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ENVOY ® Transaction Specifications Submitter Output Reports

Using the Reports

ENVOY sends you several reports and messages when claims are received and processed. These reports are explained in detail in this document. All ENVOY
correspondence is transmitted electronically to your mailbox. Your mailbox is a directory on the ENVOY system where reports are stored until you call and request
that they be delivered. You need to know how to open, view, read and print your mail. If you are not familiar with these routines, please contact your system
administrator for assistance.

Understanding and using ENVOY reports is crucial for maintaining control over your electronic claims. The reports contain concise information about the status of
your claims, showing which claims were accepted and which claims need to be resubmitted. Reports can also help you maintain accounts receivable. These reports
should be pulled and distributed to the proper departments for analysis.

All communications have a Reference Number in the top left corner of the report. This number is very important when contacting ENVOY. When calling for
technical support, claims tracking or submitting questions, it is imperative that you reference this number. ENVOY’s Help Desk staff uses the reference number to
locate your claims in the processing system.

Daily and monthly reports are available. The following pages contain definitions and examples to help you utilize these reports.

The more you utilize these reports, the more efficient the entire process can be. If you have any problems receiving your reports, contact ENVOY Customer Support
at (800) 845-6592.

Understanding the Reports

This guide contains sample Daily and Monthly reports in a 133-character print format. ENVOY's Commercial Claims systems produce these reports during the
validation cycle.

The reports are similar for all ENVOY claim systems. Differences include:
1. The report Reference Number in the upper left-hand corner of the report:
. HCDS-R021 (HCDS)
) MCDS-R021 (MCDS and DCDS)
2. The report title specifying the ENVOY system:
. Hospital Claims Distribution System (HCDS)
. Medical/Dental Claims Distribution System (MCDS and DCDS)
3. The Provider Daily Summary (R023) displays a column for CHAMPUS claims for HCDS only. (CHAMPUS is not available to new Submitters.)
4.  Medical and Dental Reports both use the “Medical/Dental Claims Distribution System” heading. To identify a batch of medical claims vs. dental claims:

© 2000, ENVOY Corporation 4 Form S2R00 Rev. 00 June, 2000




ENVOY ® Transaction Specifications

Submitter Output Reports

Daily Management Summary [R020]

The Daily Management Summary is a one-page Provider report listing the number of claims received and the total charges for that day’s submissions. The report
also contains Claim Status information supplied by Payers.

THE TOTAL NUMBER OF FILES & CLAIMS

REFERENCE NUMBER & THE TOTAL NUMBER OF FILES & CLAIMS
DATE OF REPORT ENVOY RECEIVED, & THE DOLLAR ENVOY REJECTED, & THE DOLLAR
VALUE OF THE CLAIMS.
PROVIDER 1D PROVIDER VALUE OF THE CLAIMS.
& suB-D NAME
. 1MCDS-R020 PROVIDER CITY &
~ RUN DATE: 08/09/99 STATE
[o] N.E.I.C.
0 MCDS CLAIM STATUS EXCEPTION REPORT
0 DAILY MANAGEMENT SUMMARY
- ‘_ PROVIDER: 98754321 2345 MUNICIPAL HOSPITAL | ANY TOWN, NY
DAILY CLAIM VOLUME S R I S
DAILY CLAIM VOLUME : .
INPUT TO { REJECTED ACCEPTED
LISTS THE TOTAL CLAIMS NEIC © By NEIC BY NEIC | THE TOTAL NUMBER OF FILES & CLAIMS
INPUT, REJECTED AND FILES TRANSMITTED 40 11— 29 i—|ENVOY PROCESSED, & THE DOLLAR
ACCEPTED THAT DAY. CLAIMS ‘ 790 ¢ 667 ! 123 VALUE OF THE CLAIMS.
CLAIM CHARGES 1.96,273.87 */ 1 79,642.25 *; .16,631.62
THE TOTAL NUMBER & DOLLAR CLAIM STATUS REPORTS FOR: 08/09/99
VALUE OF CLAIMS THE PAYER HAS CLAIMS TOTAL CHARGES
NOT PROCESSED . \
| UNPROCESSED CLAIMS LISTING 5 2,130-00 |74 TOTAL NUMBER AND DOLLAR VALUE
THE TOTAL NUMBER & DOLLAR VALUE ] REQUEST FOR ADDITIONAL INFORMATION 21 21,546.10 —OF CLAIMS THE PAYER REQUESTS
ADDITIONAL INFORMATION ON.
OF CLAIMS THE PAYER REPORTED ZERO . ZERO PAYMENT REPORT 4 801.00
PAYMENT FOR. | SETTLEMENT REPORT 31 16,227.00
0 * CLAIM CHARGES MAY BE INCORRECT FOR INVALID CLAIMS THE TOTAL NUMBER AND DOLLAR VALUE

© 2000, ENVOY Corporation

OF CLAIMS THE PAYER INDICATES ARE
SETTLED.
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ENVOY ® Transaction Specifications

Submitter Output Reports

R020 Explanation of Detail Information

Sequence
Frequency
Usage
REPORT HEADING

By Provider and by Serial Number.

Daily (if claim data is submitted on a daily basis.)

To monitor daily number of claims and charges by report type.
DESCRIPTION

Reference Number
Run Date

Provider

Provider Name
Provider City & State
Daily Claim Volume
Input to NEIC
Rejected by NEIC
Accepted by NEIC
Claim Status Reports
Unprocessed Claims

Request For Additional
information

Zero Payment Claims
Settlement Report

© 2000, ENVOY Corporation

Identifies the report (see page 5) and the Claim Processing System (MCDS or HCDS).

