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DEPARTMENT OF CONSUMER AND BUSINESS SERVICES 
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In the Matter of the Amendment of: 

OAR 436-160, Electronic Data Interchange  

) 

) 

) 

) 

 

SUMMARY OF 

TESTIMONY AND 

AGENCY RESPONSES 

 

This document summarizes the significant data, views, and arguments contained in the hearing 

record. The purpose of this summary is to create a record of the agency’s conclusions about the 

major issues raised. Exact copies of the written testimony are attached to this summary. 
 

The proposed amendment to the rules was announced in the Secretary of State’s Oregon Bulletin 

dated Aug. 1, 2009. On Aug. 24, 2009, a public rulemaking hearing was held as announced at 

11:00 a.m. in Room F of the Labor and Industries Building, 350 Winter Street NE, Salem, 

Oregon. Fred Bruyns, from the Workers’ Compensation Division, acted as hearing officer. The 

record was held open for written comment through Aug. 27, 2009. 

 

Four people testified at the public rulemaking hearing, recorded below as exhibit #8. The public 

submitted seven written documents as testimony. Unless otherwise described, all testimony 

addresses Appendix B, the “Medical Bill Data Element Requirement Table.” 
 

Testimony list: 

Exhibit Testifying 

1 Sandra A. Guidry, Sr. Business Analyst, State Reporting, Ingenix 

2 Sandra A. Guidry, Sr. Business Analyst, State Reporting, Ingenix 

3 Workers’ Compensation Division, Medical Section 

4 Brian R. Miller, Government Affairs – Oregon, Farmers Insurance Group 

5 Workers’ Compensation Division, Medical Section 

6 Angie Fiorino, Coventry IT Workers’ Comp Services 

7 Adrian Czajka, Sandy Guidry, Ingenix/ROES 

8a Fred Bruyns, Workers’ Compensation Division (read exhibits 5 & 8 into the record) 

8b Leslie White, CS Stars 

8c Michelle Mooneyham, Coventry 

8d Jaye Fraser, Assistant Counsel for Legal Services, SAIF Corporation 
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Exhibit 1 

Testimony: DN722 should be revised. The verbiage has the word "and" if Billed...when it 

should just say "if Billed Code is different than DN719 ADA Procedure Billed Code". In other 

words, it should only be required if different. The word "and" makes it required in all cases. 

 

722 ADA Procedure Paid Code C O CO C 

Required for dental bills only (SV3 

segment), and if Billed Code different 

than DN719 ADA Procedure 

  

Response: Thank you for your testimony. The rule will be revised by removing unnecessary 

language, including the word “and.” 

 

Testimony: The following didn't get changed and you may have valid reasons for that but I 

wanted to point them out just in case they were missed. 

1. DN572 didn't get changed to Conditional for Denied Original 

2. DN626 & DN525 didn't get changed to Conditional 

 

Response: Thank you for your testimony. We have updated the rules as recommended. 

 

Testimony/question: On page 6, paragraph I of the rule, it does not include "TE" for 

Transaction Accepted in an 824. I was wondering if you are only allowing "TA" & "TR" in the 

OTI01 segment of the 824? 

 

Response: Thank you for your testimony. Because Oregon does not use the “TE” 

acknowledgement, we have chosen not to include it in the rule. 

 

Testimony: For consistency, I recommend you change the word “sent” to “submitted” in OAR 

436-160-0420: 

(2) A TA1, 997, or 824 transaction rejected acknowledgementerror(s) will be sent... for 

consistency, change the word "sent" to "submitted". 

 
Response: Thank you for your testimony. We believe the word “sent” is appropriate in this 

context, as transactions are submitted to the department by reporters, and acknowledgements are 

sent back to them in return. 

 

Testimony: On page 15 of the document, it seems that OAR 436-160-0310 Appendix A Proof of 

Coverage Data Element Requirement Table should go under the POC section and not in the 

middle of the medical information above Appendix B Medical Requirements. 

 

Response: Thank you for your testimony. The rules are organized so that the appendices are 

located at the end of the textual portions of each division of the rules, and in the same topical 

order as the textual portion of the rules. For that reason we can’t move the location of 

Appendix A. 
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Exhibit 2: 

Testimony: I noticed that in all places that reference DN502 Billing Type Code, when it applies, 

you don't have the new code "DD" for Dentist/Dental. The IA added this to Rel 1.1. 

 

Response: Thank you for your testimony. We have reviewed all of the references to DN502 

Billing Type Code, and added “DD” where it was appropriate to do so. 

 

Testimony: DN507 Provider Agreement Code indicates it’s "M" now. But your note says to 

enter "P" if worker is enrolled in a MCO which sounds conditional. What happened to the other 

codes "H" and "Y"? Also, if this field is mandatory and the worker isn't enrolled, then should 

DN507 = "N" since this field is required to be populated regardless if the worker is enrolled? 

 

Response: Thank you for your testimony. We have updated the trigger language to include 

additional codes. 

 

Exhibit 3 & 8a 

Testimony: 436-160-0003 – Applicability of Rules 

Replace …”January 1, 2004.”, with “the effective date of these rules.” 

 

Response: Thank you for your testimony. We have updated the rule as recommended. 

 

Testimony: DN 208 – Managed Care Organization Identification Number – remove the 

following: “…..”Required if DN 507 Provider Agreement Code = P, H, or Y.” 

 

Response: Thank you for your testimony. We have updated the rule as recommended. 

 

Exhibit 3, as amended by Exhibits 5 & 8a 

Testimony: Enter “P” if worker is enrolled in an MCO at time of service or if provider 

participates in WCD registered fee discount agreement. Enter “Y” for any other agreement. Enter 

“N” for none. 

 

Response: Thank you for your testimony. We have updated the rule as recommended. 

 

Exhibit 4 
Testimony: Regarding the reporting of denied payments on accepted claims, this will present 

technical challenges not found with reporting in other states. Based on the current wording of the 

rules, the reporting would be based upon actual payment of the bill and not the outcome of bill 

review application. This requirement will add to the complexity of any programming changes 

and may present data reporting requirements that are problematic. Additional analysis by our 

Information Technology teams is required to understand the full impact of this requirement. 

