claims form for dental services the standardized ADA form

-16-



prepared by the American Dental Association. or its successor as

it may be amended from time to time. However. nothing in this

section shall prohibit an accident and sickness insurer. health

maintenance organization. health services plan. or dental

services plan from accepting any other claims fOrm.

D. The fOrms specified in this section may be modified as

necessary to accommodate the transmission and administration of

claims by electronic means.

-17-
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GENERAL ASSEMBLY OF VIRGINIA··1992 SESSION
HOUSE JOINT RESOLUTION NO. 241

Requesting the Bureau of Insurance of the State Corporation Commission to study the
feasibility of developing a universal health insurance claim form.

Agreed to by the House of Delegates, February 9, 1992
Agreed to by the Senate, March 4, 1992

WHEREAS, in 1991, the cost ot healtb care in the United States was almost 13 percent
of the gross national product; and

WHEREAS. no other country uses more than nine percent of Its gross national product
for tbls purpose, tne average being between six and one-halt percent and eight percent;
and

WHEREAS, one estimate shows that 20 percent of the United States health care
system's funds is dedicated to the administration of healtb care; and

WHEREAS, these administrative costs have burdened the health care system with
billlons 01 dollars in unnecessary costs; and

WHEREAS, a study'S findings suggest that had the United States administration of health
care been as efficient as Canada's, $69.0 billion to $83.2 billion would have been saved in
1987; and

WHEREAS, various and multiple health insurance claim forms requesting both
duplicative and diverse information are a factor in administrative costs;. and

WHEREAS, to complete these varying bealth insurance claim forms, providers must
generally bave separate staff whose sale duty is to act as liaison for consumers and
insurance carriers; and

WHEREAS, clearly, those dollars spent on administering health care could be more
efficiently and effectively utilized on the provision and delivery of health care; and

WHEREAS, an examination of means to reduce these administrative costs and excessive
paper work is Incumbent on the Commonwealth's obligation to its citizens for a more
responsible use of Virginia's health care dollars; now, therefore, be It

RESOLVED by tbe House of Delegates, the Senate concurring, That the Bureau of
Insurance 01 the State Corporation Commission be requested to stUdy the feasibility of
creating a universal health Insurance claims form for use by all insurance carriers licensed
In the Commonwealth; and, be it

RESOLVED FURTHER, That all companies licensed and regutated for the business of
prOViding health Insurance in tbe Commonwealth work in cooperatlon with the Bureau of
Insurance in the Bureau's deliberations.

Tbe Bureau sball complete it work in time to report its findings and recommendations
to the Governor and the 1993 Session of the General Assembly as provided in the
procedures of tbe Division of Legislative Automated Systems tor the processing of
legislative documents.
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PICAHEALTH INSURANCE CLAIM FORMPICA

PLEASE
DO NOT
STAPLE
IN THIS
AREA

6MEDICARE MEC':;AID CHAMPUS CHAMPVA GROUP FECA OTHER ta. INSURED'S 1.0. NUMBER (FOR PROGRAM IN ITEM I'
HEALTH PLAN BLK LUNG

(MedIcare Ifl D ,Medicaid tI) 0 ,Sponsor'S SSNI 0 (VA File #1 0 ISSN or 10) 0 ISSN/ n (IDJ

12 PATIENT S NAME (Last Name. F,rsl Name, Middle Inmal] 3. PATIENT'S BIRTH DATE
SEX 4. INSURED'S NAME (Last Name, First Name. Middle IntI,al)

MM DD YY Mn Fn

5 PAf1ENTS ADDRESS INa. Slreel) 6, PATIENT RELATIONSHIP TO INSURED 7 INSURED'S ADDRESS (No.. Sireel)

Self 0 spouseD ChiidO 01herO

CITY ISTATE 8. PATIENT STATUS CITY t STATE

I singleD Marned 0 Other 0
ZIP CODE IT(LEPHO)E (InClude Area Codel ZIP CODE 1 TELrHONE )NCLUDE AREA CODE)

Employed 0 FUII.TimeO pan.TimeO
Student Student

9 OTHER INSURED S NAME (Lasl Name, F,rsl Name, Middle lnlllal) 10. IS PATIENT'S CONDITION RELATED TO: t I. INSURED'S POLlCY GROUP OR FECA NUMBER

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSURED'S DATE OF BIRTH SEXMM DO YY
DYES DNO MD FD

h. OTHER INSURED'S OATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (Slale) b. EMPLOYER'S NAME OR SCHOOL NAME
MM DO YY

Mn FD DYES DNO
~.~-_..

