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THE CALINX INITIATIVE: AN OVERVIEW

HIPAA
(Health Insurance Portability
and Accountability Act of 1996)

Administrative Simplification
Provisions intend to reduce health
care costs and administrative
burdens through standardized
electronic transmission of
administrative and financial health
care transactions. Importantly, it
requires compliance by 2000 with
new data standards for electronic
transmission including:

» Transaction Sets:
— Eligibility - Query & Result
(ASC X12N 270/271 v.4010)
— Enrollment and Disenrollment
in a health plan (ASC X12 834
v.4010)

— Encounter/Claims
Professional and Institutional
(ASC X12 837 v.4010)

— Retail Drug Claim (NCPDP
3.2)

— Referral certification and
authorization (ASC X12N 278
v.4010)

— Health claim status (ASC
X12N 276/277 v.4010)

+ National identifiers for
Individuals, Employers, Health
plans, and providers

» Code sets for data elements in
the transactions above

* Security and Privacy standards
(detailed recommendations to
Congress February, 2000)

ALINX (California Information Exchange — Linking Partners

for Quality Healthcare) began in late 1996 among California
businesses, physicians, health plans, hospitals and health care
systems. All stakeholders agreed to collaborate on health care
information standards and cooperate on implementation. The
Pacific Business Group on Health (PBGH), the National IPA
Coalition (NIPAC), and the California Association of Health
Plans (CAHP) are managing this effort in collaboration with the
American Medical Group Association (AMGA), California
Healthcare Association (CHA), and California Medical
Association (CMA). Seed money for the project was granted by
the California HealthCare Foundation based in Oakland,
California. Stakeholders have committed to continued funding as
we approach the end of the grant term.

he health care industry lags many other industries in its

ability to use information effectively. For example, consumers
are sometimes denied care or required to pay out-of-pocket for
services to which they are entitled because insurance eligibility
cannot be verified. In addition, health plans and providers do not
have ready access to the information they need in order to
provide optimal service and care. This recognition produced a
commitment to change the rules. Compctltors agree that they
will not compete by manlpulatmﬂ or withholding health care
data — instead, thev have agreed to work together to develop
standards and rules for its PIPCTI onic exchange. CALINX partner
organizations agree that all who engage in health care business
in thfonnd WIH implement these btdnddrds and rules while
assuring that data exchange is secure. All standards are
Compliant with HIPAA (Health Insurance Portability and
Accountability Act) legislation.

ALINX work groups have developed standards and rules for
data exchange for the following health care transactions:

¢ Enrollment ® Fncounters and Claims
* Eligibility e Clinical Laboratory Results
® Member ID Card ® Pharmacy Utilization
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STEPS FOR IMPLEMENTATION
OF CALINX

These steps are offered to facilitate adoption and
implementation of the standards and rules

1

S O 0 1 O U =W Do

Be a strong advocate for the standardized, electronic
exchange of health care data and establish the project
as a corporate priority.

Consider the costs of current business practices and
assess the benefits of adopting standards and rules for
your organization — consider industry and marketplace
incentives as well.

Assign the appropriate resources to the effort, including
a project lead and an MIS programmer or analyst.

Select one or more trading partners who will be willing
to work with you to implement the new rules and
standardized data sets.

Evaluate the CALINX Rules of Exchange to determine
whether any operational changes should be implemented
in order to comply.

Quantify the benefits — consider conducting a baseline
measurement of existing processes to determine your
operational costs and the quality and quantity of
information currently being exchanged.

Conduct a gap analysis between CALINX data content
standards and your current file layout — consider your
current capabilities and develop a matrix of necessary
changes.

Make the necessary system and process changes and
submit a test file to your trading partner(s) — when the
test files are submitted successfully, move towards
routine submission of data files.

Re-measure the operational benefits after several months
of data exchange and determine the savings,
improvements and benefits.

Expand your data exchange to additional trading partners.



HEALTH INFORMATION DATA FLOW

This figure illustrates the flow of data within the California delegated model of care. The numbers on the
model correspond to the notes below. The data sets addressed by CALINX are represented in italics. Each
CALINX data set has its own table of data elements and Rules of Exchange, most of which can be found in
this Toolkit. See the Table of Contents to locate a specific data set.

6.

. Enrollment data passes from employer to health plan, as notice of coverage. Typically, these data include

demographic and benefit coverage information about the enrollees.

. Eligibility data from health plans inform provider/provider organizations about enrollees. Eligibility data

can be a monthly “snapshot” called a roster, or available for inquiry (look-up by provider).

. Encounter and/or claims data are captured at a doctor’s office and transmitted through provider

organizations to health plans. (“Out-of-network”™ providers may submit claims directly to health plans.)
Encounter data records what occurred during a visit, along with all applicable diagnoses.

. Pharmacy data are managed by health plans that pay for or out-source payment of pharmacy claims.

They consist of information about prescriptions filled. Provider organizations can use pharmacy data to
manage the clinical care of their enrolled population and to manage costs.

. Lab tests are ordered by a doctor and the results are transmitted back to the doctor. Aggregated results

sent to provider organizations and plans allow both entities to better manage population health.
Referral and authorization requests are made by the doctor to provider organizations in the delegated
model of care, where provider organizations have ultimate clinical responsibility for a given enrolled
population.




INTRODUCTION TO THE TooL KIT:

Rules of Exchange govern the business processes of trading specific data sets. These Rules address
timing, frequency, and accuracy of data sharing. It is recognized that some entities will choose to
implement rules prior to undertaking the system conversions necessary to implement data standards.
[mplementing Rules with existing, proprietary formats is better than no implementation at all. The
objective of all organizations however, should be the complete implementation of the agreed upon
standard and the accompanying Rules of Exchange.

CALINX data guielines are lists of data elements developed by work groups and approved by the
CALINX Oversight Group for inclusion in standardized formats. Most agreements are based on
recognized ANSI or other national standards. These agreements are for use in conjunction with

published HIPAA-compliant ANSI Implementation Guides.

It is anticipated that CALINX agreements will evolve through a careful process of comment and
feedback. Comments will be considered by CALINX work groups. The agreements printed here are
the latest version agreed to by CALINX stakeholders. You will note that many of the agreements are
“drafts.” All data guidelines printed here are consistent with standards mandated by the Health
Insurance Portability and Accountability Act (HIPAA).

