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DEFINITIONS OF CLAIM AND DATA FILES SUBMITTED TO THE WA-APCD
A. INTRODUCTION
RCW 43.371.070(1)(a) 1 requires the data suppliers to submit the following claim and data files 2 to
the statewide all-payer claims database (WA-APCD):
1. Covered medical services claims
2. Pharmacy claims
3. Dental claims
4. Member eligibility and enrollment data
5. Provider data with necessary identifiers
The law further directs the Office of Financial Management (OFM) to define the claim and data files
that data suppliers must submit to the WA-APCD in rule. Paper 1 provides background information
for this rule. The paper examines how other states with established APCDs have defined their claim
and data files and identifies considerations for developing the WA-APCD definitions for claim and
data files. Paper 1 is divided into the following sections:
A. Introduction
B. Defining claim and data files in other states
C. Findings for claim and data file definitions in other states
D. Considerations – WA-APCD claim and data file definitions
Appendices and References
Appendix A: Definitions for data submission guide
Appendix B: Definitions for medical claims data file and medical claims file
Appendix C: Definitions for pharmacy claims file
Appendix D: Definitions for dental claims file
Appendix E: Definitions for member eligibility file
Appendix F: Definitions for provider file
Appendix G: Form 1500, UB-04, EDI 837, Labor and Industries forms
References

RCW 43.371.070 was amended during the 2015 legislative session in Chapter 246, Laws of 2015 (Engrossed Substitute
Senate Bill 5084). The amendment to this statute included three additional topics for which rules should be adopted. The
bill did not amend subsection (1)(a), which is the subject of this paper.
2 In database management systems (like an APCD), data files are the files that store the database information (such as
claim and encounter, member eligibility and provider data), whereas other files, such as index files and data dictionaries,
store administrative information, known as metadata. Source: www.webopedia.com
1
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OFM also received technical input on developing definitions for claim and data files from the
Washington Health Alliance. This information is available on the OFM health care price
transparency website at http://www.ofm.wa.gov/healthcare/pricetransparency. See the report
“Washington Health Alliance All-Payer Claim Database Data Policy Advisory Committee Summary
of Recommendations,” Pages 3–6.

B. DEFINING CLAIM AND DATA FILES IN OTHER STATES
Both definitions and technical specifications for claim and data files are necessary to manage an
APCD. The definitions of the claim and data files specify the type of information that must be
included in the data file. The technical specifications specify the data elements and layout for the
information in the data file.
In Maine and Vermont, the definitions for the claim and data files and the technical specifications
are included in rule. Any changes to the definitions for the claim and data files or the technical
specifications are subject to the rule-making process.
In some states, such as Colorado, there is a high-level definition of the claims and data file in the
rule that incorporates the data submission guide (DSG) by reference 3. The details of the definition,
such as residency requirements, and the technical specifications are found in the DSG. Changes to
the claim and data file definitions or technical specifications are not subject to the rule-making
process.
Other states use a combination of definitions of claim and data file in rule and technical
specifications in the DSG. The definitions in rule are detailed. Changes to the definitions of claim
and data files must go through the rule-making process. However, changes to the technical
specifications in the DSG are not subject to the rule-making process.

3
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C. FINDINGS FOR CLAIM AND DATA FILE DEFINITIONS IN OTHER STATES
All the states with APCDs require that medical claims, eligibility and pharmacy data files be
submitted to their APCDs. Most of the states require provider data files be submitted. Six states
require that dental data files be submitted. (See Table 1.)
Table 1: Claim and data files defined in other states
STATE

Arkansas
Colorado
Connecticut 4
Kansas
Maine
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Oregon
Rhode Island
Tennessee
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Vermont
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Source: APCD Council