C EMPLOyERS NAME OR SCHOOL NAME c OTHER ACCIDENT? c. INSURANCE PLAN NAME OR P~OGRAM NAME

DYES DNO

d. INSURANCE PLAN NAME OR PROGRAM NAME roe. RESERVED FOR LOCAL USE d, IS THERE ANOTHER HEALTH BENEFIT PLAN?

DYES D NO If Y.5. relurn to and complele item 9 a-d.

1
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE I authorize

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE I authorize the release 01 any medical or Olher inlormalion necessary payment of medical benelrls 10 lhe undersigned phY1iician or suppliet lor
to process tms claim. I also requesl payment 01govemment benefits eIther to myself or 10Ihe party who accepts asSignment services described below.
below.

SIGNED DATE SIGNED--,_....- - _.- .. .. .- --
14. DATE OF CURRENT: ~ ILLNESS (fIrst symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. 16. OATES PATIENT UNABLE TO WORK tN CURRENT OCCUPATION ,

MM DO YY INJURY (Accident) OR GIVE FIRST DATE MM : DO YY MM , DO YY MM I DO I YY
PREGNANCY(LMP} FROM I , TO

t 7. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.0. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM I 00 I YY MM DO , YY

FROM I I TO

19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? SCHARGES

DYES DNO 1 I
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY, (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) t 22. MEDICAID RESUBMISSION

CODE

I
ORIGINAL REF NO.

1.L-._ 3.L-.. _
23. PRIOR AUTHORIZATION NUMBER

2 L--. 4. L-.
24 A B C 0 E F G H I J K Z

Fro9nATE(S) OF SERVICETo
Place Type PROCEDURES. SERVICES, OR SUPPLIES DIAGNOSIS

DAYS EPSDT RESERVED FOR 0
ot of (Explain Unusual Circumstances) CODE SCHARGES OR Famijl' EMG COB LOCAL USE

;::
MM DO YY MM 00 YY ServiCE ServiCE CPT/HCPCS I MODIFIER UNITS Plan 4
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25. FEDERAL TAX 1.0. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. : 27. ACCEPT ASSIGNMENT? 28. TOTAL CHARGE 129. AMOUNT P~ID 30. BALANCE DUE
I (For goVl. claims, see back)

I I

DO ,0 YES 0 NO S ·f S I $ ,

31. SIGNATURE OF PHYSICIAN OR SUPPLIER I 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE 33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If olher Ihan home or offiCe) & PHONE.
(I certify Ihallhe sratements on the reverse

Iapply 10 thIS bIll and are made a part thereof.)
I

,
I

IGR?'
"

SIGNED DATE I PIN'

5

4

6

(APPROVED BY AMA COUNCIL ON MEDICAL SERViCE 8(88) PLEASE PRINT OR TYPE
FORM HCFA·l500 112·g0}
FORM OWC?·1500 FORM RRB·1S00
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~ental Claim Form'
heck one: Carrier name and addre.s
IDentist's pre-treatment estimate

IDentist's statement of actual se",ices

-1. Pa'II1O'nama 2. Relallonehlp 10 employee 3. Su 4. Patlenl blrthdale 5. If lull Ume .IudenlIIrsl m.i. lasl m I MU 00 yyyy school
0 sail 0 child

I I I0 spouse 0 olher city

6. Employee/subscriber name 7. Employee/subscriber 8. Employ.e/subscrlber 9. Employer Icompany) 10. Group number
and mailing address soc. sec. Or 1.0. number blrthdale name and addre"

MM 00 yyyy

• I I
11. Is palienl covered by anolher 12 -a. Name and addreas 01carrler(s) 12-b. Group no.(s) 13. Name and address 01olher emplover(s)

denial plan?
[Jyes Uno
II ves, complele 12-a.

