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UHIN Standards and Technical Committee 
March 12, 2008 
8:30 – 10:30 pm 

Minutes 
 

Attending: 
Chair David Craner (Excused)  

Terri Airmet – PEHP 
Jan Barnes – VMH 
Brenda Bryant – Medicaid 
Susan Daniels - Selecthealth 
Doreen Espinoza – UHIN 
Sandra Hansen - PEHP 
Mike Jolley- UHIN 
James Lunceford - Intermountain 

Ramsey Major – UUHP 
Paula McGuire – Medicaid 
James Nielsen – Coventry 
Vicky Pierce - Medicaid 
Marie Ricks – PMG (phone in ) 
Joel Trujillo – Regence 
Lisa Varley – DMBA 
 

 
Next Meeting: March 12, 2008, 8:30 – 10:30  

 
1. Approval of the Minutes from February – 2008  

A motion was made, seconded and unanimously carried to approve the February minutes. 
 

2. Discussion on UHIN Standards/Specifications and UHIN Issues  
Voting Items 
Standard #31 Eligibility – Judy Taylor 
During the February meeting Judy presented the updated version of the Standard.  After much 
discussion there was one correction and one request from the committee.  The action item for the 
Standards Committee was to review the Standard and be prepared to vote during the March 
meeting. There were no comments received during the month.  Doreen reported that she had not 
received a response from the X12 Work Group 1 regarding the definitions that are in the Standard.  
The committee members did not feel that this issue was significant enough to prevent the group 
from voting (See Appendix A for the Standard).  A motion was made, seconded and unanimously 
passed to move this Standard to the Board of Directors for final approval. 
 

ACTION ITEM: The Standards Chair will present this Standard to the Board of Directors 
for final approval. 

 
Specification #22 Minimum Hardware Requirements – Doreen Espinoza 
This specification was updated in the minimum requirement section to allow the user to run the UHINT 
application.  The recommendations were added and presented to the standards committee during the last 
meeting.  There were no suggestions or changes requested during the review period.  Representatives 
agreed to review the specification (see Appendix B) and be prepared to vote on it during the March meeting.  
The motion was made, seconded and unanimously passed to move this Specification forward to the Board of 
Directors for final approval 
 

ACTION ITEM: The Standards Chair will present this Specification to the Board of 
Directors for final approval. 

 
Specification #24 Network Requirements – Doreen Espinoza 
Specification #24 Network Requirements was updated to remove the reference to Netscape web browser that 
will no longer be supported after March 1, 2008 (See Appendix C).  The specification was updated during the 
February meeting. No comments or suggestions were received during the comment period. The motion was 
made, seconded and unanimously passed to move this Specification forward to the Board of Directors for 
final approval 
 

ACTION ITEM: The Standards Chair will present this Specification to the Board of 
Directors for final approval. 
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Discussion Items 
Payer Availability Chart – Doreen Espinoza 
Doreen provided the document to the committee for updates.  The chart was e-mailed to all Standards 
representatives for their review.   A few changes were made.  The chart will be put out on the UHIN website 
shortly. 
 

ACTION ITEM: UHIN Staff will put the updated payer availability chart on the UHN website. 
 

Claim Acknowledgement – Doreen Espinoza 
The Claim Acknowledgement was reviewed by the group.  UHIN Staff presented responses to 
questions that were raised by the subcommittee. (See Appendix E). Several of the concerns are 
addressed directly in the Specification.  The Specification was completed without implementation 
dates.  The subcommittee would like to forward this on to the CPMC committee to work on the 
implementation dates, resources and commitment.  During the discussion the committee members 
wanted to understand the following: 

·  How will non-mandated items be passed to CPMC? 
 
·  Will the Standards and other committees provide input/recommendations to the CPMC for 

consideration prior to any decisions being made? 
Doreen will work with the CPMC staffer, Lon VonBaur, to work these details out and present them to 
Standards at a later date. 
 

ACTION ITEM: Doreen will work with the CPMC staffer to develop how Standards works 
with the CPMC committee. 

 
Standard #1 Anesthesia – Doreen Espinoza 
The Standards Team is conducting a thorough review of all Standards and Specifications.  During this 
review an inconsistency with the Anesthesia Standard was found.  The committee discussed the 
problem with item #3 in the Standard.  The committee members discussed the necessary changes 
and they were made during the meeting.  The changes clarified the use of when minutes and units 
should be used for billing.  After the changes were made the committee decided to take a vote as the 
changes were more clarification and did not constitute a significant impact to the Standard.  A motion 
was made seconded and unanimously passed to recommend this Standard to the UHIN Board of 
Directors.  (See Appendix E) 
 

ACTION ITEM: The Standards Chair will present this Standard to the Board of Directors 
for final approval. 

 
Identity Management Focus Group 
During the February the Standards Committee was asked to form a focus group to discuss what 
Identity Management is being conducted today within member organizations.  The idea is to be able 
to understand how trading partners identify who they are exchanging information with and at what 
level of access trading partners have when there is an inquiry.  It is thought that vendors meet a 
large portion of the community needs at this time.  The committee discussed who would best 
represent individual organizations at this meeting.  It was discussed that there will be technical and 
policy considerations to look at. The committee members will need time to find out which resources 
to tap for this meeting.  It was agreed that rather than have a separate meeting it could be held after 
the next Standards Meeting on April 9th. 
 

ACTION ITEM: Committee members will find appropriate representation for the Identity 
Management meeting April 9th.  

 
3. Reports 

·  Technical Subcommittee Report –  Linda Thomas 
The committee has been busy working on: 
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�  Clinical protocol connection – request from standards for the perinatal subcommittee 
�  Secure socket layer requirements – updates to the connectivity documentation 
�  Payer testing environments documentation – requested by providers. 

 
Scheduled for April time frame is the RFP review for the Clinical Health Information Exchange 
initiative.  There will be several meetings held after to review the RFP responses from vendors.  
   

·  Identification Cards Subcommittee – Judy Taylor 
The Specification/Standard is completed.  The last meeting the subcommittee worked on fine 
tuning the Executive Summary Report that will be provided to the Board of Directors during 
the May meeting.     
 

