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HIPAL Validation Error Report
Note: Bills that cannot be transmitted electronically are missing data required for HIPAL compliance

Error Date Cantrol No Nissing Data

05/10/2003  203-58 Palicy Holder Gender,
08/04/2003 203-61 Palicy Holder Gender,
05/10/2003 203-61 Palicy Holder Gender,
05/29/2003 203-61 Palicy Holder Gender,
08/12/2003 203-63 Palicy Holder Gender,
05/16/2003 203-54 Palicy Holder Gender,
05/10/2003 203-70 Palicy Holder Gender,
05/10/2003 203-72 Palicy Holder Gender,
05/16/2003 2038 Palicy Holder Gender,
05/11/2003 203-50 Palicy Holder Gender,

09/11/2003 203-91 Policy Holder Gender,





HEALTH INSURANCE PORTABILITY AND
 ACCOUNTABILITY ACT (HIPAA) 
UNIFORM BUSINESS OFFICE (UBO)

HIPAA ELECTRONIC BILLING FUNCTIONAL BUSINESS RULES
1. Background
In accordance with the Health Insurance Portability and Accountability Act (HIPAA) of 1996, a final rule was published in the Code of Federal Regulations (CFR) on 17 August 2000 that established new standards, requirements, and implementation specifications for health plans, clearinghouses, and health care providers who transmit any health information in an electronic form (effective 16 October 2003).  

The following functional business rules guidance is issued as an addendum to the DoD Military Treatment Facilities Functional Business Rules for Outpatient Itemized Billing, dated August 2002.  This document is located on the TRICARE website at http://www.tricare.osd.mil/ebc/rm_home/ubo_documents_itemized_billing.cfm.
2. HIPAA Electronic Billing Function Business Rules Overview
2.1. The HIPAA “837” refers to the electronic health care claim transaction. It refers to both professional and institutional transactions.  Within the scope of the Military Treatment Facilities (MTF) business office operations, the electronic 837 transaction applies only to the Third Party Collections Program (TPCP) Outpatient Itemized Billing (OIB) program.
2.2.HIPAA mandated that specific patient encounter data be included in all electronic claims submissions.  As a result, new and/or revised data fields have been added to the Composite Health Care System (CHCS), the Ambulatory Data Module (ADM) and the Third Party Outpatient Collections System (TPOCS).  CHCS II and the Provider Graphic User Interface (P-GUI) will also include these new/updated data fields.  These HIPAA-related data fields are outlined in sections 4-7.
2.3. The interface between CHCS and TPOCS has been modified to capture and send the required HIPAA compliant data elements for electronic billing.  TPOCS will apply a HIPAA edit check prior to the transmission of all electronic claims.  If the claim does not meet the HIPAA electronic transmission requirements, it will result in a paper claim. 
2.4. The following claims submission will require paper format: ambulance, dental, inpatient TPC, MSA, MAC, ancillary services, to include laboratory, radiology and pharmacy.   

2.4.1. If a manual bill is created in TPOCS, electronic billing cannot occur.  The HIPAA compliant format mandates specific data elements that are captured in CHCS/ADM and cannot be entered in TPOCS.  Manual bills will not pass the TPOCS HIPAA edits check and will result in a paper claim.
2.5. Currently, remittances sent to the MTF by the Third Party Payer (e.g., Explanation of Benefits (EOBs) and payments), will continue to be in the paper format.  
3.  Process Flow Diagram of the MTF HIPAA 837 Electronic Billing Process
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4.  MTF Revenue Cycle Front End Changes

4.1. CHCS/ADM: New Data Element Collection Requirements 

4.1.1. Capture of Other Health Insurance (OHI)
a. Subscriber’s gender and date of birth (DOB): HIPAA required fields.  
Data Source: CHCS.  
b. The patient is NOT always the OHI policy holder/subscriber:  Patient is defined as the beneficiary covered by the subscriber’s insurance policy; Subscriber is defined as the name listed in the health insurance policy.

c. The HIPAA software conversion will automatically populate these fields IF the subscriber has been previously entered into CHCS.  If the subscriber information is not contained in CHCS and/or is not authorized to receive care in an MTF, the MTF will need to establish procedures to obtain this information (subscriber’s gender and date of birth) and input the data into CHCS (Other Health Insurance- Enter/Edit Continuation Screen).

d. Additional insurances have been added. Legacy insurance selections in CHCS have been mapped to the new HIPAA Insurance Type Table. Below is a list of additional HIPAA insurance types that have been added to the CHCS table for HIPAA compliance.