In addition to being used to define content, proper use, and formats for exchange of health
information data sets, CALINX agreements provide an important reference for health care and
purchaser organizations as they:

* Share data with health care trading partners ® Purchase or update health care software, and

® Select information systems vendors e Contract with health care partners

RULES AND AGREEMENTS: A SUMMARY

* Represent unprecedented collaborative effort
between CA employer health plans and

CALINX Rules of Exchange providers

® Address frequency, timing, and accuracy of
data sharing

* Serve as a guide for developing trading
partner contracts

¢ Will be continually monitored and updated
to reflect changing market needs

® Represent data guidelines for specific
transactions between trading partners

CALINX Data Guidelines ~ Employer to health plan

— Health plan to provider

— Provider to health plan

— Health plan to member

* All agreements are consistant with national
electronic transaction standards (HIPAA)

(o]






ENROLLMENT RULES OF EXCHANGE (cont.)

than 45 calendar days after a subscriber’s or his/her dependent’s effective
date of coverage. Employers will be responsible for premium payment from
the first effective date of coverage except in those cases when both the
employer and the health plan have agreed to otherwise.

¢ [Health plans will process data no later than 15 working days of receiving
data.

Termination

* Employers will submit disenrollment data to health plans no more than 60
calendar days after the termination date. Employers are encouraged to set a
goal of reducing this time to 45 calendar days.

Note: Because disenrollment notification is expected to occur within 60 days
of the termination date, health plans will only be expected to credit premiums
for up to 60 days. If notification of termination is made more than 60 days
after the termination date, then premium paid for terminated coverage over
60 days will be the responsibility of employers.

Other

® Health plans will take responsibility for sending “reminder” letters to
subscribers who have just had a baby. The letters will remind parents that the
baby only has 30 days of coverage and should be enrolled in a plan within 30
days of birth.

® In coordination with employers, health plans will contact subscribers with
children who become “over age” to request the appropriate submission of
documentation verifying student status, disability, ete.

ACCURACY AND COMPLETENESS

* Recognizing that the integrity of enrollment data has an effect on all data
flows within the healthcare system, employers will strive to supply data that is
95% accurate.

® A health plan will notify an employer within 30 calendar days about a
discrepancy between the enrollment record and the premium record.

® The employer will respond to the health plan’s notification with an
adjustment or explanation within 30 days.

APPROPRIATE USE

Both employers and health plans will employ appropriate and judicious data
practices when handling enrollment data. These data may contain sensitive
elements, e.g. social security numbers, addresses, and health plan selections.
Business processes will be adopted to minimize any occurrence of erroneous
enrollment data transmission to incorrect health plans.

Refer to the PBGH Enrollment EDI Users’ Guide for more information about the
business processes of standardized enrollment transmission.

7 Version: January 2000



For more information, and code legends, refer to:
ANSI ASC X12 Insurance Subcommittee 834 (004010x095) Benefit Enrollment and Maintenance Implementation Guide



Enrollment Data Guidelines
ANSI X12

ltem # Data Element Definition 834v.4010 ZALINR - Comments
Category 9
This element identifies the reason a change
occurred to the benefit information for insured
i persons. Examples are: Divorce, Terminated, . .
9 Reason for a Change To Benefits Birth. It can also be used to identify the reason Required Essential
for a change in the member’s primary care
provider.
10 Status of the Benefits Th? element_ defines t.he type of coverage under Required Essential
which benefits are paid.
11 Medicare Plan This element |_dent|f|es i a membgr Is being Situational Conditional
enrolled in or is enrolled in a Medicare Program.
Consolidated Omnibus Budget This element |_dent|f|es if a member is being o N
12 o enrolled in or is enrolled for a benefit covered by Situational Conditional
Reconciliation Act (COBRA)
COBRA.
13 Employment Status This element provides information about the Situational Conditional This is required information for the subscriber.

status of the subscriber.

This element identifies the student status of the
14 Student Status patient if the patient is 19 years of age or older, Situational Conditional
not handicapped, and not the insured.

15 Insured Individual Death Date Situational Conditional

16 Subscriber Number This is a unique ID # such as a social security Required Essential If the social _securlty nL_meer of the subscriber or
number or other number. dependent is known, it should be used.

17 Member Policy Number Situational Conditional

This is an identification number such as a Health
18 Member Identification Number Insurance Claim (HIC) # or prior identifier #, that Situational Conditional
identifies the member.

For more information, and code legends, refer to:
ANSI ASC X12 Insurance Subcommittee 834 (004010x095) Benefit Enroliment and Maintenance Implementation Guide

*CALINX — Business Agreement Definitions
Essential — All data elements must be included.
Conditional — If these data elements are available or applicable to the health plan, required to be included.
Discretionary — These data elements, if available, can be included at the discretion of the health plan. Version: January 2000
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Enrollment Data Guidelines

ANSI X12 CALINX
Item #|Data Element Definition 834 V.4010 Aqreement Comments
Category 9
19 Enrollment/Disenrollment Dates Situational Conditional
20 Member’s First, Middle and Last Name Required Essential Middle Name Use is Conditional.
21 Member Communication Numbers Examples of thes_e numbers are the phone Situational Conditional
number and email address.
Dependent Mailing Address, City, State |Sent when dependent mailing address is N .
22 and Zip Code, Country different from subscriber’s mail address. Situational Conditional
Member Residence Street Address, City, N .
23 State and Zip Code, Country Situational Conditional
Member Demographics Situational | Conditional
24 Subscriber Birth Date Required Essential
25 Langu_ag_e Used by Member and Situational Conditional
Description of Language
26 Race or Ethnicity Situational Conditional
27 Marital Status Situational Conditional
28 Citizenship Status Code Situational Conditional
29 Gender Required Essential
30 Member Mailing Address T.h'S s the postal ma!llng address used if Situational Conditional
different from the residence address.

For more information, and code legends, refer to:
ANSI ASC X12 Insurance Subcommittee 834 (004010x095) Benefit Enroliment and Maintenance Implementation Guide

*CALINX — Business Agreement Definitions
Essential — All data elements must be included.
Conditional — If these data elements are available or applicable to the health plan, required to be included.
Discretionary — These data elements, if available, can be included at the discretion of the health plan.

Version: January 2000




Enrollment Data Guidelines

This loop information is sent when the member
Member _Em ployer Situational  Conditional is employed by someone other than the sponsor
Info rmation and the insurance contract requires the payer
be notified of this employment.