 

Response: Additional communication with this stakeholder clarified this proposed rule will not 

have the business impact previously anticipated. After additional review, they anticipate no 

issues or concerns with this proposed rule change. 
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Exhibit 6 
Testimony: If the NPI is required on a bill, then it should be specified in the billing 

requirements. If it is not, then reporting requirements should be adjusted to not require it - or 

make a default acceptable. In previous communications with the state it was brought to our 

attention that the majority of medical providers do have NPIs, but there are a few who can’t or 

don’t, like massage therapists and medical suppliers. There may even be physicians who have 

chosen not to obtain an NPI. We don’t want this to be an obstacle for paying or reporting bills, 

which is why we understood the need for a default value. We are, however, concerned why the 

state feels that if the provider has or qualifies for an NPI, and does not include the identifier on 

the bill, that the bill should be denied as incomplete. Currently, the Medical Fee and Payment 

Rules state: 
"436-009-0010 General Requirements for Medical Billings  

(1) Only treatment that falls within the scope and field of the medical provider’s license to 

practice will be paid under a worker's compensation claim.  

(2) Billings must include the worker's full name and date of injury, the employer's name and, if 

available, the insurer's claim number and the provider’s NPI. If the NPI is not available, then the 

provider must provide its license number and FEIN. For provider types not licensed by the state, 

“999999” must be used. All medical providers must submit bills to the insurer or managed care 

organization, as provided by their contract for medical services, on a completed current UB-04 

(CMS 1450) or CMS 1500 form." 

 

Response: Thank you for your testimony. We are proposing changes to the division 009 rules to 

more clearly state the requirement of the NPI on bills for providers who have them. This should 

resolve any question regarding the provider’s requirement to include the NPI on the bill. 

 

Exhibit 7 
Testimony: 436-160-0080 and 160-0420 

We recommend that the statement “TA1 and 997 functional and detailed electronic 

acknowledgements” be changed to “TA1 and 997 interchange and functional electronic 

acknowledgements”. 

 

Response: Thank you for your testimony. The rule will be revised as recommended. 

 

Testimony: 436-160-0080 and 160-0420 

These rules are nearly identical. We recommend you make them identical or delete one of them, 

preferably rule 0080. 

 

Response: Thank you for your testimony. This recommendation will be taken under advisement 

for possible future action. 

 

Testimony: There are numerous references in the table to the different types of Medical bills – 

which are generally categorized as Institutional (UB04), Professional (CMS 1500), Dental, DME 

and Pharmacy. The “Mandatory Trigger or Implementation Notes” refer to these types of bills in 

a variety of different ways – often inconsistently and unnecessarily complex, which may cause 

misinterpretation of the requirements by the submitter. One type of Trigger/Notes inconsistency 
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is using “technical terms” (i.e., other data elements) for some DNs and using the “business terms 

(i.e., bill types) for other DNs. To clarify and simplify the Trigger Criteria in the table, and to 

reduce unnecessary repetition of basic information (e.g., SV? Information), we believe that it 

would be a big improvement if the very repetitive “technical descriptions” identifying the bill 

types should be provided only once, and replaced in the table with the actual bill types. We 

recommend the following changes. 

• Provide a list of bill types, with the detailed technical descriptions, at the beginning of 

appendix B and before the table.  

• Replace the “technical descriptions” referencing the bill types with the actual bill types.  

• Begin all Trigger Criteria with “Required” which will clearly indicate the beginning of 

the Trigger Criteria, and distinguishes the Trigger Criteria from Implementation Notes. 

• Keep all Trigger Criteria statements (including exceptions) together at the beginning of 

the entry. 

• Precede all Implementation Notes with “NOTES:” to clearly indicate the end of the 

Trigger Criteria and the beginning of Implementation Notes. 

 

Response: Thank you for your testimony. The External Advisory Committee did not have an 

opportunity to consider this testimony. The division will take the recommendation under 

advisement for possible future action. 

 

Testimony: In several places in the “Mandatory Trigger or Implementation Note” column you 

use the parenthetical phrase “e.g.” (“for example”) where it would be more appropriate to use 

“i.e.” We recommend that “e.g.” be changed to “i.e.,” for all of the DNs in the table, except for 

630, 643 & 599. 

 

Response: Thank you for your testimony. The rules have been updated as recommended. 

 

Testimony: The addition of the qualification “IF DN503 Billing format Code equals A” for 

DN647 causes a problem with DN643. Specifically, the DN643 trigger criteria does not allow for 

non-institutional bills (i.e., DN503 Billing Format Code = “B”) that are specifically excluded for 

DN647 (i.e., “If DN503 Billing format Code equals A”). Take the example where, for a non-

institutional bill (e.g., CMS 1500), the Rendering Bill Provider does have an NPI and is licensed 

by the state. Using the DN643 trigger criteria, DN643 is not required to be reported. Also, since 

DN642 is “Optional” in all categories, if the provider’s FEIN was not known, you would not 

have any unique identifier for the provider. We recommend that you reevaluate the MCOs and 

criteria for these elements, so you will be assured to receive some kind of unique identifier, and 

to minimize confusion about your requirements. 

 

Response: Thank you for your testimony. We believe the proposed trigger language and MCO 

criteria will provide the information we require. The NPI is our primary identifier and we do not 

want DN643 to be reported when the provider has an NPI. We only want it when the provider 

does not have an NPI. We only want to capture the “billing” provider’s FEIN, the one who’s 

being paid. We do not want the “Rendering Bill or Rendering Line” provider’s FEIN as it is not 

populated on the UB or CMS forms. 
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Testimony: The IAIABC Med. Reporting IG allows either DN719 or DN714 HCPCS Procedure 

Billed Code for SV301-2. The Trigger Criteria indicates that DN714 may not be used for Dental 

bills? The Trigger Criteria for DN714 indicates that it is used for dental bills. We recommend 

that the statement be corrected to indicate that either DN719 or DN714 are valid for dental bills. 

 

Response: Thank you for your testimony. We updated the trigger language for DN719 and 

DN714 to clarify they can be used for dental bills. 