Is patient covllfed by a medical
plan? LIves Uno

14-a. EmplOyee/subscrlber nama 14-b. Employee/subscriber 14·c. Employes/aub.crlber 15. Relationship 10pallsnl
{II am.rent than patlenl's) soc.sec. Ot'1.0. number blrthdate

MM I 00

I
yyyy 0 .ell 0 parenl

0 spou.e D other

haM ..¥lew'" .... toUowlng INat.........n. I .uthorlM ....... of .n, Info_tloft I ........y .uthorI....,......, of the clental Mneflt. otherwl.. INIvable to _ d ....ctlr to the
.Iatlng to thl. olal... I ~tallld ,tw, I am ............. lor all coo,. 01 dental tn.'.....t. .....w_~ ......."'Ity.

JI-
Igned (Patlenl, or parenlil minor) Oat. S~ned (Inaured peraon) Oala

16. Name 01Billing Dentisl or Denial Enllty 24. Is treelmenl re.ull No Va, II yes. enter brlel description end dales.
of occupallonal
iIInlas or Injury?

17. Address where pavment should be remilled 25. II tree""ent r••ult
of auto accident?

City, State, Zip 26. Other accldenl?

18. OenUst Soc. Sec. or T.I.N. 19. 0lnll8111c8nae no. I 20. Oenllsl phone no. 27. If prosthesis, is this (II no, reason lor replacemenl) I 28. Date 01prior
Initial placement? p1acemenl

-
21. Firal visll dale

I22. Place oUr••tment I23. RadlogreOhlor INore. , How 29. Is treatment lOt' II unllce. alreadY Oat. appllancea Mos. Ire
cumtnt alrles Office Hoap. eCF Oth.r mod.l. enclo••d? many? orthodonlics? commencad placed remllinil

I I I I ente':

entlly mining lealh with ·x· 30. Examination and Irealment plan - Usl in order lromtootl\ no. 1 thfough toolh no. 32 - Usecflal1ing system shown. For
administrativeFACIAL Toolh Surlace O.scrlpllon 01.ervice Oat•••rvlce Procedure F•• use only

~
, or (including x-reys. orophylexl., materiels used, etc.) per10rmed n\,lmber
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31. Remarks for unusual services
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I
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reby certify that Ih. procedur•• a. Indlc:aled by dete hfte been comDleted end thet the r....ubmltted Total Fee Ithe actuel fee. I hne charged and Inlend 10 collect for Iho.e procedure•. Charged
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lid (Trealing Dentisl) UcenseNumber Oal9 Max. Allowable

Deductible
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PLEASE TYPE OR PRINT INFORMATION

FORM APPROVED
OM8 NO 0938·0008

PATIENT'S REQUEST FOR MEDICAL PAYMENT

IMPORT ANT-SEE OTHER SIDE FOR INSTRUCTIONS
MEDICAL INSURANCE 8ENEFITS SOCIAL SECURITV ACT

NOTICE: Anyone who misrepresents or falsifies essential information requested by this torm may upon conviction be subject to fine and imprisonment under
Federal Law. No Pan B Medicare benefits may be paid unless this form is received as required by existing law and regulations (20 CFR 422.510).

Name of Beneficiary from Health Insurance Card
(Last) (First)

Claim Number from Health Insurance Card

2 I I I I I I I I I I I

(Middle)

Patient's Sex

o Male
o Female

SEND COMPLETED FORM TO:

3

Patient's Mailing Address (City, State, Zip Code)
Check here if this is a new address -----~

(Street or P.O. BolC - Include Apartment Number)

(City) (State)

O~scribe the Illness or Injury for which Patient Received Treatment

(ZIP)

Telephone Number
(Include Area Code)

(---)
3b

Was condition related to:
A. Patient's employment

DYes 0 No
4b

4

B. Accident

P Auto o Other

a. Are you employee' and covered under an employee health plan?

b. Is your spouse employed and are you covered under your spouse's employee
health plan?

