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1 Introduction
1.1 Scope
This document is a companion guide to the ASC X12 Standards for Electronic Data Interchange Technical Report Type 3 along with errata, Health Care Claim: Professional, ASC X12N 837 (005010X222A1). It is intended for vendors who design software or systems for submitting health care transactions electronically to Arkansas Medicaid. This document supplements, but does not supersede, requirements outlined in the ASC X12NTR3 and errata.

The Health Insurance Portability and Accountability Act (HIPAA) requires Arkansas Medicaid and other covered entities to comply with the electronic data interchange standards for health care as established by the Secretary of Health and Human Services. The ASC X12N TR3 and errata were established as the standards of compliance. This companion guide provides the supplemental requirements specific to Arkansas Medicaid, as permitted within the 837 transaction sets.

Arkansas Medicaid follows the TR3 for placement of the National Provider Identifier (NPI) for all transactions.

To develop and test a system for Arkansas Medicaid 837 transactions, follow both the 837 TR3 and this companion guide.

AR currently supports 837P version 005010X222A1.

1.2 Updates

Changes to this guide are published on the DMS website.
1.3 Contact

See the DMS website for contact information.
1.4 Links

· HIPAA Implementation Guides: www.wpc-edi.com

· Other Arkansas Medicaid companion guides.
1.5 Conventions

Most of the companion guide is in table format (see example below). Only loops, elements, or segments with clarifications or comments are listed. For further information, please see the TR3 and errata for each transaction.
Table 1: Conventions Sample

	Loop ID – Loop Name
	SEG
	Element
	Comments
	Page

	2320 – Other Subscriber Information
	CAS
	CAS18
	Length = 8
	330

	
	AMT
	AMT02
	Coordination of Benefits (COB) Payer Paid Amount

Length = 9
	332


Table 2: Conventions Fields

	Column Name
	Description

	Loop ID – Loop Name
	Loop, header, or trailer.

	SEG
	Segment ID.

	Element
	Element ID. Always incorporates the segment ID.

	Comments
	Comments or clarifications for Arkansas Medicaid. Values, data length, and repeats are also listed here. Clarifications in field length only indicate what Arkansas Medicaid uses or returns to process the transaction. Arkansas Medicaid still accepts the minimum and maximum field lengths required by the TR3 and errata for each element.

	Page
	Page of the May 2006 version Technical Report Type 3 (TR3) on which the loop, segment, or element is listed.


2 Batch size 

For faster claims processing, we recommend (within one ST/SE) contain a maximum of 2,000 claims.

3 Transaction 837 Health Care Claim: Professional
Table 3: 837P Conventions
	Loop ID – Loop Name
	SEG
	Element
	Comments
	Page

	ISA – Interchange Control Header

	ISA – Interchange Control Header
	ISA
	ISA01
	Value = 00
	C.4

	
	
	ISA03
	Value = 00
	C.4

	
	
	ISA05
	Value = ZZ
	C.4

	
	
	ISA07
	Value = 30
	C.5

	
	
	ISA08
	Value = 716007869
	C.5

	
	
	ISA15
	Value = P in Production, T in Test
	C.6

	GS – Functional Group Header

	GS – Functional Group Header
	GS
	GS02
	Value = same as ISA06
	C.7

	
	
	GS03
	Value = same as ISA08
	C.7

	BHT – Beginning of Hierarchal Transaction

	BHT – Beginning of Hierarchal Transaction
	BHT
	BHT06
	Value = CH or RP

CH = Chargeable (Fee for Service)

RP = Reporting (Encounters)

Note: NET Providers using a billing vendor must utilize the value “RP” for encounters to process correctly.
	71

	1000A – Submitter Name

	1000A – Submitter Name
	NM1
	NM101
	Value = 41
	75

	
	
	NM109
	Value = Trading Partner ID

Length = 8
	75

	1000B – Receiver Name

	1000B – Receiver Name
	NM1
	NM101
	Value = 40
	80

	
	
	NM109
	If CMS or Medicaid, Value = 716007869

If DDS, Value = 716007389
DDS is Developmentally Disabled Services
	

	2010AA – Billing Provider Name

	2010AA – Billing Provider Name
	
	AR Medicaid maps only the 2010AA Billing Provider information. 2010AB Pay-To Provider address information is not used. For typical providers, enter NPI in NM109.  For atypical providers, enter the Medicaid Provider ID in Loop 2010BB REF02.
	88