The date ENVOY's systems generated the report.

The Provider's Tax ID and Sub ID.

The Provider's name.

The Provider's City and State address.

This section lists file and claim totals from ENVOY for the activity that day.

The number of files and claims ENVOY received that day, and the dollar value of the claims.
The number of files and claims rejected by ENVOY that day, and the dollar value of the claims.
The number of files and claims ENVOY accepted that day, and the dollar value of the claims.
This part of the report shows Claim Status totals, based on status information returned by the Payers.
The number and dollar amount of claims that Payers have not yet processed.

The number and dollar amount of claims that Payers requested additional information about.

The number and dollar amount of claims ENVOY has received zero payment messages from the Payers for.
The number and dollar amount of claims Payers indicate are settled.

7 Form S2R00 Rev. 00 June, 2000




ENVOY ® Transaction Specifications

Submitter Output Reports

Provider Daily Statistics [R022]

This report contains totals, by batch, of claims submitted, accepted and rejected for each Provider. Rejected batches and rejected claims are listed with detailed error
explanations. Claims with “Warnings” appear on the monthly report, not on the daily report.

© 2000, ENVOY Corporation

10

—| BATCHTYPE& SUBMITTER D, PROVIDER [0, NAME,
SEQUENCE NUMBER NAME, CITY & STATE CITY & STATE
SEQUENTIAL DATE & TIME
PROCESSED
QUANTITY & VALUE NUMBER ASSIGNED
REFERENCE NUMBER & QUANTITY & VALUE BY ENVOY S QUANTITY & VALUE
OF ALL CLAIMS OF ALL CLAIMS OF AL CLAIMS
DATE OF REPORT ACCEPTED SYSTEM LL CLA
PROCESSED REJECTED
{ 1MCDS-R022 | N.E.I.C. PAGE 1
: RUN DATE: 08/09/99 | MEDICAL/DENTAL CLAIMS DISTRIBYTION SYSTEMS

i PROVIDER DAILY STATISTICS ) o .
OSUBMITTER ID: (131313131 | { PROVIDER ID: 344521634 : ! SERIAL NO. ! SDATE RECVD TIME RECVD :

{ABC123 COMPANY; THEODORE WILLIAMS; P |

\ANY TOWN, NY ANY TOWN, CA 5 50 08/09/9% 15:27:59
- BATCH ; CLAIMS INPUT ; CLAIMS ACCEPTED : CLAIMS REJECTED

TYP NO ! i NUMBER $ VALUE ! NUMBER $ VALUE i NUMBER $ VALUE
0 100 04 j : 2 1260.00 f 0 0.00 2 1260.00
075 m T T~ SRS R R B.AT.CH. AND. ..CLAILM.LEVEL R EUJE CT T O N S s o s s s =~ -
) PATIENT PATIENT % { RECORD FIELD RS = - ERROR
H { CONTROL NUMBER LST NAME/FRST INT ETYP SEQ NAME SOP f ! DATA IN ERROR ! DESCRIPTION

2408 3018 BLUE v EO 01 PRIM DIAG ;MED EXXXXX % INVALID PRIM DIAG CODE i
J1 2113 1574 : HOLTZMAN K 5 E6 01 NETWK ID i CoM ——_ : LCNSE# REQ IN NETWKID FLD FOR PYR;
LAST NAME & FIRST INITIAL OF THE SOURCE OF PAYMENT CODE
PATIENT IDENTIFIED ON THE CLAIM COM - COMMERCIAL s o0
MED - MEDICARE DESCRIPTIVE ERROR MESSAGE
SPECIFIC DATA THAT CAUSED A CLAIM
PROVIDER-ASSIGNED RECORD, SEQUENCE & FIELD THAT CAUSED A TOREJECT
CONTROL NUMBER CLAIM TO REJECT

Form S2R00 Rev. 00 Jurne, 2000
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-

R022 Explanation of Detail Information

Sequence
Frequency
Usage

REPORT HEADING

By Batch Type, Batch Number, Provider ID and Serial Number.
Daily (if claims are submitted on a daily basis).

To monitor daily Provider statistics and daily batch and claim level rejections. Contains explanations necessary to correct any
rejected claims.

DESCRIPTION

Reference Number
Run Date
Submitter ID
Provider ID

Serial Number

Serial No

Date Recvd / Time Recvd
Batch Typ / No

Claims Input

Claims Accepted

Claims Rejected

Batch and Claim Level
Rejections

Batch Typ/ No

Patient Control Number
Patient Lst Name / Frst Int
Record Typ / Seq

Field Name

SOP

Data In Error

Error Description

© 2000, ENVOY Corporation

Identifies the report (see page 5) and the Claim Processing System (MCDS or HCDS).

The date ENVOY's systems generated the report.

The file Submitter's Federal Tax Identification Number, Name, City and State address.

The Provider's Tax ID, Sub ID, City and State address.

A unique number assigned to the batch by the Submitter’s system. ENVOY uses this number to help determine if the batch
submitted is a new or duplicate batch.

A sequential identification number assigned to the batch by ENVOY's systems.

The date and time when ENVOY received the batch.

The batch type indicator and a sequential number assigned to each batch in the order it is received from the Submitter.
The number and value of submitted claims in the batch for each Provider.

The number, percentage and value of accepted claims in the batch for each Provider.

The number, percentage and value of rejected claims in the batch for each Provider.

This section of the report contains detailed error explanations for rejected batches and rejected claims within batches.