Member Employer Name Situational Conditional
Employer Communications Numbers Situational Conditional

Employer Street Address, City, State and Situational Conditional
Zip Code, Country

Member School

Situational Conditional

Information
School Name Required Essential
School Communication Numbers Required Essential

School Address, City, State and Zip
Code, Country

Custodial Parent op2m 91 32.4 283.69 263.904 m f*BT /F9 1 Tf 0 -14 14 0 253.9517 7Xd069 263.904 m f* BT /F

Required Essential

For more information, and code legends, refer to:
ANSI ASC X12 Insurance Subcommittee 834 (004010x095) Benefit Enroliment and Maintenance Implementation Guide

*CALINX — Business Agreement Definitions
Essential — All data elements must be included.
Conditional — If these data elements are available or applicable to the health plan, required to be included.
Discretionary — These data elements, if available, can be included at the discretion of the health plan.
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Enrollment Data Guidelines

ANSI X12 CALINX
Item # |Data Element Definition 834 V.4010 Aqreement Comments
Category 9
41 ﬁﬂﬁ:gg'ral Parent or Responsible Party Situational Conditional Send if supplied by the subscriber.
42 Communication Numbers Situational Conditional
43 Address, City, State and Zip Code, Situational Conditional
Country
. . . Send this information when enrolling a disabled
Di Sab | | Ity In fO rmation member or if disability information about an Situational Conditional
existing member has changed.
44 Type of Disability Required Essential
45 Medical Code Situational Conditional End S_tage Re_nal Disease is the only medical
code information used.
46 Disability Eligibility Dates Situational Situational
Health C-Overage Situational Situational
Information
47 Type of Change to Coverage Required Essential
48 Line of Insurance This element |d_ent|f|es_a group of insurance Required Essential
products associated with health coverage.
49 Plan Coverage Description Situational Conditional
50 Health Coverage Dates Required Essential
51 Health Coverage Policy Number Situational Conditional
52 Coverage Level Indlcatgs the level of coverage being provided Situational Conditional
for the insured.
53 Insured Group or Policy Number Required Required

For more information, and code legends, refer to:

ANSI ASC X12 Insurance Subcommittee 834 (004010x095) Benefit Enroliment and Maintenance Implementation Guide

*CALINX — Business Agreement Definitions
Essential — All data elements must be included.
Conditional — If these data elements are available or applicable to the health plan, required to be included.
Discretionary — These data elements, if available, can be included at the discretion of the health plan.

Version: January 2000




€l

Enrollment Data Guidelines

ANSI X12 CALINX
Item # |Data Element Definition 834 V.4010 Aqreement Comments
Category 9
Identification Card Situational Conditional
Information
54 Plan Coverage Description Required Essential
55 Type of Identification Card Required Essential
56 Number of Cards Situational Conditional
57 Reason for Card Request Situational Conditional
Provider Information Situational | Conditional
58 Type of Provider Required Essential
Provider Name S .
59 First, Middle and Last Name Situational Conditional
60 Provider Prefix and Suffix Situational Conditional
61 Type of Provider ID Used Situational Conditional
62 Provider Identifier Number Situational Conditional
63 Patient Relationship to Provider This |nfor.mat|on !nQ|cates.whether or not.the Required Essential
member is an existing patient of the provider.
64 Reason for PCP Change Situational Conditional
65 Provider Effective Date Thls Is the effectl\{e date of the change of the Required Essential
primary care provider.

For more information, and code legends, refer to:

ANSI ASC X12 Insurance Subcommittee 834 (004010x095) Benefit Enroliment and Maintenance Implementation Guide

*CALINX — Business Agreement Definitions
Essential — All data elements must be included.

Conditional — If these data elements are available or applicable to the health plan, required to be included.
Discretionary — These data elements, if available, can be included at the discretion of the health plan.

Version: January 2000
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Enrollment Data Guidelines

ANSI X12

ltem # |Data Element Definition 834 V.4010|YALINS | Comments
Category 9
Coordination of _ -
. . Situational Conditional
Benefits Information
66 Payer Responsibility Sequence Idennﬂe; Fhe Insurance carriers Igvel of Required Essential
responsibility for payment of a claim.
67 Insured Group or Policy Number Situational Conditional Always supply when available.
68 Coordination of Benefits Code Identn_‘les whether there is a coordination of Required Essential
benefits.
69 Additional COB Information Numbers Example: Member ID Number Situational Conditional
70 COB Eligibility Dates Situational Conditional
71 Other Insurance Company Name Situational Conditional Send when provided to the sponsor.

For more information, and code legends, refer to:

ANSI ASC X12 Insurance Subcommittee 834 (004010x095) Benefit Enrollment and Maintenance Implementation Guide
*CALINX — Business Agreement Definitions

Essential — All data elements must be included.

Conditional — If these data elements are available or applicable to the health plan, required to be included.
Discretionary — These data elements, if available, can be included at the discretion of the health plan.

Version: January 2000




CALINX Rules of Exchange ELIGIBILITY

BACKGROUND

The CALINX goal is trading eligibility data electronically between partners, i.e.,

health plans to provider organizations and individual providers. Given the current
environment of transition from paper or phone verification to electronic
information exchange, the realization of the goal will be incremental. There are
two levels of eligibility verification, single member verification and roster of
members contracted to a provider organization. Implementation is being executed
by emphiSOURCE, a non-profit, mutual benefit corporation of California health
plans.

CONTENT

Content and format was based on review and agreement by the CALINX
Eligibility Workgroup and based on American National Standards Institute (ANSI)
definitions in compliance with HIPAA requirements ANSI X12N 270/271
standards for eligibility exchange. Data content includes Subscriber/Member
demographic data, carrier, provider and employer information.

* Roster
The roster is a listing of enrollees whose care is covered by a provider
organization. The implementation guide for the electronic eligibility
transaction set is not finalized by ANSI, however the CALINX agreement was
based on the current draft in progress. As an interim solution, CALINX
recommends electronic transmission through clearinghouse, healthcare data
utility or direct-connect with text file format.

= Inquiry/Response
The individual enrollee information by physician organizations and other
health care entities from health plans should be verified for each visit.
Transition to ANSI approved Eligibility Transaction set (X12N 270/271) in
approximately 2001 (HIPAA requirement). As an interim solution, CALINX
recommends electronic transmission through clearinghouse, healthcare data
utility, direct-connect with text file format or website.

FREQUENCY

* Roster
Effective 7/1/99 a monthly electronic transmission of full eligibility roster of
covered members is expected to be sent to provider organizations from the
health plans. A separate “change file” will accompany the roster to track
individual changes over the month.