Insurance Type Code
AP
      Auto Insurance Policy, e.g. GEICO policy

C1
      Commercial, e.g. BC/BS fee for service or 80/20 policy

CP
Medicare Conditionally Primary – primary for a particular condition, e.g. conditionally, Medicare benefits may be paid while a workers compensation claim is pending payment

GP
Group Policy – risk sharing, group policy through place of employment

HM
Health Maintenance Organization, network of providers, need referrals, e.g. CIGNA Healthcare

IP
Individual Policy – no risk sharing, e.g. individual that is self-employed and owns policy

LD
Long Term Policy – policy for long term care, e.g. assisted living/nursing home

LT
Litigation – MAC or tort claim, liability may lie elsewhere rather than healthcare coverage

MB
Medicare Part B

MI
Medigap Part B – supplement to Medicare Part B

MP
Medicare Primary – Medicare Part A, Medicare is patient’s primary insurance

OT
Other

PP
Personal Payment – self-pay, no insurance

SP
Supplemental Policy – any policy that is not patient’s primary insurance
4.1.2. Pregnancy Related Claims
a. Pregnancy Related Indicator:  new data field; situational HIPAA requirement for clinical encounters that are pregnancy related. 
Data source:  ADM (P-GUI & CHCS II fields will be available by May 2004).  
b. If the Health Care Provider (HCP) enters “Yes” in the Pregnancy Related Field, the last menstrual period (LMP) and estimated date of birth required fields are triggered for data entry.  Data entry will require the MM/DD/Year format.  

HIPAA alpha test site recommended MTF business practice:  

Include the patient’s LMP and estimated date of birth data field in the new OB orientation paperwork.  If data is entered into an OB clinic database, provide access to other MTF clinics, to include outpatient coding staff.  
c. Specialty care:  when a pregnant patient receives treatment in a specialty clinic the following guidance is provided:

Pregnancy related conditions: HCP should enter “Yes” in the Pregnancy Related Field.  This will trigger the LMP and estimated date of birth fields, which will require data entry to complete the ADM encounter.  NOTE: pregnancy related conditions pertain to treatment received during the prenatal timeframe and not during the post-partum period.  

HIPAA alpha test site recommended MTF business practice:  

Include the patient’s LMP and estimated date of birth on all OB consults/referrals to other MTF clinics/specialty providers. If this information is not available, the dates are estimates based on information provided by the patient.
Non-pregnancy related conditions: HCP enters “No” in the Pregnancy Related Field.  MTF staff responsible for coding the encounter should use ICD-9-CM V22 (V22.0, V22.1, V22.2) diagnosis codes. 

4.1.3. Injury Related Claims

a. Injury Related Field: new data field; situational HIPAA requirement based on the reason for the encounter and the Common Procedural Treatment (CPT) codes used.  This HIPAA requirement pertains to the initial treatment of an injury, not the subsequent after care.  In accordance with national coding guidelines and the MHS ADM Coding Guidelines, E-Codes are used to code the treatment for an initial injury.  The ADM record will require an E-Code in order to complete the record.  
Data source:  ADM/PGUI (CHCS II field will be available May 2004).  
b. If the HCP/MTF staff enters “Yes” in the Injury Related Field, the date and cause code (reason for injury) fields are triggered.  The Injury Related Field will automatically trigger to “Yes” with the use of an E-code by the HCP/MTF coding staff.  

c. Cause Codes:  (Note: User can select up to 3 Cause Codes)

AA- Automobile- the injury involved an automobile


AP- Another Party Responsible- liability lies with another individual or entity


EM- Employment- Occurred while on the job


OA- Other Accident- All other injuries
d. The AA cause code will trigger an additional field, geographical location, which requires data input.  HIPAA mandates the use of [FIPS/ISO)] standard state/country codes to identify the place where the injury occurred.    