For the claim in error, the batch type indicator and number of the batch.
A unique identification number assigned to the patient by the Provider.
The patient's last name and first initial.

The Record Type and Sequence Number where the error occurred.

The name of the field where the error occurred.

Source of Payment, Commercial (COM) or Medicare (MED).

The specific data in the specified field that caused the error.

Describes the error supplied by the ENVOY editor.

11 Form S2R00 Rev. 00 June, 2000
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ENVOY ® Transaction Specifications

Submitter Qutput Reports

Provider Daily Summary [R023]

The Provider Daily Summary report shows the number of accepted claims per batch. The Provider Totals section shows all input, accepted and rejected statistics for
the day, month-to-date and year-to-date.

JOB NUMBER -~ ASSIGNED TO

THE BATCH BY ENVOY.
REFERENCE NUMBER & SUBMITTER ID,
DATE OF REPORT NAME, CITY & STATE

1MCDS-R023
RUN DATE: 08/09/99:

0SUBMITTER ID:’131313131

ABC123 COMPANY
ANY TOWN, NC

MEDICAL/DENTAL CLAIMS I}
PROVIDER DAILY

N.E.I.Q.

THE NUMBER OF CLAIMS
FOR COMMERCIAL PAYERS | THE SERIAL NUMBER ASSIGNED BY THE SUBMITTER &
PROCESSING DATE WHEN ENVOY RECEIVED THE BATCH.
THE NUMBER OF CLAIMS
FOR MEDICARE PAYERS
PROVIDER 1D, NAME,

ISTRIBUTION SYSTEMS
SUMMARY

DATE & TIME WHEN ENVOY

CITY & STATE RECEIVED THE FILE.

PAGE 1

NUMBER OF CLAIMS IN

- JOB NUMBER: 03575

BATCH

A LCCEPRTED
SERIAL NUMBER:
PROCESSING DT:

TYP NO
TOTALS:

" COMMERCIAL ONLY
14

'MEDICARE ONLY |

,D s R

COMMERCIAL & MEDICARE .

4

{ PROVIDER ID: 224166181 0001 THE BATCH FOR THIS
JAMES C. HUNTER,
ANY TOWN, NC PROVIDER
C.LoALI M., - - SETIIII T T T | e—
000026 i ‘DATE RECVD: 08/09/99
08/09/99 TIME RECVD: 04:30:03 |

! BATCH TOTALS |
i 21

TOTALS

JEERIK KKK KKK KRR KRR KAk kkkkkkhkkdkx (VT A T M G *krkhkhhkhkhhhkkkhkkkhkhk Ak Ak khhdkk

REJECTETD

ek kk ok kk BATCHES *********&}

INPUT ACCEPTED REJECTED !
i NUMBER NUMBER % NUMBER % !
1 1

100 0 0

THE TOTAL BATCHES RECEIVED, NUMBER &
PERCENTAGE ACCEPTED, AND NUMBER &
PERCENTAGE REJECTED FROM THE SUBMITTER
FOR THE DAY, MONTH & YEAR

0 INPUT : ACCEPTETD !
NUMBER $ VALUE ;NUMBER % $ VALUE ; NUMBER % $ VALUE
ODLY : 26 2,012.00 | | 21 81 1,756.00 @ | 5 19 256.00
OMTD: 54 3,922.00 42 78 3,059.00 12 22 863.00 :
0YTD: 476 34,490.00 | 424 89 31,697.00 52 11 2,793.00 |
THE TOTAL NUMBER & DOLLAR VALUE THE TOTAL NUMBER, PERCENTAGE & THE TOTAL NUMBER, PERCENTAGE &
OF CLAIMS RECEIVED FROM THE DOLLAR VALUE OF ACCEPTED CLAIMS DOLLAR VALUE OF REJECTED CLAIMS
PROVIDER FOR THE DAY, MONTH & FROM THE PROVIDER FOR THE DAY, FROM THE PROVIDER FOR THE DAY,
YEAR MONTH & YEAR MONTH & YEAR
TOTAL CLAIMS
e DALY

MONTH-TO-DATE
YEAR-TO-DATE

© 2000, ENVOY Corporation

THE NUMBER OF CLAIMS FOR BOTH
COMMERCIAL & MEDICARE PAYERS

12
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ENVOY ® Transaction Specifications

Submitter Output Reports

R023 Explanation of Detail Information

Sequence By Batch Type, Batch Number, Provider ID and Serial Number.
Frequency Daily (if claim data is submitted on a daily basis).
Usage To monitor daily Provider statistics by Source of Payment.
REPORT HEADING DESCRIPTION
Reference Number Identifies the report (see page 5) and the Claim Processing System (MCDS or HCDS).
Run Date The date ENVOY's systems generated the report.
Submitter |D The file Submitter's Federal Tax Identification Number, Name, City and State address.
Provider ID The Provider's Tax ID, Sub ID, City and State address.
Accepted Claims
Job Number The number assigned by the ENVOY mainframe computer for the claims batch submitted.

Serial Number

Processing Date

Date Recvd / Time Recvd
Batch Typ / No
Commercial Only
Medicare Only
Commercial & Medicare
Batch Totals

Provider Totals

Claims Input

Claims Accepted
Claims Rejected
Batches

© 2000, ENVOY Corporation

A unique number assigned to the batch by the Submitter’s system. ENVOY uses this number to help determine if the batch
submitted is a new or duplicate batch.

The date the claims batch was created by the Submitter’s software.

The date and time when ENVOY received the batch.