·  Prenatal Subcommittee – Marie Aschliman 
The subcommittee is continuing their efforts with the national committees (IHE1 and ACOG2) to create 
a standardized peri-natal message.  This effort will take more than a year to complete.  The national 
effort is being conducted mainly through a series of teleconference meetings.  During the last 
teleconference the focus was on whether or not vendors and providers could really exchange the 
required data.  All interested stakeholders should contact Mike Jolley to get on the distribution list for 
the national call schedule. 
 

·  NPI Subcommittee – Paula McGuire 
During the last meeting the committee requested that payers complete a contingency plan 
spread sheet.  Several payers have completed the spread sheet.  Mike will send a copy of 
the combined documents to the committee for final review and posting to the web site. 
 

ACTION ITEM: Mike Jolley will send the draft contingency plan spread sheet to the 
committee for final review. 

 
·  Operative Report – Vicky Pierce 

The Operative Report Subcommittee has been meeting and reviewing payer processes and 
systems to better understand what is happening today with the operative report.  They will 
continue to meet and next meeting has not been set.   

 
4. Other Business 

·  Report from UHIN Marketing 
Teresa Rivera reported that there were several new things from the UHIN Marketing and Customer 
Service area 

�  UHIN Speedi is gaining momentum with payers.  Many payers are now accepting the 
UHINSpeedi data either on paper or in an electronic format.  The next marking step is to do a 
random survey to verify that there is still a need and determine the correct target audience for the 
product. 

 
�  UHIN Tracker is a reconciliation product being offered for smaller offices.  There is more work to 

be done on the claim status and a couple of other known bugs.  Providers are having a difficult 
time figuring out enrollment issues with payers.  Each payer appears to have a different 
enrollment requirement for each transaction.   

 
 

�  UHINT2.5 brings clinical exchange functionality for payers and providers.  The 2.5 version 
incorporates an easy way to exchange clinical data.  It is believed that the provider to provider 
exchanges functionality could be used for provider to payer situations as well.   

                                                 
1 Integrating the Healthcare Enterprise (www.ihe.net) 
 
2 American College of Obstetricians and Gynecologists (www.acog.org) 
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UHINT 2.5 will have two separate rolls outs the first being the Administrative followed by the 
Clinical. The application will be rolled out to a small group of members to begin with. The 
administrative is needed to replace existing use while the clinical wooill need to be developed to 
assist the providers in changing their workflow.  The use of UHINT may allow UHIN to find 
opportunity to look outside the State of Utah.  Doreen will be working to get standards accepted 
out side of Utah by working with a national committee.   

 
·  HL7 Report 

�  Mike attended the attachments group at HL7 national meeting.  During the meeting they 
discussed that the payer Personal Health Record (PHR) should be ready (supported) by June of 
2008.  The PHR will incorporate the Continuity of Care Document (CCD, HL7 XML) within the BIN 
segment of the 275 transaction.   

 
WEDI SNIP committee for Attachments will begin meeting once again.  The main focus will be 
upon a resource directory of ongoing attachment pilots, organizations who have attachments in 
production, whitepapers and findings.  Also, a guidance paper (documenting different 
approaches) is underway in how to get started with attachments.  No news yet on the date of 
when the final rule for Attachments will be. 

 
·  Mike attended the Structured Documents group at HL7.  At this time the group is struggling to get 

standards adoption regarding Clinical Document Architecture (CDA).  The CDA is the HL7 XML 
standard referenced in the proposed rule for claim attachments. HL7 is soliciting vendors in the 
industry to develop tools to help create some consistency with the various CDA implementation 
guide documents and for industry adoption.  HL7 is also soliciting vendors to provide open source 
tools to assist in these efforts. 

 
�  General Attendance – Paula and Vern, from Medicaid, attended the conference for the first time.  

Paula reported that there was a large learning curve.  They attended the general conference 
activities and those break out groups that dealt with Medicaid Information technology architecture.  
They are looking at what other states value statements are for Medicare/Medicaid systems.  She 
noted that the meetings are internationally attended.  People from different countries are very 
interested in the standardization process.  It was Paula’s opinion that right now there are many 
technical folks and further down the road they will need more business representatives to work on 
the standards. 

 
 

·  WEDI Winter Forum 
During the meetings the presentations focused on the 835 implementation, the 277 Claim 
Acknowledgement v5010 and the HIPAA time line.   
 
There were voting items regarding acknowledgments and response transactions that will be included in 
the recommendation to HHS for the next version of HIPAA guides.  UHIN voted to add the 277 Claim 
Acknowledgements for the next round of HIPAA.  We abstained from requiring the 999 as opposed to the 
997 because a business case was not clear and discussion at UHIN, on this particular transaction, has 
not been conducted.   
 
The HIPAA timeline was discussed in great detail and based on the national “best practices” model that 
was reviewed, UHIN is right on target with the work that needs to be done for a smooth 5010 
implementation.   
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UHIN STANDARDS COMMITTEE 
Standard # 31   

Eligibility Inquiry and Response      
Version 2.4 

 
 
UHIN Standard #31 Eligibility Inquiry and Response is compatible with all HIPAA requirements. 
 
Purpose:  The purpose of Standard #31 is to detail the Standard transactions for the transmission of health care 
eligibility inquiries and responses in the state of Utah. 
 
The overall goal of this Standard is to create benchmarks for payers and providers that will encourage adoption of 
the electronic eligibility process in Utah.  This will require change in both payer and provider systems.  It is fairly 
well established that eligibility systems that only respond with Yes/No whether the person is a member are not 
used by providers.  Therefore, in order for payers to obtain a reasonable return on their investment the UHIN 
community is creating this Standard to give providers more than Yes/No within an implementation time frame that 
is reasonable for payers. 
 
Applicability:  This Standard applies to all electronically submitted eligibility inquiries and responses in the state 
of Utah after October 16, 2003.   
 
Generally a health insurance payer will be the Information Source and a health care provider will be the 
Information Receiver but other types of entities may fill those roles.  For example, it is possible that payers may 
do eligibility inquiries of other payers.  In that case the payer doing the inquiry becomes the Information receiver 
and the payer holding the benefit information becomes the Information Source.  Likewise, payers may elect to 
contract out their eligibility operations to external entities (which would then become the Information Source), or 
payers may elect to be linked to other payer’s eligibility systems.  For the purposes of this Standard, in the 
interests of keeping the language of this Standard simple, a payer is considered to be the Information Source and 
a provider is considered to be the Information Receiver but this Standard recognizes that other arrangements may 
exist. 
 
