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General Statements

R The maximum size for the fields containing number of days information (covered, lifetime reserve,
etc.) in the Medicare system is four characters. Claims submitted with data that exceed will be
returned to the provider (RTP’d) or will be errored back to the submitter by [contractor name].

R The maximum size for dollar amount fields in the Medicare system is 10 characters. Claims submitted
with dollar amounts in excess of 99,999,999.99 will be RTP’d or will be errored back to the submitter
by [contractor name].

R Claims submitted with attending, other, or operating physician UPIN data exceeding 6 positions will
be RTP’d or will be errored back to the submitter by [contractor name].

R Claims with external code set data that does not conform to the format requirements of the external
code set maintainer will be RTP’d or will be errored back to the submitter by [contractor name].
Data elements referencing external code sets are limited to the size of the data as defined by the code
set maintainer. For example, the element in the Implementation Guide designated for HCPCS
information may contain up to 30 positions but the HCPCS external code list allows only 5 positions
(claims with more than 5 positions of HCPCS data in this element would be RTP’d or will be errored
back to the submitter by [contractor name].

R The maximum size for the service unit count field in the Medicare system is 7 characters. Claims
submitted with data that exceeds this limit will be RTP’d or will be errored back to the submitter by
[contractor name]. Claims submitted with decimal data will be rounded to the closest whole number
before being processed.

R The Medicare system does not process decimal points in diagnosis codes or ICD9-CM procedure
codes. Medicare will strip out decimal points submitted in valid diagnosis before processing.
Medicare will strip out decimal points submitted in valid procedure codes before processing.

R You may send as many diagnosis codes as allowed in the implementation guide. However, only the
primary/principal and first 8 other diagnosis codes will be considered for adjudication and payment
determination.

R Hospital other (14X) claims that lack diagnosis information when required for CMS adjudication
(2300 HI Principal, Admitting, E-Code and Patient Reason for Visit Diagnosis Information) will be
RTP’d or will be errored back to the submitter by [contractor name].

R Claims that lack a patient status code when required for CMS adjudication will be RTP’d or will be
errored back to the submitter by [contractor name].

R Claims that lack an admission source code when required for CMS adjudication will be RTP’d or will
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be errored back to the submitter by [contractor name].

R Inpatient claims that lack HCPCS when required for CMS adjudication will be RTP’d or will be
errored back to the submitter by [contractor name].

R Medicare will process only HL structures as described in the implementation guide front matter
(Billing Provider HL (parent) followed by the appropriate Subscriber HL (child)).

S Since the date care starts is considered for billing purposes to be the date the beneficiary is admitted to
Home Health Agency (HHA) care, HHAs must enter the Home Health Start of Care Date as
Admission Date (2300 DTP Admission Date/Hour) for Medicare processing purposes. Any compliant
time is acceptable in this field.

R [Contractor name] will convert all lower case characters submitted on an inbound 837 file to upper
case when sending data to the Medicare processing system. Consequently, data later submitted for
coordination of benefits will be submitted in upper case.

R Only loops, segments, and data elements valid for the HIPAA Institutional Implementation Guides
will be translated. Submitting data not valid based on the Implementation Guide will cause files to be
rejected.

O The incoming 837 transactions utilize delimiters from the following list: >, *, ~, ^, |, and :. Submitting
delimiters not supported within this list [will/may] cause an interchange (transmission) to be rejected.

R You must submit incoming 837 claim data using the basic character set as defined in Appendix A of
the 837 Institutional Implementation Guide. In addition to the basic character set, you may choose to
submit lower case characters and the '@' symbol from the extended character set. Any other characters
submitted from the extended character set [will/may] cause the interchange (transmission) to be
rejected at the intermediary’s translator.

R When applicable, the National Provider Identifier (NPI) must be submitted in the NM109 segment
(NM108 = XX).

R Medicare does not require taxonomy codes be submitted in order to adjudicate claims, but will accept
the taxonomy code, if submitted. However, taxonomy codes that are submitted must be valid against
the taxonomy code set published at http://www.wpc-edi.com/codes/taxonomy. Claims submitted with
invalid taxonomy codes will be rejected.

R All dates that are submitted on an incoming 837 claim transaction must be valid calendar dates in the
appropriate format based on the respective qualifier. Failure to submit a valid calendar date will result
in rejection of the claim or the applicable interchange (transmission).

O [Contractor name] [will/may] reject an interchange (transmission) submitted with more than 9,999
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loops.

O [Contractor name] will reject an interchange (transmission) submitted with more than 9,999 segments
per loop.

O [Contractor name] [will/may] reject an interchange (transmission) with more than [contractor supplies
value] CLM segments (claims) submitted per transaction.

R/O A. Compression of files is not supported for transmissions between the submitter and
[Contractor name] -OR-

B. Compression of files using [name of software] is supported for transmissions between the
submitter and [Contractor name].

R/O A. Only valid qualifiers for Medicare must be submitted on incoming 837 claim transactions.
Any qualifiers submitted for Medicare processing which are not defined for use in Medicare
billing [will/may] cause the claim or the transaction to be rejected -OR-

B. Only valid qualifiers for Medicare should be submitted for Medicare processing on incoming
837 claim transactions. Any qualifiers submitted which are not defined for use in Medicare
billing [will/may] cause the claim to be rejected.

