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1 PURPOSE OF THIS DOCUMENT 
 
This document provides a consolidated reference point for questions that have been posed based on the 
review and implementation of the NCPDP Telecommunication Standard Implementation Guide Version D 
and above, the Data Dictionary, and the External Code List. This document also addresses editorial 
changes made to these documents. 
 
As members reviewed the documents, questions arose which were not specifically addressed in the 
guides or could be clarified further. These questions were addressed in the Work Group 1 
Telecommunication meetings.  
 
Editorial changes include typographical errors, comments that do not match a field value, a reference 
pointer in error. 
 
Important Note: In July 2ØØ7 the NCPDP Telecommunication Standard Implementation Guide 
Version D.Ø was published. Editorial changes were made until April 2ØØ9 and are noted in 
“Appendix A. History of Document Changes”, “Version D.Ø”, “Editorial Corrections”. 
Implementers should verify they are using the version of the implementation guide that has the 
editorial corrections noted below.  
 
Any further modifications will be noted in this document. Business needs brought forward and 
further changes to the implementation guide will result in future versions. Editorial or clarification 
changes to the implementation guide, as well as format changes will be made to future versions of 
the Telecommunication standard. Clarifications that affect implementation of Telecommunication 
Standard Implementation Guide Version D.Ø will be cited in this document. 
 
NCPDP Telecommunication Standard Implementation Guide Version D.Ø was named in Final Rule 
published January 16, 2ØØ9 for the Health Insurance Portability and Accountability Act (HIPAA).  
 
It should be noted that values may be added/changed/deleted in the External Code List on a 
quarterly basis. This allows the industry to adapt to business needs when values are needed. 
 
The topics are in categories which provide a high level reference. For example, a category may be a 
Segment in the format, with a subcategory of a field in that segment. The question and answer is then 
posed for that field found in that segment. Where appropriate, the question may be the actual heading in 
the index for ease of research.  
 
This document will continue to be updated as questions and answers or editorial changes are necessary. 
 
Note: within the guide, when dollar fields and amounts are discussed, all digits may be seen for 
readability. When actually using the field, rules should be followed for the overpunch character, as 
applicable. 
 

1.1 REPUBLICATION OF TELECOMMUNICATION STANDARD IMPLEMENTATION 

GUIDE VERSION D.Ø JULY 2ØØ9 
1.1.1 SCHEDULED PRESCRIPTION ID NUMBER (454-EK) 
 
Scheduled Prescription ID Number (454-EK) has been changed from “Not used” to “Required if 
necessary for state/federal/regulatory agency programs” in Claims and Service Billings, Information 
Reporting, and their Rebills, Prior Authorization Request and Billing (Claim, Service), and 
Predetermination of Benefits transactions. The previous versions of Telecommunication Implementation 
Guide supported the use of the field. This was brought to NCPDP’s attention by NYS Medicaid. NCPDP 
provided background to the Office of e-Health Standards and Services with the request to correct the 



Telecommunication Version D and Above Questions, Answers and Editorial Updates 

Version 17.Ø 
May 2Ø12 

*** OFFICIAL RELEASE*** 

 National Council for Prescription Drug Programs, Inc. 
Copyrighted Materials - See Copyright Statement for Allowed Use 

Page: 9 

implementation guide named in HIPAA in 2ØØ9. The request was granted. See 
http://www.ncpdp.org/news_hipaa_trans_current.aspx under Implementation Guide Corrections. 
 

454-EK SCHEDULED PRESCRIPTION ID NUMBER Q Claim Billing/Encounter: 
Required if necessary for 
state/federal/regulatory agency programs. 

Note that Telecom D.1 and above were also updated, with the inclusion of the Controlled Substance 
Reporting transaction specifications. 
 

1.2 REPUBLICATION OF TELECOMMUNICATION STANDARD IMPLEMENTATION 

GUIDE VERSION D.Ø AUGUST 2Ø1Ø 
1.2.1 BENEFIT STAGE FORMULA 
New CMS requirements for Part D multi-ingredient compound claims (which represent a very small 
percentage of pharmacy claims) introduce a possible scenario where the standard Benefit Stage formula 
no longer balances. This scenario would occur if multi-ingredient compound prescription claims submitted 
by a pharmacy to a primary Medicare Part D payer contained some ingredients that cannot be covered by 
Part D due to regulation – and the plan chooses to offer enhanced benefits to cover some/all of the 
remaining ingredients. This imbalance was found as part of the industry building examples for multi-
ingredient compounds to comply with Medicare Part D regulations. The formula was modified to include 
Other Payer Amount Recognized (566-J5) and clarifying guidance was added in section “Response 
Pricing Segment”.  
 
The Telecommunication Standard Implementation Guide Version D.Ø (and above) has been modified to 
clarify the Benefit Stage formula as follows (additions shown in highlight): 

Telecommunication Implementation guide clarification: 
Benefit Stage Amount (394-MW) – 

The sum of all submitted Benefit Stage Amounts must equal the sum of Patient 
Pay Amount (5Ø5-F5), Other Payer Amount Recognized (566-J5) and Total 
Amount Paid (5Ø9-F9). 
(Calculation: Sum Benefit Stage Amount occurrences 1 through 4 = Patient Pay 
Amount (5Ø5-F5) + Other Payer Amount Recognized (566-J5) + Total Amount 
Paid (5Ø9-F9)).   
 
Note: If a plan chooses to pay for non-Medicare Part D ingredients in a 
compound that also contains a payable Medicare Part D ingredient, the Benefit 
Stage Amount (394-MW) will reflect the correct amount attributed to Medicare 
Part D benefit stage, but it will not equal the sum of Patient Pay Amount (5Ø5-
F5) and Other Payer Amount Recognized (566-J5) and Total Amount Paid (5Ø9-
F9). 

 
Multi-ingredient compounds only: When plans chose to cover ingredients under 
an enhanced plan that are not Medicare Part D covered drugs, the Benefit Stage 
balancing formula does not apply, due to the sum of the Patient Pay Amount 
(5Ø5-F5), Total Amount Paid (5Ø9-F9) and Other Payer Amount Recognized 
(566-J5) being greater than the amounts covered under the Medicare D benefit.  

 
If using Other Payer-Patient Responsibility Amount (352-NQ) as the basis for 
your coordination of benefit payment, no change is required to Benefit Stage 
calculation. 

 

1.2.2 DENOTE INDIVIDUAL AMOUNTS OF PATIENT FINANCIAL RESPONSIBILITY AS REPORTED 

FROM A PREVIOUS PAYER 
Section "Denote Individual Amounts of Patient Financial Responsibility as Reported from a Previous 
Payer" had an invalid reference to sales tax, and Amount Attributed to Product Selection/Brand Drug 

http://www.ncpdp.org/news_hipaa_trans_current.aspx
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(134-UK), which should not apply to Service Billings. The Telecommunication Standard Implementation 
Guide Version D.Ø (and above) has been modified to  

For example, in an original claim or service billing, the primary payer returns amounts in the 
Amount Attributed to Product Selection/Brand Drug (134-UK) and Amount Attributed to Sales Tax 
(523-FN) Amount of Copay (518-FI). The pharmacy submits the claim or service billing to the 
secondary payer. The amounts in these two fields are then reflected in two occurrences of the 
Other Payer-Patient Responsibility Amount, with the Qualifier reflecting one occurrence with a 
value of “Ø2” (Amount Attributed to Product Selection/Brand Drug (134-UK) as reported by a 
previous payer) and a second occurrence with a value of “Ø5” (Amount of Copay (518-FI) as 
reported by previous payer). 

 
NCPDP provided background to the Office of e-Health Standards and Services with the request to correct 
the implementation guide named in HIPAA in 2ØØ9. The request was granted. See 
http://www.ncpdp.org/news_hipaa_trans_current.aspx#ImpGuiCorr 
 

1.3 USE OF THIS DOCUMENT 
 
This document should be used as a reference for the Telecommunication Standard Version D.Ø and 
above, the Batch Standard Version 1.2 and the Medicaid Subrogation Implementation Guide Version 3.Ø 
as applicable. In the Batch Standard format, and the Medicaid Subrogation Implementation Guide (when 
used in batch mode), the Detail Data Record consists of the NCPDP Data Record, which consists of the 
Telecommunication Standard record format. Therefore references in these documents apply to all three 
standards as applicable. 
 

1.3.1 HOW SOON SUPPORT THIS DOCUMENT? 
Question: 
Once the Version D Editorial is published, how soon do implementers need to support?  
 
Response:  
When the Version D Editorial is published, it is effective for use. 
 

1.3.2 MEDICAID SUBROGATION EDITORIAL DOCUMENT 
In July 2011, the NCPDP Medicaid Subrogation Standard Implementation Guide Version 3.Ø 
Questions, Answers and Editorial Updates was published based on Work Group 9 (WG9) Government 
Programs recommendations. This document should be consulted for specific guidance. It is noted that 
general information about Telecommunication segments, data fields, etc that is contained in this 
document should be consulted as well. 

 
1.4 NCPDP IMPORTANT EXTERNAL CODE LIST (ECL) INFORMATION 

 
During the May 2Ø1Ø Joint Technical Work Group meeting of the Maintenance and Control Work Group, 
the ECL Implementation Task Group was formed to develop an ECL implementation process as it applied 
to the Telecommunication Standard Version D.Ø and above.  The purpose of this task group was to 
facilitate consistent adoption of the approved ECL versions within a reasonable, workable timeframe, 
across all industry participants.   
 
Please review the NCPDP Process Overview for External Code List document at 
http://www.ncpdp.org/members/members_wg_info.aspx?wgid=wgmc 
 

This document provides the process to request additions, modifications, and deletions to the data 
element values existing in the External Code List (ECL). It provides the rules governing the 
procedures and steps for this process and maintenance of the ECL as approved by the NCPDP 
Board of Trustees. In addition, this document outlines the Telecommunication ECL 
implementation time table used to facilitate consistency across the industry.  

http://www.ncpdp.org/news_hipaa_trans_current.aspx#ImpGuiCorr
http://www.ncpdp.org/members/members_wg_info.aspx?wgid=wgmc
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This document contains an ECL Publication and Implementation Chart to provide key dates in 
which full ECL Publications and ECL Emergency Values should be implemented across all 
industry participants supporting the NCPDP Telecommunication Standard.   

 
See the NCPDP Emergency Telecommunication External Code List Value Addendum document 
(http://www.ncpdp.org/members/members_download.aspx under External Code Lists. The addendum is 
listed under a quarterly ECL) for the list of values approved for emergency implementation and the ECL 
Publication and Implementation Chart.  
  

1.5 NCPDP RECOMMENDATIONS FOR 4RX USAGE IN MEDICARE PART D 

PROCESSING DOCUMENTS 
 

During the August 2Ø11 Joint Technical Work Group meeting, WG1 Telecommunication approved the 
reference and linkage in this document to the NCPDP Recommendations for Effective 4Rx Usage in 
Medicare Part D Processing documents. 
 

A Centers for Medicare and Medicaid Services (CMS) directive entitled “Clarification of Unique BIN (or 

BIN/PCN) Requirements as of January 1, 2012 [§423.120(c)(4) as revised by CMS-4085-F]
1
” released on 

November 12, 2010 provided clarification of Unique BIN (or BIN/PCN) requirements. This directive 

covered the required assignment and exclusive use of unique routing and beneficiary identifiers for the 

Medicare Part D program. Implementing this directive consistently in the industry is the subject of the 

above documents. 

  

The intent of these provisions is to ensure that: 
1. Pharmacies can routinely identify situations in which they are billing a Medicare Part D claim and  
2. Payers supplemental to Medicare Part D can properly coordinate benefits on Part D claims.    

 
It is important to note that this documentation only addresses the matching and the consistent use of the 
4Rx data to accept or reject transactions in processing. It does not address how benefits are established. 
Transactions that are rejected for reasons other than the 4Rx matching are out of scope. 
 
The term “4Rx” refers to 

RxBIN - Part D Rx Bank Identification Number (BIN) 

RxPCN - Part D Rx Processor Control Number (PCN) 

RxGroup - Part D Rx Group and  

RxID - Part D Rx ID for the beneficiary 

NCPDP is currently exploring with CMS the possibility of a transition period through the end of February 
2012 to minimize year end member disruption.  If an extension is granted this documentation will be 
updated to reflect the new final implementation date, however plans may implement at any point prior to 
this date. 
 
The NCPDP Recommendations for Effective 4Rx Usage in Medicare Part D Processing documents 
can be found at http://www.ncpdp.org/news_hipaa_trans_current.aspx. 

                                                      
1
 Document is included in this packet of information. 

http://www.ncpdp.org/members/members_download.aspx
http://www.ncpdp.org/news_hipaa_trans_current.aspx
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2 EDITORIAL CORRECTIONS CITED IN TELECOM D.Ø 
 
Editorial changes were made directly into the NCPDP Telecommunication Standard Implementation 
Guide Version D.Ø until April 2ØØ9 and are noted in “Appendix A. History of Document Changes”, 
“Version D.Ø”, “Editorial Corrections” of the guide. Any further modifications will be noted in this 
document.  
 
The following are corrections made which are cited in the NCPDP Telecommunication Standard 
Implementation Guide Version D.Ø. 
 
Field DUR Additional Text (57Ø-NS) was inadvertently left off the Response DUR/PPS Segment in 
sections 

 “Response DUR/PPS Segment (Claim Billing or Encounter) (Transmission Accepted/Transaction 
Paid)” 

 “Response DUR/PPS Segment (Claim Rebill) (Transmission Accepted/Transaction Paid)” 
 
In the matrix section,   Segment - field Facility ID (336-BC) was corrected to (336-8C). Preferred Product 
Description (551-9F) was corrected to (556-AU), Amount of Copay (518-F1) was corrected to (518-FI). 
 
Inadvertent editorial errors were corrected (fields designated as not used, but “Mandatory/Situation” 
column had an “S” or “Q” instead of “N”, or fields with “S” designation should have been “Q”.) 
 
Prescription/Service Reference Number Qualifier (455-EM) – a mandatory field has a guidance note in 
some of the transactions, but not all. The guidance note has been added to all. 
 
Date Prescription Written (414-DE) in Information Reporting Rebill – the situation was inadvertently not 
consistent with Information Reporting. 
 
In the Response Message Segment and Response Status Segment, when a transmission does not 
support more than one transaction, the reference to >1 has been removed in the Transaction Count (1Ø9-
A9) and Additional Message Information (526-FQ) – Eligibility Verification and Prior Authorization 
transactions. 
 
Response Prior Authorization Segment inadvertently was listed in the table heading as Mandatory even 
though all other references were for a situational segment. The table heading has been changed in  

 Response Prior Authorization Segment (Claim Billing or Encounter) (Transmission 
Accepted/Transaction Rejected) 

 Response Prior Authorization Segment (Service Billing) (Transmission Accepted/Transaction 
Rejected) 

 Response Prior Authorization Segment (Claim Rebill) (Transmission Accepted/Transaction 
Rejected) 

 Response Prior Authorization Segment (Service Rebill) (Transmission Accepted/Transaction 
Rejected) 

Inadvertent editorial errors were corrected in Preferred Product Description (556-AU) for Prior 
Authorization Inquiry (Claim) situation, and Response Status Segment note on Prior Authorization Inquiry 
Response (Deferred). 
 
In section “Transmission Examples”, section “Billing – Transaction Code B1 – Coordination of Benefits 
Scenarios Pharmacy Bills to Insurance Designated By Patient”, subsection “Scenario 2 Response: 
Secondary Insurance Pays The Claim Submitted With Net Other Payer-Patient Responsibility Amount” 
and “Scenario 3 Response:  Secondary Insurance Pays The Claim Submitted With The “Pieces” Of Other 
Payer-Patient Responsibility Amount”  the Ingredient Cost Paid and/or Dispensing Fee Paid was correctly 
listed in the Value column, but the Comments column was incorrect. 
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In section “Transmission Examples”, section “Compounded Rx Billing - Transaction Code B1 (Ø1) – 
Coordination of Benefits Scenario”, subsection “Secondary Insurance Pays The Claim Submitted With 
Amount Paid By Other Payer”, the Basis of Reimbursement Determination incorrectly showed a value of 
“1”. It was changed to “3” to match the comment. 
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3 REQUEST SEGMENT DISCUSSION 
 

3.1 CLAIM SEGMENT (Ø7) 
3.1.1 DISPENSE AS WRITTEN (4Ø8-D8) VALUE 9 DURING TRANSITION 
Question: 
XYZ Medicaid and a commercial plan have requested to begin utilizing DAW 9 for plan mandated 
brand medications.  (This is in line with D.0 implementation.)  The current option of DAW codes does 
not agree with the reasoning for using a brand over the generic.  Utilizing the DAW 9 will give 
pharmacies a way to differentiate these plan mandated brands for purposes of calculating their 
generic compliance rates in addition, it will allow pharmacies to receive proper pricing without having 
to get the brand name drug prior approved therefore the patient's and the pharmacies services will go 
uninterrupted. 
 
Another state currently utilizes DAW 9 which was approved by NCPDP members.  It is not mandatory 
for pharmacies to use, it is optional. They have received positive feedback from community’s 
pharmacies thus far.  This request is for other entities to do the same. 

Background: 
The dictionary for version 5.1 of 09/1999 has a note in value 9.  

9 

Other -This value is reserved and currently not in use. NCPDP does not recommend use of this value at the 
present time. Please contact NCPDP if you intend to use this value and document how it will be utilized by your 
organization. 
 

 
The dictionary for version D.Ø where value 9 has been enhanced: 

9 

Substitution Allowed By Prescriber but Plan Requests Brand - Patient's Plan Requested Brand Product To Be 
Dispensed - This value is used when the prescriber has indicated, in a manner specified by prevailing law, that 
generic substitution is permitted, but the plan's formulary requests the brand product. This situation can occur 
when the prescriber writes the prescription using either the brand or generic name and the product is available 
from multiple sources. 

 
Response: 
Other entities may use the value 9 during transition from version 5.1 to version D.Ø as long as 1) the 
entity uses the DAW 9 as approved; 2) the entity uniquely identifies the plan, and 3) the entity gives a 
lead time to the pharmacies to implement.  
 

3.1.2 OTHER COVERAGE CODE (3Ø8-C8) 
3.1.2.1 SUBMITTING TO MULTIPLE PAYERS? 
Claim Segment contains the Other Coverage Code (3Ø8-C8) and can only submit it once per 
claim/transaction.  If pharmacy submits to 3 payers, the following scenario is feasible: 

 Payer 1 rejects claim for Member not having coverage effective on date of service (previously 
used OCC=7 in 5.1 claims) 

 Payer 2 gets the claim as an OCC=3 and processes claim but member is fully in deductible, 
resulting in $Ø payment to pharmacy (from plan) 

 Payer 3 only accepts OCC 2, 3, and 4 (no 8s).  Pharmacy therefore submits (?) using 
OCC=4.  When processing claim, will process a 5Ø% co-insurance 

 
How is the pharmacy supposed to submit the data above?  Since only a single OCC can be 
submitted, I would expect the pharmacy to submit to 3

rd
 payer using OCC=4.  But in this case, we 

lose the reject being processed by payer 1.  We aren’t expecting the Reject code loops for OCC 2, 4, 
and 8.  Should pharmacy submit those anyway with the payer 1 reject(s) in their own respective 
loop?  Or should the pharmacy maintain OCC 4 logic and just mark other payer amount from payer 1 
as $Ø (or even excluding all other payer and patient responsible loops)? 
 
I can’t think of situations where different payers may need OCC 2 vs. OCC 8 (not sure I can even 
phrase that situation understandably).  But in the case above, I need to know what to expect from the 
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pharmacy.  I’m hoping the answer is that the OCC is based on what was processed and or returned 
from latest payer (so payer 2 gets OCC 3, payer 3 gets OCC 4, and if a payer 4 is there, they get 
OCC 2/8). 
 
Response: 
It is up to the processor to enforce clean integrity though trading partner agreements. See the Other 
Coverage Code section of the Telecommunication Implementation Guide.  
 
3.1.2.2 GOVERNMENT COB? 
Question: 
Can all of the Other Coverage Codes (308-C8) be used by the SPAP?  Or should it be restricted to 0 
– 4 as it is for the Medicaid payers using government COB processing?  My company provides 
adjudication services for payers that wrap around patient responsibilities (e.g. payer of last resort, 
SPAPs, state funded programs). The programs are “government programs” in that they are made 
available through local, state and Federal funds. Currently, we use OCC 8, copayment only billing; we 
also require the COB segment of other payer information. The D.0 guidance is recommending use of 
OCC 2. My specific question was “what is the definition of “government programs”? And, given the 
above clarification, can we still mandate (and use) OCC 8 for COB billing? 
 