C.1 Covered medical services file
None of the states has a specific definition for the term “covered medical services file,” as required
in the Washington state law, but they do have definitions for medical claims data file or medical
claims file 5. In their definitions, the states list the type of information that has to be included in the
data file for each claim. States may include some or all of the following in their definitions:
 Member demographics – includes name, date of birth, gender, address, ZIP, phone number,
relationship to insured, insurance information such as group number, plan name.
 Member encrypted unique identifier – is assigned to de-identified data so records can be linked
longitudinally.
 Provider information – includes name, address and national provider identifier (NPI) 6 for
referring physician and the health care provider providing the service.
Connecticut is implementing an APCD. The other states on the list already have APCDs.
See Appendix B: Definition for medical claims file and medical claims data file.
6 The NPI is a unique identification number issued to covered health care providers in the United States by the Centers
for Medicare & Medicaid Services (CMS). Covered health care providers and all health plans and health care
clearinghouses must use the NPIs in the administrative and financial transactions adopted under the Health Insurance
Portability and Accountability Act (HIPAA). The NPI is a 10-position, intelligence-free numeric identifier (10-digit
number). This means that the numbers do not carry other information about health care providers, such as the state in
which they live or their medical specialty. https://www.cms.gov/Regulations-and-Guidance/HIPAA-AdministrativeSimplification/NationalProvIdentStand/downloads/npi_fs_geninfo_010906.pdf
4
5
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 Clinical diagnosis/procedure codes – includes International Classification of Diseases (ICD)
codes for diagnosis 7 and Current Procedural Terminology (CPT) codes for treatment and
modifiers 8.
 Charge and payment information

» Form 1500 – the paper claim form used by noninstitutional health care providers. Includes
outside lab charges, line item charge amount, total claim charge amount and balance due.
» UB04 – the paper claim form used by hospitals and institutions. Includes total charges,
prior payments, estimated amount due and noncovered charges 9.
» EDI 837 – the transaction set used for electronic claims processing. Includes data elements
for purchased service charge amount (this is used for outside lab charges), line item charge
amount, total claim charge amount, patient amount paid, payer amount paid. There is no
data element for balance due in 837P.

 Encounter data10

 Behavioral or mental health claims
 Residency. Some states, such as Oregon, include residency provisions in their definitions of

medical claims file. The residency provision may stipulate that claims are:
» From all residents of the state.
» From all nonresidents of the state who received services in the state.
» For services provided in the state.
 Resubmission of the claim – resubmission code and original reference number
 Status of the claim. Some states also specify in the definition the status of the claims that are
included in the data file in several ways. For example:
» all paid claims and encounters
» all adjudicated claims for each billed service 11
7 ICDs are an international set of codes that represent diagnoses of patients’ medical conditions as determined by
physicians. ICD codes are input in a claim for billing. ICD codes are also used to classify diseases and other health
problems recorded on many types of health and vital records, including death certificates and health records. In addition
to enabling the storage and retrieval of diagnostic information for clinical, epidemiological and quality purposes, these
records also provide the basis for the compilation of national mortality and morbidity statistics. ICD-10 codes are the
updated international set of codes based on the preceding ICD-9 codes. The U.S. Department of Health and Human
Services has announced the implementation of ICD-10 on Oct. 1, 2015. All health care providers, including physicians
(regardless of whether they are Medicare or Medicaid providers), as well as clearinghouses and all payers, are covered by
the HIPAA and are required to transition to ICD-10. Providers will continue to use ICD-9-CM through Sept. 30, 2015.
http://www.who.int/classifications/icd/en/
8 A CPT code is a five-digit numeric code used to describe medical, surgical, radiology, laboratory, anesthesiology and
evaluation/management services of physicians, hospitals and other health care providers. There are approximately 7,800
CPT codes. CPT codes are published by the American Medical Association.
http://compliance.med.ufl.edu/compliance-tips/what-is-a-cpt-code/
9 See Appendix G: Form 1500, UB-04, EDI 837, Labor and Industries.
10 The Washington State Health Care Authority (HCA) defines an encounter as a single health care service, or a period
of examination or treatment. Kaiser Permanente, a health care insurer in Washington state that primarily uses encounter
data, says that encounter data is all data created during the course of a medical interaction. This includes chart notes,
orders, results, vitals, location data, provider data and traditional claim-like data. The difference between encounter and
claims is that claims are one type of encounter data. The encounter data that Kaiser has, since it has very few traditional
claims, are clinical data from its electronic medical records system.
11
Claims adjudication refers to the determination of the insurer’s payment or financial responsibility after the member’s
insurance benefits are applied to a medical claim. When claims are processed, the payer will notify the provider of the
details of the adjudication in the form of an explanation of benefits or remittance advice. A denied claim refers to a
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» all nondenied adjudicated claims for each billed service
» submitted, nondenied, adjudicated claims data for each billed service
C.2 Pharmacy claims file
The states that collect pharmacy claims 12 require that some or all the following information be
included in a pharmacy claims file:
 Member demographics
 Charge and payment information for nondenied adjudicated claims for each prescription
filled
 Provider information
 National drug codes 13
 Residents and nonresidents receiving service in the state
Oregon has a pharmacy eligibility definition related to its pharmacy claims file that states that
pharmacy eligibility file means a data set containing demographic information for each individual
enrolled member eligible for pharmacy benefits for one or more days of coverage at any time during
a calendar month for an Oregon resident as defined in ORS 803.355, a non-Oregon resident who is
a member of a PEBB or OEBB group health insurance plan, or for services provided in Oregon.
C.3 Dental claims file
Connecticut and Maine have definitions for dental claims file 14. Their definitions require servicelevel remittance information, including:
 Member demographics
 Provider information
 Charge and payment information
 Dental terminology codes from all paid claims and encounters (Connecticut)
 Dental terminology codes from all nondenied adjudicated claims for each billed service
(Maine)

