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The session will cover:  
 Ongoing provider/payer challenges with the 5010 

version of the 270/271  

 Opportunities to improve provider eligibility and 
benefit verification workflow using the existing 5010 
version of the 270/271  

 Discuss the future of the 270/271 Eligibility and Benefit 
Inquiry and Response in the 7030 version  

 What process is used to request changes  

 A high level overview of where the development is for 
7030 and the timeline for approval as an X12 
transaction set  
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 Is highly used 

 Very shelf stable 

 Format and some content is mandated by 
HIPAA 

 More granular content, availability and 
response time requirements are defined by 
CAQH CORE 

 Highly customizable 
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 Can address a very general eligibility or 
eligibility and benefit question 

 Can address a very specific eligibility or 
benefit question 

 Has a tight relationship with the 837 and the 
278 transactions 

 Is loosely related to the 834 

 For clarity-5010’s 270/271 is LOCKED DOWN 
and theoretically cannot be modified 
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 In 5010, Providers and Payers alike do not find some of 
the service type codes specific enough to get the 
member’s true benefit and care category information 

 In general, the provider doesn’t necessarily “know” the 
EDI transaction/TR3, so interpretation of the data may 
not be as clear 

 Standardization is good for format, but content is 
difficult to fully standardize as it’s dependent on the 
payers’ offerings, the members’ eligibility, coverage 
and benefit details that are different from payer to 
payer, member to member 
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 Eligibility, coverage or benefit information may be sent 
back that is not “tailored” to the provider or member 
on the inquiry. 
◦ An Out of Network provider may receive both in and out of 

network benefit details-leaving them to possibly have to 
collect the incorrect patient financial responsibility 

◦ An OB/GYN may receive benefit details about chiropractic 
benefits 

◦ A provider inquiring on a 2 year old patient may receive 
benefit details that would apply to someone older than 2 
years of age, such as maternity 
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 Some payers return the “kitchen sink” and are 
inundating providers with an abundance of 
information irrelevant to the provider’s inquiry 
◦ 270/271 is one dimensional. It isn’t conversational. Providers 

have to send multiple 270s to get more details as many payers 
do not support multiple service type code requests on a single 
270. This forces providers to send the service type code 30 
more often and that then means more “kitchen sink” like 
responses 

 Providers may get differing responses from the same 
payer, causing the provider to be cautious and make a 
phone call to verify the information 
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 The sheer volume of 270/271 transactions proves 
there’s a lot of value with the transaction 

 Many providers have the ability to submit the 
transactions at different points in time: Calling for an 
appointment, arriving for an appointment, after the 
provider has a better understanding of the issue 
presented, then prior to a claim encounter or prior 
authorization request 
◦ The latter two scenarios are more about “clean” claims or 

“clean” prior authorization requests-lessening the chance of a 
member not found or provider ineligible denial/rejection 
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 Because the format is standardized, and some basic 
content requirements exist, providers can be assured 
that every payer supports the same basic exchange 

◦  Dependent on the member’s plan 

 Due to HIPAA and CORE Operating Rules, the 270/271 
transaction availability is high ensuring providers have 
stability with the transaction and response time is 
relatively fast 

 CORE Operating Rule data content requirements 
require payers support a number of service type codes; 
this provides more consistency amongst payers 

◦ Dependent on the member’s plan 
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 The 270/271 transaction is capable of handling real-
time and batch transactions which may increase 
efficiency based on the workflow needs  

 The 270/271 has a relationship to other transactions; 
the 271 provides a lot of the base demographic 
information that can be fed into the other transactions, 
such as the 837 Health Care Claim (I/P/D) or 278 
Health Care Services Request for Review – Request for 
Review and Response 

 The 271 could indicate whether or not an authorization 
or certification is required or not 
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 The payer could support procedure and diagnosis level 
inquiries, allowing for more granular benefit and 
service information to be returned 

 The payer could support all service type codes and 
determine, if covered as a benefit at a plan level, the 
patient financial and non-financial obligation, and their 
utilization/accumulators 

 The 271 could provide information about the benefit’s 
delivery pattern 

 The 271 could provide information if another party 
needs to be engaged for a particular determination 
benefit’s availability 
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 A lot of changes-roughly 30 different significant 
changes 
◦ Addition of more External Code Sets-these are codes 

maintained outside of the TR3 and are not dependent on a 
Standard or TR3 update. 