Detail: 
The purpose of this Standard is to (1) lay out general recommendations to payers and providers for handling 
eligibility inquiries and responses, and (2) set out minimum data sets that providers will submit and payers will 
return on eligibility transaction exchanges. 
 
1. Standard Eligibility Transactions: 

The Utah Standard for electronic claims/encounters is the HIPAA ASC X12 270 004010X092 270 and 271 
Eligibility Benefit Inquiry and Response transactions. 

 
 See the Washington Publishing Company web site (http://www.wpc-edi.com) to download a free copy of the 

implementation guides in Adobe Acrobat. 
 
2. Addenda: 

Utah will implement the Addenda corrections for the Eligibility implementation guides (004010X092A1).  
 

3. This Standard may need to be revisited once the National Plan ID is mandated. 
 
4.  All examples given in this Standard are intended to be used only as illustrations of possible approaches.  

Implementers are not required to follow the examples. 
 
5.  This Standard applies to the HIPAA transactions for covered entities.  Payers who carry other lines of 

business (e.g., property and casualty) have the leeway to implement this Standard at their discretion. 
 
6.   For the purposes of this Standard: 

·  the word “payer” is used to indicate the larger parent organization of the health insurance payer; 
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·  the words “plan”, “policy”, and “group” (when used in the payer context) are used to indicate specific 
benefit groups offered by the payer; 

·  the word “group” (when used in the provider context) is used to indicate the larger parent organization of 
the health care provider; and 

·  the words “warm body”, “individual site”, or “individual provider” are used to indicate specific providers or 
locations offered by the group. 

 
 
 
 
 
 

 

 
 
I. PROVIDER-PAYER MINIMUM INQUIRY/RESPONSE DATA STANDARD: 
 
Table 1 describes three levels of inquiry and response benchmarks.  Each level is intended to indicate the 
minimum inquiry or response data.  Payers can respond with more information if they wish at any level provided 
that the Implementation guide requirements are met. 
 
Search Options Based on the front matter of the 270 Implementation Guide Sections 1.3.8: 
 
Required Search Options 
If the patient is the subscriber, the maximum data elements that can be required by an information source to 
identify a patient in loop 2100C are: 

Patient’s Member ID (or the HIPAA Unique Patient Identifier once mandated for use) 
Patient’s First Name 
Patient’s Last Name 
Patient’s Date of Birth 

If all four of these elements are present the information source must generate a response if the patient is in their 
database. All information sources are required to support the above search option. If the patient is a dependent of 
a subscriber, the maximum data elements that can be required by an information source to identify a patient in 
loop 2100C and 2100D are: 
Loop 2100C 

Subscriber’s Member ID (or the HIPAA Unique Patient Identifier once mandated 
for use) 
Loop 2100D 
Patient’s First Name 
Patient’s Last Name 
Patient’s Date of Birth 

If all four of these elements are present the information source must generate a response if the patient is in their 
database. All information sources are required to support the above search option if their system does not have 
unique Member Identifiers assigned to dependents. 
 
Alternate Search Options 
In the absence of all of the above pieces of information, such as in an emergency situation or if the patient has 
forgotten to bring their identification card, a 270 may be sent with as many of the above pieces of data that are 
available as well as any of the other items identified in the transaction (such as Social Security Number, 
subscriber’s name when the patient is not the subscriber, relationship to insured). The information source should 
attempt to look up the patient if there is a reasonable amount of information present. An information source may 
outline additional search options available in their trading partner agreement; however under no circumstances 
may they require the use of a search option that differs from the ones outlined above. 
 
Insufficient Identifying Elements 

Payer 

Policy Group Plan 

Provider Group 

Warm 
body 

Individual 
site 

Individual 
provider 
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In the event that insufficient identifying elements are sent to the information source, the information source will 
return a 271 identifying the missing data elements in a AAA segment. 
 
Multiple Matches 
In the event that multiple matches are found in the information source’s database (this should be due only to 
utilizing a search option other than the required search option), it is recommended that the information source 
should not return all the matches found. In this case, the information source should return a 271 identifying 
duplicates found in a AAA segment and if possible in another AAA segment, identifying the missing data elements 
necessary to provide an exact match. 
 
Data Required for an Inquiry and Response 
 
TABLE 1 Inquiry and Response Levels 

Level Minimum Data for Inquiry Minimum Data for Response  
0 Less than Level 1 Inquiry Information Payer must develop policy on how to 

respond 
Effective 

date  
10/31/2008 

1. Information Source ID 

2. Information Receiver ID 
 
3. For the patient the Name (first/last) and 

DOB or subscriber ID 
 

If both the DOB and ID are known then is 
highly recommended to submit both. 

 
If the Patient is not the subscriber then, as 
much of the subscriber information, that is 
available, should be sent.   

4. Date of service3 

5. EQ01 general benefits EQ01= 30 Health 
Benefit Plan Coverage 

6. Trace number 

1. Yes/No patient is a member 
If the answer is “no, this person has 
never4 been a member”, no further 
benefit information is sent.   

 
If the answer is “yes/no” (this person 
was a member but is no longer) the 
payer would also include the termination 
date applicable.  

 
2. Trace number 

 
3. Payer/plan name & ID (the payer must 

respond with the plan information where 
the sub/pat is enrolled). This should be 
sent once in transaction in the Loop 
2110 Segment EB Element EB05. The 
Payer/plan name should be the same 
name reported in the 835 Electronic 
Remittance Advice.  

 
4. Payer version of the sub/patient name, 

DOB and ID 
 
5. When EB03=30 general information as 

defined by payer. 
 
6. Deductible Family and Individual 

Recommended that payers send 
accumulation amounts if available. 