ELIGIBILITY RULES OF EXCHANGE (cont.)

= Inquiry/Response
Verification of individual member eligibility is available from health plan
within 24 hours after receipt from employer & verification of accuracy
through clearinghouse, healthcare data utility, direct-connect with text file
format or website. The verification process for health plans is 7-10 days after
receipt of data from the employer

ACCURACY AND COMPLETENESS

* Complete and accurate eligibility data from the health plans will be supplied
to providers and physician organizations.

* Health plans will provide the electronic benefit plan conversion tables to the
provider organizations in order to assure clarity on the specific benefits
available for the subscriber/member.

APPROPRIATE USE

® The intent of these rules is to coordinate the accuracy of communication
about enrollees to the appropriate trading partner to ensure coordination of
service to enrollees.

* [t is expected that all trading partners including employers, health plans and
provider organizations will adhere to appropriate privacy protection policies
and guidelines.

® The trading partners must be in compliance with HCFA & HIPAA standards.
® The intent of the eligibility rules is to parallel the enrollment rules with
regard to financial accountability for terminations past 60 days. This is
contingent on wide adoption of the enrollment rules by employers.

16 Version: January 2000
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CALINX Data Guidelines

ELIGIBILITY

This document represents the inventory of data
elements and the format by which health plans will respond to individual or multiple queries from health care providers for eligibility of enrollees. The
expectation is that all data elements available to the health plan will be sent in the following format to the provider. The ANSI X12 271 (4010 version)
Category represents the electronic transmission requirements for eligibility under the Health Insurance Portability Accountability Act (HIPAA) — 1996.
The column for CALINX Agreement is a categorization of the expectations of data sharing based on the CALINX Eligibility Workgroup agreement.

Item # Data Element

Member Demographics

1 Last Name (Subscriber/Member)

2 First Name (Subscriber/Member)

3 Middle Name (Subscriber/Member)
4 Name Suffix (Subscriber/Member)
5 Member Identification Number

6 Social Security Number

7 Address (Subscriber/Member)

*CALINX — Business Agreement Definitions

Essential — All data elements must be included.

Definition

The surname of the insured individual or
subscriber to the coverage.

The first name of the insured individual or
subscriber to the coverage.

The middle name of the subscriber to the
indicated coverage or policy.

Suffix of the insured individual or subscriber to
the coverage.

Insured’s or subscriber’s unique identification
number assigned by a payer.

The unique 9 digit number of the insured
individual or subscriber assigned by the Social
Security Administration.

Address line of the current mailing address of
the insured individual or subscriber to the
coverage

ANSI X12
271
Category

Situational

Situational

Situational

Situational

Situational

Situational

Situational

Conditional — If these data elements are available or applicable to the health plan, required to be included.
Discretionary — These data elements, if available, can be included at the discretion of the health plan.

Single Member Response (ANSI X12 271)

CALINX
Agreement*

Comments

Essential

Essential

Conditional

Conditional

Essential

Conditional

Essential

If none, left blank.

Version: January 2000
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Eligibility Data Guidelines

10

11

*CALINX — Business Agreement Definitions
Essential — All data elements must be included.

City

State

Postal Zone or ZIP Code

Home Phone

City name of the insured individual or subscriber
to the coverage.

State postal code of the insured individual or

subscriber to the coverage. Situational

The ZIP code of the insured individual or

subscriber to the coverage. Situational

Conditional — If these data elements are available or applicable to the health plan, required to be included.
Discretionary — These data elements, if available, can be included at the discretion of the health plan.

Essential

Essential
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Eligibility Data Guidelines

ANSI X12 CALINX
Item # |Data Element Definition 271 Aqreement Comments
Category 9
CARRIER AND
ELIGIBILITY
INFORMATION
19 Health Plan/Payer Name The. qr_ga_nlzatlon name who is the source of the Situational Essential Necessary on individual response.
eligibility information.
20 Health Plan/Payer Identification Code Identlfle_s the number by W.h'Ch the information Required Essential
source is know to the receiver.
Date format code conveys the eligibility, service
21 Subscriber/Member Effective Date or admission date(s) for the insured individual or |Required Essential
subscriber.
Information based on Eligibility Benefit
22 Benefit Code Information Code linked to the payer’s Situational Conditional Required for HMO only
definitions.
Information based on Eligibility Benefit
23 Benefit Description Information Code linked to the payer’s Situational Conditional
definitions.
24 Co-payment Amqunt of c_o-payment by the subscriber for this Situational Conditional Message to b(_e pro_\/l_ded to distinguish
particular episode of care. pharmacy, Office visit, ER or other co-payment.
25 Deductible Ar_nount reqw_red to be paid by the subscriber Situational Conditional
prior to benefit coverage.
PROVIDER
INFORMATION
26 Medical Group Name N‘?”.”‘?.Of _the orga_nlzatlon that expects to receive Situational Discretionary Discretionary if ID # is provided.
eligibility information.
27 IPA Name Name of the organlzgtl_o_n_or_|nd|v|du_al that Situational Discretionary Discretionary if ID # is provided.
expects to receive eligibility information.

*CALINX — Business Agreement Definitions

Essential — All data elements must be included.

Conditional — If these data elements are available or applicable to the health plan, required to be included.
Discretionary — These data elements, if available, can be included at the discretion of the health plan.

Version: January 2000
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Eligibility Data Guidelines

ANSI X12 CALINX
Item # |Data Element Definition 271 Aqreement Comments
Category 9

28 Medical Group/IPA Number The |d_ent_|f|cat|on number of the mdlv_ldual or Situational Conditional Required for HMO only
organization who expects to receive information.

29 Provider Name N‘.”lm?.c’f _the |nd|v_|dual that expects to receive Situational Conditional Required for HMO only
eligibility information.
Number assigned by the payer, regulatory Encourage use of one number scheme, like

30 Provider Code # authority or other authorized body or agency to |Situational Conditional state license number, by health plans to
identify provider. coordinate physician identifiers.
Date format code conveys the eligibility, service

31 Subscriber/Member Effective Date or admission date(s) for the insured individual or | Required Essential
subscriber.

EMPLOYER
INFORMATION

The identification number, control number or
code assigned by the carrier or administrator to . .

32 Group Number (Employer) identify the group under which the individual is Required Essential
covered.

33 Employer Name Name of the insured individual's employer. Situational Essential Links enrollment to benefits.

34 Employer Address/City/State/Zip Mall_lng addr_es_s,_cny, ’state code and ZIP code of Situational Discretionary
the insured individual's employer.