 

Testimony: For DN726 HCPCS Line Procedure Paid Code and DN729 Jurisdictional Procedure 

Paid Code, the Trigger Criteria does not reference the type of bill. For consistency sake, we 

recommend that the reference to the dental bills be removed, and the statement is changed to 

“Required if different from DN719 ADA Procedure Billed Code.” 

 

Response: This testimony is a bit confusing as the example in the original material references 

DN722 ADA Procedure Paid Code, but the text references DN726 HCPCS Line Procedure Paid 

Code and DN729 Jurisdictional Procedure Paid Code. 

The trigger language for DN722 ADA Procedure Paid Code has been updated as recommended. 

DN726 and DN729 appear to be cited in error, and only grammatical changes have been made. 

 

Testimony: DN523 and DN634 are out of sequence – alphabetically. 

 

Response: Thank you for your testimony. We have updated the table as recommended. 

 

Testimony: For DN523, rather than say, “If not available, use a default of all 9s,” we 

recommend you require a specific default value of “99999.” 

 

Response: Thank you for your testimony. Because the length of the character field for this data 

element is determined by the biller, we have chosen not to limit it to five characters. 

 

Testimony: The DN502 Billing Type Code is a very important element that is essential for 

identifying Pharmacy and DME bills. As an Optional element, it would not be subjected to 

standard validation edits. We cannot think of any good reason for specifying it as Optional. We 

believe that it was agreed that DN502 would be changed from “O” to “C” for “Denied Original”. 

We strongly recommend that it should be “C” in all cases. 

 

Response: Thank you for your testimony. We have updated the Denied Original/Replace from 

Optional to Conditional per your recommendation. The Cancellation will remain Optional as 

indicated in the proposed rule changes, as we do not need this data element to identify and 

process the cancellation. 

 

Testimony: In Release 1.1 of the IAIABC Med. Reporting standards, “DD = Dental” is also 

valid for DN502. We recommend that the note should be modified to reflect the new “DD” ( = 

Dental) code for DN502. 
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Also, the note does not contain a Conditional Trigger statement. We recommend a Conditional 

Trigger such as “Required for Dental, DME and Pharmacy bills.” 

 

Response: Thank you for your testimony. We have updated the trigger language to include 

“DD”. We also changed the Denied Original/Replace from optional to conditional. 

 

Testimony: For DN518, the note is structured like a mandatory trigger (i.e., Required ‘If Billing 

Format Code equals "A"’), but all BSRCs are “O”. Is this element actually Conditional?” We 

believe that it was agreed that changes would be made for the DN518. We recommend that you 

either (1) remove the note, or (2) change one or more of the categories from “O” to “C”. 

 

Response: Thank you for your testimony. We have removed the trigger language as you 

recommended. 

 

Testimony: For consistency, we recommend changing the Conditional Criteria statement for 

DNs 572 & 570 to “Required for pharmacy bills (e.g. DN502 Billing Type Code value is ‘RX’ or 

‘MO’).” – just as it is for the other pharmacy elements (DNs 564, 562, 579, 571, 604 & 561). 

The “DN572 is required in the SV4/AMT segment” is unnecessary since the mapping is clearly 

defined in the IAIABC 837 IG 

 

Response: Thank you for your testimony. Per your suggestion we have removed the proposed 

language “DN572 is required in the SV4/AMT segment”. The division will take the remainder of 

the recommendation under advisement for possible future action. 

 

Testimony: For DME services (DN502 = “DM”), DN714 is the only Procedure Billed Code 

element that is allowed for SV501-2 (Product/Service ID). Therefore, it must NOT be included 

in the statement “If DN502 Billing Type Code does not equal RX, DM or MO …”. Recommend 

removing “, DM” from this statement. Also, if you only allow DN719 ADA Procedure Billed 

Code for dental bills (see comments on DN719 above), then “DD” should be added to the “If 

DN502 Billing Type Code does not equal” statement. 

 

Response: Thank you for your testimony. We have updated the table as recommended. 

 

Testimony: For DN626, The inclusion of the statement “Must be reported if included on 

provider’s bill.” implies that this is a Trigger Criteria, but all of the BSRC categories are “O”. 

We recommend that you either (1) remove the statement, or (2) change one or more of the 

categories from “O” to “C”. 

 

Response: Thank you for your testimony. We have changed two of the reporting categories from 

optional to conditional as recommended. 

 

Testimony: For DN522, in the first sentence we recommend inserting “are present” before “or a 

drug is dispensed …”., so it reads “… and DN714 HCPCS Line Proc. Billed Code or DN715 

Jurisdiction Procedure Billed Code are present or a drug is dispensed …”. 

The last sentence “Diagnosis code also not required if Billing Type Code DN502 is blank (not 

DM, MO or RX).” also needs some changes – as follows: 



Oregon Administrative Rules, Chapter 436 

Public Testimony & Agency Responses 

Page 8 

  

(1) Recommend, for consistency changing “Billing Type Code DN502” to “DN502 Billing Type 

Code” 

(2) In Release 1.1 of the IAIABC Med. Reporting standards, “DD = Dental” is also valid for 

DN502. So the sentence would have to be changed to “…is blank (not DD, DM, MO or 

RX).” 

(3) As written (including the “not DD, …”), the sentence is indicating that DN522 is not 

required for Professional bills or Institutional bills. Is this what you actually mean. It appears 

to contradict the first sentence. Should it actually be “Diagnosis code also not required if 

Billing Type Code DN502 is NOT blank (i.e., DD, DM, MO or RX).”. We recommend that 

you correct the sentence. 

 

Response: Thank you for your testimony. We have added the additional language “are present” 

as recommended. We have also deleted the last sentence, so the additional recommendations are 

not indicated. 

 

Testimony: For DN525, the inclusion of the statement “Must be reported if included on 

provider’s bill.” implies that this is a Trigger Criteria, but all of the BSRC categories are “O”. 

We recommend that you either (1) remove the statement, or (2) change one or more of the 

categories from “O” to “C”. 

 

Response: Thank you for your testimony. We have changed two of the reporting categories from 

optional to conditional as recommended. 