R Do not use Credit/Debit card information to bill Medicare. Credit/Debit card information will be
ignored.

O [Contractor name] will edit data submitted within the envelope segments (ISA, GS, ST, SE, GE, and
IEA) beyond the requirements defined in the Institutional Implementation Guides. Claims submitted
with invalid Medicare identifiers will be RTP’d or will be errored back to the submitter by
[contractor name].

Interchange Control Header
ISA05 Interchange ID Qualifier O [Contractor name] will reject an interchange (transmission) that does not contain [qualifier] in

ISA05.
B.4

ISA06 Interchange Sender ID O [Contractor name] will reject an interchange (transmission) that does not contain a valid ID in ISA06. B.4
ISA07 Interchange ID Qualifier O [Contractor name] will reject an interchange (transmission) that does not contain [qualifier] in ISA07. B.4
ISA08 Interchange Receiver ID O [Contractor name] will reject an interchange (transmission) that does not contain [intermediary code]

in ISA08. Each individual contractor determines this code.
B.5

Functional Group Header
O [Contractor name] will only process one transaction type (records group) per interchange

(transmission); a submitter must only submit one GS-GE (Functional Group) within an ISA-IEA
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(Interchange).

O [Contractor name] will only process one transaction per functional group; a submitter must only
submit one ST-SE (Transaction Set) within a GS-GE (Functional Group).

GS03 Application Receiver’s
Code

O [Contractor name] [will/may] reject an interchange (transmission) that is submitted with an invalid
value in GS03 (Application Receivers Code) based on the intermediary definition.

B.8

Loop Transaction Set
O [Contractor name] will only accept claims for one line of business per transaction. Claims submitted

for multiple lines of business within one ST-SE (Transaction Set) [will/may] cause the transaction to
be rejected.

ST02 Transaction Control Set O [Contractor name] will reject an interchange (transmission) that is not submitted with unique values in
the ST02 (Transaction Set Control Number) elements.

56

BHT02 Transaction Set Purpose
Code

O Transaction Set Purpose Code (BHT02) must equal '00' (ORIGINAL). 58

BHT06 Claim/Encounter
Identifier

O [Contractor name] will accept and process transmissions with a Claim or Encounter Indicator
(BHT06) of 'CH' (Chargeable).
[Contractor name] will accept but will ignore a Claim or Encounter Indicator (BHT06) if 'RP'
(Reporting) during adjudication.

59

REF02 Transmission Type
Identification

O The 837 Institutional claim transaction will not be piloted. Claim files submitted with a Transmission
Type Code value of 004010X098DA1 in REF02 [will/may] cause the file to be rejected.

60

1000A NM109 Submitter ID R [Contractor name] will reject an interchange (transmission) that is submitted with a submitter
identification number that is not authorized for electronic claim submission.

63

1000B NM103 Receiver Name O [Contractor name] [will/may] reject an interchange (transmission) that is not submitted with a valid
intermediary name (NM1).

68

1000B NM109 Receiver Primary
Identifier

O [Contractor name] [will/may] reject an interchange (transmission) that is not submitted with a valid
intermediary code (NM1). Each individual contractor determines this code.

68

2000B HL Subscriber Hierarchical
Level

O The subscriber hierarchical level (HL segment) must be in order from one, by one (+1) and must be
numeric.

99

2000B SBR02,
SBR09

Subscriber Information R For Medicare, the subscriber is always the same as the patient (SBR02=18, SBR09=MA). The Patient
Hierarchical Level (2000C loop) is not used.

103

Loop Claim Information
2300 CLM02 Total Submitted Charges R Negative values submitted in CLM02 [will/may] not be processed and [will/may] result in the claim

being rejected.
159
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2300 CLM02 Total Submitted Charges R Total submitted charges (CLM02) must equal the sum of the line item charge amounts (SV203). 159
2300 CLM20 Delay Reason Code R Data submitted in CLM20 will not be used for processing. 179
2300 HI Health Care Diagnosis

Code
R Effective October 2004, all diagnosis codes submitted on a claim must be valid codes per the qualified

code source. Claims that contain invalid diagnosis codes will be rejected.
228

2410 LIN03 Drug Identification R The format for National Drug Codes (NDC) is 5-4-2 (11 positions). Claims that contain NDC codes in
any other format will be rejected.

Addenda
37

997 - Functional Acknowledgement
R/O A. We suggest retrieval of the ANSI 997 functional acknowledgment files on or before the first

business day after the claim file is submitted, but no later than 5 days after the file
submission -OR-

B. We suggest retrieval of the ANSI 997 functional acknowledgment files on the first business
day after the claim file is submitted, but no later than 5 days after the file submission.

B.15

R/O A. [Contractor name] will return the version of the 837 inbound transaction in GS08
(Version/Release/Industry Identifier Code) of the 997 -OR-

B. [Contractor name] will return [X] as the version in GS08 (Version/Release/Industry Identifier
Code) of the 997.