 
7. Co-pay/Co-insurance  

                                                 
3 Date of Service may be a date range.  Payers are encouraged to develop policies for maximum date range for inquiries and 
to communicate that policy to providers. It is recommended that payers provide additional benefit loops when inquiries span 
benefit periods. 
4 “Never”  meaning within the limits of whatever data base the payer is searching.  The data base would span, at a minimum, 
the length of time equal to the timely claim filing window for the payer but could span a longer period if the payer wishes. 
An EB returned with active coverage means eligibility is current/if the EB code is returned with a inactive then the payer 
should return the termination date 
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Level Minimum Data for Inquiry Minimum Data for Response  
 
8. Date of termination if currently not 

eligible but previously had eligibility 
with the plan. 

 
9. Date of termination for future 

terminations i.e. children that will 
terminate within 30 days of the request 
date due to age or COBRA benefits. 

 
10. Primary Care Provider when there is a 

PCP. 
 
11. General In and Out of Network 

benefits. If the payer can determine 
whether the provider is in or out of 
network respond with appropriate 
benefit information. 

 
12. Annual Amount Family/Individual Out 

of Pocket.  Recommended that payers 
send accumulation amounts if 
available. 

 
 

2 EQ01 codes that are listed in the table 
below. 
 

Response should include all the benefits 
that are in level 1 for the specific codes. 

3 Level 3 Inquires are all other types of 
inquiries including SPECIFIC BENEFITS 
INQUIRES e.g., the provider knows the 
diagnosis and procedure code (or at least 
has a real good preliminary idea.) 
 

Level 3 Responses are SPECIFIC 
BENEFITS RESPONSES beyond table 2.  
Payers would bring Level 3 responses up 
as time and resources allowed 

 
Providers systems must have the ability to display all information sent in the 271. 
 
If possible send the link to the Benefit Summary document for the plan if it resides on the payer’s web 
site.  This could be sent in the MSG segment of the EQ Loop. Codified information should never be sent 
in the MSG Segment of the transaction. 
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Table 2.  The following EQ01 codes require a specific response from payers when sent by 
providers. Payers are strongly encouraged to provide a specific benefit response to all EQ codes.  
At a minimum, payers must provide a specific benefit response for the codes found in the table. 
 

All benefit levels should be defined when these codes are returned to the provider/sender.   
 
If multiple EQ codes are sent in the 270 Inquiry then corresponding EB codes must be returned in 
the 271 response. (i.e. one to one response) 

 
X12 does not have specific definitions in the 4010 implementation guide.  This Standard provides 
a baseline definition for those codes that may be ambiguous. 
 

EQ01/ 
EB03 
Code 

 
Code Name 

 
Code Definition  

2 Surgical General Benefit – Professional  
4 Diagnostic X-Ray  
5 Diagnostic Lab   
7 Anesthesia  
12 Durable Medical Equipment 

Purchase 
 

18 Durable Medical Equipment  
Rental 

 

33 Chiropractic  
35 Dental Care  
42 Home Health Care  
48 Hospital - Inpatient  
50 Hospital - Outpatient  
52 Hospital - Emergency Medical General emergency room benefits 
54 Long Term Care  
56 Medically Related Transportation Non-Emergency Transportation 
59 Licensed Ambulance Emergency Transportation 
69 Maternity  
80 Immunizations  
82 Family Planning  
86 Emergency Services General urgent care, emergent care or after 

hour services that is not hospital based. (See 
code 52 for hospital based emergency 
services) 

88 Pharmacy  
98 Professional (Physician) Visit – 

Office 
 

A4 Psychiatric  
AD Occupational Therapy  
AE Physical Medicine  
AI Substance Abuse  
AL Vision (Optometry)  
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II. RECOMMENDATIONS: 
 
The points in this section are recommendations for payers to consider in setting up their eligibility systems. 
 

1. Benchmark: It is recommended that whatever information is given over the phone in eligibility responses 
by the payer is also given in the 271 for general benefit inquiries (see Levels 0, 1, and 2 above).  Payers 
should work to assure that similar information is given in both the electronic and manual eligibility 
systems.  If payers give more information in their manual systems, providers will be inclined to use those 
systems over the electronic systems. 

 
2. When to use an AAA segment and when to use an EB segment in the RESPONSE. 

The AAA segment is used to reject an inquiry.  Generally it is used to say “the patient is not matched” or 
“the inquiry doesn’t work (and then list the reasons)”.  The EB segment is used to indicate coverage 
information.  An EB segment is used when the patient can be matched/the inquiry is valid, but the patient 
does or does not have coverage.  

 
3. Incomplete Eligibility. If the eligibility is known to be incomplete, (e.g., the subscriber is known to be an 

employee but hasn’t completed choosing their benefit package), then the 2100A PER (Information Source 
Contact Information) would contain information to direct the provider to a person at the payer office to 
discuss the benefits.  Not all payers use the classification of an incomplete eligibility status so not all 
payers will utilize this option. 

 
Example:  
The payer would not return an AAA segment as none of the codes apply. 
 
The payer would return the EB segment: 
 
EB*7**30~ 

EB01 = 7 (Inactive - Pending Eligibility Update)  
EB03 = 30 (Health Benefit Plan Coverage).  The payer could use another code (e.g. 1 (Medical 
Care) if that would be more appropriate and the payer wanted to send that information. 
Note: The responder could send a value in EB02 (type of coverage) if the information is applicable 
and if that data has been implemented by the responder.   

 
2100B PER would be required in the situation when a payer is sending an incomplete eligibility response. 
 
PER*IC*ELIGIBILITY OFFICE*TE*8014667789*EX*3345~ 

 
4. Multiple Matches: If an inquiry should result in more than one subscriber/dependent match in the payer’s 

eligibility system, the payer should reply that multiple matches have been found and the provider needs to 
supply either additional or corrected information.  Payers should not give coverage information on the 
multiple matches.  Providers are encouraged to give as much information as possible on the patient and 
subscriber to reduce the incidence of multiple matches. 

 
Example:  
Use the AAA in the 2100C or 2100D loop 
AAA*Y**68~ 

AAA01 = Y (Y would be used because the request is valid but is being rejected for the reason 
indicated in AAA03) 
AAA03 = 68 (Duplicate Patient ID Number).  The message here is that the information 
SOURCE found more than one patient matching the information in the INQUIRY.  AAA03 could = 
76 (Duplicate Subscriber/Insured ID Number) if the duplication was with the subscriber 
information. 

 
 In the case of multiple matches: 
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Use multiple 2100 AAA segments.  In the example below, the problem lies with the patient name. 
 