 

Testimony: For DN721, move the right parenthesis from after “visit,” to just after “MO.” The 

parenthetical expression is incorrect in its current form. 

 

Response: Thank you for your testimony. We have made the correction as recommended. 

 

Testimony: [Regarding DN600] The “(SV5)” probably is not necessary when the parenthetical 

expression is included and the parenthetical expression should be revised to cover both pharmacy 

and DME bills. There are also a couple of other minor things (including removing space before 

“503”) that could be revised. Therefore, we recommend the following trigger statement: 

Required for Professional or Dental bills (i.e., DN503 Billing Format Code equals “B”, and 

DN502 Billing Type Code is blank or equals “DD”), and if different from DN555 Place of 

Service Bill Code. 

 

Response: Thank you for your testimony. We have revised the rule by deleting a significant 

portion of the text, including the proposed additional text. The remaining text is more 

streamlined. 

 

Testimony: For DN524, DN736 is “ICD-9 CM Procedure Code”. We recommend that 

“Principal” be removed from the data element name. 

 

Response: Thank you for your testimony. We have revised the trigger language as 

recommended. 
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Testimony: For DN552, SV3 is used for Dental bills. If the SV? segments are specified in the 

bill types descriptions at the beginning of Appendix B (as we recommend), the “(SV1, SV2, 

SV3)” should be removed. We recommend changing the statement to “Required for professional, 

institutional and dental service lines.” 

 

Response: Thank you for your testimony. The division will take the recommendation under 

advisement for possible future action. 

 

Testimony: For DNs 733, 731 & 732, change “ND574” to DN574”. 

 

Response: Thank you for your testimony. We have made the corrections as recommended. 

 

Testimony: The document contains the phrase “different than” in many places. The phrase 

“different from” is preferable to “different than” according to some sources. If you feel it is 

appropriate, please change the occurrences of “different than” to “different from” in the entire 

document. 

 

Response: Thank you for your testimony. We have made the corrections as recommended. 

 

Exhibit 8b 
Testimony: Mine is more of a request for clarification to make sure that I am interpreting the 

modifications correctly. First, related to a provider’s NPI versus license number, it looks like 

there are changes being made to the billing rules that will require a provider to provide an NPI if 

they have one. If they do not have an NPI then they are required to submit their state license 

number along with their FEIN. If there is no license number, for a DME provider for example, 

then they are to submit their FEIN plus five “9”s? I want to make sure I’m understanding that 

correctly. 

 

Second, on the EDI state reporting requirement related to the same data element, it looks like 

NPI is a conditional field, so it’s required if it was submitted on the original bill. If there was no 

NPI submitted on the original bill, for state reporting purposes, we are to submit the state license 

number of the provider. If there is none, we are to populate the field with “99999” as the license 

number. I think that is the requirement for several data elements, which would be the billing NPI, 

the facility NPI, rendering bill and rendering line NPI and license numbers. 

 

I just want to clarify and make sure my interpretation of the proposed rules is accurate. 

 

Response (at hearing, by EDI Coordinator, Carrie Van Handel): I need to make one 

clarification. We are not solely relying on what the biller has provided. The question is not was 

the NPI included on the bill; but rather, does the provider have an NPI. And, if the provider has 

submitted a bill that does not have the NPI on it, then we do think that still needs to be reported, 

whether that comes from your data base or the payer sends the bill back for correction. The 

provider is supposed to provide the NPI on their bill and we expect them to do so and expect that 

to be reported.  
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Question: If the provider submits a bill without an NPI, are carriers allowed to return the bill to 

the provider asking for that and considering it an incomplete bill until such time as they receive it 

with an NPI? 

 

Response: Yes they are. 

 

Exhibits 8c & 8b 
Testimony: (8c) Will the billing rule be updated to reflect that [referring to the response to 

exhibit 8b]? Since there is a hierarchy of what must be provided, I would think the billing rule 

would say that if you are a provider who is eligible for an NPI, your bill must have the NPI on it 

or it will be considered an incomplete bill. 

 

(8b) I don’t think the rule, or at least what I read, comes across that way. It says send it if you 

have an NPI; if you don’t, send your license number; if you don’t have a license, then “99999.” 

 

(8c), (8b) That would make it much easier to justify sending the bills back. 

 

Response: Thank you for your testimony. The division 009 rules are being updated to more 

explicitly state that if the provider has an NPI it must be reported on the bill. This should resolve 

any ambiguity regarding this issue. 

 

Exhibit 8d 
Testimony: OAR 436-160-0410(paragraph 6 in Appendix B) This rule states that there will be 

a penalty assessed when it’s one percent of the insurer’s rejected transactions. That penalizes 

insurers that have very few rejected, so if you have one or two that are rejected, with a smaller 

amount, that 1% is much easier to reach. We would ask the division to consider that 1% against 

the total accepted transactions. Because really, if you have many bad transactions, that 1% is a 

harder number to reach. 

 

Response: Thank you for your testimony. We have updated the rule as recommended. 

 

 

Dated this 5
th

 day of October, 2009. 

 





I was going to for\vard your e-mail to our Rules Coordinator to be included in the record as written testimony, but I 
decided 1 should first verify that's what you intended. If  you don't want this illcluded in the Lvritten record, let me know. 
Other\vise 1'11 have it added. 

'I'hanks. 
Carrie 

From: Guidry, Sandra A [mailto:Sandy.Guidry@Ingenix.com] 
Sent: Monday, August 03, 2009 2:42 PM 
To: VanHandel Carrie C 
Cc: Turner Colin F 
Subject: Medical 837 proposed changes. ....... last comments 
Importance: High 

Hi Carrie, 

I noticed that the recommendation I provided on DN722 is a bit off. The verbiage has the word "and" if Billed ... when it 
should just say "if Billed Code is different than DN719 ADA Procedure Billed Code". In other words, it should only be 
required if different. The word "and" makes it required in all cases. 

The following didn't get changed and you may have valid reasons for that but I wanted to point them out just in case they 
were missed. 
1. DN572 didn't get changed to Optional for Denied Original 
2. DN626 & DN525 didn't get changed to Conditional 

0 

Question: On page 6, paragraph I of the rule, it does not include YTE" for Transaction Accepted in an 824. 1 was 
wondering if you are only allowing " T A  & "TR" in the OT101 segment of the 824? 