*CALINX — Business Agreement Definitions
Essential — All data elements must be included.

Conditional — If these data elements are available or applicable to the health plan, required to be included.
Discretionary — These data elements, if available, can be included at the discretion of the health plan.

Version: January 2000
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CALINX Data Guidelines ELIGIBILITY
Full Roster

This document represents the inventory of data elements and the format by which health plans will send a full roster of enrollees eligible for health care
coverage to health care provider groups. The expectation is that all data elements available to the health plan will be sent in the following format to the
provider groups. The ANSI X12 271 (4010 version) Category represents the electronic transmission requirements for eligibility but is not included under
the Health Insurance Portability Accountability Act (HIPAA) — 1996. The column for CALINX Agreement is a categorization of the expectations of data
sharing based on the CALINX Eligibility Workgroup agreement.

ANSI X12 CALINX
Item #|Data Element Definition 271 Aqreement Comments
Category 9
Member Demographics
1 Last Name (Subscriber/Member) The surname of the insured individual or Essential
subscriber to the coverage.
2 First Name (Subscriber/Member) The f".St name of the insured individual or Essential
subscriber to the coverage.
3 Middle Name (Subscriber/Member) Thg middle name of the s_ubscnber to the Conditional If none, left blank.
indicated coverage or policy.
4 Name Suffix (Subscriber/Member) Suffix of the insured individual or subscriber to Conditional
the coverage.
5 Member Identification Number Insured’s or subscriber’s unique identification Essential

number assigned by a payer.

The SS# of subscriber needs to be collected as
a separate data element regardless of the use.
It is used as patient identifier at some health
plans.

The unique 9 digit number of the insured
6 Social Security Number individual or subscriber assigned by the Social Conditional
Security Administration.

Address line of the current mailing address of

7 Address (Subscriber/Member) the insured individual or subscriber to the Essential
coverage.
8 Ciity City name of the insured individual or subscriber Essential

to the coverage.

*CALINX — Business Agreement Definitions
Essential — All data elements must be included.
Conditional — If these data elements are available or applicable to the health plan, required to be included.
Discretionary — These data elements, if available, can be included at the discretion of the health plan. Version: January 2000
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Eligibility Data Guidelines

ANSI X12

Item # |Data Element Definition 271 gArLe”e\lr)n(ent* Comments
Category 9
9 State State postal code of the insured individual or Essential

subscriber to the coverage.

10 Postal Zone or ZIP Code The ZI!3 code of the insured individual or Essential
subscriber to the coverage.

Telephone number, including area code, at

1 Home Phone which the subscriber may be contacted.

Discretionary

Telephone number, including area code, at

12 Work Phone which the subscriber may be contacted.

Discretionary

13 Date of Birth Th_e d_ate of birth of the |nd|v_|dual or subscriber Essential
to indicated coverage or policy.

Code indicating the sex of the insured individual

14 Gender or subscriber to the indicated coverage or policy. Essential
SUBSCRIBER
RELATIONSHIP TO
INSURED
15 Individual Relationship Code .Cof“.’ indicating th_e relationship between two Essential
individuals or entities.
16 Subscriber Name The full name of the subscriber to the coverage. Conditional Required if the Ind_|V|dua| Relathnshlp code
used to connect with the subscriber.
. . . The unique 9 digit number subscriber assigned . Required if the Individual Relationship code
17 Subscriber Social Security Number by the Social Security Administration. Conditional used to connect with the subscriber.
18 Subscriber/Member ID Number Sub_scnber’s unique identification number Essential
assigned by payer.
CARRIER AND
ELIGIBILITY
INFORMATION
The organization name who is the source of the Anytime electronic information is sent - this
19 Health Plan/Payer Name 9 Discretionary information should be in the “header” or

eligibility information.

envelope to clearly identify the plan.

*CALINX — Business Agreement Definitions
Essential — All data elements must be included.
Conditional — If these data elements are available or applicable to the health plan, required to be included.
Discretionary — These data elements, if available, can be included at the discretion of the health plan. Version: January 2000
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Eligibility Data Guidelines

ANSI X12 CALINX
Item # |Data Element Definition 271 Aqreement Comments
Category 9
20 Health Plan/Payer Identification Code Identlfle_s the number by W.h'Ch the information Essential
source is know to the receiver.
Date format code conveys the eligibility, service
21 Subscriber/Member Effective Date or admission date(s) for the insured individual or Essential
subscriber.
Information based on Eligibility Benefit ) . .
22 Benefit Code Information Code linked to the payer’s Conditional Benefit code conversion table to be provided by
- health plan electronically for HMO only.
definitions.
PROVIDER
INFORMATION
23 Medical Group Name Ngr_ne_z_of _the orga_nlzatlon that expecis io receive Discretionary
eligibility information.
24 IPA Name Name of the organlzgt!on_or_lnd|V|du_aI that Discretionary Confirmatory information
expects to receive eligibility information.
25 Medical Group/IPA Number The |qent_|f|cat|on number of the mdlv_ldual or Conditional Necessary for HMO members.
organization who expects to receive information.
Subscriber/Member Effective Date Date fo_rmg t code conveys the e"g'b'.“ty’. service .
26 ) or admission date(s) for the insured individual or Essential
(Medical Group/IPA) .
subscriber.
27 Provider Name Ngmg_of _the |nd|v_|dual that expects to receive Conditional Discretionary when used with provider code
eligibility information. number.
Number assigned by the payer, regulatory Encourage use of one number scheme, like
28 Provider Code # authority or other authorized body or agency to Conditional state license number, by health plans to
identify provider. coordinate physician identifiers.
Subscriber/Member Effective Date Date fo_rmg t code conveys the e"g'b'.“ty’. service .
29 = : or admission date(s) for the insured individual or Essential
(Individual Provider) .
subscriber.
*CALINX — Business Agreement Definitions

Essential — All data elements must be included.

Conditional — If these data elements are available or applicable to the health plan, required to be included.
Discretionary — These data elements, if available, can be included at the discretion of the health plan.