The batch type indicator and a sequential number assigned to each batch in the order it is received from the Submitter.
The number of accepted claims in the batch for commercial Payers.

The number of accepted Medicare-only claims in the batch.

The number of accepted claims with both a commercial Payer and Medicare as either the primary or secondary Payer.
The total number of claims in the claims batch submitted by Provider.

This section of the report shows Provider totals of all claims for the Day, Month-to-Date and Year-to-Date.

The number and dollar value of claims received for the Day, Month-to-Date and Year-to-Date.

The number, percentage and dollar value of claims accepted for the Day, Month-to-Date and Year-to-Date.

The number, percentage and dollar value of claims rejected for the Day, Month-to-Date and Year-to-Date.

The number and percentage of batches input, accepted and rejected containing claims for the Provider.

13 Form S2R00 Rev. 00 June, 2000




ENVOY ® Transaction Specifications Submitter Output Reports

Daily Acceptance Report By Provider [R026]

The Daily Acceptance Report by Provider lists the claims accepted by ENVOY and sent to the Payers.

= BATCH TYPE & SUBMITTER D, i DATE THE FILE WAS CREATED
SEQUENCE NUMBER NAME, CITY & STATE
( DATE & TIME THE FILE WAS
SERIAL NUMBER {ASSIGNED BY THE
REFERENCE NUMBER & RECEVED
- OF REPORT PROVIDER D, NAME, SUBMITTER S SYSTEM)
DAT
CITY & STATE

[imcps-rO26 N.E.I.C. PAGE 1
RUN DATE: 08/09/99 | MEDICAL/DENTAL CLAIMS DISTRIBUTION SYSTEMS

oo 3 *x* DAILY **%

R SR ) ACCEPTANCE. .REPORT. BY. PROVIDER .
OSUBMITTER ID:|131313131 ; /PROVIDER ID: 10710710 0001 | { SERIAL ' PROCESSING | DATE TIME
{ABC123 COMPANY S GEORGE L. ANDERSON | NUMBER DATE RECEIVED RECEIVED
ANY TOWN, OH | ANY TOWN, OH | | 000106 .i 08/09/99 . 08/09/99 19:49:30
- BATCH PATIENT - 7 PATIENT PATIENT % o, . BATCH PATIENT PATIENT PATIENT
TYPE NO|| CONTROL NUMBER LAST NAME FRST NAME/MI @ SOP . TYPE NO CONTROL NUMBER LAST NAME FRST NAME/MI SOP
100 01 12535 | BENCH DAVID J CcoM | . 100 01 18326 HAMILTON KRIS K COM
100 01 13114 | NOLAN JOHN ©coM . 100 01 18357 KONE SIDNEY coM
100 01 i 13399 | FOSTER KENNETH COM' . 100 01 18550 GRIFFEY RANDI com
100 01 16550 | GRIFFEY GEORGE A COM: . 100 01 18614 BANE THOMAS c coMm
100 01} 17539 . PETERS JOSEPH coM| . 100 01 19545 LAMBER MARCUS coM
100 01 17574 | MORGAN ROSE B . COM . 100 01 20100 STLMAN BERNADETTE P COM
100 01!! 18236 i | PEREZ CESAR JicoM | . 100 01 20957 BAIT JEAN coM
SOURCE OF PAYMENT CODE

COM - COMMERCIAL
MED - MEDICARE

PATIENT CONTROL PATIENT LAST NAME, FIRST NAME
NUMBER & MIDDLE INITIAL

© 2000, ENVOY Corporation 14 Form S2R00 Rev. 00 June, 2000




ENVOY ® Transaction Specifications

R026 Explanation of Detail Information

Sequence
Frequency
Usage
REPORT HEADING

By Batch Type, Batch Number, Patient Control Number, Provider ID and Serial Number.
Daily (if this report option is chosen and claim data is submitted on a daily basis).
To monitor daily accepted claims for each Provider.

DESCRIPTION

Submitter Output Reports

Reference Number
Run Date

Submitter ID

Provider ID

Serial Number
Processing Date

Date Recvd / Time Recvd
Batch Typ / No

Patient Control Number
Patient Last Name
Patient First Name / Ml
SOP

© 2000, ENVOY Corporation

Identifies the report (see page 5) and the Claim Processing System (MCDS or HCDS).
The date ENVOY's systems generated the report.

The file Submitter's Federal Tax Identification Number, Name, City and State address.
The Provider's Tax ID, Sub ID, City and State address.

A unique number assigned to the batch by the Submitter’s system.

The date the claims batch was created by the Submitter’s software.

The date and time when ENVOY received the batch.

The batch type indicator and a sequential number assigned to each batch in the order it is received.

A unique identification number assigned to the patient by the Provider.
The last name of the patient.

The first name and middle initial of the patient.

The Source of Payment: Commercial (COM) or Medicare (MED).