Response: 
The allowed Other Coverage Code (308-C8) values are specific to the COB method required by the 
payer.  The payer sheet must indicate only one COB processing method and cannot request the 
provider to alter the COB method based on the previous payer’s response.  Once established in the 
Payer Sheet, it is not an option to change the COB processing method unless the current Payer 
Sheet is replaced.   
 
For coordination of benefit claims, an Other Coverage Code (308-C8) value and the COB segment 
are always submitted, where the Other Payer Coverage Type, Other Payer Date, Other Payer ID 
Qualifier, and Other Payer ID identify the previous payer(s).  The specific COB processing method 
determines which financial fields are required.   
 
The COB processing methods include:    

1. Other Payer Amount Paid only 

 Other Coverage Code (308-C8) values of ‘2’ (Other coverage exists-payment 
collected - Code used in coordination of benefits transactions to convey that other 
coverage is available, the payer has been billed and payment received) and ‘4’ 
(Other coverage exists-payment not collected - Code used in coordination of benefits 
transactions to convey that other coverage is available, the payer has been billed and 
payment has not been received) 

2. Other Payer Patient Responsibility Amounts only 

 Other Coverage Code (308-C8) value of ‘8’ (Claim is billing for patient financial 
responsibility only - Copay is a form of cost sharing that holds the patient responsible 
for a fixed dollar amount for each product/service received and regardless of the 
patient’s current benefit status, product selection or network selection) 

3. Other Payer Amount Paid and Other Payer Patient Responsibility Amount (Government COB 
- Full Disclosure) 

 Other Coverage Code (308-C8) values of ‘2’ (Other coverage exists-payment 
collected - Code used in coordination of benefits transactions to convey that other 
coverage is available, the payer has been billed and payment received) and ‘4’ 
(Other coverage exists-payment not collected - Code used in coordination of benefits 
transactions to convey that other coverage is available, the payer has been billed and 
payment has not been received) 

 As outlined within the NCPDP v5.1 Editorial document sections 7.4 PATIENT PAID 
AMOUNT SUBMITTED (433-DX) and 20.9 SCENARIO 1E REQUEST: PHARMACY 
BILLS SECONDARY INSURANCE AFTER PRIMARY PAID, full disclosure COB can 
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only be used when state or federal statute or regulation requires knowledge of full 
reimbursement by previous payer(s).  The request for documentation of government 
regulation or policy for full disclosure is for the protection of the provider’s obligation 
to not disclose contractual rates to others.  It is not NCPDP’s place to determine 
whether a regulation or policy language meets full disclosure, but is instead a trading 
partner issue.     

 
Regardless of the COB method the Other Coverage Code (308-C8) value of ‘3’ (Other Coverage 
Billed – claim not covered - Code used in coordination of benefits transactions to convey that other 
coverage is available, the payer has been billed and payment denied because the service is not 
covered) is used to designate all prior payers returned a rejected claim response.  The associated 
Reject Code(s) (511-FB) are transmitted in the Other Payer Reject Code (472-6E) field in the COB 
segment. 
 
For further clarification on the use of Other Coverage Code (308-C8) values, please refer to the table 
in section “Other Payer Reject Code (472-6E)”.  
 
3.1.2.3 OTHER COVERAGE CODE (3Ø8-C8) TO SUBMIT WHEN ONE OTHER PAYER HAS 

PAID $0? 
Question: 
For Other Coverage Code (3Ø8-C8) = 04, at least 1 prior payer has paid $0. How does the provider 
convey this message? 

1. By submitting any value for Other Payer Amount Paid Qualifier (342-HC) and $0 in Other 
Payer Amount Paid (431-DV) OR 

2. By not submitting fields Other Payer Amount Paid Qualifier (342-HC) and Other Payer 
Amount Paid (431-DV). 

 
This question is for government COB (also applies to OPAP billing).  
 
Response: 
When the response from the previous payer contains a $Ø value for Patient Pay Amount (5Ø5-F5), 
the $Ø value must be reported in the corresponding Other Payer-Patient Responsibility Amount (352-
NQ) when submitting to subsequent payers. Other Payer-Patient Responsibility Amount (352-NQ) 
must be associated with the applicable Other Payer-Patient Responsibility Qualifier(s) (351-NP), 
based on payer sheet requirements. If not otherwise specified, the Other Payer-Patient Responsibility 
Qualifier (342-HC) value of “Ø6” (Patient Pay Amount (505-F5) as reported by previous payer) should 
be sent. 
 
When the response from the previous payer contains a $Ø value as Total Amount Paid (5Ø9-F9), the 
$Ø value must be reported in the Other Payer Amount Paid (431-DV) field when submitting to 
subsequent payers.  At a minimum, the Other Payer Amount Paid (431-DV) should be associated 
with Other Payer Amount Paid Qualifier (342-HC) value of “Ø7” (Drug Benefit). 

 
Please reference section “Specific Segment Discussion”, subsection “Request Segments”, subsection 
“Coordination of Benefits/Other Payments Segments” in the Telecommunication Implementation 
Guide as it indicates that $Ø is a valid value to send. 
 
The transmission of the two data elements (Other Payer-Patient Responsibility Amount (352-NQ) and 
Other Payer Amount Paid (431-DV)) is the only way to identify the claim is intended for processing as 
a Government COB claim.  If the processor is expecting Government COB and Other Payer-Patient 
Responsibility Amount (352-NQ) is not present the process should reject the claim with Reject Code 
(511-FB) value of “NQ” (M/I Other Payer-Patient Responsibility Amount). 
 
This was added to Telecommunication Standard Version D.A. 
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3.1.3 PRESCRIPTION ORIGIN CODE (419-DJ) 
3.1.3.1 TRANSFERS 
Question:  
What Prescription Origin Code is used in a transfer from one pharmacy to another?  Would the Rx 
filled at the receiving pharmacy be coded the same as it was originally coded at the sending 
pharmacy?  Would internal transfers between pharmacies on the same closed system be handled the 
same? 

For example, if ABC Pharmacy fills a prescription that was coded with an origin of "Fax", and the Rx 
was subsequently transferred to a different pharmacy, would the new Rx transmitted at the new 
pharmacy code the Rx as "Fax" also, since this was the original designation? 

Response:  
As of January 1, 2012 all transfers of prescriptions between pharmacies including traditional 
transfers, intrachain transfers, and file-buys should use a Prescription Origin Code of 5 (Pharmacy - 
This value is used to cover any situation where a new Rx number needs to be created from an 
existing valid prescription such as traditional transfers, intrachain transfers, file buys, software 
upgrades/migrations, and any reason necessary to "give it a new number." This value is also the 
appropriate value for “Pharmacy dispensing” when applicable such as BTC (behind the counter), Plan 
B, etc.). Use this value as soon as practical for the Prescription Origin Code when the prescription 
being billed has been transferred from another pharmacy, irrespective of the method used for such a 
transfer. 
 
Question:  
Does the pharmacy filling the prescription use an origin code of “2” when they transmit the 
prescription because they received it by telephone, or do they submit an origin code of “5” because it 
was a traditional pharmacy-to-pharmacy transfer?  
 
Response:  
As of January 1, 2012 all transfers of prescriptions between pharmacies including traditional 
transfers, intrachain transfers, and file-buys should use a Prescription Origin Code of 5 (Pharmacy - 
This value is used to cover any situation where a new Rx number needs to be created from an 
existing valid prescription such as traditional transfers, intrachain transfers, file buys, software 
upgrades/migrations, and any reason necessary to "give it a new number." This value is also the 
appropriate value for “Pharmacy dispensing” when applicable such as BTC (behind the counter), Plan 
B, etc.). Use this value as soon as practical for the Prescription Origin Code when the prescription 
being billed has been transferred from another pharmacy, irrespective of the method used for such a 
transfer. 
 
3.1.3.2 OTHER QUESTIONS 
Question:  
If a prescriber sends an electronic prescription to a pharmacy, but the pharmacy is not “electronically 
prescribing-enabled yet” and the intermediary drops the prescription to fax, what Prescription Origin 
Code value would the pharmacy use on the claim submission? 
 
Response:  
Fax. If a prescriber sends an electronic prescription to a pharmacy, but the pharmacy is not 
“electronically prescribing-enabled yet” and the intermediary drops the prescription to fax, the 
Prescription Origin Code should represent how the prescription was received by the pharmacy. 
 
Question: 
Relating to incentive or disincentive with regard to e-prescriptions for prescribers when a pharmacy 
must phone to clarify or change information on a prescription. Prescribers will be dis-incentivized if 
they transmit a prescription electronically and a pharmacy changes it to a telephone order as a result 
of calling to clarify or change something. Also, if a plan sponsor audits a pharmacy that has a 
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telephone order, then contacts the prescriber only to learn that the prescriber electronically sent the 
order, pharmacies may have the entire payment retracted and deemed an “improper payment”. 
 
Response: 
The prescriber sends an electronic prescription that the pharmacy cannot fill due to issues with the 
information received. If the pharmacy contacts the prescriber by telephone and as a result gets the 
information necessary to dispense, the Prescription Origin Code is 2 (Telephone) because the e-
prescribing process did not provide a valid prescription. 
 
If, as a result of the telephone call, the Prescriber cancels the original electronic prescription and 
sends a corrected electronic prescription that the pharmacy is able to dispense, then the Prescription 
Origin Code is 3 (Electronic - Prescription obtained via SCRIPT or HL7 Standard transactions.) 
because the e-prescribing process did result in a fillable prescription. 
 

3.1.4 PRODUCT/SERVICE ID/QUALIFIER IN COMPOUNDS 
Question:  
Per the implementation guide, the alphanumeric field Product/Service ID (4Ø7-D7) used for 
compounds states it should be “Ø”. Our assumption is that “ØØ” and “Ø” are not the same due to 
truncation rules outlined earlier in the implementation guide. We would like to know for sure that “ØØ” 
should not be accepted for this field in a compound situation. At this time, we are assuming it should 
only be a single “Ø” and therefore will reject if two zeros are sent. 
 

From the implementation guide: 
When billing for multiple ingredients, use the following Claim and Pricing Segment 
fields: 
Product/Service ID (4Ø7-D7) – defaults to zero. (Zero means “Ø”.) 
Product/Service ID Qualifier (436-E1) – defaults to “ØØ” 
 
The Product/Service ID must contain a value of “Ø” and Product/Service ID Qualifier 
must contain a value of “ØØ” when used for multi-ingredient compounds. 

 
Response:  
This is correct. When billing for multiple ingredients, Claim Segment fields: 

Product/Service ID (4Ø7-D7) – defaults to zero. (Zero means “Ø”.) – This means a single Ø 
is the only acceptable content. 
Product/Service ID Qualifier (436-E1) – defaults to “ØØ” – This means two zeroes – ØØ is 
the only acceptable content. 
 

Also, Reject Code 8G was approved for clarification (Feb 2010) 

8G Product/Service ID 
(4Ø7-D7) Must Be A 
Single Zero “Ø” For 
Compounds 

4Ø7-D7 

 
 

3.1.5 ROUTE OF ADMINISTRATION (995-E2) AND SNOMED CODES 
Telecom D.Ø and above uses the SNOMED CT terminology for the Route of Administration. The 
National Library of Medicine (NLM) has created a subset of Route of Administration concepts for 
NCPDP implementers for now. The subset is available at 
http://www.ncpdp.org/members/members_download.aspx - choose “SNOMED Route of 
Administration”. As of Ø8/2Ø1Ø, NLM is working on browser and subset functions. At the point that 
NLM supports these functions, NCPDP will cease making a subset available. 
 
Status as of Ø8/2Ø1Ø from NLM: 

http://www.ncpdp.org/members/members_download.aspx
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During a review of the route of administration hierarchy, it was found that the current list is 
very flat, which does not allow the ability to use subsumption to identify related routes (e.g. 
the gastrointestinal route and all its related children).  Also, the current route of administration 
list includes techniques for administration as well as routes, which do not belong in that 
hierarchy.  Examples here include Inhalation, which is ambiguous as the route can be nasal, 
intratracheal, etc.  These techniques will probably be moved to a new technique hierarchy 
that is being developed.  However, this does not preclude someone from using these terms in 
a reference set specifically created for a particular purpose, it is just important for folks to 
know that things like injection, inhalation, instillation, etc. are techniques that have associated 
routes, but are not routes in and of themselves. 

 
Additionally, based on input from the FDA, a number of new route concepts have been 
submitted to IHTSDO and are under review.  So other than more terms, a corrected set of 
relationships and removal of inappropriate concepts, there are no real changes. 
 
As for how often it will be updated, that is dependent on whether there has been a request for 
changes to the hierarchy. 

 
NLM has a website which addresses some frequently asked questions: 
http://www.nlm.nih.gov/research/umls/Snomed/snomed_faq.html 
 
A new version of SNOMED CT is released every 6 months.  If there have been accepted requests 
during that time, then that would be the release cycle. The release dates are approximately January 
31 and July 31. 
 
In “Appendix H. Route of Administration Transition” in the Telecom Imp Guide -  
The NA means that SNOMED did not feel there was a code for “miscellaneous”. So there is no mapping. 
 

Value 14 defined is as C444364. This is an alphanumeric value where the rest are numeric. In using 
the browser below, it looks like 424494006 for infusion may be the more correct. We may have gotten 
an incorrect code. 
 

This browser may be helpful. 
http://snomed.vetmed.vt.edu/sct/menu.cfm 
 
10/2011 Update  
The Route of Administration subset is now available publically from the NLM SNOMED CT web site 
at http://www.nlm.nih.gov/research/umls/licensedcontent/snomedctfiles.html.  As before, it was 
derived from the SNOMED CT route of administration values hierarchy in the latest international 
release of SNOMED CT (2011 Jul 31). 
 
Since the first release of the Route of Administration subset, the hierarchy has gone through a 
substantial reorganization (through an IHTSDO project) and remodeling to more appropriately 
represent true routes of administration, such that now ONLY routes are represented and concepts 
that had represented techniques for administration (such as by inhalation, by injection) were moved. 
 
Originally when NCPDP was given Route of Administration, there was a code 385218009 for 
Injection. On the July 2010 file, 424109004 for Injection appeared. The 424109004 code has been 
moved to the procedure hierarchy.  The second, 385218009, represents a dose form and is not part 
of the Route of Administration hierarchy. 
 
This information has also been placed in Appendix H Route of Administration Transition in the 
Telecommunication Standard Implementation Guide version D.9. 
 
03/2012 Update 

http://www.nlm.nih.gov/research/umls/Snomed/snomed_faq.html
http://snomed.vetmed.vt.edu/sct/menu.cfm
http://www.nlm.nih.gov/research/umls/licensedcontent/snomedctfiles.html
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Originally when NCPDP was given Route of Administration, code 26643008 was given for 
Mouth/Throat. The code should be 26643006 (Oral). 
 
Prior to Version C.4, Compound Route of Administration was used. In Version C.4, Compound Route 
of Administration was sunsetted. Route of Administration, supported in Version C.4 and above, uses 
the SNOMED values – column “High Level”.  Corrections or modifications since 2007 are noted. 
 
NCPDP Description High level high level description 

1 Buccal 54471007 Buccal route (qualifier value) 

2 Dental 372449004 Dental route (qualifier value) 

2 Dental 372449004 Dental route (qualifier value) 

3 Inhalation 112239003 By inhalation (route) (qualifier value) 
NLM:  This concept has been retired and moved to the 
techniques hierarchy as it is not a route, but a “method” of 
administration.  Suggest users map this to one of the children 
under 447694001 – respiratory tract route 

4 Injection 385218009 
Corrected to 
424109004 
(Injection (route)) 
but then retired. 

By injection (route) qualifier value) 
NLM:  This concept has been retired and moved to the 
techniques hierarchy as it is not a route but a method.  Users 
need to specify the actual physical route (i.e  intramuscular, 
intravenous, etc.) 

5 Intraperitoneal 38239002 Intraperitoneal route (qualifier value) 

6 Irrigation 47056001 By irrigation (route) (qualifier value) 
NLM:  This concept has been retired and moved to the 
techniques hierarchy as it is not a route but a method.  Users 
need to specify the actual physical route (i.e  intraperitoneal, 
ocular, etc.) 

7 Mouth/Throat 26643008 
Corrected to 
26643006 (Oral) 

Oral route (qualifier value) 
 

8 Mucous Membrane 419874009 Submucosal route (qualifier value) 

9 Nasal 46713006 Nasal route (qualifier value) 

1Ø Ophthalmic 54485002 Ophthalmic route (qualifier value) 

11 Oral 26643006 Oral route (qualifier value) 

12 Other/Miscellaneous NA   

13 Otic 10547007 Otic route (qualifier value) 

14 Perfusion C444364 
Corrected to 
424494006 
(Infusion) but then 
retired. 

By infusion (route) qualifier value) 
NLM:  This concept has been retired and moved to the 
techniques hierarchy as it is not a route but a method.  Users 
need to specify the actual physical route. 

15 Rectal 37161004 Per rectum (route) (qualifier value) 

16 Sublingual 37839007 Sublingual route (qualifier value) 

17 Topical 419464001 
Corrected to 
6064005 (Topical) 

Iontophoresis route (qualifier value) 
 

18 Transdermal 372464004 Intradermal route (qualifier value) 

19 Translingual 37839007 Sublingual route (qualifier value) 

21 Vaginal 16857009 Per vagina (route) (qualifier value) 

22 Enteral 417985001 Enteral route (qualifier value) 

1Ø Ophthalmic 54485002 Ophthalmic route (qualifier value) 

2Ø Urethral 90028008 Urethral route (qualifier value) 

 
Please see “Appendix E. Route of Administration Questions”. 
 

3.2 COMPOUND SEGMENT (1Ø) 
3.2.1 COMPOUND INGREDIENT MODIFIER CODE (363-2H) 
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Question: 
Is there information about the Compound Ingredient Modifier Code (363-2H)? 
 
Response: 
The field was added for Medicare Part B needs. There is a counter (Compound Ingredient Modifier 
Code Count (362-2G)) so multiple codes per ingredient can be sent. The Compound Ingredient 
Modifier Code (363-2H) occurs per ingredient. See section 33.14.2.4.4 Compound Segment, 
subsection 33.14.2.4.4.1 Compound Ingredient Component Count of the Implementation Guide. 
 

According to CMS:  
The file available from CMS has both the modifiers and HCPCS codes in the same file.  The 
modifiers are the two byte elements in the spreadsheet found in the first 4Ø9 rows.  The 
HCPCS codes start at row 411 and are 5 bytes the first byte being alpha followed by 4 
numerics.  The link is:  
2Ø1Ø Alpha-Numeric HCPCS File:  
http://www.cms.hhs.gov/apps/ama/license.asp?file=/HCPCSReleaseCodeSets/Downloads/1
Øanweb.zip  
2Ø1Ø HCPCS Corrections:  
http://www.cms.hhs.gov/apps/ama/license.asp?file=/HCPCSReleaseCodeSets/Downloads/2
Ø1Ø_Corrections_alpha.zip  

 

3.2.2 BASIS OF REIMBURSEMENT (423-DN) AND MULTI-INGREDIENT COMPOUNDS 
Question: 
Is the use of fields Basis of Cost Determination (423-DN) and Compound Ingredient Basis of Cost 
(490-UE) mutually exclusive? If so, should field Basis of Reimbursement Determination (522-FM) be 
returned on compound claim responses? 
Response: 

1. In a multi-ingredient compound request, Basis of Cost Determination (423-DN) may be 
irrelevant. 

a. If all Compound Ingredient Basis of Cost (490-UE) are the same, use the same value 
in Basis of Cost Determination (423-DN). 

b. If a plan requires Basis of Cost Determination (423-DN), recommend use value 9 
(Other). 

2. In a multi-ingredient compound response, Basis of Reimbursement (522-FM), recommend 
use value 8 (Contract Pricing) unless a more specific value applies. 

3. It is recommended that the individual payer sheets designate the value for both these fields 
for multi-ingredient compounds. 

 

3.3 COORDINATION OF BENEFITS SEGMENT (Ø5) 
See section “Coordination of Benefits Information”. 
 

3.4 INSURANCE SEGMENT (Ø4) 
3.4.1 MEDICAID INDICATOR (36Ø-2B) 
Question:  
Do I use the 2 digit alphabetic “State Code” or the numeric “NCPDP State Code” column for the 
values for the Medicaid Indicator field? 
 
Response:  
The Medicaid Indicator uses the two character “State Code” column for the State Postal Code (TX, 
TN, IL, etc). The “NCPDP State Code” column two digit numerics are used in identifiers (like the first 
two digits of the NCPDP Provider ID or other identifiers) when used in check digit routines. 
 