AAA*Y**68*~  (this indicates that multiple matches have been found) 
 AAA*Y**15~ (this indicates that data was missing or invalid) 

AAA*Y** 65*C~  (this indicates that the Patient Name is missing or invalid in the original inquiry Code 65 
= Missing/Invalid Patient Name. AAA04 (code C) indicates that the payer wants the provider to 
correct and resubmit the inquiry with Patient name.  

 
The payer could indicate problems with IDs (AA03 could = 72 Invalid/Missing Subscriber/Insured ID, or 
43 Invalid/Missing Provider Identification, etc) or a host of other types of problems.   

 
5. Dual Coverage:  
Dual coverage within a Payer.  
Payers may wish to indicate dual coverage for a patient within the Information Source organization. Dual 

coverage is indicated using the 2120C Loop in the 271 transaction.  It is not required that payers report dual 
coverage. 
 

To indicate that a plan believes that the patient has additional coverage the 271 may include this: 
 

If the coverage is within the Information Source organization (the person is covered by Plan A and Plan B 
both offered by Payer X), the payer could elect to return a looping structure as shown in the example 
below. In the example a dependent daughter is covered under both the mother (through Plan A of Payer 
X) and the father (through Plan B of Payer X). 

 
Example: (only segments pertinent to the example are included) 
 
LOOP ID 2100A INFORMATION SOURCE  
NM1 Information Source Name (PAYER X) 

 
LOOP ID – 2100C SUBSCRIBER NAME (MOTHER, member of Plan A) 
NM1 Subscriber A  
DMG Subscriber A Demographic Information  
 
LOOP ID – 2100D DEPENDENT NAME (DAUGHTER) 
NM1 Dependent Name  
DMG Dependent Demographic Information 
 

LOOP ID – 2110D ELIGIBILITY OR BENEFIT INFORMATION (coverage info for Plan A) 
EB Eligibility or Benefit Information 
DTP Eligibility/Benefit Date  

 
LS Loop Header 
LOOP ID – 2120D BENEFIT RELATED ENTITY NAME (PLAN A) 
NM1 Subscriber/Dependent Benefit Related Entity Name 
LE Loop Trailer 

 
LOOP ID – 2100C SUBSCRIBER NAME (FATHER, member of Plan B) 
NM1 Subscriber B  
DMG Subscriber B Demographic Information  

 
LOOP ID – 2100D DEPENDENT NAME (DAUGHTER) 
NM1 Dependent Name  
DMG Dependent Demographic Information  

 
LOOP ID – 2110D ELIGIBILITY OR BENEFIT INFORMATION (coverage info for Plan B) 
EB Eligibility or Benefit Information 
DTP Eligibility/Benefit Date 
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LS Loop Header 
LOOP ID – 2120D BENEFIT RELATED ENTITY NAME (PLAN B) 
NM1 Subscriber/Dependent Benefit Related Entity Name 
LE Loop Trailer 

 
Dual coverage between separate Payers.  

If the coverage is outside of the Information Source organization (Payer X thinks the person is also 
covered by Payer Y), the payer could elect to return a looping structure as shown in the example below. 
In the example below Payer X is responding to an inquiry about a dependent daughter.  The daughter is 
covered through both the mother (through Payer X) and the father (through Payer Y).  
 
Payers should develop a policy about sharing coverage information from other payers. 

 
LOOP ID 2100A INFORMATION SOURCE  
NM1 Information Source Name/ID is identifier (Payer X) 

 
LOOP ID – 2100C SUBSCRIBER NAME (MOTHER, member of Payer X) 
NM1 Subscriber A  
 
LOOP ID – 2100D DEPENDENT NAME (DAUGHTER) 
NM1 Dependent Name  
DMG Dependent Demographic Information 
 

LOOP ID – 2110D ELIGIBILITY OR BENEFIT INFORMATION (coverage info for Payer X) 
EB Eligibility or Benefit Information 
DTP Eligibility/Benefit Date  

 
LOOP ID - 2110 ELIGIBILITY OR BENEFIT INFORMATION (coverage info for Payer Y) 
EB Subscriber B/Dependent Eligibility or Benefit Information 

 
LS Loop Header 
LOOP ID - 2120 SUBSCRIBER/DEPENDENT BENEFIT RELATED ENTITY NAME (PAYER Y) 
NM1 Subscriber/Dependent Benefit Related Entity Name 
LE Loop Trailer 

 
Additional information could be given (additional patient identifiers, patient address, more info about Plan A 
and B, etc).  These examples show the minimum. 
 
Some Utah payers may have arrangements to query eligibility systems in separate payer organizations.  In 
such a case, the Utah payer is not responsible for enforcing this Standard upon the other payer organization. 
 
6. Accumulator: Payers should develop a mechanism to report remaining amounts for deductible(s), co-

pay(s), out of pocket and visit limits. 
 
7. Window of Eligibility Data Availability:  The window of eligibility data availability should equal that of 

the claim filing deadline for the payer.  If a payer has a claim filing deadline of 2 years, then 2 years of 
eligibility data should be maintained on the on-line eligibility system. 

 
8. Window of Eligibility Inquiry Date Spans.  Payers should develop a policy of the maximum date span 

range for eligibility inquiries. The maximum date span indicates the longest inquiry date span which the 
payer will consider a valid date span.  For example, a payer may consider a single month (30 days) to be 
the maximum date span for a valid eligibility inquiry.  Payers should communicate this policy to providers. 

 
9. Eligibility Date Spans. It is recommended that payers provide more than one separate response when inquiries span 

benefit periods. 
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10. Third Party Payers/Coordination of Benefits: Other payer Information is encouraged to be sent to the 
requesting entity when known.  The payer name as minimum should be sent. 

 
11. Termination Dates: The termination date discussed in Table 1 below only applies within the date of 

service date span included in the INQUIRY.  Termination dates outside of the date of service date range 
may be supplied by the payer at their discretion. Payers should consider developing a policy that allows 
the system to respond with future termination dates. This is helpful for subscribers that have dependents 
and also for COBRA enrolment. 

 
12. Other payer Information is encouraged to be sent to the requesting entity when known.  

Contract/Outsourced payer name’s as minimum should be sent for chiropractic, dental, vision and mental 
health benefits etc. 