1. CONUS:  Pick-list available from FIPS/ISO state codes.
2. OCONUS:  MTFs will use “ZZ” designation for overseas locations and unknown state codes. 
4.1.4. Previous Record Entry/Current Functionality in ADM
a. This is an existing ADM functionality that may impact new HIPAA-related data. It pulls over ICD-9-CM codes from the patient’s last encounter.  It is clinic specific.
b. Implication of this functionality is the possibility of auto populating an E-code from the prior initial injury related encounter. Injury related information is collected for initial injury only.  In this instance, user must switch “Yes” to “No” for “Injury Related” and edit the E-code.  Reference:  MHS ADM Coding Guidance, dated October 2002 which states: “The site manager [CHCS administrator] has the capability to turn this function “on or off,” as directed by the clinic manager/supervisor.”
4.1.5. Ancillary Services
4.1.5.1 Laboratory: MTFs will be required to use the paper format to submit all laboratory claims.
a. Future functionality: if an MTF has the CHCS lab interoperability in use, a new data field is required: the Clinical Laboratory Improvement Amendment (CLIA) number.  The CLIA will be required for all for external labs.  The CLIA number will require a one-time entry into the MTF’s laboratory file and table fields.    
Proposed future enhancement: For internal labs, the UBO is requesting the use of the DoD Clinical Laboratory Improvement Program (CLIP) number as a substitute for the CLIA number. 
4.1.5.2 Radiology:  MTFs will be required to use the paper format to submit all radiology claims.  

a.   Future functionality:  the UBO is developing business rules and systems’ functionality to provide the capture of the appropriate provider taxonomy for radiology services to designate rendering provider.

4.1.5.3 Pharmacy:  MTFs will be required to use the paper format to submit all pharmacy claims.

a. Future functionality:  HIPAA requires the use of the National Council Prescription Drug Program (NCPDP) data requirements to comply with its electronic claims submission.  The UBO is currently developing a pharmacy electronic billing solution.

4.1.5. Ambulatory Procedure Visits (APV)
a. Database administrators should ensure that the MTF location file is set up appropriately to identify APV appointments.

b. User adds prior authorization number to an APV, as required.  It is recommended that current business process of acquiring prior authorization numbers be evaluated.  An APV prior authorization number MUST be entered in CHCS to be pushed to TPOCS to result in a HIPAA compliant electronic bill.

c. During an APV, the user is prompted to identify additional providers associated with the encounter.  Name, order and role of providers are entered.  The provider in the first position is always the Appointment Provider. 
d. “Operating Provider” has been added to the drop down list available for Appointment Provider for an APV.  Operating Provider is the default role for APVs.
5. Provider Taxonomy
5.1. Provider taxonomy is a required HIPAA electronic billing field.  Providers are mapped     to a CMAC provider class and a HIPAA provider taxonomy code based on their medical specialty in CHCS. This is a “behind the scenes” function.

5.2. This table is maintained in CHCS and the appropriate provider taxonomy code is automatically pushed to TPOCS for billing purposes.

5.3. The Provider Taxonomy Table is updated semi-annually.

5.4. Future enhancement includes Provider Taxonomy Phase III, where providers are mapped to multiple taxonomy codes, if appropriate.  Phase III allows the taxonomy code associated with the specific encounter to be pushed to TPOCS (early 2004.)

5.4.1. Below is an example of the new HIPAA Taxonomy codes:
204C0000X PHYSICIANS/ALLOPATHIC/OSTEOPATHIC/NEUROMUSCULOSKELETAL MEDICINE/

04D0000X   PHYSICIANS/ALLOPATHIC/OSTEOPATHIC/NEUROMUSCULOSKELETAL       MEDICINE & OMM

204E00000X PHYSICIANS/ALLOPATHIC/OSTEOPATHIC/ORAL & MAXILLOFACIAL SURGERY

204F00000X PHYSCIIANS/ALLOPATHIC/OSTEOPATHIC/SURGERY/TRANSPLANT SURGERY
5.5. Provider specialties/taxonomy for outside providers: at least one provider specialty is    required for all new outside providers if they meet the following criteria:

· Provider flag is “PROVIDER”

· Provider has a DEA#

· Provider class is “OUTSIDE PROVIDER”

· If user attempts to enter a new outside provider without a provider specialty, the following message is generated:

“At least one provider specialty is required for external providers.  If you do not know which specialty to enter, enter 000 for GENERAL MEDICAL OFFICER if the external provider is a physician.  (CMAC Provider Class = 01)”
6. Claims in Paper Form
6.1. Currently, ambulance, dental, inpatient TPC, MSA, MAC, all laboratory, radiology, and pharmacy bills, and manual bills will be print on a paper claim.