3.4.2 MEDICAID ID NUMBER (115-N5) AND CARDHOLDER ID (3Ø2-C2) 
Question: 

http://www.cms.hhs.gov/apps/ama/license.asp?file=/HCPCSReleaseCodeSets/Downloads/10anweb.zip
http://www.cms.hhs.gov/apps/ama/license.asp?file=/HCPCSReleaseCodeSets/Downloads/10anweb.zip
http://www.cms.hhs.gov/apps/ama/license.asp?file=/HCPCSReleaseCodeSets/Downloads/2010_Corrections_alpha.zip
http://www.cms.hhs.gov/apps/ama/license.asp?file=/HCPCSReleaseCodeSets/Downloads/2010_Corrections_alpha.zip
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Clarification of the use of Medicaid ID Number (115-N5) - the Implementation Guide indicates that this 
field is “Required, if known, for Claim Billing/Encounter Request Transactions when a patient has 
Medicaid coverage”. 
Because Cardholder ID is a mandatory field, this would seem to imply that a Medicaid Agency that 
uses the Medicaid ID Number as their Cardholder ID must also require the same ID number to be 
submitted in Medicaid ID Number (115-N5).  Using both Cardholder ID and Medicaid ID might make 
sense for managed Medicaid or Dual Eligibles because they would have 2 distinct ID numbers, but in 
the Medicaid FFS world it does not make sense to send the exact same information in 2 fields within 
the same segment. 
 

Response: 
The first situation has been clarified in Telecom Imp Guide version D.7 and above: 

Required, if known, when patient has Medicaid coverage and Medicaid ID has not been 
provided in Cardholder ID (3Ø2-C2). 
(The second situation does not change.) 

 

3.5 PATIENT SEGMENT (Ø1) 
3.5.1 PLACE OF SERVICE (3Ø7-C7) AND PATIENT RESIDENCE (384-4X) 
In Telecommunication Version 5.1, Patient Location Code (3Ø7-C7) exists. In Telecommunication 
Version D.Ø, changes have resulted in two fields: 

Place of Service (3Ø7-C7) 
Patient Residence (384-4X) 
 

Version 5.1 
Patient Location (3Ø7-C7)   

Version D.Ø 
Place of Service (3Ø7-C7) 

1 - Home ≠ 1 - Pharmacy 

3 - Nursing Home ≠ 3 - School 

4 - Long Term /Extended Care ≠ 4 - Homeless Shelter 

  And numerous other values 

Since most of the locations in Version 5.1 are Residences, a Task Group was formed to make a recommendation for industry 
agreement for mapping from Patient Location Code to Patient Residence.  This was accepted by the November 2ØØ9 Work 
Group meeting as industry consensus for consistent transition. 

   

Providers may want to consider allowing for 3 fields in their Patient records during the transition year:  
     Patient Location (3Ø7-C7*)     <--->  5.1 
     Place of Service (3Ø7-C7)     <--->  D.Ø 
     Patient Residence (384-4X ) <--->  D.Ø 

 
Patient Location  

(3Ø7-C7) 
Red arrow - 
non-direct 

map 

Patient Residence  
(384-4X) 

Additional Description Used by 
LTC 

Ø - Not specified <----> Ø - Not Specified Other patient residence not identified 
below. 

  

          

1 - Home <----> 1   - Home Location, other than a hospital or other 
facility, where the patient receives drugs 
or services in a private residence. 

Y 

NOTE:  Multiple values here   Mapped to ONE value here     

2 - Inter Care <----> 2   - Skilled Nursing Facility A facility which primarily provides inpatient 
skilled nursing care and related services to 
patients who require medical, nursing, or 
rehabilitative service but does not provide 
the level of care or treatment available in a 
hospital  For Medicare Part B use only. 

 

7 - Skilled Care Facility <----> 2   - Skilled Nursing Facility 

8 - Sub-Acute Care Facility <----> 2   - Skilled Nursing Facility 

9 - Acute Care Facility <----> 2   - Skilled Nursing Facility 

NOTE:  Multiple values here   Mapped to ONE value here     

3 - Nursing Home <----> 3   - Nursing Facility A facility which primarily provides to 
residents skilled nursing care and related 
services for the rehabilitation of injured, 
disabled, or sick persons, or, on a regular 
basis, health-related care services above 
the level of custodial care to other than 

Y 

4 - Long Term /Extended Care <----> 3   - Nursing Facility 
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Patient Location  
(3Ø7-C7) 

Red arrow - 
non-direct 

map 

Patient Residence  
(384-4X) 

Additional Description Used by 
LTC 

mentally retarded individuals. 

          

5 - Rest Home <----> 4   - Assisted Living Facility Congregate residential facility with self-
contained living units providing 
assessment of each resident’s needs and 
on-site support 24 hours a day, 7 days a 
week, with the capacity to deliver or 
arrange for services including some health 
care and other services.  

Y 

          

6 - Boarding Home <----> 6   - Group Home Congregate residential foster care setting 
for children and adolescents in state 
custody that provides some social, health 
care, and educational support services 
and that promotes rehabilitation and 
reintegration of residents into the 
community. 

  

11 - Hospice <----> 11 - Hospice A facility, other than a patient's home, in 
which palliative and supportive care for 
terminally ill patients and their families are 
provided. 

  

          

1Ø - Outpatient - group feels 
this value is not representative 
of a residence so no mapping 
done.   

    No one was aware of edits associated with 
this value.    
 
Providers may wish to clear this value. 

 

    5   - Custodial Care Facility A facility which provides room, board and 
other personal assistance services, 
generally on a long-term basis, and which 
does not include a medical component. 
For Medicare Part B use only. 

  

    7   - Inpatient Psychiatric Facility A facility that provides inpatient psychiatric 
services for the diagnosis and treatment of 
mental illness on a 24-hour basis, by or 
under the supervision of a physician. Not 
applicable to Pharmacy Benefits 

  

    8   - Psychiatric Facility – Partial 
Hospitalization 

A facility for the diagnosis and treatment of 
mental illness that provides a planned 
therapeutic program for patients who do 
not require full time hospitalization, but 
who need broader programs than are 
possible from outpatient visits to a 
hospital-based or hospital-affiliated facility. 
Not applicable to Pharmacy Benefits 

  

    9   - Intermediate Care 
Facility/Mentally Retarded 

A facility which primarily provides health-
related care and services above the level 
of custodial care to mentally retarded 
individuals but does not provide the level 
of care or treatment available in a hospital 
or SNF. 

  

    1Ø - Residential Substance 
Abuse Treatment Facility 

A facility which provides treatment for 
substance (alcohol and drug) abuse to 
live-in residents who do not require acute 
medical care. Services include individual 
and group therapy and counseling, family 
counseling, laboratory tests, drugs and 
supplies, psychological testing, and room 
and board. Not applicable to Pharmacy 
Benefits 

  

    12 - Psychiatric Residential 
Treatment Facility 

A facility or distinct part of a facility for 
psychiatric care which provides a total 24-
hour therapeutically planned and 
professionally staffed group living and 
learning environment. Not applicable to 
Pharmacy Benefits 
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Patient Location  
(3Ø7-C7) 

Red arrow - 
non-direct 

map 

Patient Residence  
(384-4X) 

Additional Description Used by 
LTC 

    13 - Comprehensive Inpatient 
Rehabilitation Facility 

A facility that provides comprehensive 
rehabilitation services under the 
supervision of a physician to inpatients 
with physical disabilities. Services include 
physical therapy, occupational therapy, 
speech pathology, social or psychological 
services, and orthotics and prosthetics 
services. Not applicable to Pharmacy 
Benefits 

  

    14 - Homeless Shelter A facility or location whose primary 
purpose is to provide temporary housing 
to homeless individuals (e.g., emergency 
shelters, individual or family shelters). Not 
applicable to Pharmacy Benefits 

  

    15 - Correctional Institution A facility that provides treatment and 
rehabilitation of offenders through A 
program of penal custody. 

  

 
During the May 2Ø1Ø Work Group meetings, the following was approved for inclusion into the 
External Code List. 
384-4X - Patient Residence 

Definition of Field 
Field  
Format 

Standard/Version 
Formats 

Field Limitations 

Code identifying the patient’s place of 
residence. 

9(2) T,V,A Used in Telecommunication Standard Version B.Ø 
or greater but not in lower versions. Used in Post 
Adjudication Standard Version 2.Ø or greater but 
not in lower version. 

                 Values: 

CODE DESCRIPTION 

Ø Not Specified=Other patient residence not identified below. 

1 
Home= Location, other than a hospital or other facility, where the patient receives drugs or 
services in a private residence. 

2 
Skilled Nursing Facility=A facility which primarily provides inpatient skilled nursing care and 
related services to patients who require medical, nursing, or rehabilitative service but does not 
provide the level of care or treatment available in a hospital. For Medicare Part B use only. 

3 

Nursing Facility= A facility which primarily provides to residents skilled nursing care and related 
services for the rehabilitation of injured, disabled, or sick persons, or, on a regular basis,, health-
related care services above the level of custodial care to other than mentally retarded 
individuals. 

4 
Assisted Living Facility= Congregate residential facility with self-contained living units providing 
assessment of each resident’s needs and on-site support 24 hours a day, 7 days a week, with 
the capacity to deliver or arrange for services including some health care and other services. 

5 
Custodial Care Facility=A facility which provides room, board and other personal assistance 
services, generally on a long-term basis, and which does not include a medical component.  For 
Medicare Part B use only. 

6 
Group Home=Congregate residential foster care setting for children and adolescents in state 
custody that provides some social, health care, and educational support services and that 
promotes rehabilitation and reintegration of residents into the community. 

7 
Inpatient Psychiatric Facility=A facility that provides inpatient psychiatric services for the 
diagnosis and treatment of mental illness on a 24-hour basis, by or under the supervision of a 
physician.  Not applicable to Pharmacy Benefits 

8 

Psychiatric Facility – Partial Hospitalization=A facility for the diagnosis and treatment of mental 
illness that provides a planned therapeutic program for patients who do not require full time 
hospitalization, but who need broader programs than are possible from outpatient visits to a 
hospital-based or hospital-affiliated facility.  Not applicable to Pharmacy Benefits 

9 
Intermediate Care Facility/Mentally Retarded=A facility which primarily provides health-related 
care and services above the level of custodial care to mentally retarded individuals but does not 
provide the level of care or treatment available in a hospital or SNF.   

1Ø Residential Substance Abuse Treatment Facility=A facility which provides treatment for 
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CODE DESCRIPTION 

substance (alcohol and drug) abuse to live-in residents who do not require acute medical care. 
Services include individual and group therapy and counseling, family counseling, laboratory 
tests, drugs and supplies, psychological testing, and room and board.  Not applicable to 
Pharmacy Benefits 

11 
Hospice= A facility, other than a patient's home, in which palliative and supportive care for 
terminally ill patients and their families are provided. 

12 
Psychiatric Residential Treatment Facility=A facility or distinct part of a facility for psychiatric 
care which provides a total 24-hour therapeutically planned and professionally staffed group 
living and learning environment.  Not applicable to Pharmacy Benefits 

13 

Comprehensive Inpatient Rehabilitation Facility=A facility that provides comprehensive 
rehabilitation services under the supervision of a physician to inpatients with physical disabilities.  
Services include physical therapy, occupational therapy, speech pathology, social or 
psychological services, and orthotics and prosthetics services.  Not applicable to Pharmacy 
Benefits 

14 
Homeless Shelter=A facility or location whose primary purpose is to provide temporary housing 
to homeless individuals (e.g., emergency shelters, individual or family shelters).  Not applicable 
to Pharmacy Benefits 

15 
Correctional Institution=A facility that provides treatment and rehabilitation of offenders through 
a program of penal custody. 

 

3.6 PRICING SEGMENT (11) 
3.6.1 34ØB PROCESSING 
Question: 
How do I designate 34ØB claims? 
 
Response: 

While some pharmacies are able to determine a claim for a 34ØB product at point of service, others 
are not. If pharmacies are able to determine prior to providing the service, the Submission 
Clarification Code (42Ø-DK) value “2Ø” (34ØB Claim) is used.  

The Basis of Cost Determination (423-DN) has a value 8 “34ØB/Disproportionate Share 
Pricing/Public Health Service”. The response field, Basis of Reimbursement Determination (522-FM) 
has a value of "12" (34ØB/Disproportionate Share/Public Health Service Pricing).  

The Submission Clarification Code is used to describe the claim; the Basis of Cost Determination and 
Basis of Reimbursement Determination describe the price.  
 

3.7 FACILITY SEGMENT (14) 
Question:  
What are the recommendations regarding the informational content of field 336-8C Facility ID? 
Should Facility ID be required in order for the Facility Segment to be included in a claim? 
 
Response: 
At this point, there is no industry-approved validation on Facility ID (336-8C) since there is no industry 
standard facility id.  The Facility ID does not have a qualifier field. It is recommended for consistency 
that the only values to be included in this field would be an NPI number if the facility has an NPI. 
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4 RESPONSE SEGMENT DISCUSSION 
4.1 RESPONSE COORDINATION OF BENEFITS/OTHER PAYERS SEGMENT 

(28) 
See section “Coordination of Benefits Information”. 
 

4.2 RESPONSE PATIENT SEGMENT (29) 
Question: 
In section 28 of the imp guide, Response Patient Segment is denoted as being used in eligibility 
transactions for Medicare Part D. Why is the Response Patient Segment also allowed to be used in 
other transactions? 

28.2.2 RESPONSE PATIENT SEGMENT 
This segment is used for Medicare Part D Eligibility transactions to provide patient name and date of birth in order to 
provide additional patient information. This information could assist in the verification that the eligibility information 
returned is indeed the patient for which the eligibility request was intended. 
This segment is returned only when the patient has had Medicare Part D eligibility at some point within the 
Facilitator’s files and within the search parameters established. The data returned is based on information 
within the Facilitator’s files and not on information sent on the Eligibility Request. 
Patient First Name (31Ø-CA) – will contain the first name of the patient as known on the Facilitator’s files. 

 
Response: 
The section has been rewritten in Telecom Version D.7 and above. It is included here as clarification. 
Rewritten: 

28.2.2 RESPONSE PATIENT SEGMENT 

This segment is used in response transactions to return or confirm demographic information. (Refer 
to Matrix section for transactions used.) This information could assist in the verification that the 
patient information returned is indeed for the patient for whom the transaction request was intended.  

An example would be multiple birth/same sex when the first name initial is the same. The 
entire first name would be returned to clarify. 

 
For Medicare Part D eligibility transactions: 

This segment is used for Medicare Part D Eligibility transactions to provide patient name and 
date of birth in order to provide additional patient information. This information could assist in 
the verification that the eligibility information returned is indeed the patient for which the 
eligibility request was intended. 
 
This segment is returned only when the patient has had Medicare Part D eligibility at 
some point within the Facilitator’s files and within the search parameters established. 
The data returned is based on information within the Facilitator’s files and not on 
information sent on the Eligibility Request. 

Patient First Name (31Ø-CA) – will contain the first name of the patient as known on 
the Facilitator’s files. 
Patient Last Name (311-CB) - will contain the last name of the patient as known on 
the Facilitator’s files. 
Date of Birth (3Ø4-C4) - will contain the birth date of the patient as known on the 
Facilitator’s files. 

 

4.3 RESPONSE PRICING SEGMENT (23) 
4.3.1 AMOUNT ATTRIBUTED TO PROCESSOR FEE (571-NZ) 
Question: 
The plan is a discount card plan in which the plan wishes to charge a membership fee and/or a 
processing fee on the claim transaction to the patient.  The intent is for the patient to pay for the claim 
and the membership fee and/or processing fee to the pharmacy.  The result is a claim with a negative 
Total Amount Paid (509-F9) value.  The Definition of the Amount Attributed to Processor Fee (571-
NZ) field is “Amount to be collected from the patient that is included in Patient Pay Amount (505-F5) 
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that is due to the processing fee imposed by the processor”.  Based upon this definition is this the 
appropriate field to return the amount for a membership fee and/or processing fee?    The concern is 
based upon the phrase “imposed by the processor”. 
 
Response: 
Yes, the intent of the field is that processor is managing the fee, whether enrollment or per 
transaction. 
 
The enrollment fee must be received as a part of the response to a valid claim billing (product or 
service) transaction. The Telecom Standard does not support the use of a pharmacy billing 
transaction to facilitate the collection of an enrollment fee without an actual claim (product or service) 
being billed. 
 
Examples: 
BILLING - TRANSACTION CODE B1  

TRANSACTION HEADER SEGMENT 

Field Field Name Value Comments 

1Ø1-A1 BIN NUMBER 61ØØ66   

1Ø2-A2  VERSION/RELEASE NUMBER  DØ  D.Ø Transaction Format  

1Ø3-A3  TRANSACTION CODE  B1  Rx billing  

1Ø4-A4  PROCESSOR CONTROL NUMBER  123456789Ø   

1Ø9-A9  TRANSACTION COUNT  1  One occurrence  

2Ø2-B2  SERVICE PROVIDER ID QUALIFIER  Ø1  National Provider Identifier 
(NPI) 

2Ø1-B1  SERVICE PROVIDER ID  111222333Øbbbbb  Store A  

4Ø1-D1  DATE OF SERVICE  2Ø1ØØ122  January 22, 2Ø1Ø 

11Ø-AK  SOFTWARE VENDOR/CERTIFICATION ID  98765bbbbb   

 
PATIENT SEGMENT 

Field Field Name Value Comments 

111-AM  SEGMENT IDENTIFICATION  Ø1  PATIENT SEGMENT  

3Ø4-C4  DATE OF BIRTH  1962Ø615  Born June 15, 1962  

3Ø5-C5  PATIENT GENDER CODE  1  Male  

31Ø-CA PATIENT FIRST NAME MICKEY Mickey is patient’s first 
name 

311-CB PATIENT LAST NAME MOUSE Mouse is patient’s last 
name 

 
INSURANCE SEGMENT 

Field Field Name Value Comments 

111-AM  SEGMENT IDENTIFICATION  Ø4  INSURANCE SEGMENT  

3Ø2-C2  CARDHOLDER ID  987654321  Cardholder Id  

 
CLAIM SEGMENT 

Field Field Name Value Comments 

111-AM  SEGMENT IDENTIFICATION  Ø7  CLAIM SEGMENT  

455-EM  RX/SERVICE REF NUMBER QUALIFIER  1  Rx billing  

4Ø2-D2  RX NUMBER/SERVICE REF NUMBER  123456789128  

436-E1  PRODUCT/SERVICE ID QUALIFIER  Ø3  NDC  

4Ø7-D7  PRODUCT/SERVICE ID  ØØØØ6Ø94228  Clinoril 2ØØmg  

442-E7  QUANTITY DISPENSED  3ØØØØ  3Ø.ØØØ tablets  

4Ø3-D3  FILL NUMBER  Ø  Original dispensing for 
RX#  

4Ø5-D5  DAYS SUPPLY  3Ø  3Ø Days supply  

4Ø6-D6 COMPOUND CODE 1 Not a compound – required 
D.Ø 

4Ø8-D8 DISPENSE AS WRITTEN Ø Required D.Ø – No 
Product Selection 
Indicated 

414-DE  DATE PRESCRIPTION WRITTEN  2Ø1ØØ122  January 22, 2Ø1Ø 

 
PRESCRIBER SEGMENT 
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Field Field Name Value Comments 

111-AM  SEGMENT IDENTIFICATION  Ø3  PRESCRIBER SEGMENT  

466-EZ  PRESCRIBER ID QUALIFIER  Ø1  National Provider Identifier 
(NPI) 

411-DB  PRESCRIBER ID  5556667772   

 
PRICING SEGMENT 

Field Field Name Value Comments 

111-AM  SEGMENT IDENTIFICATION  11  PRICING SEGMENT  

4Ø9-D9  INGREDIENT COST SUBMITTED  657{  $65.7Ø  

412-DC  DISPENSING FEE SUBMITTED  3Ø{  $3.ØØ  

426-DQ  USUAL AND CUSTOMARY CHARGE  7Ø7{  $7Ø.7Ø  

43Ø-DU  GROSS AMOUNT DUE  687{  $68.7Ø  

423-DN  BASIS OF COST DETERMINATION  1  AWP  

 
BILLING ACCEPTED RESPONSE— PAID  

RESPONSE  HEADER SEGMENT 

Field Field Name Value Comments 

1Ø2-A2  VERSION/RELEASE NUMBER  DØ D.Ø Transaction Format  

1Ø3-A3  TRANSACTION CODE  B1  Rx Billing  

1Ø9-A9  TRANSACTION COUNT  1  One occurrence  

5Ø1-F1  HEADER RESPONSE STATUS  A  Accepted  

2Ø2-B2  SERVICE PROVIDER ID QUALIFIER  Ø1  National Provider Identifier 
(NPI) 

2Ø1-B1  SERVICE PROVIDER ID  111222333Øbbbbb Store A  

4Ø1-D1  DATE OF SERVICE  2Ø1ØØ122  January 22, 2Ø1Ø 

 
RESPONSE  STATUS SEGMENT 

Field Field Name Value Comments 

111-AM  SEGMENT IDENTIFICATION  21  RESPONSE STATUS 
SEGMENT  

112-AN  TRANSACTION RESPONSE STATUS  P  Paid  

5Ø3-F3  AUTHORIZATION NUMBER  ABC12345   

 
RESPONSE CLAIM SEGMENT 

Field Field Name Value Comments 

111-AM  SEGMENT IDENTIFICATION  22  CLAIM SEGMENT  

455-EM  RX/SERVICE REF NUMBER QUALIFIER  1  Rx Billing  

4Ø2-D2  RX NUMBER/SERVICE REF NUMBER  123456789128  

 
RESPONSE PRICING SEGMENT 

Field Field Name Value Comments 

111-AM  SEGMENT IDENTIFICATION  23  RESPONSE PRICING 
SEGMENT  

5Ø5-F5  PATIENT PAY AMOUNT  697{  $69.7Ø  

5Ø6-F6  INGREDIENT COST PAID  657{  $65.7Ø  

5Ø7-F7  DISPENSING FEE PAID  3Ø{  $3.ØØ  

5Ø9-F9  TOTAL AMOUNT PAID  1Ø}  $1.ØØ- 

522-FM  BASIS OF REIMBURSEMENT 
DETERMINATION  

1  Ingredient cost paid as 
submitted  

518-FI AMOUNT ATTRIBUTED TO COPAY 687{ $68.7Ø 

571-NZ AMOUNT ATTRIBUTED TO PROCESSOR 
FEE 

1Ø{ $1.ØØ 

 
Here is another example where a one-time membership fee of $30 was assessed in addition to a $1 processor fee. 