 
See Part II and Part III for more complete inquiry and response examples. 
 
 
History: (MM/DD/YY) 
 Original A* 1 V2.1 A* V 2.2 A* 3 A* 4 
ORIGINATION DATE 12/08/99 9/2003 03/12/03 5-06-05 2/13/2008 
APPROVAL DATE 04/11/02 09/09/02  5/12/04 05/02/07  
EFFECTIVE DATE 05/11/02 10/09/02 6/12/04 06/02/07  
* A = Amendment 
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UHIN STANDARD COMMITTEE 
UHIN Specification # 22 

Minimum and Recommended Hardware Requirements  
For UHINet and UHIN Approved Software 

Version 2.1 
 
UHIN Specification #22 Minimum and Recommended Hardware Requirements is compatible with all HIPAA 
requirements 
 
Purpose: The Specification outlines the minimum and recommended minimum hardware requirements for 
members who use the UHIN networks. 
 
Applicability: This Specification applies to all UHIN healthcare providers and healthcare associates who 
choose to use UHIN the UHIN networks. 
 
UHINet: 
UHINet is a secure Internet gateway that members can access using a UHIN approved translator (UHINT, 
ProCLaim) or a direct Internet connection.  UHINet is designed to handle all the HIPAA transactions. UHIN uses 
Standardized Trading Partner Numbers and User ID for access into UHINet.  UHIN assigns Utah Payers and 
Provider a TPN (see UHIN Specification #5 – Trading Partner Number for more details). 
 
Detail: 
 
UHINet and UHIN Approved Software (e.g UHINT, ProClaim) 
User will be required to meet the hardware requirements.  Failure to meet these requirements will impact the 
system speed of the user. 
 
Computer: 
 
Windows based personal computer 
Processor speed of 300MHz or faster for high volume providers 
100 Mb disk space (high volume providers may need more) – 512 Mbytes of RAM or higher 
Virus detection software 
Monitor, minimum of 800 pixel by 600 pixels size -Color monitor, 16 colors minimum, recommend 1024 x 768 
pixels size. 
Universal Power Supply (UPS) to keep entire system running during a power outage; monitor, main CPU, 
keyboard and mouse (not printer). The UPS should be able to supply power for a minimum of 5 minutes 
 
Operating System Software 
Microsoft Windows NT, 2000 or XP  
Vista – Home Basic and Professional 
.Net Framework 2.0 
 
Printer 
a. Color Ink jet (recommended) or HP Laser Jet III ; must have ability to print compressed font 
 
Internet Connection - Requirements referenced in UHIN Specification #24 Payer, Provider and Vendor Network 
Requirements (e.g. user must have a browser and ISP). 
 
Firewall - Requirements reference in UHIN Specification #38 Security 
 
IMPLEMENTATION ISSUES 
 
The above operating system software versions have been tested by UHIN staff and UHINT developers. Other 
operating systems have not been tested and the user is responsible for the compatibility with the approved UHIN 
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applications.  All operating system compatibility errors and issues will need to be worked out between the user 
and Microsoft or the users technical support personnel. 
 
Major organizations have evaluated VISTA, the new version of Windows, and decided not to implement it in its 
current release.  If a user of UHIN approved software chooses to go with VISTA, the responsibility for resolving 
any issue arising from this decision remains with the user.  
 
History: (MM/DD/YY) 
Version 2 Original A* 1 A 2 A3 A 4 A 5 A 6 
ORIGINATION DATE 08/2002 2/13/2008      
APPROVAL DATE 03/12/03       
EFFECTIVE DATE 04/12/03       
* A = Amendment 
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Specification #24 Network Requirements
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UHIN STANDARDS COMMITTEE 
Specification #24 

Payer, Provider, and  
Vendor Network Requirements 

Version 2.2     
 
UHIN Specification #24, UHINet Payer, Provider, and Vendor Network Requirements is compatible with all HIPAA 
requirements. 
 
Purpose:  The purpose of this Specification is to inform UHIN subscribers of the Network 
requirements for using the UHINet gateway. 
 
Applicability: This Specification applies to all UHINet connections. 
 
Details: 
 
UHINet is a secure Internet gateway that members access using UHINT or another application’s or a direct 
Internet connection.  UHINet is designed to handle all the HIPAA transactions and other data formats approved by 
the UHIN community.  The baseline product for UHINet is UHINT. 
 
General  

1. Payer Requirements: 
 

a. UHINet: Establish an Internet connection to UHINet.  Contact UHIN staff for the technical 
specifications to accomplish this. 

 
b. Set up a test system that integrates the UHIN transactions into their standard test procedures. 
 
c. Develop and support a ‘test’ mode for new trading partners and maintain an ongoing ‘production’ 

mode. 
 
d. Develop or purchase a translator that can convert the ASC X12 transactions, or other approved 

transaction/messages which UHIN carries to an internal flat file. 
 
e. Have the ability to remove any extraneous data that may come to the payer from other providers 

or other UHIN trading partners. 
 
f. Have the capability to separate various data types that may be received, for example ASC X12 

837 (Health Care Claims/Encounters) and 276 (Claim/Encounter Status Inquiry).  Payers may 
also have to split transactions by ‘line of business’ so they can be processed separately. 

 
g. Establish security that protects the payer from getting transactions from unauthorized sources.  

See UHIN Specification #38 Security. 
 
h. Develop reports or acknowledgments that will be sent back through the gateway to the provider to 

let them know how many transactions were accepted and/or rejected by the payer’s system.   
 

For X12 837 transactions this is accomplished using either the 864 (for reply to Non-HIPAA claims ), the 
277FE (for response to HIPAA claims) the 997 or the TA1. 
Refer to other Standards or Specifications (e.g. HL7, XML, NCPDP) for the agreed upon transaction or 
message acknowledgement. 
 
i. Has the ability to create the ASC X12 835 version 4010 remittance advice (HIPAA requires the 

4010A1 version).  
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j. Participate regularly in the UHIN Board of Directors and Standards Committee and associated 

subcommittees as appropriate. 
 
k. Notify UHIN if a payer system is down.  