15
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ENVOY ® Transaction Specifications Submitter Output Reports

Provider Monthly Summary [R028]

The Provider Monthly Summary contains Month-to-Date and Year-to-Date claim totals and statistics for each Provider.

| 1MCDS-R028 REFERENCE NUMBER & N.E.I.C. PAGE 1
RUN DATE: 08/09/99 | DATE OF REPORT MEDICAL/DENTAL CLAIMS DISTRIBUTION SYSTEMS
PROVIDER MONTHLY SUMMARY

MONTH ENDING: 08/09/99 .
OSUBMITTER ID: 123454321 PROVIDER ID: 144145555 0050 : PROVIDER ID, NAME,
| BILLS PHYSICIANS SER — SUBMITTERID, NAME, CITY & STATE I GULLETT b CITY & STATE
{ ANY TOWN, OH ] ANY TOWN, OH 3

R I I I I ™™ L R R e R R e RSS2 LS R
*

* *
* 1. A CLAIM CONTAINING MULTIPLE PAYERS = 1 CLAIM ON INPUT BUT MAY = MULTIPLE CLAIMS ON OQUTPUT, DUE TO SPLITTING THE CLAIM OUT TO *
* THE APPROPRIATE PAYORS. THEREFORE, TOTAL ACCEPTED INPUT CLAIMS MAY NOT NECESSARILY MATCH TOTAL CARRIER OUTPUT CLAIMS. *
* *
* 2. THE PERCENT COLUMNS REPRESENT THE PERCENTAGE OF TOTAL CLAIMS AND DOLLAR AMOUNTS ATTRIBUTABLE TO EACH CARRIER THIS MONTH, *
* ROUNDED TO THE NEAREST WHOLE NUMBER. *
* *
tE SR SRS RS SR SRR SRR SRS R R X R R R R R R R R R RS R R R R R R R R R R E R R R R R R R R R R R R R R R R R R R R R R R R E R R RS R RS E R R RS R R R R RS EREE EERSEEXS
g cons CARRIER . CLAIMS 5 ' $ VALUE % THE DOLLAR VALUE OF CLAIMS ACCEPTED &
ONSOLIDATED LIFE 1 50 125.00 6l
o | MASS CASUALTY . 0 | 51 00 35— PERCENT OF THE TOTAL DOLLAR VALUE
0 MONTHLY CARRTER GUTPUT TOTALE: : 2 100 | . 206.00 100 SENT TO THIS PAYER.
EACHPAYER THE PROVIDER SUBMITTED W ___________ PROVIDER TOIPAL I NPUT CLATMSE  comm oo oo
CLA].MS TO |s LISTED ONASEPARATE LINE. ;.-"'****** CLAIMS INPUT * ok k ok ok ok ‘ ***E'"**** CLAIMS ACCEPTED *hkhkhkhkhkk E"****** CLAIMS REJECTED * Kk ok ok Kk k
NUMBER $ VALUE ; NUMBER % $ VALUE i NUMBER % $ VALUE | —
0 MONTHLY PROVIDER TOTALS: 2 206.00 : 2 100 206.00 ¢ | o} 0 .00
OYEAR TO DATE PROVIDER TOTALS: . 40 5,235.00 39 93 5,154.00. & 1 3 81.00
|
THE TOTAL NUMBER & VALUE OF CLAIMS RECEIVED THE NUMBER & PERCENT OF CLAIMS THE TOTAL NUMBER, PERCENTAGE & VALUE OF CLAIMS
FROM THE PROVIDER. ACCEPTED FROM THE PROVIDER. ENVOY ACCEPTED FROM THE PROVIDER,
ECTIONS AND WARNTINGS S -—--mmmmmmmmmmmmmmmm e oo e
FIELD | ERROR \,—-.__ERROR _______ o FIELD ERROR ERROR
NAME oW ii DESCRIPTICN 11 COUNT ‘: L% ‘: * NAME W DESCRIPTION COUNT %
- PROV ZIP E i :I PROVIDER ZIP NOT IN STATE RANGEE i 1 i 15.00 | * INS GRP NUM GRP NO INVALID FOR CON LIFE 1 15.00
A } o :
B T THE PERCENTAGE OF BATCHES THAT ERRORED
THE TOTAL NUMBER, PERCENTAGE & VALUE
W = WARNING OF CLAIMS REJECTED FOR THE MONTH AND
| [BLANK] = REJECTION THE YEAR-TO-DATE.
THE NAME OF THE FIELD DESCRIPTION OF THE DATA THAT CAUSED THE ERROR THE NUMBER OF BATCHES THAT ERRORED
THAT CAUSED THE ERROR

© 2000, ENVOY Corporation 18 Form S2R00 Rev. 00 June, 2000




ENVOY ® Transaction Specifications

R028 Explanation of Detail Information

Sequence
Frequency
Usage

REPORT HEADING

By Provider ID and Payer Name.

Monthly.

Monitors overall monthly Provider statistics (including claims sent to the listed insurance Payers) and the most frequent claim-
level rejections and warnings. This is the only report which displays Payer output claims and claim level warnings.

DESCRIPTION

Reference Number
Run Date
Submitter 1D
Provider ID

Carrier

Claims

%

$ Value

%

Provider Total Input Claims
Claims Input

Claims Accepted

Claims Rejected

Claim Level Rejections and
Warnings

Field Name

W

Error Description

Error Count/ %

© 2000, ENVOY Corporation

Identifies the report (see page 5) and the Claim Processing System (MCDS or HCDS).

The date ENVOY's systems generated the report. \

The file Submitter's Federal Tax Identification Number, Name, City and State.

The Provider's Tax ID, Sub ID, City and State address.

The name of each Payer the Provider submitted claims to during the month.

The number of claims each Payer accepted, and the total number of the Provider's claims that were accepted during the month.

The percentage of the Provider's total claims that were sent to this Payer, and the total percentage of the Provider's claims that
were accepted during the month.

The dollar value of the claims accepted by the Payer, and the total value of accepted claims from all applicable Payers.

The percentage of the total value of the Provider's claims paid by each Payer, and the total percentage paid by all Payers.

This section shows monthly and Year-to-Date totals and percentages of claims submitted, accepted and rejected.

The Monthly and Year-to-Date number and value of claims received from the Provider.