Recommend on page 13 - 436-160-0420 Medical Bill Acknowledgement 

&Q 

(2) A TAl,  997, or 824 g e r r o r ( s )  will be sent ... for 
consistency, change the word "sent" to "submitted". 

Recommendation: On page 15 of the document, it seems that OAR 436-160-0310 Appendix A Proof of 
Coverage Data Element Requirement Table should go under the POC section and not in the middle of the medical 
information above Appendix B Medical Requirements. 

& 

If you need to forward on to the appropriate person, please do so. 

Required for dental bills only (SV3 segment), and if 
Billed Code different than DN719 ADA Procedure 

Thank you for your consideration and if you have any questions with this or related to the IAIABC changes, please feel 
free to contact me. 

Thank you, 
Sandy 

Sandra A. Guidry 
Sr Business Analyst, State Reporting 
Ingenix 
900 Discovery Blvd, #5107 
Cedar Park, TX 786 1 3 
Phone: 512-260-3072 * Fax: 512-260-3072 
www. ingenix.com 



This e-mail, including attachments, may include confidential and/or 
proprietary information, and may be used only by the person or entity 
to which it is addressed. If the reader of this e-mail is not the intended 
recipient or his or her authorized agent, the reader is hereby notified 
that any dissemination, distribution or copying of this e-mail is 
prohibited. If you have received this e-mail in error, please notify the 
sender by replying to this message and delete this e-mail immediately. 

This e-mail, including attachments, may include confidential and/or 
proprietary information, and may be used only by the person or entity 
to which it is addressed. If the reader of this e-mail is not the intended 
recipient or his or her authorized agent, the reader is hereby notified 
that any dissemination, distribution or copying of this e-mail is 
prohibited. If you have received this e-mail in error, please notify the 
sender by replying to this message and delete this e-mail immediately. 



g DEPARTMENT OF 

~@ii$!TJfig M E M O R A N D U M  
Workers' Compensation Division 

August 19,2009 

To: Fred Bruyns, Rules Coordinator, Workers' Compensation Division 

From: Workers' Compensation Division, Medical Section 

Subject: Testimony on proposed OAR 436-160 

1. 436-160-0003 - Applicability of Rules 

(1) Replace . . ."January 1, 2001.", with "the effective date of these rules." 

Appendix B: 

2. DN 208 - Managed Care Organization ldentification Number - remove the following: 

"....."Required if DN 507 Provider Agreement Code = P, H, or Y." 

3. DN 507 (Provider agreement code) -Need to add the following: 

". . . ..; enter "Y" for any other agreement or contract." 
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Introduction 

“Comments & Suggestions” Document Format 

To clearly identify the Ingenix comments on “160_09999p_070909[Prop. EDI Rules-

20090709].pdf” section, all Ingenix comments begin with “Ingenix Note:” and are in yellow 

shading. 

In most cases, when specific text is being referenced, that text will be underlined and in blue text. 

All page number references, unless otherwise specified, will be the page number at the bottom of 

each page. 

Section Specific Comments 

436-160-0080 Acknowledgements (Pages 6-7) 

(3) Medical Bill Data: 

(a) The sender will receive both TA1 and 997 functional and detailed electronic 

acknowledgements (as defined by ANSI X12N) for each medical bill batch sentsubmitted, 

unless technical errors in the file prevent 997 processing. In addition, the sender will 

receive an 824The detailed acknowledgement (as defined by ANSI X12N) for each medical 

bill batch submitted, if the batch has successfully passed the 997 edits. An 824 detailed 

acknowledgment will contain transaction accepted or transaction rejected acknowledgement of 

all of the insurer's transactions in the batch. 

[Ingenix Notes:  
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(1) the TA1 is the “Interchange Acknowledgment” and the 997 is the “Functional 

Acknowledgment”.  Therefore, we recommend that the statement “TA1 and 997 

functional and detailed electronic acknowledgements” be changed to “TA1 and 997 

interchange and functional and detailed electronic acknowledgements”. 

(2) The information in this section is essentially identical to, but is phrased differently from, 

the information in section “436-160-0420 Medical Bill Acknowledgement” item (1) on 

page 13.  We suggest that the test in both sections be modified to be identical.  An 

alternative would be to provide this information in only one place in the document and 

remove the other duplicate section.  If that is acceptable, then this information is probably 

more appropriate for section “436-160-0420 Medical Bill Acknowledgement” item (1). 

(3) In the last sentence, we suggest adding “(TA)” after “transaction accepted” and “(TR)” 

after “transaction rejected” – as it is in section “436-160-0420 Medical Bill 

Acknowledgement” item (1).] 

436-160-0420 Medical Bill Acknowledgement (Page 13) 

(1) The sender will receive both a TA1 and 997 functional acknowledgements (as 

defined by ANSI X12N) for each medical bill batch submitted, unless technical errors in 

the file prevent 997 processing. In addition, the sender will receive an 824 and a detailed 

acknowledgement (as defined by ANSI X12N) for each medical bill batch submitted, if the 

batch has successfully passed the 997 edits. The detailed acknowledgement will indicate either 

a transaction accepted (TA) or a transaction rejected (TR) acknowledgement for each individual 

transaction. 

[Ingenix Notes:  The information in this section is essentially identical, but is phrased differently, 

to the information in section “436-160-0080 Acknowledgements” item (3), (a) on page 6-7.  We 

suggest that the test in both sections be modified to be identical.  An alternative would be to 

provide this information in only one place in the document and remove the other duplicate 

section.  If that is acceptable, then this information is probably more appropriate for section 

“436-160-0420 Medical Bill Acknowledgement” item (1). 

Appendix B: OR ASC 12 837 Medical Bill Reporting Requirements (Page 16) 

[Ingenix Note:  There are numerous references in the table to the different types of Medical bills – 

which are generally categorized as Institutional (UB04), Professional (CMS 1500), Dental, DME and 

Pharmacy. The “Mandatory Trigger or Implementation Notes” refer to these types of bills in a 

variety of different ways – often inconsistently and unnecessarily complex, which may cause 

misinterpretation of the requirements by the submitter.   