 
2. Provider/Biller Requirements: 
 

a. Meet the UHIN minimum hardware requirements detailed in UHIN Policy and Preferred 
Submission Specification #22 Minimum Hardware Requirements.  

  
b. Provide a HCFA 1500 print image or flat file format (for ProClaim/UHINT users), a UB92 print 

image or flat file (for ProClaim/UHINT) and/or an ADA print image or flat file format for claim 
transmissions if the provider decides to use UHINT, a UHINet baseline product. 

 
c. Contact individual payers for provider identifiers and enter these numbers in appropriate 

transactions. 
 
d. Download and manage/print all payer reports (864s, 277s, etc.), electronic remittance advice 

(835) and other transactions which come to the provider. 
 
e. Verify all payer reports are received.  Contact payer if a payer report is not received in a timely 

manner. 
 
f. Notify all UHIN payers if the provider changes their Tax ID. 
 
g. Notify all UHIN payers if the provider/biller adds new providers and payer IDs and any other 

pertinent information from the payer. 
 
h. Notify UHIN if the provider/biller adds new providers. 
 
i. Notify UHIN if the provider changes address and/or telephone numbers. 
 
j. Notify all UHIN payers and UHIN staff if the provider/biller computer system is down for any 

extended length of time. 
 

1. Translator Vendor Software Certification Requirements: 
 

a. Vendors are responsible for implementing and conforming to UHIN Standards.  The UHIN 
Standard rule is current version minus one.  Check with UHIN staff for current version of 
implementation guides.   HIPAA requires that all HIPAA transactions be HIPAA compliant by 
October 16, 2003 if the provider filed for an extension. 

 
UHINet: After their programming is complete, the PM vendor should contract with a third party 
HIPAA transaction testing and certification entity and begin testing with them using de-identified 
health information. The PM vendor must be presently billing for a provider in the State of Utah. 

 
b. UHINet: When the PM vendor has completed testing, they should inform the UHIN Marketing 

Manager who will then approve the vendor for the tested/certified transaction. 
 

2. UHIN Help Desk Procedures 
 

a. UHINet: If a provider’s Internet connection is down, they should notify their Internet service provider 
(ISP).  If UHINet is down, the Help Desk will notify UHIN.  UHIN will have the option of notifying 
payers and providers at UHIN’s discretion by e-mail or by phone. 
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b. The UHIN Help Desk will provide frequent updates to UHIN on the status of any issue (i.e. when the 
issue is resolved or when they expect the issue to be resolved). 

 
c. If UHIN members have been notified that UHINet is down or having issues etc. members will receive 

notification when the issue(s) has been resolved. 
 

d. Payers and interested providers/vendors will give UHIN contact information in the case that the issue 
appears to lie with a trading partner.  Contact information includes name(s) and appropriate email 
address and phone number.  Forward contact information to ereed@directpointe.com  

 
3. Payers/Providers/Vendors UHINet Procedures 
 

a. If there are patient/provider/procedure content issues (e.g. missing or incorrect information etc.) then 
the trading partner should be contacted. 

 
b. Payers/providers/UHINet administrators are strongly encouraged to check their systems every 

workday morning (by 8:30am) to verify that they are working and receiving/sending data. 
 

c. If there is a transmission issue between trading partners the following steps should be taken. 
 

i. To initiate a new transaction, contact the appropriate trading partner to begin the process. 
 

ii. If a trading partner submitter perceives there is an issue with a transaction they should 
contact end point trading partner and inform them of the issue. 
 

iii.    If an expected transmission is not received  
1. Contact submitter-trading partner. 
2. If trading partner sent transaction then contact UHIN help desk (801-333-2900). 
3. If issue can not be resolved then the UHIN staff (801) 466-7705 should be contacted. 

 
d. If there is a technical issue (e.g. standards data content, file format, vendor issues, etc) then UHIN 

Standards staff should be notified. 
 

See list of UHIN Staffs contact information in Appendix A 
 

e. If a payer has scheduled downtime and this downtime will last for more than one hour a notification 
should be sent to the following e-mail  UHINAlert@uhin.com .  Phone calls are also recommended. 

 
See list of UHIN Staffs contact information in Appendix A 
 

f. If a payer is experiencing unscheduled down time during working hours (8:00am – 5:00pm MT) a 
notification should be sent out immediately by e-mail to UHINAlert@uhin.com.  Phone calls are also 
recommended. 

 
See list of UHIN Staffs contact information in Appendix A 

 
g. If a payer is experiencing unscheduled down time outside of regular working hours an e-mail should 

be sent to UHINAlert@uhin.com.  And a phone call should be made to the Help Desk at (801) 333 – 
6000.   See Appendix B for work flow process 

 
4. Payers/Providers/Vendors UHINT Software Procedures 

 
a. UHINet: If there are UHINT updating issues, the UHIN help desk or UHIN staff should be notified 

 
b. If there are UHINT baseline product standards data content, file format or vendor issues then UHIN 

staff should be notified.  
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c. If there is a provider customer services issues then the UHIN staff should be notified.  
 

d. The UHIN number for notification is (801) 466-7705 X 200. 
 

5. UHINet  
UHINet is an Internet-based gateway switch.   Because of this, all users must have an Internet Service 
Provider (ISP).  Users who do not have an ISP should check with associates or the phone book to locate 
one that suites their business needs. 

 
a. Browser 
Because UHINet is Internet based, users must have a browser.  A browser is a piece of software that 
allows you to connect to the Internet.  The following browsers are supported on UHINet: 
 
Internet Explorer: 

 Recommended: Internet Explorer version 5.5 service pack 2 or higher 
Minimum: Internet Explorer version 4.x with 128 bit encryption Internet Explorer browsers that are below 
4.x would not be supported 
  
Netscape: No longer supported by Netscape 
 
FireFox (Mozilla) 
Recommended: Mozilla Firefox version 2.0.x  
 
Each of these browsers are available free of charge and all upgrades are free.  Browsers of lower 
versions (1) must be upgraded to 128-bit encryption which may be difficult and (2) often have other 
security ‘holes’ that have been repaired in these later versions. [Amended 1/10/02]  
 
 
b. Encryption 
Because UHINet is browser based, and because health care transactions contain protected health 
information all transactions must be encrypted. 