The Monthly and Year-to-Date number and value of accepted claims from the Provider.

The Monthly and Year-to-Date number and value of rejected claims from the Provider.

This part of the report is a monthly summary and percentage listing of rejections and warnings that occurred at the claim level.

The name of the field where the error occurred.

Indicates if the error was a warning (W) or if it caused the claim or batch to reject (blank).
The description of the error supplied by the ENVOY editor.

The number and percentage of claims that errored.

19 Form S2R00 Rev. 00 June, 2000
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ENVOY ® Transaction Specifications

Submitter Output Reports

Unprocessed Claims Report [R059]

The Unprocessed Claims Report notifies the Provider when claims cannot be processed by the Payer. This report identifies the unprocessed claims and the reason
they cannot be processed, and recommends corrective action to be taken.

REFERENCE NUMBER & PROVIDER ID
DATE OF REPORT & SUB-ID PROVIDER PROVIDER CITY
NAME & STATE
élMCDSfR059 ; NATIONAL ELECTRONIC INFORMATION CORPORATION
) RUN DATE: 08/09/995 MCDS UNPROCESSED CLAIM LISTING
0 !PROVIDER: 298356502 2452 iJAMES E. RICE, MDE ; ANY TOWN, MA i

SUBMITTER ID

PAGE 1

SUBMITTER: 777777777

— -UNPROCESSED CLAIM MSG: INCOMING PROVIDER DATA INVALID OR MISSING - PLEASE CALL CARRIER FOR FURTHER INSTRUCTIONS ON THIS CLAIM

0 PATIENT: S LYNN
INSURED: F LYNN
PAT CNTL NMBR: 29999
SSN/INSURD ID: 123456789
ACCT/GRP #: 0329111
GROUP NAME : TITAN PUBL
SERVICE DTS: 08/04/99 - 08/04/99
TOTAL CHARGES: 135.00
SUBMITTER PROCESS DATE: 08/05/99
NEIC PRODUCTION DATE: 08/05/99

CLAIM DATA I

ACTION: RESUBMIT ELECTRONICALLY

THE PAYER S RECOMMENDED ACTION FOR THE CLAIM.

CARRIER: BOSTON CASUALTY & LIFE

! CARR REF #: 19991234567891011

CARRIER PHONE: (5655).123-4567 . [

THE PAYER S INTERNAL REFERENCE NUMBER FOR THIS CLAIM.

_LTHE REASON THE PAYER CANNOT PROCESS THE CLAIM. I

© 2000, ENVOY Corporation
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ENVOY ® Transaction Specifications

R059 Explanation of Detail Information

Sequence
Frequency
Usage
REPORT HEADING

Not Applicable.
Not Applicable.
Not Applicable.
DESCRIPTION

—. Submitter Output Reports

Reference Number
Run Date

Provider

Provider Name
Provider City & State
Submitter 1D
Unprocessed Claim Message
CLAIM DATA
Patient

Insured

Pat Cntl Nmbr
SSN/Insurd ID
Acct/Grp #

Group Name
Service Dts

Total Charges
Submitter Process Date
Production Date
Action

Carrier

Carrier Phone

Carr Ref #

© 2000, ENVOY Corporation

Identifies the report (see page 5) and the Claim Processing System (MCDS or HCDS).

The date ENVOY's systems generated the report.

The Provider's Tax ID and Sub ID.

The Provider's name.

The Provider's City and State address.

The file Submitter's Federal Tax Identification Number.

The reason the claim cannot be processed by the Payer.

This section of the report contains information from the original claim.
The patient’s last name and first initial.

The insured’s last name and first initial.

A unique identification number assigned to the patient by the Provider.
The Social Security Number or Employee Identification Number of the insured.
The Account Number or Group Number assigned to the insured's Employer Group.
The name of the insured's Employer Group.

The beginning and ending dates for the services covered on this claim.
The total amount of charges on the claim.

The date the Provider created the claim.

The date ENVOY received and processed the claim.

The Payer’s suggested corrective action for the claim.

The Payer responsible for adjudicating the claim.

The Payer phone number for inquiries about this claim.

A unique reference number the Payer assigned the claim.
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ENVOY ® Transaction Specifications

Submitter Output Reports

Request for Additional Information [R060]

The RO60 report lists claims that require additional information for processing. Each message identifies the information needed to process the claim and contains
Payer contact information.

REFERENCE NUMBER & PROVIDER ID
DATE OF REPORT & SUB-ID PROVIDER PROVIDER CITY
NAME & STATE
| 1MCDS-R060 N.E.I.C.
i08/09/99 MCDS/DCDS CLAIM STATUS EXCEPTION REPORT
) : REQUESTS FOR.ADDITIONAL. INFORMATION
<PROVIDER: 436593569 3410 :BELANGER RADIOLOGY AS : ANY TOWN, MD
0 PATIENT : B POWELL " { INSURED: B POWELL™
PAT CNTL NMBR: 3369100 ; SSN/EMPLOY ID: 123456789
. FROM-THRU DT: 08/09/99 - 08/09/99 : f GROUP NAME: CAMDEN ASSOC
{SUBMITTER PROCESS DATE: 08/09/99 i ACCT/GRP #: 657440 ;
{NEIC PRODUCTION DATE: 08/09/99§ g'NEIC*MAIL ADDRESS : N/A
TOTAL CHARGES : 227.003 __1 NEIC*FAX*MAIL, CODE: N/A
{ RECEIVER PHONE: (000)123-4567
'REQUEST: PLEASE SEND RELATED CONFINEMENT BILLE ' |

............. 1......,.......4........