	
	NM
	NM101
	Value = 85
	89

	
	
	NM108
	Value = XX (National Provider Identifier)
	

	
	
	NM109
	Length = 10


	90

	2010BA – Subscriber Name

	2010BA – Subscriber Name
	NM1
	NM101
	Value = IL
	122

	
	
	NM102
	
	

	
	
	NM108
	Value = MI
	122

	
	
	NM109
	Value = Recipient’s Medicaid ID Number

Length = 10
	123

	2010BB – Billing Provider Secondary Identification

	2010BB – Billing Provider Secondary Identification
	REF
	For healthcare providers, submit the Medicaid Provider ID in REF02 in addition to submitting the NPI in Loop 2010AA. For atypical providers such as NET transportation, submit the Medicaid Provider ID in REF02.
	139

	
	
	REF01
	Value = G2 (Provider Commercial Number)
	140

	
	
	REF02
	Length = 9

Value = Billing Provider Secondary Identification

(Medicaid Provider ID)
	141

	2010CA – Patient Name

	2010CA – Patient Name
	
	Arkansas Medicaid does not use the Patient Loop.
	142

	2300 – Claim Information

	2300 – Claim Information
	CLM
	CLM01
	Length = 20
For encounter submitters (PASSEs) always populate CLM01 with value of the unique Patient Control Number (PAN) assigned to the original encounter processed in your system.
	158

	
	
	PWK – Claim Supplemental Information

For fee-for-service non-COBA Medicare crossover claims, submit the PWK segment with the following information at the claim header.
Failure to submit this segment will result in a claim denial
	182

	
	PWK
	PWK01
	Attachment Report Type Code

Value= EB (Explanation of Benefits Coordination of Benefits or Medicare Secondary Payor)
	183-184

	
	
	PWK02
	Attachment Transmission Code

Value= AA (Available on Request at Provider Site)
	184-185

	
	REF
	REF01
	Value = F8 (Original Reference Number)
	196

	
	
	REF02
	Payer Claim Control Number (Gainwell ICN/DCN) 

Length = 13
Note - Gainwell uses this field as the original ICN on the adjustment/void to link to the mother claim.
	196

	
	NTE
	NTE01
	Value = ADD
	209

	
	
	NTE02
	NTE02 = Concatenated fields: Therapy Service Code and School District Code

Therapy Service Code is 1 in length, School District Code is 4 in length.
	209

	
	
	For ‘encounter’ submitters, the HCP segment in the 2300 loop is required starting 09/28/2021 for any claim paid by the MCO (in addition to the 2400 HCP segment for each line paid by the MCO.)
	252

	
	HCP
	HCP01
	Pricing Methodology

Values – 

00 – Zero Pricing (Not Covered Under Contract)

01 – Priced as Billed at 100%

02 – Priced at the Standard Fee Schedule

03 – Pricing at a Contractual Percentage

04 – Bundled Pricing

05 – Peer Review Pricing

06 – Per Diem Pricing

07 – Flat Rate Pricing

08 – Combination Pricing

09 – Maternity Pricing

10 – Other Pricing 

11 – Lower of Cost

12 – Rate of Cost 13 Cost Reimbursed

14 – Adjustment Pricing
	253

	
	
	HCP02
	Monetary Amount – Repriced Allowed Amount
	253

	2310A – Referring Provider Name

	2310A – Referring Provider Name
	NM1
	NM101
	Value = DN
	258

	
	
	NM102
	Value = 1
	258

	
	
	NM103
	Length = 60 (Populate with Provider Last Name, or Organization Name)
	258

	
	
	NM104
	Length = 35 (Populate with Provider First Name, or Organization Name, truncate if necessary)
	258

	2310C – Service Facility Location Name

	2310C – Service Facility Location Name
	NM1
	NM101
	Value = 77
	270

	
	
	NM108
	Value = XX (National Provider Identifier)
	270

	
	
	NM109
	Length = 10 (Used to identify an RSPMI (Rehabilitative Services for Persons with Mental Illness) satellite facility where service was performed)
	271


	2320 – Other Subscriber Information

	2320 – Other Subscriber Information
	SBR
	AR Medicaid uses the 2320 Other Subscriber Information to indicate coordination of benefits for both FFS and encounter claims.