 
Encryption algorithms to support on UHINet: 

 
 IDEA Cipher, 128-bit key 
 Triple-DES, 168-bit key 
 RC2 cipher, 128-bit key 
 RC4 cipher, 128-bit key 
 

No other ciphers or key lengths are supported.  All recommended keys are widely available on existing 
browsers. 
 
c. Domain Name Server:  
Payers (not providers) must have a domain name server (DNS).  Validation of the DNS with the DNS on 
the public key certification will be required.  This is transparent to the user and adds virtually no overhead 
to the connect process.  This helps avoid the ‘man-in-the-middle’ type of attack.   

 
 

History: (MM/DD/YY) 
* A = Amendment 

 Original A* 1 V.2 A1 A 2 A3 
ORIGINATION DATE 05/13/98 10/14/98 06/02 02/13/08   
APPROVAL DATE 10/13/98 03/16/99 03/12/03    
EFFECTIVE DATE 11/13/98 0416/99 04/12/03    
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APPENDIX A – UHIN downtime contacts 
 

·  UHIN Help Desk (801) 333-2900 
·  UHIN Customer Service customerservice@uhin.com  or call 
·  466-7705 x200, x204, x205, x211. 
·  UHIN Technical Support – Eric Reed ereed@directpointe.com x215 
·  Quality Assurance Coordinator, Rob Hicken rhicken@uhin.com x 209 
·  Standards Coordinator, Mike Jolley mjolley@uhin.com x207 
·  Standards Manager, Doreen Espinoza despinoza@uhin.com x210 
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UHIN AFTER HOURS CALL
PROCESS FLOW

After Hours Call
Received

Help Desk
contacts UHIN

Staff within
  30 minutes

UHIN Staff will do
a preliminary
system check

UHIN Staff will
initiate a return call

to the reporting
entity within 30

minutes

UHINet System
Problem?

UHIN Contacts
Strategic Partner

yes

Determine
Severity and
impact of the

Problem

Severe Problem
with many users
being impacted

UHIN Staff will
Immediately send out

a notification to all
users and contact
the reporting entity

Severe Problem Notification will continue every
2 hours and will include
 - Problem updates
 - Expected time of resolution

Final notification will
be sent once the
issue has been

resolved verify  fix
with reporting entity

Low to Moderate
Problem with few
users impacted

Low  to Moderate
Problem

UHIN Staff and
Strategic Partner
will  devise a plan

to work on
problem

Expected time of
resolution

determined

Issue Resolved

Final notification will be
sent once the issue has

been resolved and
verify the fix with the

reporting entity

NO

Staff will notify the caller

 



 

26 

 
 



 

27 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Appendix D 



 

 
UHIN STANDARD #1 
 Anesthesia Standard 
Origination Date V.1.: June 1994       DRAFT v2.2 
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UHIN STANDARDS COMMITTEE 
Standard # 1 
Anesthesia 
Version 2.2 

 
 
Purpose: The purpose of the Anesthesia Standard is to standardize the transmission of 
data for health care services.  This Standard does not alter any contractual agreement 
between providers and payers. 
 
Applicability:  All professional claims and encounters. 
 
1. With the implementation of the 004010 versions of the 837, only ASA codes contained 

in the CPT/HCPCS will be acceptable anesthesia codes.  No proprietary procedure 
codes are allowed under HIPAA. 

 
2.  All HCPCS modifiers are allowed.  Use P modifiers to indicate physical status.  
HCPCS modifiers for concurrency situations are allowed.  No proprietary modifiers are 
allowed under HIPAA. 
 
3. Actual minutes5 (not hours) are required for time based procedures. For non–time 

based procedures, units are equal to the number of times the procedure was performed. 
See Pain Management Standard #30 for further information on pain management and 
anesthesia.   

 
4. Report qualifying circumstance, i.e., 99140 = emergency, on separate line with separate 

charges. 
 
IMPLEMENTATION ISSUES: 
 
1. None 
 
 
 
 
 Original 

(v 1.0) 
A* 1 (v2.0) A 2 A3 A 4 A 5 A 6 

ORIGINATION DATE 01/14/98 1/18/02 02/13/08     
APPROVAL DATE 05/20/98 06/12/03      
EFFECTIVE DATE 06/20/98 07/12/03      
 

                                                 
     5 In the 004010 837 professional implementation guide, minutes are reported in SV104 when SV103=MJ. 
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Appendix E 
Claim Acknowledgement Questions and Responses 
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Issues surrounding the 5010 Claim Acknowledgement 
 
·  Can the existing web services connection handle 5010 today? 
 
Yes, UHINT currently uses the web services connection to send and receive files today. Web 
services can handle anything as it a payload independent router.  The limitation would be in the 
security permissions that available and are assigned by the super users. 
 
·  Can the existing UHINT application handle 5010? 
 
UHINT 2.x can handle the 5010 277Claim Acknowledgement.  Version 2.x can handle other – the 
application will accommodate files that are allowed in the security settings.   
 
·  Every provider needs to be made aware that if they intend to receive 5010  

transactions and they are not using UHINT they will need to create a Web Service connection to 
UHINet II. Every provider needs to be made aware that if they want to receive claim 
acknowledgments from Emdeon they must be able to accept 5010 transactions. 
 

This information was supplied in the Standards under Provider Responsibilities section of the 
Specification 
 
·  Does the UHIN community want to consider allowing 5010 transaction through a legacy 

connection? 
 
This is a Board of Directors implementation decision. This may be something that the CPMC 
committee should discuss. 
 
·  Can a method be found to make an 864/4020 277FE out of a 5010 transaction to help facilitate 

those providers that need other formats. Is there an ability for Emdeon to turn off the 5010/864 by 
payer? 

 
This was addressed with Emdeon and is being accommodated.  
 
·  A test should be conducted to verify that the legacy traffic will not be impacted when 5010 

transactions are sent through. 
 
UHIN is conducting tests with Emdeon and UHINT 2.x.  The project team is addressing any issues as 
they arise. 
 
·  Can UHINT be used to download large files (in number and size) for providers that can not make 

a SOAP-over-HTTPS connection? 
 
UHINT does not have a size limitation – it can transport large files.  
 
·  Can UHINet be programmed to allow a 4070 transaction? 
 
UHINet can be programmed, but there is no business case for this request. 
 
 
 