Was patient being treated with

4c
chronic dialysis or kidney transplant?

0 Yes 0 No

0 Yes 0 No

DYes 0 No

5

c. If you have any mel tical coverage other than Medicare, such as private insurance, employment related insurance, State Agency
(Medicaid), or the V 1\, complete:
Name and Address :It other insurance, State Agency (Medicaid), or VA office

Policy or Medical Assistance No.

Policyholders Name:

NOTE: If you DO NOT ~/ant payment information on this claim released, put an (X) here ., 0
I AUTHORIZE ANY HOLD ~=t OF MEDICAL OR OTHER INFORMATION ABOUT ME TO RELEASE TO THE SOCIAL SECURITY ADMINISTRATION
AND HEALTH CARE FINJ,'ICING ADMINISTRATION OR ITS INTERMEDIARIES OR CARRIERS ANY INFORMATION NEEDED FOR THIS OR A
RELATED MEDICARE CL), M. I PERMIT A COpy OF THIS AUTHORIZATION TO BE USED IN PLACE OF THE ORIGINAL. AND REQUEST PAY·
MENT OF MEDICAL INSl F~ANCE BENEFITS TO ME.
Signature of Patient (If ~ a-t-:-ie-n-t-:-is-u-n-ab~l:-e-t-o-s-:-ig-n-,-s-e-e--:B::-I-o-Ck---:-6-o-n-r-e-v-er-s-e-)-----...,......---.,-O----at-e-s-ig-n-e-d----------

6b

---"--------------- .....-I_-L _

IMPORTANT
ATTACH ITE~ IZED BILLS FROM YOUR DOCTOR(S) OR SUPPLIER(S) TO THE BACK OF THIS FORM

Form HCFA·1490S (SC) (2.87) DEPARTMENT OF HEALTH AND HUMAN SERVICES-HEALTH CARE FINANCING ADMINISTRATION
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ABC X12-:ELECTRONIC DATA INTERCHANGE (EDI]
Accredited Standards Committee
operating under the procedures of the
American National Standards Institute

Document No.:

JUly 3, 1992

Ms. Joanne scott
Bureau of IDsurance
P.o. Box 1157
Ric1llDond, VA 23209

Dear Ms. SCOtt:

X12N Insurance Subcommittee
Lee Barrett • Chairman

The Travelers
One Tower Square· 5 FP
Hartford, CT 06183

ra, 203 2n·7647 FAX: 203 277·2107

In accordance with your request to Lee Barrett, ebCloseCl please f'ind a
copy of Health care Claim Transaction 837.

Please let me kDow if you Deed further infomation.

Si.ncerely,.-!l ..
~tk~
Mike Braddon
203 277-9389



~ 837 Health Care Claim

HEALTH CARE CLAIM • 837

FUNCT10NAL GAOUP.HE
This Draft Standard for Trial Use contains the format and establishes the data contents
of the Health Care Claim Transaction Set (837) for use within the context of an
t:lectronic Data Interchange (EDI) environment. This standard can be used to submit
health care claim billing information 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.

For purposes of this standard. providers of health care products or services may include
entities such as physicians. hospitals and other medical facilities or suppliers. dentists.
and pharmacies. The payer refers to a third party entity that pays claims or administers
the insurance product or benefit or both. For example. a payer may be an insurance
company. health maintenance organization (HMO). preferred provider organization
(PPO), government agency (Medicare, Medicaid. Civilian Health and Medical Program
of the Uniformed Services (CHAMPUS). etc.) or an entity such as a third party
administrator (TPA) or third party organization (TPO) that may be contracted by one
of those groups.