One type of Trigger/Notes inconsistency is using “technical terms” (i.e., other data elements) for 

some DNs and using the “business terms (i.e., bill types) for other DNs.   As an example of the 

Trigger/Notes inconsistency, the trigger criteria for DN557 Diagnosis Pointer contains “If DN503 

Billing Format Code equals “B” and DN 715 Jur. Proc. Billed Code or DN 714 HCPCS Line 

Proc. Billed Code is present or a drug is dispensed by a physician during an office visit.”  In 

contrast, DN552 Total Charge Per Line has the criteria of “Required for professional and 

institutional service lines only (SV1, SV2, SV3)”.   

As an example of unnecessary complexity, variations on the following Trigger Criteria are used for 

DNs 522, 552, 557.  
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If DN503 Billing Format Code equals “B” and DN 715 Jur. Proc. Billed Code or DN 714 HCPCS 

Line Proc. Billed Code is present or a drug is dispensed by a physician during an office visit.  

It appears that this trigger is referring only to Professional bills. If this is the case, the trigger criteria 

could be simplified to the following trigger statement. 

Required if DN503 Billing Format Code equals “B” and DN502 Billing Type Code is blank.  

To clarify and simplify the Trigger Criteria in the table, and to reduce unnecessary repetition of basic 

information (e.g., SV? Information), we believe that it would be a big improvement if the very 

repetitive “technical descriptions” identifying the bill types should be provided only once, and 

replaced in the table with the actual bill types.  

 Therefore, to standardize the descriptions of the types of bills, and to reduce the complexity and 

ambiguity of the Mandatory Trigger information, we recommend the following changes. 

1. Provide a list of bill types, with the detailed technical descriptions, at the beginning of 

appendix B and before the table.   

2. Replace the “technical descriptions” referencing the bill types with the actual bill types (i.e., 

Institutional, Professional, Dental, Pharmacy and DME). 

We propose that the following bill type descriptions should be added at the beginning of Appendix B 

– prior to the table.  The references to the SV? segments are included here so that unnecessary 

repetitions of this information do not have to be included in the tables. 

Institutional:  DN503 Billing Format Code equals “A”.  SV2 segment is used for service lines. 

Professional:  DN503 Billing Format Code equals “B” and DN502 Billing Type Code is blank.  SV1 

or SV1/SV5 combination is used for service lines. 

Dental:  DN503 Billing Format Code equals “B” and DN502 Billing Type Code is “DD”.  SV3 

segment is used for service lines. 

Pharmacy:  DN503 Billing Format Code equals “B” and DN502 Billing Type Code is “MO” or 

“RX”.  SV4 segment is used for service lines. 

DME:  DN503 Billing Format Code equals “B” and DN502 Billing Type Code is “DM”.  SV5 

segment is used for service lines. 

Several examples of the current and proposed Trigger Criteria are as follows: 

DN Element Name Current Trigger Criteria Proposed Trigger Criteria 

564 Basis of Cost 

Determination Code 

Required for pharmacy bills (e.g. DN502 

Billing Type Code value is ‘RX’ or ‘MO’). 
Required for pharmacy bills. 

557 Diagnosis Pointer If DN503 Billing Format Code equals “B” 

and DN 715 Jur. Proc. Billed Code or DN 

714 HCPCS Line Proc. Billed Code is 

present or a drug is dispensed by a 

physician during an office visit.  Diagnosis 

pointer not required for ambulance 

services (billing or rendering provider’s 

specialty codes 341600000X, 

3416L0300X, 3416S0300X and 

3416A0800X, or HCPCS codes beginning 

with A0), DME or jurisdiction service 

codes. 

Required for Professional bills, 

except for ambulance services 

(billing or rendering provider’s 

specialty codes 341600000X, 

3416L0300X, 3416S0300X and 

3416A0800X, or HCPCS codes 

beginning with A0), DME or 

jurisdiction service codes. 
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DN Element Name Current Trigger Criteria Proposed Trigger Criteria 

554 Days/Units Billed Required for Professional (SV1 segment 

used), Institutional (SV2 segment used), 

and DME (SV5 segments used) bills. 

Required for Professional, 

Institutional, and DME bills. 

567 DME Billing Frequency 

Code 

If DN502 Billing Type Code = DM and 

DN565 Total Chg. per Line - Rental is 

present. Use the SV5 segment for DME 

rental and purchase services billed. 

Required for DME bills when 

DN565 Total Charge. per Line - 

Rental is present. 

522 ICD-9 CM Diagnosis 

Code 

If DN521 Principal Diagnosis Code is 

present and more than one diagnosis 

occurs or if DN503 Billing Format Code = 

B and DN714 HCPCS Line Proc. Billed 

Code or DN715 Jurisdiction Procedure 

Billed Code or a drug is dispensed by a 

physician during an office visit. Code must 

be specific enough to provide valid 

diagnosis, according to CMS definition. 

Summary codes that are specifically 

excluded from use as a diagnosis will be 

rejected. Diagnosis code not required for 

DME, jurisdiction service codes, or 

ambulance services (billing or rendering 

provider’s specialty codes 341600000X, 

3416L0300X, 3416S0300X and 

3416A0800X, or HCPCS codes beginning 

with A0.) Diagnosis code also not required 

if Billing Type Code DN502 is blank (not 

DM, MO or RX). 

Required for Professional bills, and 

for Institutional bills when DN521 

Principal Diagnosis Code is present 

and more than one diagnosis 

occurs.  Diagnosis code not 

required for DME, jurisdiction 

service codes, or ambulance 

services (billing or rendering 

provider’s specialty codes 

341600000X, 3416L0300X, 

3416S0300X and 3416A0800X, or 

HCPCS codes beginning with A0.)  

NOTES:  Code must be specific 

enough to provide valid diagnosis, 

according to CMS definition. 

Summary codes that are 

specifically excluded from use as a 

diagnosis will be rejected. 