Version: January 2000
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Eligibility Data Guidelines

ANSI X12 CALINX
Item # |Data Element Definition 271 Aqreement Comments
Category 9
EMPLOYER
INFORMATION
The identification number, control number or
code assigned by the carrier or administrator to .
30 Group Number (Employer) identify the group under which the individual is Essential
covered.
31 Employer Name Name of the insured individual's employer. Essential
32 Employer Address/City/State/Zip Mall_lng addr_es_s,_cny, 'state code and ZIP code of Discretionary
the insured individual's employer.
OTHER
Add, delete, change PCP, change address, etc.
33 Activity Code Code indicationg type of action. Essential Clarification of codewill be included in ASI 271
Implementation Guide.

*CALINX — Business Agreement Definitions
Essential — All data elements must be included.

Conditional — If these data elements are available or applicable to the health plan, required to be included.
Discretionary — These data elements, if available, can be included at the discretion of the health plan.

Version: January 2000




BACKGROUND
The overall purpose of the CALINX Member ID Card Agreement is to define

standards for the member identification card for size and data content to increase
consistency of information for providers and health plan members. The long-term
goal is adoption of the electronic health care card with an electronic strip to be
used as a key to access health plan eligibility databases once a health care
infrastructure is available (ANSI NCTIS 284). Current enterprise systems like
Kaiser and MediCal operate such systems in California.

CONTENT

The content includes health plan identification, card holder identification, co-pay
information and provider identification.

FREQUENCY

® The identification card will be produced and sent to a new
subscriber/member no more than 5 working days after the
subscriber/member’s name is added to the health plan eligibility file and
patient benefit choices have been validated, unless effective date is more than
15 days.
® For open enrollment or if a subscriber/member’s validation has been
completed early, the card should not be sent out sooner than 15 days prior to
the effective date of coverage.
— January effective open enrollment of any year, the card may be sent
20 days prior to effective date of coverage due to holiday schedules
and increased changes for large year-end open enrollment period.

* A new card should be generated when there is a change in data elements that
affect the delivery of service or validation of member. (e.g., co-pay changes,
primary care provider changes, subscriber changes of dependent).

An Implementation Plan for issuing cards under the CALINX agreement for health plans is

expected the end of the first quarter of 2000 beginning with new enrollees and renewals.

ACCURACY AND COMPLETENESS

¢ Currently no central computerized identification infrastructure is available;
therefore, network health plans must provide detailed information on the
physical card for the health care providers to obtain sufficient data to request
verification of eligibility.

® The physical card standard should be a two-sided card the size of a standard
credit card that can be oith S4h08eof eligibility.



MEMBER ID CARD RULES OF EXCHANGE (cont.)

® The content of the card is based on the eligibility file and benefit agreement
of the health plan and should be 98% accurate.

* No standard format is adopted at this time.

APPROPRIATE USE

The health plan provides the member identification card directly to the subscriber
or employer.

26 Version: January 2000
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CALINX Data Guidelines

MEMBER ID CARD

Health Care Identification Card: A card used to identify the card issuer and the card holder to facilitate health care transactions and to provide data for
such transactions. The electronic national standard currently being developed is the ANSI — NITCS 284. The CALINX agreements are based on needs of
the provider community to have information about insurance coverage. The goal is to have an electronic method to access health plan eligibility

databases and not rely on information printed on cards.

ANS CALINX
Item # |Data Element Definition NITCS-284 Adreement® Comments
Category |9
. Space must be provided for trademark or
1 Health Card Issuer Name and Logo 's\laongg oe:innd lg?; Coof\;[gghge(‘m d(;?)rd ISsuer mirr‘n?ast%rg Essential tag line. Trademark generally on the front
P 9 ge. of the card, tag line on the back.
The card issuer identifier shall have zero The card issuer identifier is mandatory for
field length until the card issuer has been cards issued after one year of the
assigned an authorized identifier (process adoption by the USA Registration
pending). The machine-readable form of Mandator Committee of a national process for the
2 Health Card Issuer Identifier the identifier shall not contain spaces or Eront Si dg Conditional registration of unique health card issuer
special characters. The first five digits, identifiers in the US. This information
‘80840’, must be included to indicate the element is not to be used until the issuer
number is a health application in the US. of the card has been assigned and
(284) authorized identifier.
The primary phone number to access Mandatory .
3 Health Card Issuer Phone # mem%er se);vFi)ces. (midw) Back Side Essential

*CALINX — Business Agreement Definitions
Essential — All data elements must be included.

Conditional — If these data elements are available or applicable to the health plan, required to be included.
Discretionary — These data elements, if available, can be included at the discretion of the health plan.
UHC — United HealthCare’s Managed Care Resource Book

Midw — Member Identification Card Workgroup
ANSI 284 — Electronic Health Care Card Standard
X12 - ANSI - Insurance Standard Definition

ANSI NCITS 284 — 1997 — The list of information items are applicable to human-readable information for machine-readable electronic application. Version: January 2000
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Member ID Card Data Guidelines

Item #|Data Element

Definition

ANSI
NITCS-284
Category

CALINX
Agreement*

Comments

4 Health Card Holder Name

A specific card is issued for each individual
HMO member.

The identification name may be a maximum of 27
characters. It must be formatted in sequence of:

The identification name may be a maximum of
27 characters. It must be formatted in
sequence of:

Given name and initials

Surname

Name suffix

Punctuation such as period or comma, in
general, is not used. (284)

Mandatory
Front Side

Essential

The goal is that an individual member name
would appear on all product lines requiring
Primary Care Provider selection.

CALINX Member ID Workgroup recommend 35
characters to accommodate hyphenated and
long names.

5 Health Card Holder Identification Number

Subscriber, member or dependent’s unique
identification number assigned by the payer. (X12)
The identification number is defined by the card
issuer. It may include alpha characters.

Mandatory
Front Side

Essential

6 Instructions for Hospital Admission

Instructions to members about procedures for
admission to hospitals including the phone
number to call and time period designated for
required notification. (midw)

Essential

7 Instructions Emergency (Hosp.)

Instructions to members for emergency services
including phone number to call and time period
designated for required notification. (midw)

Essential

8 Effective/lssue Date

Defined date a covered person becomes eligible
for benefits under an existing contract. (UHC)

Discretionary

*CALINX — Business Agreement Definitions
Essential — All data elements must be included.