RESPONSE PRICING SEGMENT 

Field Field Name Value Comments 

111-AM  SEGMENT IDENTIFICATION  23  RESPONSE PRICING 
SEGMENT  

5Ø5-F5  PATIENT PAY AMOUNT  997{  $99.7Ø  

5Ø6-F6  INGREDIENT COST PAID  657{  $65.7Ø  

5Ø7-F7  DISPENSING FEE PAID  3Ø{  $3.ØØ  

5Ø9-F9  TOTAL AMOUNT PAID  31Ø}  $31.ØØ- 

522-FM  BASIS OF REIMBURSEMENT 
DETERMINATION  

1  Ingredient cost paid as 
submitted  
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518-FI AMOUNT ATTRIBUTED TO COPAY 68.7{ $68.7Ø 

571-NZ AMOUNT ATTRIBUTED TO PROCESSOR 
FEE 

31Ø{ $31.ØØ 

 

4.3.2 BASIS OF REIMBURSEMENT DETERMINATION (522-FM) 
Question: 
With the Lawsuit concerning the change from AWP based on Direct, there are payers who are 
rewriting contracts which base the pricing to be transmitted to be based on Direct + a certain 
percentage and fee.   In the D.Ø standard, there is no value for Direct in the Basis of Reimbursement 
Determination.  What value should be used when “Direct” pricing is the basis for reimbursement? 
 
Response:  
For D.Ø, if “Direct” pricing is to be returned, for Basis of Reimbursement Determination, a value of 8 
(Contract Pricing) could be used if the other more specific values do not apply. A DERF for version 
D.Ø will be submitted to add a value for “Direct” in the Basis of Reimbursement Determination. If 
approved, if the External Code List dated after this value is added is used, the new value for “Direct” 
would be used. 
 
4.3.2.1 ADJUST THE INGREDIENT COST PAID AND DISPENSING FEE PAID? 
Question:  
How do you adjust the ingredient cost paid and dispensing fee paid when reimbursement is based on 
patient pay versus contracted rate? 
 
Response:  
The claim can be adjusted by using the Basis of Reimbursement Determination (522-FM) value 15 
(Patient Pay Amount) indicating that the Ingredient Cost Paid is based on Patient Pay Amount. Refer 
to Telecommunication Implementation Guide Example 34.63 Billing - Transaction Code B1 - 
Reimbursement Based on Patient Pay Amount (5Ø5-F5) which contains dispensing fee paid and 
ingredient cost paid with informational fields and Total Amount Paid of $0. 
 

4.3.3 BENEFIT STAGE 
Question:  
Can a non-Medicare Part D payer return Benefit Stage data? 
 
Response:  
Only Medicare Part D plans are to return Benefit Stage information on the response. If another 
business need comes forward, a DERF can be submitted. 
 
Question: 
Is the pharmacy required to calculate the Benefit Stage amount if the fields are not provided by the 
payer? 
 
Response: 
No. The intent of the fields is as a pass through.   
 

4.3.4 HEALTH PLAN-FUNDED ASSISTANCE AMOUNT (129-UD) 
Question: 
(Payer) has the ability to apply FSA amounts (where/when applicable) to reduce patient's 
responsibility from an adjudicated claim real time and without a separate transaction (i.e. secondary 
and separate debit card transaction).  It appears that none of the dollar fields currently support 
including those dollar amounts.  As such, if (Payer) were to apply the FSA dollars to reduce the 
patient responsibility at POS then the patient pay formula will not balance out. Can Health Plan-
Funded Assistance Amount (129-UD) be used? 
 
Response: 
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If the dollars are entirely plan funded, Health Plan-Funded Assistance Amount (129-UD) can be used. 
If the dollars are not entirely plan funded, Health Plan-Funded Assistance Amount (129-UD) cannot 
be used. 
 

4.3.5 TOTAL AMOUNT PAID (5Ø9-F9) NEGATIVE? 
Question:  
Can Total Amount Paid be returned with a negative dollar amount? 
 
Response:  
Yes. See “Amount Attributed to Processor Fee (571-NZ)” with example. 
 
Currently there are two known business cases where Total Amount Paid (5Ø9-F9) may be returned 
as a negative value.  These business cases include cash discount card programs and transaction 
click fees.   
 
Cash Discount Card Programs 
The program administrator may charge the patient a per claim administration fee or a program 
enrollment fee.  These fees should be returned in the Amount Attributed to Processor Fee field (571-
NZ).  Since the program administrator is collecting these fees, the amount would also be reflected as 
a negative Total Amount Paid (5Ø9-F9) value.    

 Cash Discount programs are not insurance and may not be properly coordinated by payers 
as other insurance.  CMS does not consider discount plans as other coverage.  From D.Ø 
Implementation Guide section 28.2.6.4.1.1 Example 1 Brand Selection: 

o “When the Amount Attributed to Processor Fee (571-NZ) is greater than zero 
resulting in a negative payment to the provider, the claim is reversed and billed to the 
next payer as Primary using the appropriate Other Coverage Code (3Ø8-C8) value.” 

 In order to clearly identify a cash discount claim so coordination does not occur with other 
insurance, it is recommended that processors return ‘ZR5’ in the Payer ID (569-J8) and a 
Payer ID Qualifier (569-J7) value of “99” - Other.   The Payer ID of ZR5 should be returned 
on all Cash Discount claim responses, regardless of the Total Amount Paid value.   

o The value of ZR5 was derived from the new field Adjudicated Payment Type (A28-
ZR) available with NCPDP Telecommunication Standard vD.3.  

 ZR = field ID 
 Value of 5 = Cash Discount    

o Claims submitted with the Medicare D BIN/PCN and  paid under the cash 
discount/negotiated price program  will be further identified with one of the following 
Benefit Stage Qualifiers 

 70 = Part D drug not paid by Part D plan benefit, paid by the beneficiary 
under plan-sponsored negotiated pricing 

 80 = Non-Part D drug not paid by Part D plan benefit, paid by the beneficiary 
under plan-sponsored negotiated pricing. 

If the provider is not able to identify the previous claim as cash discount, a negative Other 
Payer Amount Paid value may result in the member not being able to have coordinated 
benefits. 
 

Transaction Click Fees  
Transaction click fees would apply when the processor is charging a fee per transaction.    

 The transaction fee would appear as a negative Total Amount Paid (5Ø9-F9) value only in 
the situation where the fee is passed onto the patient and patient liability is 1ØØ%.  

o In this situation, the processor would return the fee in the Amount Attributed to 
Processor Fee field (571-NZ) and balance Total Amount Paid (5Ø9-F9) accordingly. 

 If the transaction fee is passed onto the provider, and returned on the B1 claim response, the 
response must balance and financials identified appropriately.   

o To promote consistency and mitigate COB claims processing issues, it is 
recommended that processors use the PLB segment in the 835 to report click fees.  
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o If trading partner agreement allows for click fee to be returned on the response, a 
negative Other Payer Amount Paid value may result in the member not being able to 
have coordinated benefits. 

 

4.3.6 RESPONSE PROCESSING GUIDELINES 
In Telecom D.4, section “Response Processing Guidelines”, “Pricing Guidelines (Claim/Service)”, 
“Patient Financial Responsibility (Claim)” and “Patient Financial Responsibility (Service)” clarification 
has been added that Patient Pay Amount (5Ø5-F5) must always be returned as well as any non-zero 
component fields. Return of zero value component fields is situational as defined in the 
implementation guide. For example: 

26.2.4 Patient Financial Responsibility (Claim) 
When the patient is expected to pay 1ØØ% of processor determined amount as total claim 
reimbursement, the response must contain: 
Patient Pay Amount (5Ø5-F5) plus any of the applicable Patient Responsibility fields included 
in this amount: 
 
Change to: 
Patient Pay Amount (5Ø5-F5) must always be returned as well as any non-zero component 
fields. Return of zero value component fields is situational as defined in the implementation 
guide.  
In the examples, zero suppression has been applied. In other examples, the zero value fields 
may be included when necessary for clarification of the calculation. 

Section “Response Pricing Segment”, “Patient Pay Amount (5Ø5-F5) Formula” has also been 
clarified. 

The above formula must be followed and the component fields returned on a response if the 
Patient Pay Amount (5Ø5-F5) is other than zero.  
Change to  
Patient Pay Amount (5Ø5-F5) must always be returned as well as any non-zero component 
fields. When the patient pay amount is 1ØØ%, the response must contain Patient Pay 
Amount (5Ø5-F5) plus any of the applicable non-zero component Patient Responsibility fields 
included in this amount. Otherwise, return of zero value component fields is situational as 
defined in the implementation guide. 

And 
(Note, the fields are not shown in the actual signed format.)  
Change to  
(Note, the fields are not shown in the actual signed format.  Total Amount Paid (5Ø9-F9) and 
Patient Pay Amount (5Ø5-F5) are required. Other component fields containing zero amounts 
are situational as defined in the implementation guide.) 

And in Example #2, Patient Pay Amount should be 2Ø.ØØ instead of 49.88. 
 

4.4 RESPONSE STATUS SEGMENT (21) 
4.4.1 ADDITIONAL MESSAGE INFORMATION 
4.4.1.1 ADDITIONAL MESSAGE INFORMATION CONTINUITY (131-UG) 
I have questions regarding the new free text message approach in Version D.0.  Basically, I'm curious 
about the use of the qualifier in field 132-UH, Additional Message Information Qualifier.  Based on the 
qualifier definitions that I found, each value represents "the XXX line of free form text with no pre-
defined structure" where XXX is first, second, third, etc.  The data dictionary states that each value 
can only occur once per transaction and must be ordered sequentially.  The Implementation Guide 
states that there is a maximum of nine occurrences within a transaction.  I guess my concern is with 
the interpretation of "line" within the context of the message.  The reason I'm asking questions is 
because we had a couple different developers read the NCPDP information and they both came up 
with different interpretations.  My concern now is that some processors may interpret the "line" 
concept of the qualifier differently without more guidance. 
 



Telecommunication Version D and Above Questions, Answers and Editorial Updates 

Version 17.Ø 
May 2Ø12 

*** OFFICIAL RELEASE*** 

 National Council for Prescription Drug Programs, Inc. 
Copyrighted Materials - See Copyright Statement for Allowed Use 

Page: 32 

In the NCPDP documents, it looks like the intention is not to require separated, readable lines that are 
self-contained in 40 characters, but it does use a counter for each line.  From the examples in the 
Implementation Guide (Sections 28.2.5.3.3 through 28.2.5.3.7), I'm not seeing the benefit of the 
continuity field, 131-UG.  In all examples, the "readable" free text message is concatenated into one 
line without any additional formatting such as an implied space or hard return. 
 
By the way, I don't interpret the Additional Message Information Continuity field, 131-UG, as part of 
the Additional Message (526-FQ) text stream.  It is simply a flag directing me on how I can display 
the text stream.  As such, I wouldn't expect someone to interpret the "raw data free text message" as 
shown in the examples with the "+" text character embedded in the message.  I would only display 
the text in the 526-FQ field and would not include any text from another field. 
 
If a processor wanted to return two statements that were longer than the 40 characters provided by a 
single message field with the intended "readable" output to be displayed as: 
 
Mary had a little Lamb, whose fleece was white as snow. And everywhere that Mary went, the lamb 
was sure to go. 
 
For additional information please call the helpdesk at 1-800-333-4444. 
 
Option A - 
I'm wondering if the processor might properly return a response with the following sequence of fields? 
NCPDP: Option A is incorrect. 

RESPONSE  STATUS SEGMENT - INCORRECT 

Field Field Name Value Comments 

111-AM  SEGMENT IDENTIFICATION  21  RESPONSE STATUS 
SEGMENT  

…… Other fields   

13Ø-UF ADDITIONAL MESSAGE INFORMATION 
COUNT 

7 (Number of 526-FQ fields 
that are returned) 

132- UH ADDITIONAL MESSAGE INFORMATION 
QUALIFIER 

“Ø1” (Line 1) 
 

526-FQ ADDITIONAL MESSAGE INFORMATION “MARY HAD A LITTLE LAMB, ”  

131-UG ADDITIONAL MESSAGE INFORMATION 
CONTINUITY 

"+" (Denotes a continuation of 
the sentence) 

526-FQ ADDITIONAL MESSAGE INFORMATION “WHOSE FLEECE WAS WHITE AS 
SNOW. ” 

 

131-UG ADDITIONAL MESSAGE INFORMATION 
CONTINUITY 

Space (Optional denotes end of 
sentence) 

526-FQ ADDITIONAL MESSAGE INFORMATION “AND EVERYWHERE THAT MARY 
WENT, ” 

 

131-UG ADDITIONAL MESSAGE INFORMATION 
CONTINUITY 

"+" (Denotes a continuation of 
the sentence) 

526-FQ ADDITIONAL MESSAGE INFORMATION “THE LAMB WAS SURE TO GO.”  

131-UG ADDITIONAL MESSAGE INFORMATION 
CONTINUITY 

Space (Optional denotes end of 
sentence) 

132-UH ADDITIONAL MESSAGE INFORMATION 
QUALIFIER 

“Ø2” (Line 2) 

526-FQ ADDITIONAL MESSAGE INFORMATION “FOR ADDITIONAL INFORMATION 
PLEASE CALL ” 

 

131-UG ADDITIONAL MESSAGE INFORMATION 
CONTINUITY 

"+" (Denotes a continuation of 
the sentence) 

526-FQ ADDITIONAL MESSAGE INFORMATION “THE HELPDESK AT ”  

131-UG ADDITIONAL MESSAGE INFORMATION 
CONTINUITY 

"+" (Denotes a continuation of 
the sentence) 

526-FQ ADDITIONAL MESSAGE INFORMATION “1-8ØØ-333-4444.”  

131-UG ADDITIONAL MESSAGE INFORMATION 
CONTINUITY 

Space (Optional denotes end of 
sentence) 

NCPDP: Option A is incorrect. 
This potential implementation fails to consistently follow two situational requirements defined 
in the Implementation Guide for each repetition: 
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Additional Message Information Qualifier (132-UH) must be present when Additional 
Message Information (526-FQ) is used.  This can be found in the multiple discussions 
of situational requirements of the Response Status Segment by transaction, including 
sections 6.4.1.2.6, 7.5.1.5.5, and many others. 
Additional Message Information Continuity (131-UG) must not be present when there 
is no continuation of the message text from the current repetition to the next 
repetition of Additional Message Information (526-FQ).  This is also found in the 
sections mentioned above and is further clarified in the note made at the end of the 
paragraph in section 33.14.2.5.1.3.  Further, this is consistent with an alphanumeric 
field containing only a space having the space suppressed and the resulting empty 
field not being included as just a field identifier in a transmission.  

 
Option B - 
Or, if the processor thinks a qualifier is required for every instance of the 526-FQ field, would this be 
correct? 
NCPDP: Option B is incorrect. 

RESPONSE  STATUS SEGMENT - INCORRECT 

Field Field Name Value Comments 

111-AM  SEGMENT IDENTIFICATION  21  RESPONSE STATUS 
SEGMENT  

…… Other fields   

13Ø-UF ADDITIONAL MESSAGE INFORMATION 
COUNT 

7 (Number of 526-FQ fields 
that are returned) 

132- UH ADDITIONAL MESSAGE INFORMATION 
QUALIFIER 

“Ø1” (Line 1) 
 

526-FQ ADDITIONAL MESSAGE INFORMATION “MARY HAD A LITTLE LAMB, ”  

131-UG ADDITIONAL MESSAGE INFORMATION 
CONTINUITY 

"+" (Denotes a continuation of 
the sentence) 

132- UH ADDITIONAL MESSAGE INFORMATION 
QUALIFIER 

“Ø1” (Line 1) 
 

526-FQ ADDITIONAL MESSAGE INFORMATION “WHOSE FLEECE WAS WHITE AS 
SNOW. ” 

 

131-UG ADDITIONAL MESSAGE INFORMATION 
CONTINUITY 

Space (Optional denotes end of 
sentence) 

132- UH ADDITIONAL MESSAGE INFORMATION 
QUALIFIER 

“Ø1” (Line 1) 
 

526-FQ ADDITIONAL MESSAGE INFORMATION “AND EVERYWHERE THAT MARY 
WENT, ” 

 

131-UG ADDITIONAL MESSAGE INFORMATION 
CONTINUITY 

"+" (Denotes a continuation of 
the sentence) 

132- UH ADDITIONAL MESSAGE INFORMATION 
QUALIFIER 

“Ø1” (Line 1) 
 

526-FQ ADDITIONAL MESSAGE INFORMATION “THE LAMB WAS SURE TO GO.”  

131-UG ADDITIONAL MESSAGE INFORMATION 
CONTINUITY 

Space (Optional Denotes end of 
sentence) 

132-UH ADDITIONAL MESSAGE INFORMATION 
QUALIFIER 

“Ø2” (Line 2) 

526-FQ ADDITIONAL MESSAGE INFORMATION “FOR ADDITIONAL INFORMATION 
PLEASE CALL ” 

 

131-UG ADDITIONAL MESSAGE INFORMATION 
CONTINUITY 

"+" (Denotes a continuation of 
the sentence) 

132-UH ADDITIONAL MESSAGE INFORMATION 
QUALIFIER 

“Ø2” (Line 2) 

526-FQ ADDITIONAL MESSAGE INFORMATION “THE HELPDESK AT ”  

131-UG ADDITIONAL MESSAGE INFORMATION 
CONTINUITY 

"+" (Denotes a continuation of 
the sentence) 

132-UH ADDITIONAL MESSAGE INFORMATION 
QUALIFIER 

“Ø2” (Line 2) 

526-FQ ADDITIONAL MESSAGE INFORMATION “1-8ØØ-333-4444.”  

131-UG ADDITIONAL MESSAGE INFORMATION 
CONTINUITY 

Space (Optional denotes end of 
sentence) 

NCPDP: Option B is incorrect. 
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This is slightly more correct than Option A in that it recognizes the need to include the 
Additional Message Information Qualifier (132-UH) before each Additional Message 
Information (526-FQ), but fails to obey the field definition requirement that the value in 132-
UH can not be repeated in the same transaction response.  The problem with invalid 
repetitions of 131-UG when continuation is not intended and the field is not properly 
populated is also included. 

 
Option C - 
From my understanding of the standard, I would actually expect a different response.  Is this correct? 
NCPDP: Option C is correct. 

RESPONSE  STATUS SEGMENT - CORRECT 

Field Field Name Value Comments 

111-AM  SEGMENT IDENTIFICATION  21  RESPONSE STATUS 
SEGMENT  

…… Other fields   

13Ø-UF ADDITIONAL MESSAGE INFORMATION 
COUNT 

6 (Number of 526-FQ fields 
that are returned) 

132- UH ADDITIONAL MESSAGE INFORMATION 
QUALIFIER 

“Ø1” (Line 1) 
Used for first line of free 
form text with no pre-
defined structure. 