claim that has been processed and which the insurer has found to be not payable. Denied claims can usually be corrected
and/or appealed for reconsideration. A rejected claim refers to a claim that has not been processed by the insurer due to
an error in the information provided. Common causes for a claim to be rejected include inaccurate personal information
(e.g., name and identification number do not match) or errors in information provided (e.g., truncated procedure code,
invalid diagnosis codes, etc.) A rejected claim has not been processed so it cannot be appealed. Instead, rejected claims
need to be researched, corrected and resubmitted. For claims that have secondary or tertiary insurances, the primary
payer’s adjudication information must be forwarded, with the electronic claim, for the coordination of benefits.
http://medicaloffice.about.com/od/billingbasics/a/Understanding-Claims-Adjudication.htm
12 See Appendix C: Definitions for pharmacy claims file.
13 Drug products are identified and reported using a unique, three-segment number, called the national drug code
(NDC), which serves as a universal product identifier for drugs. Each listed drug product is assigned a unique 10-digit,
three-segment number. This number identifies the labeler, product and trade package size. See
www.fda.gov/Drugs/InformationOnDrugs.
14 See Appendix D: Definitions for dental claims file.
OFM Forecasting and Research Division
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C.4 Member eligibility and enrollment data file
All the states require information be submitted for member eligibility, and have definitions for
member eligibility file 15. No state defines enrollment data.
The states’ definitions for member eligibility file include:
 Member demographics
 Details for the member’s health care coverage (medical, pharmacy, dental)
 Time frame for coverage. Most states consider a member eligible if the member has one or
more days of coverage during the reporting period.
Massachusetts’ definition of member eligibility file requires more detail, including:
 Member identifiers
 Member demographics
 Race, ethnicity and language information
 Plan type
 Benefit codes
 Enrollment start and end dates
 Behavioral and mental health, substance abuse and chemical dependency and prescription
drug benefit indicators
C.5 Definitions for provider data with necessary identifiers
Two states have a definition of provider file and one state has a definition of medical provider file 16.
 In Colorado, provider file means additional information about the individuals and entities that
submitted claims that are included in the medical claims file and is submitted according to the
requirements contained in the submission guide.
 In Connecticut, provider file means additional information as set forth in the submission
guide about the health care providers that is included in a medical claims data file or dental
claims data file.
 In Oregon, medical provider file means a data set containing information about health care
providers providing health care services, equipment or supplies to enrolled members during
the reporting period.