I THE ADDITIONAL INFORMATION REQUESTED FOR THIS CLAIM. '

*1 THE TOTAL CHARGES BILLED FOR THIS CLAIM. I

THE PATIENT S NAME & THE PATIENT CONTROL NUMBER

ASSIGNED BY THE PROVIDER.

THE DATE THE SUBMITTER PROCESSED THE CLAIM &
THE DATE ENVOY PROCESSED THE CLAIM

THE TELEPHONE NUMBER WHERE
THE RECEIVER CAN BE CONTACTED
ABOUT THIS REQUEST.

INSURED & POLICY INFORMATION

® INSURED INDIVIDUAL S NAME

® INSURED INDIVIDUAL S SOCIAL SECURITY OR
EMPLOYER ID NUMBER

© 2000, ENVOY Corporation

® THE NAME OF THE EMPLOYER GROUP
® THE EMPLOYER GROUP ACCOUNT OR
GROUP NUMBER

SUBMITTER ID
PAGE 1
SUBMITTER: 131313131 |
‘MAILING PALMER INDEPENDENT .
| ADDRESS : 1970 ORIOLE CT
: BALTIMORE, MD 111110001
ATTENTION: CUSTOMER SERVICE

. APPROVER CODE:

RECEIVER REF #:062600112980000000

PAYER CLAIM OFFICE NEIC*MAIL ADDRESS
] PAYER CLAIM OFFICE NEIC*FAX*MAIL ADDRESS
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THIS UNIQUE IDENTIFICATION
NUMBER IS ASSIGNED TO THE CLAIM
BY THE PAYER.

IDENTIFIES THE ADJUDICATOR OF THE CLAIM

PAYER MAILING ADDRESS
o PAYER S NAME
® STREET ADDRESS
® CITY, STATE, ZIP CODE
® ATTENTION: THE OFFICE OR DEPARTMENT
ADJUDICATING THE CLAIM
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ENVOY ® Transaction Specifications

R060 Explanation of Detail Information

Sequence
Frequency
Usage
REPORT HEADING

Not Applicable.
Not Applicable.
Not Applicable.
DESCRIPTION

Submitter Output Reports

Reference Number
Run Date

Provider

Provider Name
Provider City & State
Submitter

Patient

Patient Cntl Nmbr
From -Thru Date
Submitter Process Date
NEIC Production Date
Total Charges
Insured

SSN/Employ ID
Group Name
Acct/Grp #
NEIC*Mail Address
NEIC*Fax*Mail Code
Receiver Phone
Mailing Address
Attention

Approver Code
Request

Receiver Ref #

© 2000, ENVOY Corporation

Identifies the report (see page 5) and the Claim Processing System (MCDS or HCDS).

The date ENVOY's systems generated the report.

The Provider's Tax ID and Sub ID.

The Provider's name.

The Provider's City and State address.

The file Submitter's Federal Tax Identification Number.

The patient’s last name and first initial.

A unique identification number assigned to the patient by the Provider.

The beginning and ending dates for the services covered on this claim.

The date the claim was produced by the Submitter.

The date ENVOY received and processed the claim.

The total dollar amount of the charges submitted on this claim.

The name of the insured individual.

The Social Security Number or Employee Identification Number of the insured.
The name of the Employer Group of the insured.

The Account Number or Group Number assigned to the insured's Employer Group.
The Payer claim office NEIC*MAIL address.

The Payer claim office NEIC*MAIL identification code.

The telephone number where the receiver can be contacted about this request.
The Payer claim office mailing address.

The name of the claim adjudicator requesting additional information.

This code identifies the claim adjudicator.

The additional information needed by the Payer to process the claim.

A unique reference number the Payer assigned the claim.
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ENVOY ® Transaction Specifications

Submitter Qutput Reports

Zero Payment Report [R061]

The Zero Payment Report lists claims for which the Payer has determined no payment will be made.

REFERENCE NUMBER & PROVIDER ID
DATE OF REPORT & SUB-D PROVIDER
NAME
. IMCDS-R061
08/09/99

{PROVIDER: 29129129 0001

' RONALD REED

0 y
| PATIENT NAME
0 i J LONBORG
J LONBORG

THE PAYER S REASON FOR
NOT PAYING THIS CLAIM

FIRST INITIAL & LAST NAME OF
THE PATIENT IDENTIFIED ON
THE CLAIM

& STATE

PROVIDER CITY

N.E.I.C.

MCDS CLAIM STATUS EXCEPTION REPORT

ZERQ..PAYMENT..CLAIMS
ANY TOWN, PA

PATIENT
CONTROL NUMBER
15003

15003

'STATEMENT DATES

THRU ! DATE
- 08/09/99  : 08/10/99
108/12/99

| 08/04/99 - 08/09/99

.ﬁéfE.M_u

PAYOR |
PA MUTUAL LIFE
{PA MUTUAL LIFE;

THE DATE ENVOY RECEIVED &
PROCESSED EACH CLAIM

SUBMITTER ID

PAGE 1

SUBMITTER:

222222222

{ PHONE i
© (800)123-4567 |
© (800)123-4567 |

. 325.00

CHARGES

325.00

THE TOTAL DOLLAR VALUE OF

EACH CLAIM

THE SERVICE DATES FOR CHARGES
BILLED ON THE CLAIMS

© 2000, ENVOY Corporation

THE PATIENT ID NUMBER ASSIGNED
BY THE PROVIDER
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l THE NAME OF THE PAYER |