Diagnosis code not required for 

jurisdiction service codes, or 

ambulance services (billing or 

rendering provider’s specialty 

codes 341600000X, 3416L0300X, 

3416S0300X and 3416A0800X, or 

HCPCS codes beginning with A0.) 

600 Place of Service Line 

Code 

If DN 503 Billing Format Code equals "B" 

and if different than DN555 Place of Svc. 

Billed Code and not a pharmacy bill and 

not DME bill (SV5) (e.g.DN502 Billing 

Type Code of ‘RX’ or ‘MO’). 

Required for Professional and 

Dental bills, when different from 

DN555 Place of Service Billed 

Code. 

To further reduce the possibility of misinterpretations, we also recommend the following (as 

demonstrated in the Proposed Trigger Criteria above) for entries in the “Mandatory Trigger or 

Implementation Note” column.  

1. Begin all Trigger Criteria with “Required” (as in the Proposed Trigger Criteria above) which 

will clearly indicates the beginning if the Trigger Criteria, and distinguishes the Trigger 

Criteria from Implementation Notes. 

2. Keep all Trigger Criteria statements (including exceptions) together at the beginning of the 

entry (e.g., DN522). 

3. Precede all Implementation Notes with “NOTES:” to clearly indicate the end of the Trigger 

Criteria and the beginning of Implementation Notes (e.g., DN522). 
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Please note that these recommended changes are included in some, but not all, of the additional 

comments and recommendations on specific table entries below.  If needed, we can also provide 

recommendations, in addition to the examples above, on possible changes to other table entries. 

Medical Bill Data Element Requirement Table” (Pages 17-22) 

General Comments: 

Use of “e.g.” and “i.e.” 

[Ingenix Note:  The following may seem to be a bit “picky”, but it is being recommended to reduce 

the ambiguity, and possible misinterpretation, of some of the statements.  In several places in the 

“Mandatory Trigger or Implementation Note” column you use the parenthetical phrase “e.g.” (“for 

example”) where it would be more appropriate to use “i.e.” (“that is”).  Here is an example. 

 

The “e.g.” implies that the statement following the “e.g.” is one example of two or more possible 

alternatives, or, in the 564 example, one of two or more possible conditional criteria for DN564.  The 

“i.e.” implies that the statement following the “i.e.” is equivalent to the phrase that it is referencing, 

or, in the 564 example, the only conditional criteria for DN564.  We believe that your actual intent is 

to indicate “equivalent to the phrase that it is referencing”.  Also, the “e.g.” and “i.e.” should be 

followed by a comma.   

Therefore, we recommend that (1) the “e.g.” be changed to “i.e.,” for all of the DNs in the table, 

except for 630, 643 & 599, and (2)  all other occurrences of “e.g.” in the entire document be changed 

to “e.g.,” (comma added).  

Also, a parenthetical expression with “e.g.” should not end with “etc.”, as in DN678.  If you want to 

end the expression with “etc.”, use “i.e.” at the beginning of the expression. 

Incidentally, all of the occurrences of “e.g.” prior to this table appear to be correct, but you may want 

to review them to be sure that they accurately reflect your intent. 

More details on this can be found at “http://www.ehow.com/how_4613781_eg-et-al-etc-

properly.html” and other similar websites.] 
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Specific Comments:  

 

Groups of Elements: 

Rendering Bill Provider IDs: 

 

 

 

[Ingenix Note:  The addition of the qualification “IF DN503 Billing format Code equals A” for 

DN647 causes a problem with DN643.  Specifically, the DN643 trigger criteria does not allow 

for non-institutional bills (i.e., DN503 Billing Format Code = “B”), that are specifically exclude 

for DN647 (i.e., “If DN503 Billing format Code equals A”).  Take the example where, for a non-

institutional bill (e.g., CMS 1500), the Rendering Bill Provider does have an NPI (e.g., the 

provider is regular medical doctor that is practicing in the US, or the reporting entity has the 

provider’s NPI “on file”) and is licensed by the state.  In this case, using the DN643 trigger 

criteria, DN643 is not required to be reported. 

Also, since DN642 is “Optional” in all categories, if the provider’s FEIN was not known, you 

would not have any unique identifier for the provider. 

We recommend that you reevaluate the MCOs and criteria for these elements, so you will be 

assured to receive some kind of unique identifier, and to minimize confusion about your 

requirements.] 

Individual Elements: 

 

[Ingenix Note:  The IAIABC Med. Reporting IG allows either DN719 or DN714 HCPCS 

Procedure Billed Code for SV301-2.  The Trigger Criteria indicates that DN714 may not be used 

for Dental bills?  The Trigger Criteria for DN714 indicates that it is used for dental bills.  We 

recommend that the statement be corrected to indicate that either DN719 or DN714 are valid for 

dental bills.] 
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[Ingenix Note: For DN726 HCPCS Line Procedure Paid Code and DN729 Jurisdictional 

Procedure Paid Code, the Trigger Criteria does not reference the type of bill.  For consistency 

sake, we recommend that the reference to the dental bills be removed, and the statement is 

changed to “Required if different from DN719 ADA Procedure Billed Code.”] 

 

[Ingenix Note:  “634 Billing Provider National Provider ID” is after “523 Billing Provider 

Unique Bill Identification Number”, which is out of sequence – alphabetically.  We recommend 

moving it to after “528 Billing Provider Last/Group Name”.] 

 

[Ingenix Note:  In the previous “Ingenix Comments” document (emailed on 5/4/09), we 

submitted the following on DN523: 

‘“Default of all 9s” is a bit vague. We emailed Colin about this and he recommended a 

default value of “99999”.  Could this trigger note be modified to give a specific value, such 

as “99999”, for the default?’] 

During the OR/Ingenix conference call on 5/14/09, we believe that it was agreed that the DN523 

note would be changed to indicate a default value of “99999”.   Could this change be made?] 

 

[Ingenix Note:  In the previous “Ingenix Comments” document (emailed on 5/4/09), we 

submitted the following suggestion on DN502: 

‘Also, the Draft Rules document (“160_DRAFT for EAC 040609.pdf”) indicates that DN502 

is “O” for Denial Original bills.  The DN502 Billing Type Code is a very important element 

that is essential for identifying Pharmacy and DME bills. As an Optional element, according 

to OR rules, it would not be subjected to standard validation edits (i.e., “will not cause a 

rejection if missing or invalid”).  We cannot think of any good reason for specifying it as 

Optional.  We strongly recommend that it be changed to “C”.’ 