526-FQ ADDITIONAL MESSAGE INFORMATION MARY HAD A LITTLE LAMB, Up to 4Ø Bytes 

131-UG ADDITIONAL MESSAGE INFORMATION 
CONTINUITY 

+ Continuation character 

132- UH ADDITIONAL MESSAGE INFORMATION 
QUALIFIER 

Ø2 Used for second line of 
free form text with no pre-
defined structure. 

526-FQ ADDITIONAL MESSAGE INFORMATION  WHOSE FLEECE WAS WHITE AS 
SNOW. 

Up to 4Ø Bytes 
(Note presence of a 
leading space.) 

131-UG ADDITIONAL MESSAGE INFORMATION 
CONTINUITY 

+ Continuation character 

132- UH ADDITIONAL MESSAGE INFORMATION 
QUALIFIER 

Ø3 Used for third line of free 
form text with no pre-
defined structure. 

526-FQ ADDITIONAL MESSAGE INFORMATION  AND EVERYWHERE THAT MARY 
WENT, 

Up to 4Ø Bytes 
(Note presence of a 
leading space.) 

131-UG ADDITIONAL MESSAGE INFORMATION 
CONTINUITY 

+ Continuation character 

132- UH ADDITIONAL MESSAGE INFORMATION 
QUALIFIER 

Ø4 Used for fourth line of free 
form text with no pre-
defined structure. 

526-FQ ADDITIONAL MESSAGE INFORMATION  THE LAMB WAS SURE TO GO. Up to 4Ø Bytes 
(Note presence of a 
leading space.) 

132-UH ADDITIONAL MESSAGE INFORMATION 
QUALIFIER 

Ø5 Used for fifth line of free 
form text with no pre-
defined structure. 

526-FQ ADDITIONAL MESSAGE INFORMATION FOR ADDITIONAL INFORMATION 
PLEASE CALL T 

Up to 4Ø Bytes 

131-UG ADDITIONAL MESSAGE INFORMATION 
CONTINUITY 

+ Continuation character 

132-UH ADDITIONAL MESSAGE INFORMATION 
QUALIFIER 

Ø6 Used for sixth line of free 
form text with no pre-
defined structure. 

526-FQ ADDITIONAL MESSAGE INFORMATION HE HELPDESK AT 1-8ØØ-333-
4444. 

Up to 4Ø Bytes 

NCPDP: Option C is correct. 
This is correct and reflects the two methods by which large text strings will be broken into 40 
character segments. 

 
The processor’s use of algorithms to locate the proper place to break strings between words 
or sentences as shown with the nursery rhyme in the first 4 segments should not be 
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expected, but may be applied.  If the processor does employ such logic, there must be no 
expectation that the provider will insert spaces at either end of continued messages and so 
they must be included in the message text sent. 
 
The last two segments are what should be expected from a processor that uses simple 40 
character segment breaks that may occur in the middle of a word. 

 
How these two messages are formatted for display by a pharmacy practice management 
system is then at the sole discretion of the system.  For instance, if it is determined by the 
vendor and the vendor’s client(s) that a small scrolling window using variable typeface that 
typically shows 3 lines of 45-55 characters is preferred, there is no reason that system should 
be expected to do anything differently. 

 
See also section “Additional Message Information Examples”. 
 
4.4.1.2 USE OF ADDITIONAL MESSAGE INFORMATION FOR NEXT AVAILABLE FILL DATE 
A new field of Next Available Fill Date (BØ4-BT to be approved) was added to Telecom version D.9. 
To support the need to send a structure with the next available fill date, a new value of “10” was 
added to Additional Message Information Qualifier (132-UH). If prior to Telecom version D.9, the next 
available fill date is sent on a rejected response - in Claim Billing/Encounter, Predetermination of 
Benefits, Claim Rebill, and Prior Authorization Request And Billing transactions – to send a structured 
response, the Additional Message Information Qualifier (132-UH) of “10” is used, with the date in 
format CCYYMMDD in the Additional Message Information (526-FQ). 
 
4.4.1.3 ADDITIONAL MESSAGE INFORMATION QUALIFIER (132-UH) APPEAR MORE THAN 

ONCE? 
Question: Can Additional Message Information Qualifier (132-UH) appear more than once in a 
segment in a transaction? 
 
Response: The Additional Message Information Count (13Ø-UF) occurs only once; it does not repeat 
(see section “Structure Quick Reference”). Additional Message Information Count (13Ø-UF) contains 
the total number of occurrences of the Additional Message Information Qualifier (132-UH). The Count 
cannot contain a value greater than the highest number of defined qualifier values of the Additional 
Message Information Qualifier (132-UH) in the NCPDP External Code List. See NCPDP 
Telecommunication Implementation Guide sections “Additional Message Information Fields” and 
“Standard Conventions”, subsection “Repetition and Multiple Occurrences”, subsection “Additional 
Message Information Count”. (Note: If the count field was allowed to occur multiple times in a 
segment, it would, per the standard, be a counter field. This is not the case.) 
 

4.4.2 REJECT CODE (511-FB) “7Ø “AND “MR “ 
In Telecommunication Implementation Guide Version D.3, Reject Code (511-FB) value “7Ø “ was 
modified from “Product Service ID Not Covered” to “Product/Service Not Covered – Plan/Benefit 
Exclusion” and value “MR “ was modified from “Drug Not On Formulary” to “Product Not on 
Formulary”. Section “Appendix G Two Way Communication to Increase the Value of On-Line 
Messaging” and “Transmission Examples” were updated with the modified description. Value “MR “ 
was also added to Appendix G. The clarification of these reject code values is available to 
implementers in the January 2Ø1Ø External Code List. 
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5 TYPOGRAPHICAL ERRORS 
5.1 TELECOMMUNICATION STANDARD IMPLEMENTATION GUIDE FIELDS 
5.1.1 ADDITIONAL MESSAGE INFORMATION EXAMPLES 
In section “Additional Message Information Fields”: 

The raw data free text message for Example 2 
 “HELP DESK TO ASSIST WITH QUESTIONS. ASK FOR SHELLY SMITH.” was changed to  
“HELP DESK TO ASSIST WITH QUESTIONS.”  
“ASK FOR SHELLY SMITH.”  
 
And the readable was modified to two lines. 
HELP DESK TO ASSIST WITH QUESTIONS.  
ASK FOR SHELLY SMITH. 
 
The raw data free text message for Example 3 
“PRIOR AUTHORIZATION EXPIRATION 12/31/200+7. FOR CONTINUATION OF SERVICE, 
CONTACT+ PRESCRIBER.” was changed to  
“PRIOR AUTHORIZATION EXPIRATION 12/31/200” + “7. FOR CONTINUATION OF 
SERVICE, CONTACT ” + “PRESCRIBER.” 
 
The raw data free text message for Example 5 
“NEXT AVAILABLE FILL DATE = 12/31/2ØØ7 WIT+H PRIOR AUTHORIZATION EXPIRING” 
was changed to  
“NEXT AVAILABLE FILL DATE = 12/31/2ØØ7 WI” + “TH PRIOR AUTHORIZATION 
EXPIRING” 

See also Section “Response Status Segment (21)”, subsection “Additional Message Information 
Continuity (131-UG)”. This has been corrected in version D.A. 
 

5.1.2 DATE OF SERVICE (4Ø1-D1) 
Section “Transmission Examples”, “Eligibility Medicare Part D to Facilitator - Request”, “Scenario 6 – 
Adjusted Request to Scenario 5”  the Date of Service (4Ø1-D1) was August 1, 2ØØ6. It was 
supposed to be November 1, 2ØØ6 per the text. It has been corrected in Version D.3 and above. 
 

5.1.3 HELP DESK PHONE NUMBER QUALIFIER (549-7F) 
In the matrices, Help Desk Phone Number Qualifier was inadvertently identified as (55Ø-7F). It has 
been corrected to (549-7F). 
 
In some of the transaction charts, Help Desk Phone Number Qualifier (549-7F) situation had a typo 
that referred to the Number as (55Ø-F8) instead of (55Ø-8F) – “Required if Help Desk Phone Number 
(55Ø-8F) is used.” This has been corrected in version D.5. 
 

5.1.4 INTERNAL CONTROL NUMBER (993-A7) 
In the chart for Coordination of Benefits/Other Payments Segment (Claim Rebill),, Internal Control 
Number (993-A7) was switched with Other Payer Date (443-E8).  
 

 COORDINATION OF BENEFITS/OTHER PAYMENTS 

SEGMENT 
 

Field Field Name 
111-AM SEGMENT IDENTIFICATION 

337-4C COORDINATION OF BENEFITS/OTHER PAYMENTS COUNT 

338-5C OTHER PAYER COVERAGE TYPE 

339-6C OTHER PAYER ID QUALIFIER 

34Ø-7C OTHER PAYER ID  



Telecommunication Version D and Above Questions, Answers and Editorial Updates 

Version 17.Ø 
May 2Ø12 

*** OFFICIAL RELEASE*** 

 National Council for Prescription Drug Programs, Inc. 
Copyrighted Materials - See Copyright Statement for Allowed Use 

Page: 37 

 COORDINATION OF BENEFITS/OTHER PAYMENTS 

SEGMENT 
 

Field Field Name 
993-A7 INTERNAL CONTROL NUMBER 

443-E8 OTHER PAYER DATE 

 
This has been corrected in Version D.4. 

 COORDINATION OF BENEFITS/OTHER PAYMENTS 

SEGMENT 
 

Field Field Name 
111-AM SEGMENT IDENTIFICATION 

337-4C COORDINATION OF BENEFITS/OTHER PAYMENTS COUNT 

338-5C OTHER PAYER COVERAGE TYPE 

339-6C OTHER PAYER ID QUALIFIER 

34Ø-7C OTHER PAYER ID  

443-E8 OTHER PAYER DATE 

993-A7 INTERNAL CONTROL NUMBER 

 

5.1.5 OTHER COVERAGE CODE (3Ø8-C8) 
Question: In the D.0 Imp Guide on page 751, looks like we have a typo.  We say "When Other 
Coverage Code > 8,..." when I think it should state "When Other Coverage Code = 8,..."  I think that 
should be equal, not greater than.  

 
When Other Coverage Code > 8, the Coordination of Benefits/Other Payments Segment 
must be viewed to determine the Patient Responsibility Amount from the prior payer. In 
coordination of benefits processing, the Pricing Segment appears as it would exist for a 
PRIMARY CLAIM. Processor must use Coordination of Benefits/Other Payments 
Segment fields to determine billing amount. 

 
Response: 
This is a typo; it should be = 8. This was corrected in Telecommunication Standard Version D.A. 
 

5.1.6 OTHER PAYER COVERAGE TYPE (338-5C) 
In section 28.2.1Ø RESPONSE COORDINATION OF BENEFITS/OTHER PAYERS SEGMENT, the 

sentence “Other Payer Coverage Type (355-NT) – will contain the other payer’s level of coverage for 
the patient, such as primary, secondary, tertiary, etc.” has the incorrect field number. The correct field 
number is 338-5C. This has been corrected in version D.3 of the implementation guide. 
 

5.1.7 QUANTITY PRESCRIBED (46Ø-ET) 
In some “Transmission Examples” in the Telecom Imp Guide, the field Quantity Dispensed (46Ø-ET) 
was included. This field is not used in Claim Billing. It has been removed from these examples in 
version D.5. 
 

5.1.8 REPEATING DESIGNATION 
In various places the designation “N***R***” or “Q***R***” were missing an asterisk. It has been 
corrected. 
 

5.1.9 ROUTE OF ADMINISTRATION (995-E2)  
In the examples in the implementation guide, the old values (two digit codes) were inadvertently left. 
In a future version of the implementation guide (D.3), this has been corrected to SNOMED codes 
which are the correct value set to be used. For example, 
995-E2 ROUTE OF ADMINISTRATION Q 11 Oral 
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Should be 
995-E2 ROUTE OF ADMINISTRATION Q 26643ØØ6 Oral 

 

5.2 TELECOMMUNICATION STANDARD IMPLEMENTATION GUIDE SEGMENTS 
5.2.1 GENERAL 
In section “Request Segment Matrices by Field within Segment” shading was inadvertently missing 
from not used cells in the Coordination of Benefits/Other Payments Segment for Eligibility Verification 
and Predetermination of Benefits. Shading was also corrected in the Prescriber Segment and the 
DUR/PPS Segment in the Prior Authorization Reversal (Claim/Service) and Prior Authorization 
Inquiry. Shading was also corrected in the Response Claim Segment in a Controlled Substance 
Reporting Reversal for Rejected/Rejected cells. 
 
In section “Response Insurance Segment (Information Reporting) (Transmission 
Accepted/Transaction Approved)” rows marked “N” (Not used) were inadvertently designated with “S” 
(Situational) instead of “N”. 
 
These changes were corrected in Version D.3 and above. 
 

5.2.2 CLAIM SEGMENT 
An editorial correction was made to Product/Service ID (4Ø7-D7) that had the exact same note as 
Product/Service ID Qualifier (436-E1). “Mandatory. Must contain the Product/Service ID (436-E1) 
value from original Billing.” This was corrected to “Mandatory. Must contain the Product/Service ID 
(4Ø7-D7) value from original Billing.” This was corrected in version D.5 and above. 
 

5.2.3 COUPON SEGMENT 
5.2.3.1 PRIOR AUTHORIZATION REQUEST AND BILLING TRANSACTION 
In Telecom D.Ø, the Coupon Segment is inadvertently omitted from the Prior Authorization Request 
And Billing transaction. As the lack of this segment is more than just an editorial correction, a 
workaround must be used for Version D.Ø. If a Prior Authorization Request And Billing function 
requires a Coupon Segment, the Prior Authorization Request transaction should be sent. The Claim 
Billing transaction can then be sent with the Coupon Segment included. 
 
The Coupon Segment was added to the Prior Authorization Request And Billing transaction in 
Version D.7. 
 

5.2.4 CLINICAL SEGMENT 
In section “Repeating Data Elements”, subsection “Request Segments”, “Clinical Segment”, 
“Diagnosis Code Count”, the Clinical Information Counter fields were not tabbed correctly in the chart. 
They are displayed correctly below. This change was made in Version D.5 and above. 

Field Field Name 

491-VE Diagnosis Code Count 

492-WE Diagnosis Code Qualifier 

424-DO Diagnosis Code 

493-XE Clinical Information Counter 

494-ZE Measurement Date 

495-H1 Measurement Time 

496-H2 Measurement Dimension 

497-H3 Measurement Unit 

499-H4 Measurement Value 

 

5.2.5 PATIENT SEGMENT 
In the Controlled Substance Reporting Reversal transaction, the Patient Segment chart was omitted. 
It has been added (version D.3). 
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In the Information Reporting Reversal diagrams, the Patient Segment was inadvertently included. The 
Patient Segment is not used in this transaction. It has been removed (version D.3). 
 

5.2.6 PURCHASER SEGMENT 
In the Controlled Substance Reporting transaction, a “Note” on the Purchaser Segment inadvertently 
referenced the Patient Segment. It has been corrected to Purchaser Segment. 
 

5.2.7 RESPONSE CLAIM SEGMENT 
5.2.7.1 MEDICAID SUBROGATION CLAIM BILLING OR ENCOUNTER 
A typo was corrected. Response Claim Segment (Medicaid Subrogation Claim Billing or Encounter) 
(Transmission Accepted/Transaction Paid) table had “Response Insurance Segment” in the table 
heading. It has been changed to “Response Claim Segment”. This was corrected in Telecom version 
D.6 and above. 
 
5.2.7.2 PRIOR AUTHORIZATION REQUEST AND BILLING RESPONSE 
The following verbiage inadvertently appeared in Notes on Response Claim Segment on a Prior 
Authorization Request And Billing Response (Rejected). The information appears correctly in Notes 
on Response Coordination of Benefits/Other Payers Segment on a Prior Authorization Request And 
Billing Response (Rejected). This was corrected in Telecom version D.5 and above. 
 
1. If the identity of the patient is partially verified and the Prior Authorization Request And Billing 
is rejected due to a non-match of field verification, then the Other Payer information is not sent. 
2. If the Prior Authorization Request And Billing is rejected because it should be submitted to 
other payer(s) first, that Other Payer information should be sent, if known. 
3. If the Prior Authorization Request And Billing is rejected due to benefit design limitations, then 
subsequent Other Payer information should be sent, if known. 
 
If the Prior Authorization Request And Billing rejects for other reasons than above, Other Payer 
information is not sent. 
 
If additional payer(s) for this patient is not known, the Other Payer information is not sent. 
 
If additional payer(s) for this patient is known, the following may be sent:  
• Other Payer ID (34Ø-7C) and Other Payer ID Qualifier (339-6C),  
• Other Payer Group ID (992-MJ),  
• Other Payer Processor Control Number (991-MH),  
• Other Payer Cardholder ID (356-NU). 
 
In addition, if any of the following three fields are sent: 
• Other Payer Processor Control Number (991-MH),  
• Other Payer Cardholder ID (356-NU),  
• Other Payer Group ID (992-MJ),  
then the Other Payer ID (34Ø-7C) and Other Payer ID Qualifier (339-6C) must be sent. 

 
5.2.8 RESPONSE COORDINATION OF BENEFITS/OTHER PAYERS SEGMENT 
In the Prior Authorization Reversal matrix, the Response Coordination of Benefits/Other Payers 
Segment was inadvertently copied with field designations. This segment is not used in PA Reversal 
and was changed to all shaded in Version D.3 and above. 
 

5.3 TELECOMMUNICATION STANDARD IMPLEMENTATION GUIDE EXAMPLES 
 

5.3.1 BILLING – TRANSACTION CODE B1 – COORDINATION OF BENEFITS SCENARIO 

PHARMACY BILLS TO SECONDARY WHICH MEETS DESIGNATION AS GOVERNMENT 
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PAYER , PATIENT REQUESTS BRAND 
Typos were corrected in section “Transmission Examples”, “Billing – Transaction Code B1 – 
Coordination of Benefits Scenario Pharmacy Bills To Secondary Which Meets Designation As 
Government Payer, Patient Requests Brand”. This has been corrected in Telecom Version D.6. 
 
351-NP OTHER PAYER-PATIENT 

RESPONSIBILITY AMOUNT QUALIFIER 
R Ø1 Ø5 Amount Applied to Periodic Deductible (517-

FH) as reported by previous payer 
Amount of Copay (518-FI) as reported by 
previous payer. 

351-NP OTHER PAYER-PATIENT 

RESPONSIBILITY AMOUNT QUALIFIER 
R Ø711 Amount of Coinsurance (572-4U) as reported 

by previous payer. 
Amount Attributed to Product Selection/Brand 
Non-Preferred Formulary Selection (136-UN) 
as reported by previous payer 

And the Note was added: 
136-UN AMOUNT  ATTRIBUTED TO PRODUCT 

SELECTION/BRAND NON-PREFERRED 

FORMULARY SELECTION 

Q 25Ø{ $25.ØØ 
Note: Product Selection cost is NOT being paid 
by the secondary payer, but they are returning 
this for patient to pay. 

 

5.3.2 BILLING ï TRANSACTION CODE B1 ï COORDINATION OF BENEFITS SCENARIOS 

PHARMACY BILLS TO INSURANCE DESIGNATED BY PATIENT 
Example “Billing – Transaction Code B1 – Coordination of Benefits Scenarios Pharmacy Bills To 
Insurance Designated By Patient” inadvertently listed Quantity Dispensed (442-E7) twice and in one 
subsection was missing Dispense As Written (4Ø8-D8). 
 

5.3.3 BILLING - TRANSACTION CODE B1 - COB SCENARIO - PHARMACY BILLS 

REPORTING AMOUNT PAID BY PREVIOUS PAYER ONLY 
Example “Billing - Transaction Code B1 - COB Scenario - Pharmacy Bills Reporting Amount Paid by 
Previous Payer Only”, “Secondary Response – Paid”, Basis of Reimbursement Determination (522-
FM) was listed twice. The row with value 14 has been deleted. This has been corrected in Telecom 
D.8. 
 

5.3.4 CONTROLLED SUBSTANCE REPORTING (GENERAL) EXAMPLES 
Telecommunication Standard Implementation Guide Version D.6 and below, some Controlled 
Substance Reporting (General) transaction examples contained a patient phone number, which was 
a not used field at the time. 
 

5.3.5 EXAMPLES USING MEDIGAP ID (359-2A) 
Section “Transmission Examples”, some Medicare examples were corrected. The value 
“TXMEDICAID” in Medigap ID (359-2A) should have been removed and the state added with the use 
of the Medicaid Indicator (36Ø-2B). Provider Accept Assignment Indicator (361-2D) was added.  