	
	
	SBR09
	Claim Filing Indicator Code

· For FFS claim submitters, all currently valid HIPAA values are accepted.
· For encounter submitters (PASSEs and NET) always populate with value ‘HM’ for the occurrence of this loop that contains what the encounter submitter paid. On additional occurrences of the loop, that contain what Medicare or other insurers paid, utilize the appropriate SBR09 value for that entity.
	298

	
	CAS
	For FFS claims, AR Medicaid uses the 2320 Other Subscriber Information to indicate claim level adjustments from other payer(s) in the Claim Level Adjustments (CAS) segment.

For encounter claims, AR Medicaid uses the 2320 Other Subscriber Information to indicate a claim denial by the MCO in the Claim Level Adjustments (CAS) segment. AR Medicaid requires submission with the following data elements for this segment.

	
	
	CAS01
	Claim Adjustment Group = PI (Payer Initiated Reduction)
	301-304

	
	
	CAS02
	Claim Adjustment Reason Code = A1 (Claim/Service denied)
	301-304

	
	
	CAS03
	Monetary Amount = Values other than $0.00
	301-304

	
	
	CAS04
	Quantity is situational
	301-304

	
	
	Continue to populate all additional Claim Adjustment Reason Code(s) to indicate all reasons for the MCO denial, along with corresponding Monetary Amounts in order to balance the 837 Transaction.

	2330B – Other Payer Name

	2330B – Other Payer Name
	NM1
	NM101
	Value = PR
	321

	
	
	NM108
	Value = PI
	321

	
	
	NM109
	Length = 4
	321

	
	REF
	REF01
	Value = F8 (Original Reference Number)
	331

	
	
	REF02
	Length = 13 (Other Payer’s Claim Control Number)

Note: For encounter submitters (PASSEs), this is the MCO’s original ICN on the MCO adjustments. It is not used by Gainwell but stored and shared with Optum.
	331


	Loop ID – Loop Name
	SEG
	Element
	Comments
	Page

	2400 – Service Line Number

	2400 – Service Line Number
	REF
	REF01
	Value = 6R (Provider Control Number)
	401

	
	
	REF02
	Length = 30 (Line-Item Control Number)

Note: For encounter submitters (PASSEs), this is the MCO’s ICN and line tracking number. It is not returned on the PASSE supplemental file.
	402

	
	NTE
	NTE01
	Value = ADD
	413

	
	
	NTE02
	Length = 2 or 51

Enter either DDS Fund Code, length = 2 or 

Enter all fields as documented below for NET statistical data, length = 51). If NET data is present, all values are required and must be sent in the following order, each with the corresponding length. 

NET field name

Field description

Values/comments

Destination provider

NPI or Medicaid Provider ID of the service provider
10 bytes, alphanumeric. For typical providers, enter 10-byte NPI. For atypical providers, enter 9-byte Medicaid ID followed by 1 space. 

Request date
Date ride was requested by recipient

8 bytes, numeric. Format: CCYYMMDD.

Transportation
Mode of transportation provided

1 byte, alpha. Values:
B = bus
C = car
T = taxi
V = van

Appointment after hours
Was appointment after hours?

1 byte, alpha. Values:
Y = yes
N = no

Within service region
Was service provided within region assigned to broker?

1 byte, alpha. Values:
Y = yes
N = no

Others riding

Identify others riding

1 byte, alpha. Values:
N = none
E = escort
I = inpatient visit by parent/guardian
Scheduled pick-up time (original destination)

Time of scheduled pick-up from original destination

4-digit numeric. Format: HHMM, military time; for example, 5:22 pm = 1722

Actual pick-up time (original destination)

Time of actual pick-up from original destination

4-digit numeric. Format: HHMM, military time; for example, 5:22 pm = 1722

Appointment time (provider destination)

Time of appointment with provider

4-digit numeric. Format: HHMM, military time; for example, 5:22 pm = 1722

Actual drop-off time (provider destination)

Time of drop-off at provider facility

4-digit numeric. Format: HHMM, military time; for example, 5:22 pm = 1722

Actual pick-up time (provider destination)

Time of actual pick-up from provider facility

4-digit numeric. Format: HHMM, military time; for example, 5:22 pm = 1722

Actual drop-off time (original destination)

Time of actual drop-off at original destination

4-digit numeric. Format: HHMM, military time; for example, 5:22 pm = 1722

Mileage per trip

Actual mileage per trip

3-digit numeric

Type of service

Mode of service

1 byte, alpha.  Values:

C = Curb-to-Curb

D = Door-to-Door

Special needs

Mode of special needs

1 byte, alpha.  Values:

A = Ambulatory

W = Wheelchair

S = Stretcher


	413

	
	
	For ‘encounter’ submitters, the HCP segment in the 2400 loop is required starting 09/28/2021 for any line paid by the MCO (in addition to the 2300 HCP segment.)
	416

	
	HCP
	HCP01
	Pricing Methodology

Values– 

00 - Zero Pricing (Not Covered Under Contract)

01 – Priced as Billed at 100%

02 – Priced at the Standard Fee Schedule 

03 – Pricing at a Contractual Percentage 

04 – Bundled Pricing

05 – Peer Review Pricing

06 – Per Diem Pricing

07 – Flat Rate Pricing

08 – Combination Pricing

09 – Maternity Pricing

10 – Other Pricing

11 – Lower of Cost

12 - Ratio of Cost 13 Cost Reimbursed

14 – Adjustment Pricing
	417

	
	
	HCP02
	Monetary Amount – Repriced Allowed Amount
	417

	2420E – Ordering Provider Name

	2420E – Ordering Provider Name
	
	AR Medicaid requires the ordering provider to be submitted for audiology and hearing aid, laboratory, radiology, and therapy services even if it is the same individual as the rendering provider.

Note: N3 (Ordering Provider Address), N4 (Ordering Provider City, State, Zip Code), REF (Ordering Provider Secondary Identification) and PER (Ordering Provider Contact Information) may also be required per the TR3.
	454

	
	NM1
	NM101
	Entity Identifier Code

DK – Ordering Physician 
	454

	
	
	NM102
	Entity Type Qualifier

1 - Person
	455

	
	
	NM103
	Ordering Provider Last Name
	455

	
	
	NM104
	Ordering Provider First Name
	455

	
	
	NM105
	Ordering Provider Middle Name or Initial (not used by AR Medicaid)
	455

	
	
	NM107
	Ordering Provider Name Suffix (not used by AR Medicaid)
	455

	
	
	NM108
	Identification Code Qualifier

XX – National Provider Identifier
	455

	
	
	NM109
	Ordering Provider Identifier
	455


	Loop ID – Loop Name
	SEG
	Element
	Comments
	Page

	2430 – Line Adjudication Information

	2430 – Line Adjudication Information
	SVD
	AR Medicaid uses the 2430 Line Adjudication Information to indicate coordination of benefits for both FFS and encounter claims.

For FFS claims, AR Medicaid requires the 2430 Line Adjudication Information (SVD, CAS and DTP segments) with the appropriate information on at least one detail line for professional crossover claims.

	
	
	SVD01
	Other Payer Primary Identifier
	480

	
	
	SVD02
	Service Line Paid Amount

Zero is an acceptable value.
	481

	
	
	SVD03-1
	Product or Service ID Qualifier
	481-482

	
	
	SVD03-2
	Procedure Code
	482

	
	
	SVD05
	Quantity
	483

	
	CAS
	For FFS claims, AR Medicaid uses the 2430 Line Adjudication Information to indicate line level adjustments from other payer(s) in the Claim Level Adjustments (CAS) segment.

For encounter claims, AR Medicaid uses the 2430 Line Adjudication Information to indicate a line denial by the MCO in the Line Level Adjustments (CAS) segment. AR Medicaid requires submission with the following data elements for this segment.

	
	
	CAS01
	Claim Adjustment Group Code = PI (Payer Initiated Reduction)
	485-489

	
	
	CAS02
	Claim Adjustment Reason Code = A1 (Claim/Service denied)
	485-489

	
	
	CAS03
	Monetary Amount = Values other than $0.00
	485-489

	
	
	CAS04
	Quantity is situational
	485-489

	
	
	Continue to populate all additional Line Level Adjustment Reason Code(s) to indicate all reasons for the MCO denial, along with corresponding Monetary Amounts in order to balance the 837 Transaction.

	
	DTP
	For FFS and encounter claims, AR Medicaid uses Loop 2430 Line Adjudication Information to indicate the process date from the other payer in the Line Check or Remittance Date (DTP) segment.

	
	
	DTP01
	Date Time Qualifier = 573
	490

	
	
	DTP02
	Date Time Period Format Qualifier = D8
	490

	
	
	DTP03
	Date Time Period in CCYYMMDD format
	490