Conditional — If these data elements are available or applicable to the health plan, required to be included.
Discretionary — These data elements, if available, can be included at the discretion of the health plan.
UHC - United HealthCare’s Managed Care Resource Book

Midw — Member Identification Card Workgroup
ANSI 284 - Electronic Health Care Card Standard
X12 - ANSI - Insurance Standard Definition

ANSI NCITS 284 — 1997 — The list of information items are applicable to human-readable information for machine-readable electronic application. Version: January 2000
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Member ID Card Data Guidelines

Item # |Data Element

Definition

ANSI
NITCS-284
Category

CALINX
Agreement*

Comments

9 Employer Group Name

Name of employer group who purchases medical
coverage on behalf of its employees. (UHC)

Discretionary

10 Employer Group Code #

Identification number or code assigned by the
carrier to identify the group under which the
individual is covered. (X12)

Optional

Conditional

11 Employer Benefit Plan Code

Code defined by the health plan indicating the
type of benefit coverage selected by an
employer. (midw)

Conditional

12 Subscriber/Member Date of Birth

Date of Birth of subscriber, member or
dependent. (X2)

Optional

Discretionary

13 Subscriber/Member Gender

Code indicating gender of subscriber, member
or dependent. (X12)

Discretionary

14 Primary Care Provider Name

The first and last name of the Primary Care
Physician assigned to a subscriber, member or
dependent. (UHC)

Conditional

15 Physician ID Number

Number assigned by the payer, regulatory
authority or other authorized agency to identify a
physician. (X12)

Discretionary

16 PCP Phone Number

Phone number, including area code, of primary
care provider of the enrollee.

Conditional

If the PCP number is available the Provider
Organization phone number is not necessary.

17 Provider Organization Name

Name of the physician organization providing
care to member, subscriber or dependent. (X12)

Conditional

If provider organization has been delegated the
utilization functions this data element is
ESSENTIAL.

18 Provider Organization Address

Address of physician organization corresponding
to organization name. (midw)

Discretionary

19 Provider Organization ID #

Unique identification number assigned to
medical group or IPA by the payers. (midw)

Discretionary

20 Provider Organization Phone #

Telephone number, including area code, for the
medical group assigned to the
subscriber/member.(X12)

*CALINX — Business Agreement Definitions
Essential — All data elements must be included.

Conditional — If these data elements are available or applicable to the health plan, required to be included.
Discretionary — These data elements, if available, can be included at the discretion of the health plan.
UHC - United HealthCare’s Managed Care Resource Book

Midw — Member Identification Card Workgroup
ANSI 284 — Electronic Health Care Card Standard
X12 - ANSI - Insurance Standard Definition

ANSI NCITS 284 — 1997 — The list of information items are applicable to human-readable information for machine-readable electronic application. Version: January 2000
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Member ID Card Data Guidelines

- ARSI CALINX
Item # |Data Element Definition NITCS-284 Aqreement Comments
Category 9
21 Co-pay Pharmaceutical Char_ge to member for drugs prescribed by a Conditional Provide coverage indicator, not actual dollar
provider. (UCH) value.
22 Co-pay Office Visit ﬁjhgrcg)e to member for visit to physician office. Conditional Provide actual dollar value.
23 Co-pay Emergenc Charge to member for visit to emergency Conditional Provide actual dollar value
pay gency department of hospital (UHC) '
. Charge to member for admission to hospital. . . Provide either coverage indicator, or actual dollar
24 Co-pay Hospital Discretionary
(UHC) value.
An indicator for the deductible a covered person
o5 Deductible must pay each year from his/her own po_cket Conditional Proylde coverage |nd|cato_r. A heal'th plan may
before the plan will make payment for eligible provide dollar value at their discretion.
benefits. (UHC)
26 Instructions to Members Gene_ral directions to membz_e_rs for use of cov_ered Conditional
benefits and access to specific resources. (midw)
Instructions Out of Geographic Service Instr_uctlons f(.)r obtaining apprc_)val for using .
27 services outside the geographic area or network. Conditional
Area or Network .
(midw)
o8 Hours The hours the_ health plan_ is acce_SS|bIe by Discretionary
phone for business questions. (midw)
Claims Submission Name, Address, Informatlon labeled apprppnatt_el)_/ f_o_r sub_mlss_lon Mandatory .
29 Phone number(s) of claims, customer service, eligibility, utilization Back Side Essential
review and/or correspondence. (ANSI 284)
A code or description of optional services that a
30 Optional/Supplemental Benefits health plan may cover or provide in addition to Discretionary
its basic health services. (UHC)
The mental health and/or chemical dependency When carve-out Behavior Health Coverage is a
31 Behavior Health Coverage & Phone # dlsprder benefit is carved-ou_t toa _separate Conditional peneflt the phone number will be used as the
entity whose phone number including area code indicator of that coverage and appear on the
provides access to the carrier. (midw) front of the card.

*CALINX — Business Agreement Definitions
Essential — All data elements must be included.

Conditional — If these data elements are available or applicable to the health plan, required to be included.
Discretionary — These data elements, if available, can be included at the discretion of the health plan.
UHC - United HealthCare’s Managed Care Resource Book

Midw — Member Identification Card Workgroup
ANSI 284 — Electronic Health Care Card Standard
X12 - ANSI - Insurance Standard Definition

ANSI NCITS 284 - 1997 - The list of information items are applicable to human-readable information for machine-readable electronic application. Version: January 2000




Sample Member ID Card

Sample Card-Content Standard Only

Recommendation:

The Member ID Card Workgroup has reviewed the current issues related to
identification card development and maintenance. Principles of card acceptance:

1. Primary tool for identification of a health plan to the provider.

2. Provides information on health plan benefit coverage.

3. Provides identification characteristics of the member, although no
guarantccs .

4. Provides information about financial requirements like co-pays and
deductibles.

5. Needs to be cost efficient for health plans to initiate and maintain.

CALINX created categories of agreement for each data element. All cards
produced by health plans should include the items in the essential category on
the list of recommended elements. The information identified on the conditional
category is expected to be included on the card when the information is available
in the health plan database. The information identified in the discretionary
category can be included on the card at the discretion of the health plan as it
relates to their provider networks.

The Sample Card reflects the content expectations of a health care card including
the essential and conditional categories but not the format.