 “Billing – Transaction Code B1 with Additional Documentation Segment” 

 “Billing – Transaction Code B1 with Facility Information” 

 “Billing – Transaction Code B1 with Additional Doucmentation and Facility Information” 

 “Billing – Transaction Code B1 with Narrative Information” 

 “Billing – Transaction Code B1 with Facility Information and Narrative Information” 

 “Billing – Transaction Code B1 with Addiitonal Documentation and Narrative Information” 
 

5.4 APPENDIX A. HISTORY OF DOCUMENT CHANGES CORRECTIONS 
In the Telecommunication Standard Implementation Guide, in this appendix in subsection Version C.4 
changes, Submission Clarification Code (42Ø-DK) was noted with new values. The list was incorrect. 
The External Code List is correct; just this list in the appendix was incorrect. This has been noted in 
version D.3 appendix. The corrected statement is: 
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 14 = Long Term Care Leave of Absence - The pharmacist is indicating that the cardholder 
requires a short-fill of a prescription due to a leave of absence from the Long Term Care (LTC) 
facility.  

 15 = Long Term Care Replacement Medication - Medication has been contaminated during 
administration in a Long Term Care setting.   

 16 = Long Term Care Emergency box (kit) or automated dispensing machine – Indicates that 
the transaction is a replacement supply for doses previously dispensed to the patient after 
hours.  

 17 = Long Term Care Emergency supply remainder - Indicates that the transaction is for the 
remainder of the drug originally begun from an Emergency Kit.  

 18 = Long Term Care Patient Admit/Readmit Indicator - Indicates that the transaction is for a 
new dispensing of medication due to the patient’s admission or readmission status.  

 

5.5 EXTERNAL CODE LIST NOTABLES 
5.5.1 REJECT CODE (511-FB) LIST 
This list inadvertently listed “7F “ and “7G “ with similar descriptions. Value “7F “ will be removed 

7F – Future date not allowed for Date of Birth 
7G – Future Date not Allowed for DOB 
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6 GENERAL QUESTIONS 
 

6.1 HOW SOON SUPPORT THIS DOCUMENT? 
Question: 
Once the Version D Editorial is published, how soon do implementers need to support?  
 
Response: When the Version D Editorial is published, it is effective for use. 

 
6.2 PRINTABLE CHARACTERS 
To clarify, the statement in the Telecommunication Implementation Guide “The use of lower case 
letters ASCII 97 - 122 (61 - 7A hex) is not allowed in the Telecommunication Standard” is actually 
stating “The use of lower case letters ASCII 97 - 122 (61 - 7A hex) is not allowed in the 
Telecommunication Standard format.” 
 

6.3 REJECT CODE GUIDANCE 
See “Appendix A – Reject Codes for 511-FB” in the NCPDP External Code List for guidance on the 
use of reject codes. 
 

6.4 SYNTAX ERROR 
Question:  
What constitutes a syntax error? 
 
Response:  
Syntax errors encompass all errors that are associated with the parsing of the transmission. The 
purpose of a syntax error in the standard is to call out an error in the structure of the transmission as 
opposed to an error in the data associated with the transmission.  Best practice for handling a syntax 
error is to recognize that it applies only to structural errors within a transmission and must be 
accompanied if possible by the location (e.g. byte count, the last parsable field) within the 
transmission at which the syntax error was encountered.  Syntax error does not apply to the data 
content of a properly parsable field. In this case an M/I or more specific reject code should be 
returned.  
 

6.5 NOT USED DATA ELEMENT 
Question:  
For a Telecommunication transaction, if a data element is defined as "NOT USED" in the 
implementation guide and on the "Request" transaction a "NOT USED" data element is present; 
then RECEIVER of the transaction is required to reject the transaction?   
 
Response:  
Yes. See also the ECL - section APPENDIX A - REJECT CODES For 511-FB. 
 

6.6 VACCINE ADMINISTRATION 
See section “Vaccine Administration”. 
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7 NCPDP BATCH STANDARD 
7.1 DELIMITER 
Question: Can we require (as a processor in compliance with the standard) that the submitter delimit 
each record in the Batch Standard by ASCII Carriage Return Line Feed (CRLF) in addition to the 
Start and End Text fields? We UNZIP and FTP the transmitted files to our mainframe system before 
processing and end up with a file of individual D.Ø records. Without the CRLF, we will get continuous 
string of characters. These widely used utilities already handle the parsing of each record without 
touching the contents of it based on CRLF. Once in the mainframe file, no extra characters are 
present at the end of each record. In other words, is the standard to be interpreted in its purest way 
and no CRLF allowed? Or, does NCPDP allow using an extra character outside of the standard to 
delimit each batch claim record, similar to a text editor or other commonly used pieces of software? 
 
Response: No, a payer must not require that a provider include delimiters other than those defined in 
the standard. The NCPDP Batch Standard Version 1.2 defines the delimiters to be used to separate 
records contained within a batch submission. The Start and End of Text characters are established to 
delimit the records within the file, as variable length Detail Records may be sent in the file. No 
additional delimiters must be required of a provider to fulfill this purpose. 
 

7.2 RESPONSE FORMAT 
Question: When responding to a Batch Standard Version 1.2 transmission is the response format 
required the same as the response for Telecommunication Standard Version D.Ø?  
 
Response: Yes. The format of the Batch Standard request and response is based on the 
Telecommunication standard. The Telecommunication Standard Version D.Ø billing claim response 
would be “wrapped” with the Batch Standard Version 1.2 Header/Detail/Trailer format (envelope). 
 

7.3 SEGMENT DEFINITION 
7.3.1 BATCH STANDARD SEGMENT USAGE DIFFERENT THAN TELECOMMUNICATION 

STANDARD? 
Question: If a processor is using both the Telecommunication Standard Version D.Ø and Batch 
Standard Version 1.2 can they define different segments and qualifiers to be used in each standard? 
How would that be communicated to their Trading Partners?  
 
Response: Yes, via payer sheets, etc.  
 

7.4 TRANSACTION PROCESSING 
7.4.1 BATCH PROCESSING – REJECT 
Question: Does the logic for transmission reject apply to Batch Standard Version 1.2? Specifically if 
the transmission is rejected does it require that all transactions be marked as rejects as well?  
 
Response: If a reject occurs at the Required Transaction Header Section level of the batch file, the 
entire batch is rejected (see Batch Implementation Guide). If a reject occurs in the Detail Data Record 
within the Batch file, then the detail record is rejected. The Detail Data Record may be rejected due to 
the batch structure (Text Indicator, Segment Identifier, or Transaction Reference Number with some 
problem, or it may be rejected due to syntax or processing of the NCPDP Data Record. 
 
Once the processing of the NCPDP Data Record occurs, the same structure and syntax rules apply 
as in the Telecommunication Standard Version D.Ø (for example). As processing of the NCPDP Data 
Record occurs, the claim or service (for example) may be rejected for various reasons. Note that 
within the NCPDP Data Record, the transmission level/transaction level applies where there may be 
one to four transactions within the transmission of one NCPDP Data Record within the Detail Data 
Record.  
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For example, the file may contain the following: 
Required Transaction Header Section 
 Detail Data Record 
  Containing one NCPDP Data Record 

Containing from one to four claim/service transactions 
 
The NCPDP Data Record in the Batch Standard is the same as the “transmission” level in the 
Telecommunication Standard. The statement above “containing from one to four claim/service 
transactions” is the same as the discussion in the Telecommunication Standard about multiple claims 
or services per transmission (using the Transaction Count field). 
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8 LONG-TERM CARE (LTC) PHARMACY CLAIMS 
SUBMISSION RECOMMENDATIONS FOR VERSION D.Ø 

 
8.1 INTRODUCTION (PURPOSE) 
This section is intended to provide practical guidance for providers and payers handling pharmacy 
claims for LTC residents - especially those residents who are Medicare Part D beneficiaries.  
 
This section is focused on the use of the NCPDP Telecommunication Standard Version D.Ø. Any 
issues that pertain to the NCPDP Batch Standard Version 1.2 will be noted as applicable. 
 

8.2 BACKGROUND 
Payers and LTC Pharmacy providers need to coordinate to ensure that the CMS objectives of the 
Part D program are met successfully. A large segment of Part D enrollees comprise the entire 
population of dual-eligible beneficiaries, many of whom are LTC residents. Since 2ØØ6, the majority 
of claims processed for LTC residents shifted from state Medicaid processors to a much larger 
number of Prescription Drug Plans (PDPs) and Medicare Advantage Plans (MA-PDs). 
 
It is critical that all providers and payers who are transacting pharmacy claims for LTC residents are 
doing so using the same codes and field values to signal that claims are indeed for LTC residents. 
We also strive to ensure that the unique dispensing circumstances for the special population of the 
frail elderly are being communicated uniformly. 
 
HIPAA is relevant to the Medicare Part D program in that Part D sponsors, prescribers, and 
dispensers are considered covered entities if they meet the definition of a covered health care 
provider, health plan, or health care clearinghouse. (See 65 FR 5Ø312) As covered entities, these 
entities will be subject to the HIPAA electronic transactions and code set regulations, which adopted 
the NCPDP Telecommunication Standard Version D.Ø for all named HIPAA transactions. For 
example, they must use Version D.Ø for claims processing, eligibility determination, and the other 
transactions. (See 45 CFR Part 162). Therefore, providers and payers must accomplish these goals 
using the existing NCPDP Telecommunication Standard Version D.Ø per the Medicare Modernization 
Act regulations. 
 
CENTERS FOR MEDICARE/MEDICAID SERVICES (CMS) DEFINITION OF A 
LONG TERM CARE FACILITY 
 
Final Part D regulations from CMS (page 129) note: "We have expanded the definition of the term 
³long-term care facility² in §423.1ØØ of our final rule to encompass not only skilled nursing facilities, 
as defined in section 1819(a) of the Act, but also any medical institution or nursing facility for which 
payment is made for institutionalized individuals under Medicaid, as defined in section 19Ø2(q) (1) (B) 
of the Act.... Such an expansion would include ICFs/MR and inpatient psychiatric hospitals along with 
skilled nursing and nursing facilities in the definition of a long-term care facility, provided those 
facilities meet the requirements of a medical institution that receives Medicaid payments for 
institutionalized individuals under section19Ø2(q)(1)(B) of the Act." 
 

8.3 ISSUES AND RECOMMENDATIONS 
8.3.1 PROVIDER CONTRACTS 
Providers and payers may have multiple and different contracts that refer to different formularies and 
reimbursement terms. One contract may be for ambulatory retail. One may be for LTC. Yet another 
may be for Home Infusion services. It is important that the provider attempt to signal which contract 
should be invoked for any claim real-time during the adjudication event. 
 

8.3.2 HOW DO WE KNOW WE HAVE A LTC TRANSACTION? 
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8.3.2.1 QUALIFYING THE PATIENT 
There is an industry need to identify the “Patient Residence” because of Medicare Part D. 
 
There are four types of potential patient-PDP-contract circumstances: 

 Actual LTC (recognized by CMS for unique Part D dispensing and MTM circumstances, 
encompassed in definition above) 

 Assisted Living (product and patient compliance packaging services) 

 Home Infusion Therapy (HIT) (includes product and nursing services) 

 Ambulatory/Retail/Other (product only at retail rate) 
 
The “care” of long-term care (LTC) is specified by the setting in which the patient resides. 
The setting that the patient resides in can be reasonably established using the field Patient 
Residence 384-4X. 
 
Multiple care settings that qualify as LTC are represented in the available Version D.Ø 
Telecommunication Standard code set. To avoid confusion, it is recommended that only one code is 
used for qualifying LTC and one code for assisted living. 
 
Another data element is available that indicates that the submitter of the claim attests that the facility 
is a CMS Part D Defined facility.  This attestation occurs by placing the value Y in the field CMS Part 
D Defined Qualified Facility 997-G2. 
 
8.3.2.2 QUALIFYING THE PHARMACY SERVICE 
The pharmacy service type is specified using the field Pharmacy Service Type 147-U7.   
The place that the pharmacy service is performed is specified using the field Place of Service 3Ø7-
C7. 
 
RECOMMENDATION: 
 Long Term Care Facility 

Four fields work in tandem to identify and qualify various combinations of pharmacy service 
and patient level of care.  For Part D LTC claim submissions industry practice is to submit all 
four fields to create consistent submission standard across all payers. Plans must not reject 
claims because they do not use one or more of these fields see Section "Standard 
Conventions", subsection "Character Set Designation Truncation". They are: 

 
Patient Residence 384-4X 

For a LTC resident use code “3” = Nursing Facility. This code is broad enough to 
encompass all claims for patients who reside in LTC facilities (refer to CMS LTC 
definition). 
 

CMS Part D Defined Qualified Facility 997-G2 
For a qualified LTC facility use value = Y 

 
Place of Service 3Ø7-C7 

For a pharmacy service dispensed from the pharmacy use value = “1” 
 

Pharmacy Service Type 147-U7 
For a Long Term Care Pharmacy Service use value = “5”. 
For a Home Infusion Therapy Provider Service use value = “3”. 
For a Retail Pharmacy use value = “1” 

  
Assisted Living Facility 
Services to an Assisted Living Facility (ALF) resident may be provided by a LTC Pharmacy or 
a Retail Pharmacy. Three fields work in tandem to identify and qualify various combinations 
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of pharmacy service and patient level of care.  For Part D LTC claim submissions, industry 
practice is to submit all three fields to create consistent submission standard across all 
payers. Plans must not reject claims because they do not use one or more of these fields see 
Section "Standard Conventions", subsection "Character Set Designation Truncation". They 
are: 

 
Patient Residence 384-4X 

For an ALF resident, use code “4” = Assisted Living Facility. CMS is encouraging 
PDPs to identify residents in ALFs, and if the resident is currently receiving special 
packaging or services, the PDPs may need to uniquely identify assisted living 
residents receiving special packaging or services. 

 
Place of Service 3Ø7-C7 

For a pharmacy service dispensed from the pharmacy use value = “1” 
 

Pharmacy Service Type 147-U7 

For a Long Term Care Pharmacy Service use value = “5”. 
For a Retail Pharmacy Service use value = “1” 

  
Home Infusion Therapy 
Home Infusion Therapy (HIT) services may be provided in the patient’s home or in an ALF. 
Three fields work in tandem to identify and qualify various combinations of pharmacy service 
and patient level of care.  For Part D LTC claim submissions, industry practice is to submit all 
three fields to create consistent submission standard across all payers. Plans must not reject 
claims because they do not use one or more of these fields see Section "Standard 
Conventions", subsection "Character Set Designation Truncation". They are: 

 
Patient Residence 384-4X 

CMS is encouraging PDPs to identify residents in ALFs, and if the resident is 
currently receiving special packaging or services, the PDPs may need to uniquely 
identify assisted living residents receiving special packaging or services. 
 
For a home based HIT patient use code “1” = Home.  
 
For an ALF resident, use code “4” = Assisted Living Facility.  

 
Place of Service 3Ø7-C7 

For a pharmacy service dispensed from the pharmacy use value = “1” 
 

Pharmacy Service Type 147-U7 
For a Home Infusion Therapy Provider Service use value = “3”. 

 

8.3.3 SPECIAL PACKAGING 
LTC pharmacies typically dispense oral solid medication (e.g., tablets, capsules, caplets) in a unit-
dose package. This is what CMS refers to as special packaging services. 
 
LTC pharmacies commonly repackage pills purchased in bulk bottles into unit dose cards and 
containers to allow for storage in special patient drawers in medication carts at the facility for nurse 
administration. 
 
Multi-drug packaging that increases patient medication compliance is prevalent in the LTC SNF and 
ALF service settings.  This is drug packaging where all of the pills that are taken at a particular time 
and date, say 8am on MM/DD/CCYY are packaged in individual envelopes or pill bubbles. 
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Providers may also need to refer to their trading partner agreements and/or provider communications 
for specific billing requirements for unit dose, multi-drug, and other custom packaging. 
 
RECOMMENDATION: 

429-DT – Special Packaging Indicator 
Use value “2” = Manufacturer Unit Dose 
Use value “3” = Pharmacy Unit Dose 
Use value “4” = Custom packaging – unit-dose compliance-prompting packaging 
Use value “5” = Multi-drug Compliance Packaging – packaging such that all of the 
pills that are taken at the same time and date by the patient are contained in 
individual envelopes or packaging bubbles. 

 

Note 
Manufacturer unit-dose National Drug Codes (NDCs) are prevalent in LTC dispensing. Therefore, they should 
be included in any PDP formulary when the drug is covered in bottle package sizes. 

 

8.3.4 LEAVE OF ABSENCE (LOA) MEDICATIONS 
LOA medications refers to separate dispensing of small quantities of medications for take-home use 
allowing residents to leave the facility for weekend visits, holidays, etc. When filed for reimbursement, 
these LOA medications must be identifiable to avoid rejections for duplication or refill too soon. 
 
RECOMMENDATION: 

Submission Clarification Code 42Ø-DK 
For a LTC resident use value “14” = Long Term Care Leave of Absence - The pharmacist is 
indicating that the cardholder requires a short-fill of a prescription due to a leave of absence 
from the LTC facility. 
 
For an ALF resident use value “3” = Vacation Supply - The pharmacist is indicating that the 
cardholder requires a short-fill of a prescription due to a leave of absence from the ALF. 
 

Note 
For non-LTC residents continue to use value “3” = Vacation Supply when appropriate for an ambulatory patient 
circumstance. 

 

8.3.5 MEDICATION LOST, DROPPED, OR PATIENT “SPITS OUT” 
The medication cannot be located, has been dropped, or has been “spit out” by the resident. 
 
RECOMMENDATION: 

Submission Clarification Code 42Ø-DK 
Use value “15” = Long Term Care Replacement Medication - Medication has been 
contaminated during administration in an LTC facility. 

 

Note 
For non-LTC residents continue to use value “4” = Lost Prescription when appropriate for an ambulatory patient 
circumstance. 

 

8.3.6 EMERGENCY BOX DISPENSING OPERATIONS 
A new order is administered with a starting dose from the emergency kit (which is provided in a 
secure box with consignment inventory by the pharmacy). The emergency dose is billed. Then a 
subsequent order for a full supply of the same medication is filled. This claim may be denied for 
payment. 
 
Because of the timing of communications between LTC pharmacy and nursing home, often the first fill 
after the emergency dose may in fact be adjudicated before the pharmacy learns that the emergency 
dose has been withdrawn by the nurse. Therefore, we need separate clarification for the emergency 
dose itself and the first full dispensing that occurs following the emergency dose. These fills may be 
adjudicated in any order beyond the pharmacy’s control. 
 
Emergency Box (Ebox)/Starter dose claim submission scenarios 
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1. 4 days supply was administered out of the ebox and a 3Ø days supply was delivered by the 
pharmacy. Pharmacy bills the 3Ø days supply and then receives the notification from the 
facility for the 4 days supply that was administered out of the ebox after the 3Ø days supply 
was billed. If the 4 days supply is submitted as a separate claim it can potentially hit refill too 
soon, duplicate claim or max therapy/quantity edits. 

2. 4 days supply was administered out of the ebox and a 3Ø days supply was delivered by the 
pharmacy. Pharmacy bills the 4 days supply as a separate claim and then bills the 3Ø days 
supply as a separate claim. The 3Ø days supply claim can potentially hit refill too soon, 
duplicate claim or max therapy/quantity edits. 

3. 4 days supply was administered out of the ebox at the LTC facility and a 3Ø days supply was 
delivered by the LTC pharmacy to the LTC facility. The pharmacy bills for 34 days supply as 
one claim. This can potentially hit a max days supply edit if the days supply allowed is less 
than 34 days. 

 
CLARIFYING THE EMERGENCY DOSE ITSELF (MEDS REMOVED BY NURSE FROM EBOX) 
RECOMMENDATION: 

Submission Clarification Code 42Ø-DK 
Use value “16” = Long Term Care Emergency box (kit) or automated dispensing 
machine – Indicates that the transaction is a replacement supply for doses previously 
dispensed to the patient after hours. 

 
CLARIFYING THE FIRST FILL FOLLOWING THE EMERGENCY DOSE 
This characterizes the first full dispensing for the medication that is occurring after the nurse withdrew 
this medication from the emergency box (ebox).  
 
RECOMMENDATION: 

Submission Clarification Code 42Ø-DK 
Use value “17” = Long Term Care Emergency supply remainder - Indicates that the 
transaction is for the remainder of the drug originally begun from an Emergency Kit. 

 

8.3.7 LTC ADMISSIONS AND READMISSIONS 
A patient is admitted into nursing home. His or her medications may have been filled prior to 
admission at a retail pharmacy. Subsequently, this newly admitted LTC resident’s medication claims 
are denied for “Refill Too Soon”. 
 