15
16

See Appendix E: Definitions for member eligibility file.
See Appendix F: Definitions for provider file.
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Colorado further defines the three providers in its data submission guide as follows:
 A provider means a health care facility, health care practitioner, health product manufacturer,
health product vendor or pharmacy.
 A billing provider means a provider or other entity that submits claims to health care claims
processors for health care services directly performed or provided to a subscriber or member
by a service provider.
 A service provider means the provider who directly performed or provided a health care
service to a subscriber of member

The data elements that Colorado collects to identify providers include:
 Provider ID – unique identified for the provider as assigned by the reporting entity
 Provider tax ID
 Provider entity: F for facility, G for provider, I for independent practice association (IPA), P
for practitioner
 Provider information – first, middle and last name, address, suffix, specialty
 Provider DEA number17
 Provider NPI number
 Provider state license number
Oregon collects the same provider data elements and adds three elements for participants in a QCorp 18 initiative: provider Medicaid number, provider CMS UPIN 19 and provider date of birth.

A DEA number (DEA registration number) is a number assigned to a health care provider (such as a medical
practitioner, pharmacist, dentist or veterinarian) by the U.S. Drug Enforcement Administration allowing the provider to
write prescriptions for controlled substances. Legally, the DEA number is to be used solely for tracking controlled
substances. It is often used by the industry, however, as a general prescriber number that is a unique identifier for
anyone who can prescribe medication. https://en.wikipedia.org/wiki/DEA_number
18 The Oregon Health Care Quality Corporation (Q Corp) is an independent, nonprofit organization dedicated to
improving the quality and affordability of health care in Oregon by leading community collaborations and producing
unbiased information. See www.q-corp.org.
19 The unique physician identification number (UPIN) directory contains selected information on physicians, doctors of
osteopathy, limited licensed practitioners and some nonphysician practitioners who are enrolled in the Medicare
Program. The data elements in the file (UPIN, full name, specialty, physician license state code, ZIP code, Medicare
provider billing number and state) are extracted from the UPIN database and approved for public release in the CMS
system of records. The file is updated quarterly, with updates being available usually by Jan. 15, April 15, July 15 and
Oct. 15. Each update file is considered as a replacement file. See https://www.cms.gov/Research-Statistics-Data-andSystems/Files-for-Order/NonIdentifiableDataFiles/UniquePhysicianIdentificationDirectory.html.
17
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D. CONSIDERATIONS FOR WA-APCD CLAIM AND DATA FILE DEFINITIONS
Table 2 identifies the other considerations and related questions and issues that will be discussed in
the rule-making process for this rule. This list is not exhaustive, and OFM welcomes input from
stakeholders.
Table 2: Considerations for definitions of claim and data files
CONSIDERATION

1. Should definitions for claim and data files be
in rule? In the DSG?

2. What are the impacts of the claim and data
file definitions?

3. Residency

4. Unique language in Washington claim and
data file terms

5. Should we define the term “data submission
guide”?

6. National standards for APCD data elements
See http://www.apcdcouncil.org/standards.

OFM Forecasting and Research Division

QUESTIONS/ISSUES

RCW 43.371.070(1)(a) requires certain definitions be in rule.
Incorporating a DSG by reference may not adequately meet
this requirement.
Are the claim and data file definitions broad enough to
include the claims data from the variety of data suppliers
listed in RCW 43.371.030(1), including the Washington State
Department of Labor and Industries?
Will the claim and data file definitions require the collection of
data elements that are not standard for claims or APCD?
Do the definitions have any inadvertent impacts?
Do we need to address residency to reflect cross-border
medical care, snowbirds, persons working in other states but
their health insurance is with a Washington based company,
out-of-state students and other residency issues?
“Covered” in “covered medical files.” Is there an impact of
using “covered” in the term rather than just medical files?
Other states have definitions for member eligibility but do not
specifically address enrollment data. What does enrollment
data mean?
“With necessary identifiers.” Three states have definitions for
provider file but do not list necessary identifiers. Their DSGs
contain data elements that identify their providers. Do we
want to define three providers — provider, billing provider,
service provider — like Colorado does?
See Appendix A: Definitions for data submission guide.
If so, what should be included in the WA-APCD definition?
The advantages of meeting national standards for APCD
data elements are:
• Makes it easier for health care data suppliers who may
supply data to multiple state APCDs to prepare data
submission files.
• Facilitates the development of the initial DSG in a timely
manner by the lead organization and data vendor.
• Enables regional research if there are common data
elements among the states.
• Allows input of additional data elements.