 Service Type Codes and Insurance “Type” codes are now 
External Code Sets 

 A new way to report an error, using a new element that 
can repeat 

 A Descriptor code, that further describes the service type 
code; works similar to a modifier further describing a 
procedure code. 
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 Introduced new concepts in 7030 such as ways to report First 
Dollar, Tiered Benefits, Plan types on the 271. 

 Prohibiting the return of the 30 or 60 service type codes on 
the response (replaced by coverage plan types) 

 Added the concept of a request date 

 Added the concept of a severe and a non-severe error 

 Added the ability to return an eligibility and benefit 
information segment AND an error segment on the same 
response (rules defined when this is not allowed) 

 Added the ability to return a service type code and a 
procedure code in the same eligibility and benefit information 
segment 
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 Added the ability to repeat the eligibility and benefit 
information code, essentially being able to state in one 
eligibility and benefit segment everything that applies to that 
loop –such as a way to say active status, and a copay per visit 
in the same segment 

 Added the ability to repeat the place of service codes without 
having to repeat the entire segment 

 Added the ability to bundle benefits together in a plan; this 
helps when a certain benefit has different applicability for 
different plans i.e., diagnostic X-Ray could be different benefit 
coverage levels for a medical plan vs. a dental plan 
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 Added the ability indicate when benefits or services satisfy 
one patient financial 

 Require the support of all service type codes-determining 
whether they are a covered benefit or service at a plan level. 
If there are complicated benefits that cannot be easily 
determined, the payer must be able then to support 
procedure code determination i.e., transplants 

 Added a new front matter section for the Dental Industry 

 Added a new front matter section for ePrescribing 

 Added a new front matter section describing provider plan 
network status (in network, out of network, etc) 
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 Added requirements that a payer must return financial and 
non-financial base and utilization amounts (deductible base 
and remaining, number of visits base and remaining) 

 Added requirements that requires authorization indication 
(by type and it can repeat) in the event a patient’s financial 
responsibility or provider’s remittance advice is impacted (if 
an authorization is not obtain, a member may be penalized, 
or provider does not get their full contracted rate) 

 Added capability to return grace period information 

 Added requirements to support cascading search logic 

 Added requirements that a minimum of 10 service type codes 
be supported on a single 270 
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 Added requirements that a payer return an indication if they 
moved a member from the subscriber loop to the dependent 
loop or vice versa 

 Added requirement that date ranges must be support 

 Added requirement that fictitious or not “remotely” close 
dates are prohibited from being returned (i.e., 12/31/9999) 

 Added a requirement that information in the MSG segment 
cannot repeat information otherwise sent in the 271 

 Added a TR2 that can be updated outside of the Standard to 
allow for further definition of the use of service type codes, 
the cascading logic steps and error reason codes related 
thereto 
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 The X12 workgroup (WG1-Benefit Information workgroup) is 
adjudicating comments that were submitted during the 7030 
◦ Approximately 1000 comments 

◦ June, 2019, Informational Forum scheduled to review the 
comment/response categories 

 Change requests will be submitted and business requirements 
defined for each change agreed to via the public comment 
period adjudication and those changes applied to the 7030 
TR3 and TR2 

 After change are made, another public comment period will 
ensue, comments adjudicated, responses crafted, 
informational forum scheduled, changes requests made, 
business requirements defined, changes applied 
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 Once the TR3 and TR2 are completed and all changes 
applied, approved and the TR’s are moved forward 
for publication, the request to move forward as a 
new version to be mandated will be made through 
the regulatory channels 
◦ The process is lengthy because there is a lot of steps and 

quality control; the result is a stable TR3 and TR2 that 
provides successful exchange of information while meeting 
organizational needs 
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 Anyone can request changes to the TR3s/TR2s 
◦ A change request (aka maintenance request) can be 

submitted through the X12.org website. A simple form can 
kick-start change. 

 Participation: as part of the X12 organization, a 
member can help define the requirements and provide 
insight to technical solutions to business needs 

 Being at the table defining the business requirements 
or developing the technical solution helps with 
meeting your organization’s needs in future versions of 
the TR3 
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