The resident transfers to and from a facility due to illness. Medications are previously filled prior to 
transfer and discontinued. The medications do not follow the patient to the new facility due to 
regulatory and compliance issues. The same medications may be reordered upon readmission to the 
facility. 
 
RECOMMENDATION: 

Submission Clarification Code 42Ø-DK 
Use value “18” = Long Term Care Patient Admit/Readmit Indicator - Indicates that the 
transaction is for a new dispensing of medication due to the patient’s admission or 
readmission status. 

 

8.3.8 COVERAGE ENDS FOR MEDICARE PART A RESIDENT BEFORE MEDICATION SUPPLY 

IS USED 
Pharmacy dispenses a 3Ø day supply of medications to a Medicare A resident on March 15

th
.  On 

April 3
rd

 the resident’s Medicare Part A coverage expires and their Part D coverage becomes active.  
The Part A benefit which is a per-diem benefit only covers the resident’s medications through April 
3

rd
.  As of April 4

th
, the resident still has 1Ø days worth of medications that are not paid for by the Part 

A benefit. Instead of returning these 1Ø days worth of medications to the pharmacy, the pharmacy 
bills the new insurer as of April 4 for a 1Ø day supply of medications and no dispensing fee is 
submitted. 
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RECOMMENDATION: 

Submission Clarification Code 42Ø-DK 
Use value “19” = Split Billing - indicates the quantity dispensed is the remainder billed 
to a subsequent payer when Medicare Part A expires. Used only in LTC settings. 

 
Dispensing Fee Submitted 412-DC  

The submitted amount of the dispensing fee for a split bill must always = “$Ø.ØØ”.  If 
a dispensing fee is submitted by the pharmacy and accepted by the payer, the payer 
should reduce the dispensing fee to $Ø.ØØ. 

 
CMS has corresponded with the following advice regarding the “Split Billing” practice when 
LTC residents move from the Part A to the Part D benefit: 

“There is no regulatory citation but this is not inconsistent with our guidance.” 

 

8.3.9 ON-LINE WINDOW FOR SUBMISSION OF NEW AND REJECTED CLAIMS 
A patient in a LTC setting may have claims that need to be adjudicated retroactive to an earlier date. 
The eligibility setting in LTC is different than in a regular retail environment. While there is no 
consensus on how long that period should be, most participants agreed that some minimum number 
of back days is required to accomplish acceptable business results. 
 
RECOMMENDATION: 
Federal regulations at §423.5Ø5 Contract provisions specify the window for LTC claims submission.  
The regulation states, “Effective contract year 2Ø1Ø, provide that pharmacies located in, or having a 
contract with, a long-term care facility (as defined in §423.1ØØ) must have not less than 3Ø days, nor 
more than 9Ø days, to submit to the Part D sponsor claims for reimbursement under the plan.” 
Although the regulation allows as few as 3Ø days, it is recommended that the full 9Ø days for claims 
submission be observed by all payers.  
 

8.3.10 PREDETERMINATION OF BENEFITS 
All pharmacy settings need to operate in a manner where the patient and drug benefit is known just 
before dispensing of services actually occurs.  If the patient and drug benefit does not support the 
prescription dispensing request for any variety of reasons, whether they be eligibility, formulary, or 
DUR, then the pharmacy needs to adjust their service appropriately. 
 
LTC pharmacies have at least three contributing operational circumstances that impact whether 
adjudication can proceed successfully before dispensing: 

1. Routine medications delivered in smaller days supplies: 
Certain care settings operate best when the pharmacy delivers medications to LTC residents 
in smaller and more frequent increments, such as 7-day or 14 day supplies of medications. 
Unfortunately, the common reimbursement model for prescription plans is a monthly supply 
with a single dispensing fee, and then a single monthly copay or coinsurance to the 
beneficiary.  Pharmacies ideally would like to “predetermine” that a monthly supply is covered 
by the drug plan before the initial short supply is sent.  Then later when a month’s worth of 
medications have been dispensed, to formally and confidently adjudicate the prescription for 
a full month supply, with a date of service set to the date of the initial fill. 

2. Preadmission activities, and mid-cycle coverage updates: 
Before dispensing medication for a recent admission, or after receiving coverage updates 
from a facility office, a pharmacy can predetermine coverage on the medications before the 
next cycle of medication dispensing occurs. 

3. Coordination of therapy change circumstances: 
Pharmacies often need to predetermine that a drug is non-formulary, requires prior 
authorization, or has quantity or days supply limitations before contacting the prescriber or 
family or LTC facility to confidently recommend and help coordinate any therapy change. 
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RECOMMENDATION: 
All LTC pharmacy software producers and all insurers who have a significant number of customers 
who operate LTC pharmacies, and serve beneficiaries in the LTC setting should embrace and 
implement the new Predetermination of Benefits transaction in D.Ø. 
 

8.4 IMPLEMENTATION OF CHANGES REQUESTED 
The recommendations listed above are provided to enable automation of claims override; however, 
based on trading partner agreements they might not be utilized. Providers may need to refer to their 
trading partner agreements and/or provider communications for specific billing overrides. 
 

8.5 DISPENSING METHODOLOGIES FOR LTC IN PPACA 
Within the Patient Protection Affordable Care Act (PPACA), reduction in waste related to dispensing 
of prescription drugs to patient residing in a long term care facility is mandated in 2012. The specific 
section that applies to this mandate under the Part D program is: 
 

SEC. 3310. REDUCING WASTEFUL DISPENSING OF OUTPATIENT PRESCRIPTION 
DRUGS IN LONG-TERM CARE FACILITIES UNDER PRESCRIPTION DRUG PLANS AND 
MA–PD PLANS. 
(a) IN GENERAL.—Section 1860D–4(c) of the Social Security Act (42 U.S.C. 1395w–104(c)) 
is amended by adding at the end the following new paragraph: 
‘‘(3) REDUCING WASTEFUL DISPENSING OF OUTPATIENT PRESCRIPTION DRUGS IN 
LONG-TERM CARE FACILITIES.—The Secretary shall require PDP sponsors of prescription 
drug plans to utilize specific, uniform dispensing techniques, as determined by the Secretary, 
in consultation with relevant stakeholders (including representatives of nursing facilities, 
residents of nursing facilities, pharmacists, the pharmacy industry (including retail and long-
term care pharmacy), prescription drug plans, MA–PD plans, and any other stakeholders the 
Secretary determines appropriate), such as weekly, daily, or automated dose dispensing, 
when dispensing covered part D drugs to enrollees who reside in a long-term care facility in 
order to reduce waste associated with 30-day fills.’’. 
 
(b) EFFECTIVE DATE.—The amendment made by subsection (a) shall apply to plan years 
beginning on or after January 1, 2Ø12. 

 
While CMS has yet to provide specific guidance with regard to the minimum dispensing days supply 
and the type of drug impacted, NCPDP has identified a need for plans to track the dispensing 
methodologies utilized by LTC pharmacies in order to ensure compliance with the reduced dispensing 
mandate. 
 
In order to assist plans in tracking the dispensing methodologies as required by CMS, NCPDP 
recommends the use of new Submission Clarification Code (42Ø-DK) values and Special Packaging 
Indicator (429-DT) values to be included on claim submissions, with Date of Service (4Ø1-D1) 
starting Ø1/Ø1/2Ø12, coming from a pharmacy serving a Part D LTC beneficiary.  These values were 
approved as an Emergency External Code List update during the NCPDP February 2Ø11 Work 
Group meetings. 
 
NCPDP recommends that in the event that a plan chooses to reject a claim when the Submission 
Clarification Code (42Ø-DK) and Special Packaging Indicator (429-DT) are in conflict with one 
another the new Reject Code (511-FB) value “597” (LTC Dispensing type does not support the 
packaging type) should be returned.   The reject code will specifically indicate that the dispensing 
submission clarification code and package type are in conflict. NCPDP anticipates the approval of a 
new reject code for use with claims for dates of fill Ø1/Ø1/2Ø12 or later. Providers may encounter 
situations where a drug has been rejected due to the conflict between the submission clarification 
code and dispensing package type, based on the prescriber’s directions, and may need an override 
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to allow the claim to process.  Plan sponsors need to create a process and procedure to allow for this 
situation.   
 
Pending subsequent CMS guidance, NCPDP will update this document to include when and for what 
types of Part D claims these Submission Clarification Codes (42Ø-DK), Special Packing Indicator 
(429-DT) and Reject Code (511-FB) must be utilized. 
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9 COORDINATION OF BENEFITS INFORMATION 
9.1 CLARIFICATION OF NET AMOUNT DUE IN COORDINATION OF BENEFITS 
In Telecom D.4, the following was clarified  
FROM: 
Prescription And Service Pricing Formulae 
Question: What Are The Prescription And Service Pricing Formulae? 
Response: 

Prescription Formula Claim Request: 
Ingredient Cost Submitted (4Ø9-D9) 

+ Dispensing Fee Submitted (412-DC) 
+ Incentive Amount Submitted (438-E3) 
+ Other Amount Claimed Submitted (48Ø-H9) 
+ Flat Sales Tax Amount Submitted (481-HA)  
+ Percentage Sales Tax Amount Submitted (482-GE) 

    ------------------------------------------------------- 
= Gross Amount Due (43Ø-DU) 

- Patient Paid Amount Submitted (433-DX) 
- Other Payer Amount Paid (431-DV) 

   (Result is net amount due) 
Note: Net amount due as defined above is applicable to primary and COB claims in which Other Payer Amount Paid 
(431-DV) is submitted. Net amount due for COB claim billings for Other Payer-Patient Responsibility Amount equals 
sum of the parts of other payer-patient responsibility amount(s). 

 
Net amount due for Coordination of Benefit (COB) Claims: 
For COB claims net amount due must be calculated using the “Other Payer” fields within the Coordination of 
Benefits/Other Payments Segment. 

 If the COB processing is based on “Other Payer Amount Paid”, then net amount due is calculated as noted 
above and all applicable Other Payer Amount Paid values are summarized to determine the amount the 
provider has already been (or will be) paid for the claim. 

 If the COB processing is based on “Other Payer-Patient Responsibility Amounts”, the net amount due is 
the sum of the ‘payable components of the Other Payer-Patient Responsibility values provided from the 
LAST payer.   

As noted in section “Specific Segment Discussion”, “Response Segments”, “Response Pricing Segment”, 
“Healthcare Reimbursement Account (HRA), Health Savings Accounts (HSAs), and Healthcare Flexible Spending 
Account (FSA)”, Scenario 2B-2:Secondary Insurance Pays the Detailed Patient Responsibility Claim Resulting in 
Reduced Patient Responsibility” – if the COB payer is not paying all components of the prior Patient Responsibility 
Amounts, the unpaid components must be sent back for the patient to pay or the claim must be rejected.  

 
 Prescription Formula Response: 

Ingredient Cost Paid (5Ø6-F6) 
+ Dispensing Fee Paid (5Ø7-F7) 
+ Incentive Amount Paid (521-FL) 
+ Other Amount Paid (565-J4) 
+ Flat Sales Tax Amount Paid (558-AW) 
+ Percentage Sales Tax Amount Paid (559-AX) 

- Patient Pay Amount (5Ø5-F5) 
- Other Payer Amount Recognized (566-J5)  

   ------------------------------------------------------- 
= Total Amount Paid (5Ø9-F9) 

 
Service Claim Request Formula: 

Professional Service Fee Submitted (477-BE) 
+ Flat Sales Tax Amount Submitted (481-HA) 
+ Percentage Sales Tax Amount Submitted (482-GE) 
+ Other Amount Claimed Submitted (48Ø-H9) 

   ------------------------------------------------------------ 
= Gross Amount Due (43Ø-DU) 

- Patient Paid Amount Submitted (433-DX) 
- Other Payer Amount Paid (431-DV) 

 (Result is net amount due) 
Note: Net amount due as defined above is applicable to primary and COB services in which Other Payer Amount 
Paid (431-DV) is submitted. Net amount due for COB service billings for Other Payer-Patient Responsibility Amount 
equals sum of the parts of other payer-patient responsibility amount(s). 

 
Net amount due for Coordination of Benefit (COB) Claims: 
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For COB claims net amount due must be calculated using the “Other Payer” fields within the Coordination of 
Benefits/Other Payments Segment. 

 If the COB processing is based on “Other Payer Amount Paid”, then net amount due is calculated as noted 
above and all applicable Other Payer Amount Paid values are summarized to determine the amount the 
provider has already been (or will be) paid for the claim. 

 If the COB processing is based on “Other Payer-Patient Responsibility Amounts”, the net amount due is 
the sum of the ‘payable components of the Other Payer-Patient Responsibility values provided from the 
LAST payer.   

As noted in section “Specific Segment Discussion”, “Response Segments”, “Response Pricing Segment”, 
“Healthcare Reimbursement Account (HRA), Health Savings Accounts (HSAs), and Healthcare Flexible Spending 
Account (FSA)”, Scenario 2B-2:Secondary Insurance Pays the Detailed Patient Responsibility Claim Resulting in 
Reduced Patient Responsibility”  – if the COB payer is not paying all components of the prior Patient Responsibility 
Amounts, the unpaid components must be sent back for the patient to pay or the claim must be rejected.  

 
Service Response Formula: 

Professional Service Fee Paid (562-J1) 
+ Flat Sales Tax Amount Paid (558-AW) 
+ Percentage Sales Tax Amount Paid (559-AX) 
+ Other Amount Paid (565-J4) 

- Patient Pay Amount (5Ø5-F5) 
- Other Payer Amount Recognized (566-J5)  

   ------------------------------------------------------- 
= Total Amount Paid (5Ø9-F9) 

TO 
Prescription And Service Pricing Formulae 
Question: What Are The Prescription And Service Pricing Formulae? 
Response: 

The purpose of the formulae is to provide clarification on how providers should balance the claim 
submission and how processor/payers should determine the ‘net’ value that is being billed.  This 
is critical in coordination of benefits (COB) scenarios since the Pricing Segment contains values 
‘as if’ the claim was primary and the Other Payer values are contained in the Coordination of 
Benefits/Other Payments Segment. 
Prescription Formula Claim Request: 

Ingredient Cost Submitted (4Ø9-D9) 
+ Dispensing Fee Submitted (412-DC) 
+ Incentive Amount Submitted (438-E3) 
+ Other Amount Claimed Submitted (48Ø-H9) 
+ Flat Sales Tax Amount Submitted (481-HA)  
+ Percentage Sales Tax Amount Submitted (482-GE) 

    ------------------------------------------------------- 
= Gross Amount Due (43Ø-DU) 

- Patient Paid Amount Submitted (433-DX) 
- Other Payer Amount Paid (431-DV) 

   (Result is net amount due) 
 
Note: Net amount due as defined above is applicable to primary and/or COB claims in which 
Other Payer Amount Paid (431-DV) is submitted (further clarification below for COB).  

 
For Coordination of Benefit (COB) claims net amount due must be derived using the “Other 
Payer” fields within the Coordination of Benefits/Other Payments Segment. 

 If COB processing is based on “Other Payer Amount Paid” the processor should 
determine what has been paid by prior payers.  This is accomplished by 
summarizing ‘like’ Other Payer Amount Paid dollars across prior payers and then 
using these values against ‘like’ contractual amounts to reduce that liability for 
the current payer.   
o This means drug benefit dollars paid should be used to reduce drug benefit 

dollars that would be paid if primary; delivery dollars paid would reduce 
delivery dollars if such contractual agreement exists, etc.   
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o If delivery is not part of the agreement with the COB payer, the dollars paid 
for delivery cannot be used to reduce drug benefit costs since provider has 
the obligation to provide the service.  

Once the applicable Other Payer Amount Paid dollars have been properly 
summarized, net amount due is the result of the calculation noted above. 

 If COB processing is based on “Other Payer-Patient Responsibility Amounts”, the 
net amount due is the sum of the payable components of the Other Payer-
Patient Responsibility values from the last payer as determined by Other Payer 
Coverage Type (338-5C) (i.e. Primary, Secondary, etc.) that returned a paid 
response. When reimbursement is based on the Other Payer-Patient 
Responsibility Amount, Basis of Reimbursement Determination (522-FM) value 
14 would be returned on the response.   

14 
Other Payer-Patient Responsibility Amount - Indicates reimbursement was 
based on the Other Payer-Patient Responsibility Amount (352-NQ).  

 
As noted in section “Specific Segment Discussion”, “Response Segments”, “Response 
Pricing Segment”, “Healthcare Reimbursement Account (HRA), Health Savings Accounts 
(HSAs), and Healthcare Flexible Spending Account (FSA)”, Scenario 2B-2:Secondary 
Insurance Pays the Detailed Patient Responsibility Claim Resulting in Reduced Patient 
Responsibility” – if the COB payer is not paying all components of the prior Patient 
Responsibility Amounts, the unpaid components must be sent back for the patient to pay or 
the claim must be rejected.  

 
 Prescription Formula Response: 

Ingredient Cost Paid (5Ø6-F6) 
+ Dispensing Fee Paid (5Ø7-F7) 
+ Incentive Amount Paid (521-FL) 
+ Other Amount Paid (565-J4) 
+ Flat Sales Tax Amount Paid (558-AW) 
+ Percentage Sales Tax Amount Paid (559-AX) 

- Patient Pay Amount (5Ø5-F5) 
- Other Payer Amount Recognized (566-J5)  

   ------------------------------------------------------- 
= Total Amount Paid (5Ø9-F9) 

 
Service Claim Request Formula: 

Professional Service Fee Submitted (477-BE) 
+ Flat Sales Tax Amount Submitted (481-HA) 
+ Percentage Sales Tax Amount Submitted (482-GE) 
+ Other Amount Claimed Submitted (48Ø-H9) 

   ------------------------------------------------------------ 
= Gross Amount Due (43Ø-DU) 
- Patient Paid Amount Submitted (433-DX) 
- Other Payer Amount Paid (431-DV) 

 (Result is net amount due) 
Net amount due as defined above is applicable to primary and/or COB claims in which Other 
Payer Amount Paid (431-DV) is submitted (further clarification below for COB).  

 
For Coordination of Benefit (COB) claims net amount due must be derived using the “Other 
Payer” fields within the Coordination of Benefits/Other Payments Segment. 

 If COB processing is based on “Other Payer Amount Paid” the processor should 
determine what has been paid by prior payers.  This is accomplished by 
summarizing ‘like’ Other Payer Amount Paid dollars across prior payers and then 
using these values against ‘like’ contractual amounts to reduce that liability for the 
current payer.   
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Once the applicable Other Payer Amount Paid dollars have been properly 
summarized, net amount due is the result of the calculation noted above. 

 If COB processing is based on “Other Payer-Patient Responsibility Amounts”, the net 
amount due is the sum of the payable components of the Other Payer-Patient 
Responsibility values from the last payer as determined by Other Payer Coverage 
Type (338-5C) (i.e. Primary, Secondary, etc.) that returned a paid response. When 
reimbursement is based on the Other Payer-Patient Responsibility Amount, Basis of 
Reimbursement Determination (522-FM) value 14 would be returned on the 
response.   

14 
Other Payer-Patient Responsibility Amount - Indicates reimbursement was 
based on the Other Payer-Patient Responsibility Amount (352-NQ).  

As noted in section “Specific Segment Discussion”, “Response Segments”, “Response 
Pricing Segment”, “Healthcare Reimbursement Account (HRA), Health Savings Accounts 
(HSAs), and Healthcare Flexible Spending Account (FSA)”, Scenario 2B-2:Secondary 
Insurance Pays the Detailed Patient Responsibility Claim Resulting in Reduced Patient 
Responsibility”  – if the COB payer is not paying all components of the prior Patient 
Responsibility Amounts, the unpaid components must be sent back for the patient to pay or 
the claim must be rejected.  

 
Service Response Formula: 

Professional Service Fee Paid (562-J1) 
+ Flat Sales Tax Amount Paid (558-AW) 
+ Percentage Sales Tax Amount Paid (559-AX) 
+ Other Amount Paid (565-J4) 

- Patient Pay Amount (5Ø5-F5) 
- Other Payer Amount Recognized (566-J5)  

   ------------------------------------------------------- 
= Total Amount Paid (5Ø9-F9) 

 

9.1.1 PAYABLE COMPONENTS OF OTHER PAYER-PATIENT RESPONSIBILITY AMOUNTS 
Question: 
Above, it states 

If COB processing is based on "Other Payer-Patient Responsibility Amounts", the net amount 
due is the sum of the payable components of the Other Payer-Patient Responsibility values 
from the last payer as determined by Other Payer Coverage Type (338-5C) (i.e. Primary, 
Secondary, etc.) that returned a paid response. 