LOOPAEPEAT

1000110 NTE

LOOPAEPEAT

2000l100!NTE

201012 i NTE

3



837• HEALl1-I CARE CLAIM

045 SBR Subscriber Information M 21001999991 NTE
050 DTP Date or Time or Period 0 5

055 NY1 Individual or Organizational Name 0 1 2,,0/10i ~NTE

060 N2 Additional Name Information 0 2

065 N3 Addre$s Information 0 2

070 N4 Geographic Lecation 0 t

075 DMG Demographic Information 0 1

080 PER Administrative Communications 0 2
Contact

085 REF Reference Numbers 0 5

080 PAT Patient Information M 1 22001991

095 NMl lndiviauai or Organizational 0 22101101 'NTE
Name

100 N2 ' Additionai Name Informati()n 0 2'

105 N3 Address Information 0 2

110 N4 Geographic Location 0 1 i
115DMG Demographic Information 0 1

.
!

120 PER Administrative Communications 0 2 ~

Contact

125 REF Reference Numbers 0 5

130 eLM Health C:aim M , 2300l100i

135 DTP Date or Time or Period 0 40

140 eL1 Claim Codes 0 1
j

145 ON1 Orthodontic lntormancn 0 1
. -
I

150 ON2 Tooth Summary 0 35 I
!
i

155 PWK Paperwork 0 10 :
I

160 eN1 Contract Information 0 1
;
I

i

165 DSB Disability Information 0 1 I
I
I

170 UA Peer Review Organization or 0 1 1

Utilization Review

175 AUT Monetary Amount 0 40

1ao REF Reference Numbers 0 10
i :

185 K3 File Information 0 10 !NTE
190 NTE Note/Speciallnstruction 0 4

i
NTE

195 CR, Ambulance Certification 0 1 .NTE

200 CR2 Chiropractic Certification 0 1
i
I

I I

205 CA3 Durable Medical Equipment 0 1 I
I

Certification ! . !
210 CR4 Enteral or Parenteral Therapy 0 3 I

Certification i
I

I !
215 CRS Oxygen Therapy Certification 0 1 I

!

220 CRe Certification Conditions 0 3

225 PC Procedure Codes 0 25

4 TRANSAcnONSETDEVELOPMENT·2JUNE1~



HEALTH CARE CLAIM· 837

230 "AM' Informational Values a 25

235 CO2 Multi- Vatuec Characteristics 0 30

240 aTY Quantity a 10

245 1..5 Loop Heacer a
I.

250 NM1 !ndiv1cual or Organizational 0 1 2310/91 NTE
Name

255 PRY P·ov~cer Information 0 ,
260 N2 Accmcna: Name Information 0 2

265 N3 Aocress Iniormation 0 2

270 N4 3ecc;raohic Location 0 1

275 PER Adr.1I~lstrative o 2
:orr.~t,;nications Ccntact

280 LE Lccc T:'alier 0 1

285 LX Asslgr:ec Numoer 0 2400/10000 i NTE

290 SV1 P·cless,onal Service 0

295 SV2 Institutional Service 0 ,
300 SV3 Dentai SSMea 0 ,
305 SV4 Drug Service 0 1

310 LIN item iaentrfication 0 1 2410"01 "NTE

315 CTP pr:c:r.g If'lformation 0 1

320 SV5 Duraoie Meolcal Equipment 0 ,
Service

325 SV6 Anesthesia Service 0 .,
330 SV7 Drug Adjudication 0 ,
335 CO2 Multi-Vaiued Characteristics 0 5.
340 PWK Paperwork 0 10

I
345 CR1 Ambulance Certification 0 , :NTE
350 CR2 ChircoraC1ic Certification 0 5