8

WA-APCD Rule Background Paper #1

CONSIDERATION

September 2015

QUESTIONS/ISSUES

Should we adopt national standards for APCD data
elements? If so, should we adopt the national data standards
in whole or in part?
If we adopt national standards for APCD data elements,
should we be able to collect data elements beyond those
included in the national data standards?
Are there disadvantages to requiring standardization?
Are there other terms that need to be defined to further
explain the claims and data file definitions? For example,
some states define claims.
Please add your questions, issues, comments and send to
OFM at apcd@ofm.wa.gov.

7. Other definitions
8. Other considerations?

APPENDIX A

Definitions for data submission guide
STATE

Colorado

Connecticut

DEFINITIONS FOR DATA SUBMISSION GUIDE

Submission guide means the document “Colorado All-Payer Claims Database
Data Submission Guide” developed by the administrator that sets forth the
required schedules, data file format, record specifications, data elements,
definitions, code tables and edit specifications for payer submission of eligibility
data files, medical and pharmacy claims data files and provider data files to the
APCD dated August 20111 version 3, which is hereby incorporated by
reference.
Submission guide means the document published by the exchange that sets
forth the data elements, formats, minimum thresholds and other specifications
for reporting entities’ submission of eligibility data files, medical claims data
files, dental claims data files, pharmacy claims data files and provider files to
the exchange. The submission guide is incorporated in these policies and
procedures by reference.
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APPENDIX B

Definitions for medical claims data file and medical claims file
STATE

Colorado
Connecticut

Maine

New Hampshire

Oregon

Rhode Island

Tennessee

Vermont

DEFINITIONS

Medical claims data file means a file that includes data about medical claims and other
encounter information, according to the requirements contained in the submission guide.
Medical claims data file means a data file composed of service-level remittance
information including, but not limited to, member demographics, provider information,
charge and payment information and clinical diagnosis/procedure codes from all paid
claims and encounters.
Medical claims file means a data file composed of service-level remittance information
including, but not limited to, member demographics, provider information, charge/payment
information and clinical diagnosis/procedure codes from all nondenied adjudicated claims
for each billed service.
Medical claims file means a data file composed of service-level remittance information for
all nondenied adjudicated claims for each billed service including, but not limited to: (1)
member demographics; (2) provider information; (3) charge/payment information; and (4)
clinical diagnosis/procedure codes.
Medical claims file means a data set composed of health care service-level remittance
information for all adjudicated claims for each billed service including, but not limited to,
member demographics, provider information, charge/payment information and clinical
diagnosis/ procedure codes for an Oregon resident as defined in ORS 803.355, a nonOregon resident who is a member of a PEBB or OEBB group health insurance plan, or for
services provided in Oregon.
Medical claims file means all submitted and nondenied adjudicated claims for each billed
service paid by an insurer as defined in §1.18 on behalf of a member as defined in §1.20
regardless of where the service was provided. This data file includes, but is not limited to,
service-level remittance information including, but not limited to, member encrypted unique
identifier, provider information, charge/payment information and clinical
diagnosis/procedure codes as will be described further in the RIAPCD Technical
Specification Manual.
Medical claims file means a data file composed of service-level remittance information for
all nondenied adjudicated claims for each billed service including, but not limited to: (1)
member demographics; (2) provider information; (3) charge/payment information; and
(4) clinical diagnosis/procedure codes.
Medical claims file means a data file composed of service-level remittance information for
all nondenied adjudicated claims for each billed service including, but not limited to,
member demographics, provider information, charge/payment information and clinical
diagnosis/procedure codes, and must include all claims related to behavioral or mental
health.
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APPENDIX C