During the OR/Ingenix conference call on 5/14/09, we believe that it was agreed that DN502 

would be changed from “O” to “C” for “Denied Original”.  Has something changed that made 

you decide to keep it as “O” for the “Denied Original/Replace” and change it from “C” to “O” 

for “Cancellation”?  We recommend that it should be “C” in all cases.   
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In Release 1.1 of the IAIABC Med. Reporting standards, “DD = Dental” is also valid for DN502.  

We recommend that the note should be modified to reflect the new “DD” ( = Dental) code for 

DN502. 

Also, the note does not contain a Conditional Trigger statement.  We recommend a Conditional 

Trigger such as “Required for Dental, DME and Pharmacy bills.” 

 

 

[Ingenix Note:  In the previous “Ingenix Comments” document (emailed on 5/4/09), we 

submitted the following on DN518: 

 “The note ‘If Billing Format Code equals "A" ’ was not in the original Elements 

Requirement Table, and was not indicated as a change in the “Agenda” document.  The note 

is structured like a mandatory trigger (i.e., Required ‘If Billing Format Code equals "A"’), 

but all BSRCs are “O”.  Is this element actually Conditional?” 

During the OR/Ingenix conference call on 5/14/09, we believe that it was agreed that changes 

would be made for the DN518.  We recommend that you either (1) remove the note, or (2) 

change one or more of the categories from “O” to “C”.] 

 

 

[Ingenix Note:  For consistency, recommend changing the Conditional Criteria statement for 

DNs 572 & 570 to “Required for pharmacy bills (e.g. DN502 Billing Type Code value is ‘RX’ or 

‘MO’).” – just as it is for the other pharmacy elements (DNs 564, 562,579,571, 604 & 561). The 

“DN572 is required in the SV4/AMT segment” is unnecessary since the mapping it is clearly 

defined in the IAIABC 837 IG.]  

 

[Ingenix Note:  For DME services (DN502 = “DM”), DN714 is the only Procedure Billed Code 

element that is allowed for SV501-2 (Product/Service ID).  Therefore, it must NOT be included 

in the statement “If DN502 Billing Type Code does not equal RX, DM or MO …”.  Recommend 

removing “, DM” from this statement. 

Also, if you only allow DN719 ADA Procedure Billed Code for dental bills (see comments on 

DN719 above), then “DD” should be added to the “If DN502 Billing Type Code does not equal” 

statement. ]  

 

[Ingenix Note:  The inclusion of the statement “Must be reported if included on provider’s bill.” 

implies that this is a Trigger Criteria, but all of the BSRC categories are “O”. We recommend 

that you either (1) remove the statement, or (2) change one or more of the categories from “O” to 

“C”.] 
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[Ingenix Note:  In the first sentence we recommend inserting “are present” before “or a drug is 

dispensed …”., so it reads “… and DN714 HCPCS Line Proc. Billed Code  or DN715 

Jurisdiction Procedure Billed Code are present or a drug is dispensed …”. 

The last sentence “Diagnosis code also not required if Billing Type Code DN502 is blank (not 

DM, MO or RX).” also needs some changes – as follows: 

(1) Recommend, for consistency changing “Billing Type Code DN502” to “DN502 Billing 

Type Code” 

(2) In Release 1.1 of the IAIABC Med. Reporting standards, “DD = Dental” is also valid for 

DN502.  So the sentence would have to be changed to “…is blank (not DD, DM, MO or 

RX).” 

(3) As written (including the “not DD, …”), the sentence is indicating that DN522 is not 

required for Professional bills or Institutional bills, Is this what you actually mean.  It 

appears to contradict the first sentence.  Should it actually be “Diagnosis code also not 

required if Billing Type Code DN502 is NOT blank (i.e., DD, DM, MO or RX).”.  We 

recommend that you correct the sentence.  

 

[Ingenix Note:  The inclusion of the statement “Must be reported if included on provider’s bill.” 

implies that this is a Trigger Criteria, but all of the BSRC categories are “O”. We recommend 

that you either (1) remove the statement, or (2) change one or more of the categories from “O” to 

“C”.] 

 

[Ingenix Note:  Recommend inserting “)” after the “ ‘MO’” and removing the “)” after “visit”.  

The parenthetical expression is incorrect in its current form.] 
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[Ingenix Note:  The “(SV5)” probably is not necessary when the parenthetical expression is 

included and the parenthetical expression should be revised to cover both pharmacy and DME 

bills.  There are also a couple of other minor things (including removing space before “503”) that 

could be revised.  Therefore, we recommend the following trigger statement:  

Required for Professional or Dental bills (i.e., DN503 Billing Format Code equals “B”, and 

DN502 Billing Type Code is blank or equals “DD”), and if different from DN555 Place of 

Service Bill Code. 

If you include descriptions of the bill types in the beginning of the Appendix B section, then 

see the “Proposed Trigger Criteria” for DN600 that was provided above.] 

 

[Ingenix Note:  DN736 is “ICD-9 CM Procedure Code”.  We recommend that “Principal” be 

removed from the data element name.]  

 

[Ingenix Note:  SV3 is used for Dental bills.  If the SV? segments are specified in the bill types 

descriptions at the beginning of Appendix B (as we recommend above), the “(SV1, SV2, SV3)” 

should be removed.  We recommend changing the statement to “Required for professional, 

institutional and dental service lines.”] 

 

Minor Corrections 

[Ingenix Note:  We recommend that the following “minor corrections” should be made. 

(1) For DNs 733, 731 & 732, change “ND574” to DN574”. 

(2)  The document contains the phrase “different than” in many places.  The phrase 

“different from” is preferable to “different than” according to some sources (internet 

websites), and “different than” is considered to be incorrect by other sources.  If you feel 

it is appropriate, please change the occurrences of “different than” to “different from” in 

the entire document.  It is not a big deal one way or the other.] 

 

 

 