355 CR3 Duracie Medical Equipment 0 1
Certification

360 CR4 E~teral or Parenteral 0 3
Theracy Cartification

365 CRS Oxygen Therapy Certificat:on 0 , "

370 CRe Certriication Conditions 0 3

375 DTP Date or Time or Period a 15

380 OTY Quantity 0 5

385 eN1 Contrac: Information 0 1

390 REF Referer:ce Numbers a '0
395 AMT Monetary Amount 0 15
400 K3 File Information 0 10 :NTE

405 NTE NcteiSpec:allnstruetion 0 10 ;NTE
410 PS1 Purchase Service 0 ,
415 LS Loco Header 0 1

TRANSAcnON SET DEVELOPMENT· 2 JUNE 1992 5



, 2420110

1

2

2
.,
2

.,

.
I

25001101

837 • HEALTH CARE CLAIM

420 NM1 Individual or 0
Organizational Name

425 PRY P~cvlcer Information 0

430 N2 Aociticnai Name 0
lntcrmanon

435 N3 Accress Information 0

440 N4 GQcgraohic Location 0

445 PER Acrmmstranve 0
Communications Contact

450 LE Looo T~aller 0

455 LS Loco Heacer 0

460 NM1 indivlcl,;al or Organizational 0
Name

465 N2 Accit:cr.al Name Information 0

470 N3 Aceress Information 0

475 N4 Geograonic Location 0

480 PER Administrative 0
Communications Contact

485 SBR Subscr:ber Information 0

490 CA1 C:alm Aojudication 0

495 AMT Monetary Amount 0

500 OMG Demcgracnic Information 0

505 DTP Date or Time or Period 0

510 REF Reierer.ce Numbers 0

515 LE LOCD Traiier 0

520 SE Transaaion Set Trauer M

Notes & Comments - Table 1

2
2,

1

1

.,

.,
15

.,
2

3

1
4

• I

I ~
!

:NTE

NTE

'NTE

PaS._NO.__TY_P_E_ .:,:TEXT=:. _

020 NTE Loop 1000 centams sl.:omitter and receiver information. If any intermediary receivers enans. or acd
data in any way. :l'1er. :~ey add an occurence to the Icop as a form of identification. The adeed leoD
occurenca must oe :r.e last cceurence of the loop.
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HEALTH CARE CLAIM· 837

Notes & Comments - Table 2
PO&.NO. TYPE ..;TE;..;X..;..T _

005 NTE A sampie of the overall structureotTaole 2 of the 837 Transaction Set is:
2000 PROVIDER {Billing Provider)
2100 SUBSCRIBER
2200 PATIENT
2300 CLAIM
2400 SERVICE L1NE{S)
2500 INSURANCE
2300 C~IM

2dOO SE::1VICE L1NE{S)
2200 PA71ENT
2300 CLAIM
2400 SERVICE L1NE{S)
2500 iNSURANCE
2100 SUBSCRI8En
2200 PATIENi
2300 CLAIM
2300 CLAIM
2000 PROVIDER (Billing Provider)
2100 SUBSCRIBER
2200 PATIENT
2300 CLAIM
2400 SERVICE LlNE{S)
2500 INSURANCE
2100 SUBSCRIBER
2200 PATIENT
2300 CLAIM

015 NTE Loop 2010 containsprovider information:
• Billing Provider Infcrmation
• Pay-To Provider

045 NTE Loop 2100 contains informationabout the subscriber of the current insurancecarrier.

055 NTE Loop 2110 contains name and address information tor:
• SUbscriber
• Subscriber's Current InsuranceCarrier
• Subscriber's Scncoi or Employer

095 NTE LOOD 2210 contains name and address information tor:

• ?atient
• Patient's legal Representative
• Party Responsible for the Patient

185 NTE The K3 segmentcontains information specific to any Federal, State or Plan changes.

190 NTE The NTE segmentcontainsdiagnosis description informationand certification narrative information.

195 NTE The CR1 through CASand CRC certification segmentsappear on both the claim level and the service
line level because certiiications can be subrninedfor all serviceson a claim or for individual services.
Cerfication informationat the ciaim level appliesto all service lines of the claim, unless overridden by
certification information at the service line level.