Definitions for pharmacy claims file
STATE

Colorado

Connecticut

Maine

New Hampshire

Oregon

Tennessee

Vermont

DEFINITIONS FOR PHARMACY CLAIMS FILE

Pharmacy file means a file that includes data about medical claims and other
encounter information, according to the requirements contained in the submission
guide.
Pharmacy claims data file means a data file composed of service-level remittance
information including, but not limited to, member demographics, provider information,
charge/payment information and national drug codes from all paid claims for each
prescription filled.
Pharmacy claims file means a data file composed of service-level remittance
information including, but not limited to, member demographics, provider information,
charge/payment information and national drug codes from all nondenied adjudicated
claims for each prescription filled.
Pharmacy claims file means a data file containing service-level remittance information
from all nondenied adjudicated claims for each prescription including, but not limited
to: (1) member demographics; (2) provider information; (3) charge/payment
information; and (4) national drug codes.
Pharmacy claims file means a data set containing service-level remittance information
from all adjudicated claims including, but not limited to, enrolled member
demographics, provider information, charge/payment information and national drug
codes for an Oregon resident as defined in ORS 803.355, a non-Oregon resident who
is a member of a PEBB or OEBB group health insurance plan, or for services provided
in Oregon.
Pharmacy claims file means a data file containing service-level remittance information
from all non-denied adjudicated claims for each prescription including, but not limited
to: (1) member demographics; (2) provider information; (3) charge/payment
information; and (4) national drug codes.
Pharmacy claims file means a data file containing service-level remittance information
from all nondenied adjudicated claims for each prescription including, but not limited
to, member demographics, provider information, charge/payment information and
national drug codes.

APPENDIX D

Definitions for dental claims file
STATE

Connecticut

Maine

DEFINITIONS FOR DENTAL CLAIMS FILE

Dental claims data file means a data file composed of service-level remittance
information including, but not limited to, member demographics, provider information,
charge/payment information and dental terminology codes from all paid claims and
encounters.
Dental claims file means a data file composed of service-level remittance information
including, but not limited to, member demographics, provider information,
charge/payment information and current dental terminology codes from all nondenied
adjudicated claims for each billed service.
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APPENDIX E
Definitions for member eligibility file
STATE

Colorado

Connecticut

Maine

Massachusetts

New Hampshire

Oregon

Tennessee
Vermont

DEFINITIONS FOR MEMBER ELIGIBILITY FILE

Eligibility data file means a file that includes data about a person who receives health
care coverage from a payer according to the requirements contained in the submission
guide.
Eligibility data file means a data file composed of demographic information for each
member who is eligible to receive medical, pharmacy or dental coverage provided or
administered by a reporting entity for one or more days of coverage during the reporting
period.
Member means the subscriber or an individual on a subscriber’s plan who is: (1) a
Connecticut resident or (2) covered by a health plan issued in Connecticut in the
individual or small group market, except to the extent that such health plan is
grandfathered from the risk adjustment requirements of Section 1343 of the Patient
Protection and Affordable Care Act.
For purposes of this definition, a Connecticut resident is an individual whose address is
within the state of Connecticut, regardless of where the service is provided or the state
where coverage is issued. For the avoidance of doubt, any student enrolled in a student
plan at a Connecticut college or university is a Connecticut resident.
Member eligibility file means a data file composed of demographic information for each
individual member eligible for medical, pharmacy or dental insurance benefits for one or
more days of coverage any time during the reporting month.
Member eligibility file means a file that includes data about a person who receives health
care coverage from a payer, including, but not limited to, subscriber and member
identifiers; member demographics; race, ethnicity and language information; plan type;
benefit codes; enrollment start and end dates; and behavioral and mental health,
substance abuse and chemical dependency and prescription drug benefit indicators.
Member eligibility file means a data file containing demographic information for each
individual member eligible for medical or pharmacy benefits for one or more days of
coverage at any time during the reporting month.
Eligibility file means a data set containing demographic information for each individual
enrolled member eligible for medical benefits for one or more days of coverage at any
time during a calendar month for an Oregon resident as defined in ORS 803.355, a nonOregon resident who is a member of a PEBB or OEBB group health insurance plan, or
for services provided in Oregon.
Pharmacy eligibility file means a data set containing demographic information for each
individual enrolled member eligible for pharmacy benefits for one or more days of
coverage at any time during a calendar month for an Oregon resident as defined in ORS
803.355, a non-Oregon resident who is a member of a PEBB or OEBB group health
insurance plan, or for services provided in Oregon.
Member eligibility file means a data file containing demographic information for each
individual member eligible for medical or pharmacy benefits for one or more days of
coverage at any time during the reporting month.
Member eligibility file means a data file containing demographic information for each
individual member eligible for medical or pharmacy benefits for one or more days of
coverage at any time during the reporting month.
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APPENDIX F
Definitions for provider file
STATE