7.  MTF Revenue Cycle Third Party Collections Office
7.1. TPOCS: New Data Element Collection Requirements
7.1.1. Condition Codes (to be entered by the biller with drop down menu availability)

7.1.1.1 A two digit number code entered on the UB-92 to indicate that a condition applies to a claim, coverage exists under another insurance, whether the injury or illness is related to employment, or identifies conditions that may affect payment processing.
7.1.1.2 Payer specific- billers should contact payers and determine what condition codes payers require.
7.1.1.3 Up to seven codes may be listed.
7.1.1.4 Below is a list of condition codes used in the outpatient setting.  Please refer to this list when talking with payers.
	Condition Code #
	Condition Code
	Applicability

	
	
	

	03
	Patient Covered by Insurance Not Reflected Here
	Applicable for outpatient services (commercial billing)

	04
	Patient is HMO Enrollee
	Applicable for outpatient services (commercial billing)

	06
	ESRD Patient in First 18 Months of Entitlement covered by Employer Group Health Insurance
	Applicable for outpatient services (commercial billing)

	18
	Maiden Name Retained
	Applicable for outpatient services (commercial billing)

	19
	Child Retains Mother's Name
	Applicable for outpatient services (commercial billing)

	28
	Patient and/or Spouse's Employer Group Health Plan is Secondary to Medicare
	May be applicable to Medicare electronic billing

	29
	Disabled Beneficiary and/or Family Member's LGHP is Secondary to Medicare
	May be applicable to Medicare electronic billing

	30
	Non-Research Services Provided to Patients Enrolled in a Qualified Clinical Trial
	Applicable for outpatient services (commercial billing)

	31
	Patient is Student (Full-Time Day)
	Applicable for commercial billing

	32
	Patient is Student (Cooperative/Work Study Program)
	Applicable for commercial billing

	33
	Patient is a Student (Full-Time Night)
	Applicable for commercial billing

	34
	Patient is Student (Part-Time)
	Applicable for commercial billing

	78
	New Coverage Not Implemented by HMO
	For Medicare billing (when HMO does not cover)

	B3
	Pregnancy Indicator
	Required by HIPAA

	G0
	Distinct Medical Visit
	Applicable for Medicare electronic billing when multiple medical visits occurred on the same day in the same revenue center with different chief complaints


7.1.2. New Tables, Reports, and Data Capture in TPOCS

7.1.2.1. Provider Taxonomy Descriptions and Codes Table – non-editable by biller. HIPAA requires Provider Taxonomy to be sent on an electronic claim.
7.1.2.2. Person Relationship Description and Code Table – non-editable by biller.  Relationship table has been remapped from CHCS to HIPAA relationship codes and sent to TPOCS.
7.1.2.3.  Insurance Type Description and Code Table – non-editable by biller. Additional insurances are added and remapped to HIPAA insurance table. 
7.1.3. HIPAA Validation Error Report – New report to show claims that were tagged    for electronic billing, but did not meet new HIPAA requirements and defaulted to a paper bill (Refer to Table A below). New message to show why a claim was tagged for electronic billing but did not meet the new HIPAA requirements and defaulted to a paper bill (Refer to Table B below).
Table A.
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Table B.
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7.1.4. Changes to TPOCS Policies Screen

7.1.4.1. Policy holder/subscriber date of birth and gender

7.1.4.2. Claim filing code

7.1.4.3. These fields are non-editable, driven by patient’s insurance, and sent from DEERS.
7.1.5. Country Code (geographical location is required in CHCS for automobile  accident  related injury only; this is pushed by CHCS)

7.1.5.1. Viewable by biller, non-editable

7.1.5.2. When available, valid state codes are viewable

7.1.5.3. Default of ZZ will appear for unknown states and OCONUS locations.
7.1.6. In instances where manual bills are created in TPOCS, electronic billing will not occur.
7.1.7. Currently, remittances and EOBs will continue to be in paper form.  The EOBs may appear different.  
7.1.8. Connectivity to new clearinghouse (NDC/MedUnite) to be established.

7.1.8.1. If currently electronically billing, cease transition of electronic claims to   Per Se clearinghouse 5 business days prior to the scheduled TPOCS software load.
7.1.8.2. Communications to Per Se will not be possible after TPOCS HIPAA   software deployment.
8.  Readiness Checklist
8.1.  A detailed functional checklist was developed by the TMA UBO to assist the sites with tracking the functional implementation components related to the HIPAA software deployment. Each task includes information pertaining to the systems and users affected.  

Please refer to the UBO website at:

http://tricare.osd.mil/ebc/files/ubo/HIPAA_837_Functional_Readiness_Checklist.doc
9.  Helpdesk and Hotline Support
	For questions related to Systems, please contact:
MHS Helpdesk

(CHCS/TPOCS Issues)

MHS-helpdesk.com

(800) 600-9332


	For questions related to Business Processes, please contact:

UBO Helpdesk
(Functional Issues)

Ubo.helpdesk@altarum.org
703-557-5385
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