250 NTE loep 2310 contains Information about the provider rendering tne servicets). This previaer name and
address informationwill apply to all service lines of the claim, uniessoverridden by provider
information at the service line level.This informationcan also be facility identification information or
oxygen therapy facility information.
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837 - HEALTH CARE CLAIM

Notes & Comments - Table 2
POS.
NO. TYPE TEXT-- --- -------------------------------------

285 NTE Loop 2400 contains Service Line information.

310 NTE Loop 2410 contains comcound drug components. Quantities ana prices.

345 NTE The CR1 through CRS ana eRC certification segments aopear on both the claim ievet ana the service
Hne level because certifications can be SUDmrtteo for all services on a claim or for :naivlcual servICes.
Certification information at the claim level aoplies to ail service lines of ~r.e claim. uruess overndden by
certification information at the service line level.

400 NTE The K3 segment ccmams information specific to any Fgaeral, State, or Plan changes.

405 NTE The NTE segment ccntams certification narrative information.

420 NTE Loop 2420 contains :nicrmation about the proviaer renaering the service oetaiied on ~r:e service line.
These segments overrrde ,he information in the c!aim-level segments (within 1000231 Cl, .f ~he entity
identifier codes in aaca segment are the same. This information can also 08 ourcnasea service
information or oxygen :neraoy facility information.

460 NTE Loop 2500 contains .nsurance information about:
• Paying and Other insurance Carriers for that SUDscnber
- Subscriber of the Other Insurance Carriers
• School or Employer Information for that Subscriber
• Segmems NM1 - Nd contain name and address information of the insurance earners :oeferenced in
:he aoove note.

490 NTE The CA1 segment contains crossover data.
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APPENDIX D



MID-ATLANTIC MEDICAL COUNSEL

NEIC PARTICIPATING PAYORS
14-Feb-92

Acardia Benefits of Florida

Aetna Health Plans - PPO

Aetna Life & Casualty Comp:Jny

American General Group

American Healthnet - Texas
American Postal Workers Union (APWU)
Enthem-Florida Health Network
A-ntbem Group Services

Anthem Health Plan
Anthem Life Insurance
Benefit Trust Life Insurance Company

C1GNA (Connecticut General Life)

CIGNA Health Plan - HMO

CNA Insurance Companies

CNA Mlli/hand/ers

Confcdemtion Life Insurance company

Confed Admin Services Inc

Connecticut General Life Insurance
EBA - Employee Benefit America

EQU/COR (C/ONA)
Florida Health Network
General American Life Insurance Company

Georgll Power Co.
Great Southern Life (Modern American Life Insurance Company)

Great- Western Life Assurance Company ofAmerica

The Guardial Life Insurance Company ofAmerica

Gulf Group Services
HCN - Health Care Network - Milwaukee
Health Economics Corporation

Health Net - California

Health Net - Kansas City, Mo

Heslthpoint Corporation
Healthy Choice

lCH Corporation

John Hancock Mutual Life Insurance Company

John Hancock Health Security Program

John Hancock Preferred Health PLan

Liberty Life Insurance Compnay

Life Insurance ofGeorgia



NEIC PARTICIPATING PAYORS - CONT.

Moo Connect - Chicago

Metropolitan Life Insurance Company

Modem American Life Insurance Company

MutWll ofOmaha Insurance Company

MutuaJly Preferred

The New England

New York Life Insurance Company

Pacific Mutual Life Insurance Company

Pacific Health Systems

Philadelphia American Life Insurance Company

The Phoenix

Phoenix Mutual Life

PMG

Peferred One - Minneapolis

Principal Financial Group (formerly Bankers Life of Iowa)

Principal Mutual Life Insurance Company

Provident Life end Accident lnsursnce Company

Provident Life and Accident Insurance Company ofAmerica

Provident Life and Casualty Insurance Company

Prudential Life Insurance

Sagamore - South Bend Indiana

Sanus - St. Lollis. Missouri

Sanus PPO
State Mutual Life Insurance Company of America

The Travelers
United Benefit Life Insurance

United ofOmaha


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	