Colorado

Connecticut

Maine

Oregon

DEFINITIONS FOR PROVIDER FILE

Provider file means a file that includes additional information about the individuals and
entities that submitted claims that are included in the medical claims file and is
submitted according to the requirements contained in the submission guide.
Provider file means a data file that includes additional information as set forth in the
submission guide about the health care providers that are included in a medical claims
data file or dental claims data file.
Provider means a health care facility, health care practitioner, health product
manufacturer, health product vendor or pharmacy.
Service provider means the provider who directly performed or provided a health care
service to a subscriber or member.
Medical provider file means a data set containing information about health care
providers providing health care services, equipment or supplies to enrolled members
during the reporting period.

APPENDIX G
Form 1500, UB-04, EDI 837, Washington Labor and Industries Paper Claims
The health care industry uses two paper forms to submit claims manually: Form 1500 and UB-04.
Form1500 is the universal claim form used by noninstitutional health care providers (private
practices, etc.) to bill Medicare for Part B-covered services and some Medicaid-covered services, and
is accepted by most health insurance providers. The Form 1500 is maintained by the National
Uniform Claim Committee (NUCC) and has been updated to include national provider identifiers
(NPIs), or unique numbers required by the Health Insurance Portability and Accountability Act
(HIPAA). Form CMS-1500 contains all the basic information needed to submit an accurate claim.
This includes fields for the patient’s demographic information and insurance information, and boxes
in which to provide medical codes and corresponding dates of service. Certain boxes are used
exclusively for Medicare and/or Medicaid. Different payers may provide different instructions on
how to complete a certain item.
Form UB-04, also maintained by the NUCC, is very similar to the CMS-1500, but is used by
institutional health care providers, such as hospitals. Like the CMS-1500, the UB-04 is used in lieu of
electronic claims when the facility meets any number of exceptions granted by the Administration
Simplification Compliance Act (ASCA). It is also similar to the CMS-1500 in that certain payers may
not require all fields, or data elements, to be completed.
Since processing paper claims requires more manual interaction with forms and data, the
opportunity for human error increases compared to electronic claims. These errors are costly for the
health care provider, often resulting in form resubmission (a time-consuming process) and payment
delays.
OFM Forecasting and Research Division
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Electronic Claims
Today, most health care claims are processed electronically using electronic data interchange
(EDI) 20. EDI is the transfer of data from one computer system to another by standardized message
formatting, without the need for human intervention.
The EDI 837 transaction set is the format established to meet HIPAA requirements for the
electronic submission of health care claim information. The 837 transaction set is divided into three
groups: 837P for professionals, 837I for institutions and 837D for dental practices. This transaction
set can be used to submit health care claim billing information, encounter information, or both,
from providers of health care services to payers either directly or via intermediary billers and claims
clearinghouses. It can also be used to transmit health care claims and billing payment information
between payers with different payment responsibilities where coordination of benefits is required or
between payers and regulatory agencies to monitor the rendering, billing and/or payment of health
care services in a specific health care/insurance industry segment. For purposes of this standard,
providers of health care products or services may include entities such as physicians, hospitals and
other medical facilities or suppliers, dentists and pharmacies, and entities providing medical
information to meet regulatory requirements.
Washington State Department of Labor and Industries
RCW 43.371.030 (1) requires the Washington State Department of Labor and Industries (L&I)
submit claims data to the WA-APCD.
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to

For paper claims processing, L&I uses Form 1500, UB-04 and forms specific to L&I, including:
 F245-100-000 Statement for Pharmacy Services
 F245-010-000 Statement for Compound Prescription
 F248-160-000 Statement for Home Nursing Services
 F245-072-000 Statement for Miscellaneous Services — includes claims for dental and glasses
These forms and instructions for completing them are included in Appendix B.6, Pages 24–31.
For electronic data processing, L&I uses the EDI 837 transaction set, specifically EDI 837P and
EDI 837I. L&I uses a cross reference from the EDI 837 transaction set to the L&I Medical
Information Payment System.
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http://www.edibasics.com/what-is-edi/
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For more information on Labor and Industries, see http://www.lni.wa.gov/.
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