31 Version: January 2000



CALINX Minimum Standard Card-Network Plans*

Front Side

Essential and Conditional Data Elements

Health Card Holder Name Health Card Issuer Name

Health Card Holder Identification # Health Card Issuer Identifier
Employer Group Number Primary Care Provider Name
Employer Benefit Plan Code Primary Care Provider Phone Number

Provider Organization Name

Co-pay RX: Y/N-Office Visit: $XX-Emergency: $ XX
Deductible: Y/N Behavior Health Coverage: XXX-XXX-XXXX

*Content standard only-format not included

Reverse Side
Essential and Conditional

INSTRUCTIONS FOR HOSPITAL ADMISSION:

INSTRUCTIONS FOR EMERGENCY SERVICES: Call 911

INSTRUCTIONS FOR OUT OF AREA SERVICES:

GENERAL INSTRUCTIONS TO MEMBERS:

Health Card Issuer Phone Number
Provider Organization Phone Number (When no PCP # available)

Claims submission Name, Address, Phone Number

32
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BACKGROUND

These rules are intended to be appropriate for all HMO encounter and claims
transactions among providers, health plans, and purchasers. Readers should be
aware that if there are disagreements between the CALINX Rules of Exchange and
the rules and regulations established by the federal government for Medicare and
Medicaid transactions, the federal regulations should supercede the CALINX Rules
of Exchange. The following rules apply to the HMO line of business only.

CONTENT

® Complete encounter data from the provider will be given to health
plans/provider organization

— ANSI X12N 837 Professional and Institutional

— HCFA 1500/UB 92 (ANSI 837 standards will supplant HCFA 1500
and UB 92 formats at the point a change-over occurs under HIPAA
provisions)

— HMOIS (ANSI 837 standards will supplant HCFA 1500 and UB 92

formats at the point a change-over occurs under HIPAA provisions)

FREQUENCY

¢ Provider Organizations will submit encounters to health plans on a 30 day
cycle

¢ Information equivalent to that in HCFA 1500 and UB92 forms, except charge
or other financial information that need not be included, will be completely
and accurately reported within 60 days from date of service to health plans
that prepay for services (i.e., an “encounter” report). This will include data
from claims paid to network providers who contract directly with the provider
organization.

e Complete HCFA 1500 and UB92 data, including financial charges, will be
completely and accurately reported every 30 days to the direct payor of a
claim.

® Plans will report complete and accurate encounter data compliance and edit
reports to provider organizations within 30 days of receipt of the
encounter/claim.



ENCOUNTER RULES OF EXCHANGE (cont.)

COMPLETENESS

® Provider Organizations are Not required to submit cost data when they are
reimbursed on a capitated basis.

APPROPRIATE USE

® Only aggregated data that prevent identification of individuals may be
provided to employers by either plans or providers with the exception that
individually identifiable data may be provided to a third party, as long as
they meet confidentiality standards.

® The intent of this rule is to coordinate the accuracy of patient
communication, and to ensure a coordinated approach to the care of the
patient.

— Plans directly contacting patients using information obtained from
claims or encounter data will give 45-days advanced written notice
to the provider organization or individual clinician, as appropriate.'

— Every provider organization will designate a recipient for the HMO
communication process. This recipient is responsible for 1) verifying
communication accuracy, 2) notifying or communicating with all
involved individual physicians.

— Any communication using encounter data must be specific regarding
the exact information being sent to an individual member (i.e.
suggesting a Pap Smear deficiency must include specific patient
identifier).

— The provider organization may object to the notice within the 45-day
timeframe if it finds the specific data on specific patients inaccurate.
The provider organization will notify the HMO of its findings and
mutually create an accurate notice to specific patients.

— No written objection by the provider organization within the 45-day
timeframe (defined as from date of receipt by designated individual)
is evidence of full approval.

" Appropriate should be considered as either the contracted entity —i.e.. IPA or
Medical Group — or the directly contracted clinician.

34 Version: January 2000
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CALINX Data Guidelines ENCOUNTER

HCFA Implementation/Definition — Based
1500 on Minnesota HCFA Standards

837 Professional

1. Medicare

2. Medicaid
1a) 4. CHAMPVA
Insurance 3. CHAMPUS Required
Type 5. Group Health Plan

6. FECA & Black Lung

7. Other

Indicate type by marking box

Refers to item marked in 1a.
1b) Enter insured’s ID number as shown on
Insured’s ID insured’s ID card Required
Number (Medicare #, Medicaid #, Sponsor’s SSN, VA

File #, SSN or ID, SSN, ID)
2)
Patient’s Last Name, First Name, Middle Initial Required
Name

*CALINX — Business Agreement Definitions
Essential — All data elements must be included.

HMO
!Snfor_matlon CALINX
ervices Agreement*

Standards 9

(Western Reg.)

DAO 6.0 Discretionary

DAO 18.0 Essential
Last Name &

CAO 4.0 Esental

CAO 5.0

CAO 6.0 ML

Discretionary

Conditional — If these data elements are available or applicable to the health plan, required to be included.
Discretionary — These data elements, if available, can be included at the discretion of the health plan.

Comments

Provider Groups not always able to submit.
Health Plans can extract this data from their
internal databases if needed.

Reportable to health plan with contractual
responsibility for member.

Only aggregated data that prevent identification
of individuals may be provided to employers by
either plans or providers with the exception that
individually identifiable data may be provided to a
third party as long as they meet confidentiality
standards.

Version: January 2000
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Encounter Data Guidelines

HMO
. A Information
HCFA Implementation/Definition — Based . h CALINX
1500 on Minnesota HCFA Standards 837 Professional gerwces Agreement* Comments
tandards
(Western Reg.)
Reportable to health plan with contractual
responsibility for member.
3) o . Only aggregated data that prevent identification
Patient’s Includes Patient’s Birth Date and Sex Situational (Required CAO 8.0 Essential of individuals may be provided to employers by
. when self) CA0 9.0 . . . )
Birth Date either plans or providers with the exception that
individually identifiable data may be provided to
a third party as long as they meet confidentiality
standards.
Reportable to health plan with contractual
responsibility for member.
Insured Last Name required in ANSI 837.
Last Name, First Name, Middle Initial Insured First Name anq Middle Ini.tial .not .
required. Plans have this information in their
4) Identifies patient’s source of insurance DAO 19.0 Essential system.
Insured’s ' Required DAO 20.0 Discretionary
Name Enter the insured's last name, first name, DAO 21.0 Discretionary Or!ly gggregated data that.prevent identification
. s of individuals may be provided to employers by
and middle initial . . . d
either plans or providers with the exception that
individually identifiable data may be provided to
a third party as long as they meet confidentiality
standards.
Reportable to health plan with contractual
responsibility for member. Patient Address 2 is
CAO 11.0 Essential discretionary.
5) . ) o CAO 12.0 Discretionary Only aggregated data that prevent identification
Patient’s nMuur:ItF:(laer E?r)::' clii;ti;a