THE TELEPHONE NUMBER OF THE
PAYER CONTACT, FOR INQUIRIES
ABOUT THE CLAIM(S)

THE FIRST LINE SHOWS INFORMATION FROM THE ORIGINAL CLAIM.
THE DUPLICATE CLAIM INFORMATION IS ON THE SECOND LINE
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ENVOY ® Transaction Specifications

R061 Explanation of Detail Information

Sequence
Frequency
Usage
REPORT HEADING

Not Applicable.
Not Applicable.
Not Applicable.
DESCRIPTION

Submitter Output Reports

Reference Number
Run Date

Provider

Provider Name
Provider City & State
Submitter

Claim Status Message
Patient Name

Patient Controi Number
Statement Dates

Date

Payer

Phone

Total Charges

© 2000, ENVOY Corporation

Identifies the report (see page 5) and the Claim Processing System (MCDS or HCDS).

The date ENVOY's systems generated the report.

The Provider's Tax ID and Sub ID.

The Provider's name.

The Provider's City and State address.

The claim Submitter's Federal Tax Identification Number.

The Payer’s reason for not making payment on this claim.

The patient’s last name and first initial.

A unique identification number assigned to the patient by the Provider.
The beginning and ending dates for the services covered on this claim.
The date ENVOY received and processed the claim.

The Payer responsible for processing the claim.

The telephone number where the receiver can be contacted about this report.
The total dollar amount of the charges submitted on this claim.
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ENYOY ® Transaction Specifications

Submitter Output Reports

Claim Settlement Report [R062]

The R062 Claim Settlement Report explains the disposition of adjudicated claims.

REFERENCE NUMBER &
DATE OF REPORT PROVIDER ID
& SUB-ID PROVIDER
NAME
| HCDS-R062
.02/058/00...

CLAIM SETTLEMENT -

N.E.I

;PROVIDER: 626262626

0002

: BANDO COMMUNITY HOSPI?AL

.C.
HCDS CLAIM STATUS EXCEPTION REPORT
INCLUDES ZERO PAYMENT

! ANY TOWN, WI :

:*CLAIM STATUS MESSAGE - COMPLETED:

EXPENSES INCURRED AFTER COVERAGE TERMINATED !

0
PATIENT NAME
G THOMAS

0
. PATIENT NAME
. G SCOTT

CLAIM STATUS MESSAGE
0

PATIENT NAME

C COOPER

P GARNER

THE ACTION TAKEN BY THE
PAYER ON THIS CLAIM

FIRST INITIAL & LAST NAME OF
THE PATIENT IDENTIFIED ON

CLAIM STATUS MESSAGE -

THE CLAIM

© 2000, ENVOY Corporation

PROVIDER CITY
& STATE
SUBMITTER ID
PAGE 1
CLAIMS
f‘SUBMITTER: l23456789v

PATIENT STATEMENT DATES NEIC TOTAL AMOUNT
CONTROL NUMBER FROM THRU DATE PAYER CHARGES PAID
8018385 01/02/00 - 01/04/00 01/16/00 THOUSAND LAKES PPO 677.50 0.00
COMPLETED: NO DEPENDENT COVERAGE
PATIENT STATEMENT DATES NEIC TOTAL AMOUNT
CONTROL NUMBER FROM THRU DATE PAYER CHARGES PAID
2317154 01/23/00 - 01/23/00 01/28/00 WISCONSIN LIFE 38.00 0.00
- GOMPLETED: . PAYMENT MADE ACCORDING TO PLAN PROVISIONS/BAL. DUE FROM INSURED v, )
" PATIENT 4 { STATEMENT DATES " NEIC ; o, TOTAL AMOUNT
CONTROL NUMBER © FROM THRU 5 DATE . | PAYER CHARGES PAID
i 2336303 1 01/22/00 - 01/22/00;  01/28/00 | WISCONSIN LIFE i 127.00 100.00
: 6789767 ., 01/18/00 - 01/21/00} : 01/28/00 ; | GREAT PLAINS HMO . 378.55 i 302.84
THE TOTAL AMOUNT PAID ON
THE SERVICE DATES FOR CHARGES THE NAME OF THE PAYER | THE CLAIM
BILLED ON THE CLAIMS
THE PATIENT iD NUMBER ASSIGNED THE DATE ENVOY RECEIVED & THE TOTAL APPLICABLE CHARGES
BY THE PROVIDER PROCESSED THE CLAIM ON THE CLAIM
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ENVOY ® Transaction Specifications

R062 Explanation of Detail Information

Sequence
Frequency
Usage
REPORT HEADING

Not Applicable.
Not Applicable.
Not Applicable.
DESCRIPTION

Submijtter Output Reports

Reference Number
Run Date

Provider

Provider Name
Provider City & State
Submitter

Claim Status Message
Patient Name

Patient Control Number
Statement Dates
NEIC Date

Payer

Total Charges
Amount Paid

© 2000, ENVOY Corporation

Identifies the report (see page 5) and the Claim Processing System (MCDS or HCDS).

The date ENVOY's systems generated the report.

The Provider's Tax ID and Sub ID.

The Provider's name.

The Provider's City and State address.

The claim Submitter's Federal Tax Identification Number.

The reason for the payment amount on the claim determined by the Payer.
The patient’s last name and first initial.

A unique identification number assigned to the patient by the Provider.
The beginning and ending dates for the services covered on this claim.
The date ENVOY received and processed the claim.

The Payer responsible for processing the claim.

The total dollar amount of the charges submitted on this claim.

The amount the Payer determined they will pay on this claim.
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