 
We believe the "payable components" are determined by the COB payer in accordance with the 
business partner agreement, but since we couldn't find any other reference to this in the 
documentation, we want to confirm that this is true.  As an example, we (as the COB payer) may 
define the Amount of Copay (351-NP value Ø5) as a payable component, but may define the Amount 
Attributed to Product Selection/Non-Preferred Formulary Selection (351-NP value Ø8) as a non-
payable component.  Is this correct? 

 
Response: 
Yes, the COB payer can determine what Other Payer-Patient Responsibility Amount(s) are payable 
or non-payable based on benefit structure.  However, any non-payable components must be paid by 
the patient or when the COB payer (e.g. Medicaid) cannot charge remainder to the patient the claim 
must be rejected.  
 

9.2 THREE OPTIONS FOR COORDINATION OF BENEFITS 
9.2.1 ONLY THREE OPTIONS ALLOWED? 
Question: 
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During the various Task Group calls regarding Telecom D.Ø secondary claims pricing, three possible 
ways to process these claims have been discussed, as follows: 
 

a. Secondary Plan Pay is equal to Primary Plan Pay minus sum of Other Payer Amount 
Paid (OPAP)  

b. Secondary Plan Pay is determined using sum of Other Payer-Patient Responsibility 
Amount (OPPRA) as Secondary Drug Cost  

c. Compare the results of options a and b, using lesser-of as the secondary drug cost 
(government programs)  

Question:   
Are options a, b, and c the only valid options in D.Ø, or are we free to develop additional pricing 
formulas?  For example: 

a. Secondary Plan Pay is determined using Primary Drug Cost minus sum of OPAP as 
Secondary Drug Cost.  

Example: 

Option 
Primary 
Drug Cost OPAP Coinsurance 

Secondary 
Drug Cost 

Primary Plan 
Pay Secondary Plan Pay 

a) 1ØØ 4Ø 1Ø% n/a 9Ø Primary Plan Pay - OPAP = 5Ø 

d) 1ØØ 4Ø 1Ø% 6Ø n/a 
Secondary Drug Cost - (Secondary Drug Cost 
* Coinsurance) = 54 

 
Revised Question & Example – approved by submitter: 

When the plan is non-primary, is the patient pay amount calculated or determined before or after the 
other payer amount paid is recognized? 
 
Example: 

Option 

Drug prior 
to other 
payer 
reduction 
 

Member 
Liability 

Other 
Payer 
Amount 
Paid 
(OPAP) 

Patient Pay Calculation Patient 
Pay 
Amount 

Total Amount Paid Calculation 

Total 
Amount 
Paid 
 

a) Member liability 
applied to drug 
before to other payer 
reduction $1ØØ.ØØ 1Ø% $4Ø.ØØ $1ØØ.ØØ * 1Ø%  

$1Ø.ØØ 

$1ØØ.ØØ - $4Ø.ØØ - $1Ø.ØØ = 
$5Ø.ØØ $5Ø.ØØ 

d) Member liability 
applied to drug other 
payer reduction $1ØØ.ØØ 1Ø% $4Ø.ØØ 

($1ØØ.ØØ - $4Ø.ØØ) * 
1Ø%  $6.ØØ 

$1ØØ.ØØ - $4Ø.ØØ - $6.ØØ = 
$54.ØØ  $54.ØØ 

 
Response:   
It is the plan benefit design that determines if the patient pay is calculated before or after the 
reduction of other payer amount recognized.  The pricing formulae as defined in the Standard must 
be followed in order to return a balanced claim response. 
 

9.2.2 MULTIPLE COB OPTIONS PER BIN/PCN? 
Question: 
We have a need to know as a secondary payer if the primary payer adjudicated the claim but paid 
nothing to the pharmacy or rather the patient paid all of it. We want to do one benefit if the patient has 
copay and another if the patient is paying the full amount. Under 5.1 we can’t do this but under D.Ø it 
appears we can. I was referred to section 33.6.5 of the imp guide. The example used the COB 
segment for Patient Responsibility Billing. The example uses some of the “pieces” but not all of them. 
Are we allowed to require all of the pieces so that I can add them up and know the patients total out-
of-pocket or is that not allowed? In the example provided (assuming it references the previous claim 
example to a primary payer) the 3 pieces included in the COB (deductible, copay and product 
selection) all add up the patients pay amount from the prior payer. My question is what if there are 
more pieces (e.g. portion attributable to the coverage gap or some other reason not related to part – d 
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at all, there are after all 13 qualifiers for 351-NP). Can I require in my implementation those 
corresponding Other Payer-Patient Responsibility Amount values and their related qualifiers)? 
 
Response: 
Per payer sheet guidance, the payer sheet for a specific BIN/PCN would dictate which COB method 
is required by the payer.  Only one COB method can be used per payer sheet.  A plan may not switch 
from one COB method to another COB method on a claim by claim basis.  For Other Payer-Patient 
Responsibility billing the payer sheet can request either the total patient pay amount be submitted 
using Other Payer-Patient Responsibility Amount Qualifier (351-NP) with a qualifier value of “Ø6” 
(Patient Pay Amount (5Ø5-F5) as reported by previous payer) or each of the component pieces of 
patient pay be submitted with their applicable qualifier.  Note:  NCPDP recommends the use of the 
component pieces however if the components do not sum to patient pay amount, the use of Other 
Payer-Patient Responsibility Amount Qualifier (351-NP) value of “Ø6” is allowed. 
 
9.2.2.1 COMPONENT PIECES NOT SUM TO PATIENT PAY AMOUNT? 
Question: 
When wouldn't the component pieces sum to the patient pay amount?  Don't the component pieces 
have to sum to the patient pay amount in order to create a balanced claim response? 
 
Response: 
The following situations may present incomplete reporting of the components of patient pay and result 
in inconsistencies with coordination of benefit claims processing. 

 Improper building of the response transaction from the previous payer.  

 ECL versioning per payer may result in the inability for the response pricing components to 
be mapped to the detailed vD.Ø Other Payer-Patient Responsibility Amount qualifiers, for 
example: 

o The provider cannot determine if the values returned in the Amount of 
Copay/Coinsurance (518-FI) field of a v5.1 claim response should be reported as the 
Other Payer-Patient Responsibility Amount Qualifier (351-NP) as “Ø5” (Amount of 
Copay) or “Ø7” (Amount of Co-insurance) on the  vD.Ø coordination of benefit claim. 

 

9.3 OTHER PAYER AMOUNT PAID QUALIFIER (342-HC) VALUE FOR SALES 

TAX 
In order to appropriately bill sales tax amounts to a downstream payer, any tax amount paid by 
previous payers must also be reported. DERF ØØØ953 was submitted and approved in the May 
2Ø1Ø Work Group meetings to add a value to Other Payer Amount Paid Qualifier (342-HC). The 
value is available in the June 2Ø1Ø NCPDP External Code List. 

1Ø 
Sales Tax - An Indicator which signifies the dollar amount paid by the other 
payer which is related to Sales Tax. 
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Price Attributes 

Primary Does Not 
Pay Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 6% Tax 

Primary Pays 3% 
Tax/Secondary 
Calculates 6% Tax 
/Tertiary Calculates 
6% Tax, plan pays 
5Ø% and Passes 
5Ø% onto patient. 

Primary Pays 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary Tax 
Exempt (431-DV 
Tax Amt paid Not 
Considered) 

Primary Plan Pays 
75%, Patient Pays 
25% of the 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 7% Tax 

Drug AWP Cost $95.ØØ $95.ØØ $95.ØØ $95.ØØ 

Tax Rate Submitted 6.ØØ% 6.ØØ% 6.ØØ% 6.ØØ% 

    

Primary Rate (AWP - X%) -16.ØØ% -16.ØØ% -16.ØØ% -16.ØØ% 

Primary Fee  $2.5Ø  $2.5Ø  $2.5Ø  $2.5Ø  

Primary Tax Rate Paid Ø.ØØ% 3.ØØ% 6.ØØ% 6.ØØ% 

Primary Tax Paid $Ø.ØØ  $2.47  $4.94  $4.94  

Primary Receivable $57.3Ø  $59.77  $62.24  $61.ØØ  

    

Drug AWP Cost $95.ØØ $95.ØØ $95.ØØ $95.ØØ 

Secondary Rate (AWP - X%) -17.ØØ% -17.ØØ% -17.ØØ% -17.ØØ% 

Secondary Fee ) $2.5Ø  $2.5Ø  $2.5Ø  $2.5Ø  

Secondary Tax Rate Paid 6.ØØ% 6.ØØ% 6.ØØ% 6.ØØ% 

Secondary Tax Paid $4.88  $4.88  $4.88    

Secondary Receivable $13.93  $11.46  $9.Ø5    

  

Drug AWP Cost $95.ØØ $95.ØØ $95.ØØ $95.ØØ 

Tertiary Rate (AWP - X%) -15.ØØ% -15.ØØ% -15.ØØ% -15.ØØ% 

Tertiary Fee  $2.5Ø  $2.5Ø  $2.5Ø  $2.5Ø  

Tertiary Tax Rate Paid 6.ØØ% 6.ØØ% Tax Exempt 7.ØØ% 

Tertiary Tax Paid $5.ØØ  $5.ØØ  Tax Exempt $5.83  

Tertiary Receivable 
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Bill to Primary Submitting Tax Amounts 

PRIMARY REQUEST Pricing Segment Primary Does Not 
Pay Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 6% Tax 

Primary Pays 3% 
Tax/Secondary 
Calculates 6% Tax 
/Tertiary Calculates 
6% Tax, plan pays 
5Ø% and Passes 
5Ø% onto patient. 

Primary Pays 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary Tax 
Exempt (431-DV 
Tax Amt paid Not 
Considered) 

Primary Plan Pays 
75%, Patient Pays 
25% of the 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 7% Tax 

Ingredient Cost Submitted 4Ø9-D9 $95.ØØ  $95.ØØ  $95.ØØ  $95.ØØ  

Dispensing Fee Submitted 412-DC $5.ØØ  $5.ØØ  $5.ØØ  $5.ØØ  

Percentage Tax Amount Submitted 482-GE $6.ØØ  $6.ØØ  $6.ØØ  $6.ØØ  

Percentage Sales Tax Rate Submitted 483-HE 6.ØØ% 6.ØØ% 6.ØØ% 6.ØØ% 

Percentage Sales Tax Basis Submitted 484-JE 3 – IC + Fee 3 – IC + Fee 3 – IC + Fee 3 – IC + Fee 

Usual and Customary Charge 426-DQ $1Ø1.99  $1Ø1.99  $1Ø1.99  $1Ø1.99  

Gross Amount Due 43Ø-DU $1Ø6.ØØ  $1Ø6.ØØ  $1Ø6.ØØ  $1Ø6.ØØ  

Basis of Cost Determination 423-DN Ø1 - AWP Ø1 - AWP Ø1 - AWP Ø1 - AWP 

PRIMARY RESPONSE Pricing Segment Primary Does Not 
Pay Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 6% Tax 

Primary Pays 3% 
Tax/Secondary 
Calculates 6% Tax 
/Tertiary Calculates 
6% Tax, plan pays 
5Ø% and Passes 
5Ø% onto patient. 

Primary Pays 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary Tax 
Exempt (431-DV 
Tax Amt paid Not 
Considered) 

Primary Plan Pays 
75%, Patient Pays 
25% of the 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 7% Tax 

Amount of Copay 518-FI $25.ØØ  $25.ØØ  $25.ØØ  $25.ØØ  

Amount Attributed to Sales Tax 523-FN $Ø.ØØ  $Ø.ØØ  $Ø.ØØ  $1.24  

Patient Pay Amount 5Ø5-F5 $25.ØØ  $25.ØØ  $25.ØØ  $26.24  

Total Amount Paid 5Ø9-F9 $57.3Ø  $59.77  $62.24  $61.ØØ  

Ingredient Cost Paid 5Ø6-F6 $79.8Ø  $79.8Ø  $79.8Ø  $79.8Ø  

Dispensing Fee Paid 5Ø7-F7 $2.5Ø  $2.5Ø  $2.5Ø  $2.5Ø  

Percent Sales Amount Paid 559-AX $Ø.ØØ  $2.47  $4.94  $4.94  

Percent Sales Tax Rate Paid 56Ø-AY Ø.ØØ% 3.ØØ% 6.ØØ% 6.ØØ% 

Percent Sales Tax Basis Paid 561-AZ 3 – IC + Fee 3 – IC + Fee 3 – IC + Fee 3 – IC + Fee 

Plan Sales Tax Amount 574-2Y $Ø.ØØ  $2.47  $4.94  $3.7Ø 

Patient Sales Tax Amount 575-EQ $Ø.ØØ  $Ø.ØØ  $Ø.ØØ  $1.24 

Basis of Reimbursement Determination 522-FM 8 – Contract Pricing 8 – Contract Pricing 8 – Contract Pricing 8 – Contract Pricing 
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Bill to Secondary Submitting Tax Amounts 

SECONDARY Claim Segment Primary Does Not 
Pay Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 6% Tax 

Primary Pays 3% 
Tax/Secondary 
Calculates 6% Tax 
/Tertiary Calculates 
6% Tax, plan pays 
5Ø% and Passes 
5Ø% onto patient. 

Primary Pays 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary Tax 
Exempt (431-DV 
Tax Amt paid Not 
Considered) 

Primary Plan Pays 
75%, Patient Pays 
25% of the 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 7% Tax 

Other Coverage Code 3Ø8-C8 2 2 2 2 

SECONDARY Pricing Segment Primary Does Not 
Pay Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 6% Tax 

Primary Pays 3% 
Tax/Secondary 
Calculates 6% Tax 
/Tertiary Calculates 
6% Tax, plan pays 
5Ø% and Passes 
5Ø% onto patient. 

Primary Pays 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary Tax 
Exempt (431-DV 
Tax Amt paid Not 
Considered) 

Primary Plan Pays 
75%, Patient Pays 
25% of the 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 7% Tax 

Ingredient Cost Submitted 4Ø9-D9 $95.ØØ  $95.ØØ  $95.ØØ  $95.ØØ  

Dispensing Fee Submitted 412-DC $5.ØØ  $5.ØØ  $5.ØØ  $5.ØØ  

Percentage Tax Amount Submitted 482-GE $6.ØØ  $6.ØØ  $6.ØØ  $6.ØØ  

Percentage Sales Tax Rate Submitted 483-HE 6.ØØ% 6.ØØ% 6.ØØ% 6.ØØ% 

Percentage Sales Tax Basis Submitted 484-JE 3 – IC + Fee 3 – IC + Fee 3 – IC + Fee 3 – IC + Fee 

Usual and Customary Charge 426-DQ $1Ø1.99  $1Ø1.99  $1Ø1.99  $1Ø1.99 

Gross Amount Due 43Ø-DU $1Ø6.ØØ  $1Ø6.ØØ  $1Ø6.ØØ  $1Ø6.ØØ 

Basis of Cost Determination 423-DN Ø1 - AWP Ø1 - AWP Ø1 - AWP Ø1 - AWP 

SECONDARY COB Segment Primary Does Not 
Pay Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 6% Tax 

Primary Pays 3% 
Tax/Secondary 
Calculates 6% Tax 
/Tertiary Calculates 
6% Tax, plan pays 
5Ø% and Passes 
5Ø% onto patient. 

Primary Pays 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary Tax 
Exempt (431-DV 
Tax Amt paid Not 
Considered) 

Primary Plan Pays 
75%, Patient Pays 
25% of the 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 7% Tax 

Coordination Of Benefits/Other Payments Count 337-4C 1 1 1 1 

Other Payer Coverage Type 338-5C 1 1 1 1 

Other Payer Id Qualifier 339-6C 3 3 3 3 

Other Payer Id  34Ø-7C 123456 123456 123456 123456 

Other Payer Date 443-E8 2ØØ9Ø2Ø1 2ØØ9Ø2Ø1 2ØØ9Ø2Ø1 2ØØ9Ø2Ø1 
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Other Payer Amt Paid Count 341-HB 1 2 2 2 

Other Payer Amt Paid Qualifier 342-HC Ø7- drug benefit Ø7 Ø7 Ø7 

Other Payer Amt Paid  431-DV $57.3Ø  $57.3Ø  $57.3Ø  $57.29  

Other Payer Amt Paid Qualifier 342-HC 1Ø 1Ø 1Ø 1Ø 

Other Payer Amt Paid  431-DV 
$Ø.ØØ  $2.47  $4.94  $3.7Ø  

SECONDARY RESPONSE Pricing Segment Primary Does Not 
Pay Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 6% Tax 

Primary Pays 3% 
Tax/Secondary 
Calculates 6% Tax 
/Tertiary Calculates 
6% Tax, plan pays 
5Ø% and Passes 
5Ø% onto patient. 

Primary Pays 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary Tax 
Exempt (431-DV 
Tax Amt paid Not 
Considered) 

Primary Plan Pays 
75%, Patient Pays 
25% of the 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 7% Tax 

Amount of Copay 518-FI $15.ØØ  $15.ØØ  $15.ØØ  $15.ØØ 

Amount Attributed to Sales Tax 523-FN $Ø.ØØ  $Ø.ØØ  $Ø.ØØ  $Ø.ØØ  

Patient Pay Amount 5Ø5-F5 $15.ØØ  $15.ØØ  $15.ØØ  $15.ØØ 

Total Amount Paid 5Ø9-F9 $13.93  $11.46  $9.Ø5  $1Ø.23  

Ingredient Cost Paid 5Ø6-F6 $78.85  $78.85  $78.85  $78.85  

Dispensing Fee Paid 5Ø7-F7 $2.5Ø  $2.5Ø  $2.5Ø  $2.5Ø  

Percent Sales Amount Paid 559-AX $4.88  $4.88  $4.88  $4.88  

Percent Sales Tax Rate Paid 56Ø-AY 6.ØØ% 6.ØØ% 6.ØØ% 6.ØØ% 

Percent Sales Tax Basis Paid 561-AZ 3 – IC + Fee 3 – IC + Fee 3 – IC + Fee 3 – IC + Fee 

Other Payer Amt Recognized 566-J5 $57.3Ø  $59.77  $62.18  $61.ØØ  

Plan Sales Tax Amount 574-2Y $4.88  $4.88  $4.88  $4.88 

Patient Sales Tax Amount 575-EQ $Ø.ØØ  $Ø.ØØ  $Ø.ØØ  $Ø.ØØ  

Basis of Reimbursement Determination 522-FM 8 – Contract Pricing 8 – Contract Pricing 8 – Contract Pricing 8 – Contract Pricing 

 

Bill to Tertiary Submitting Tax Amounts 

TERTIARY Claim Segment Primary Does Not 
Pay Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 6% Tax 

Primary Pays 3% 
Tax/Secondary 
Calculates 6% Tax 
/Tertiary Calculates 
6% Tax, plan pays 
5Ø% and Passes 
5Ø% onto patient. 

Primary Pays 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary Tax 
Exempt (431-DV 
Tax Amt paid Not 
Considered) 

Primary Plan Pays 
75%, Patient Pays 
25% of the 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 7% Tax 

Other Coverage Code 3Ø8-C8 2 2 2 2 
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TERTIARY Pricing Segment Primary Does Not 
Pay Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 6% Tax 

Primary Pays 3% 
Tax/Secondary 
Calculates 6% Tax 
/Tertiary Calculates 
6% Tax, plan pays 
5Ø% and Passes 
5Ø% onto patient. 

Primary Pays 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary Tax 
Exempt (431-DV 
Tax Amt paid Not 
Considered) 

Primary Plan Pays 
75%, Patient Pays 
25% of the 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 7% Tax 

Ingredient Cost Submitted 4Ø9-D9 $95.ØØ  $95.ØØ  $95.ØØ  $95.ØØ  

Dispensing Fee Submitted 412-DC $5.ØØ  $5.ØØ  $5.ØØ  $5.ØØ  

Percentage Tax Amount Submitted 482-GE $6.ØØ  $6.ØØ  $6.ØØ  $6.ØØ  

Percentage Sales Tax Rate Submitted 483-HE 6.ØØ% 6.ØØ% 6.ØØ% 6.ØØ% 

Percentage Sales Tax Basis Submitted 484-JE 3 – IC + Fee 3 – IC + Fee 3 – IC + Fee 3 – IC + Fee 

Usual and Customary Charge 426-DQ $1Ø1.99  $1Ø1.99  $1Ø1.99  $1Ø1.99  

Gross Amount Due 43Ø-DU $1Ø6.ØØ  $1Ø6.ØØ  $1Ø6.ØØ  $1Ø6.ØØ  

Basis of Cost Determination 423-DN Ø1 - AWP Ø1 - AWP Ø1 - AWP Ø1 - AWP 

TERTIARY COB Segment Primary Does Not 
Pay Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 6% Tax 

Primary Pays 3% 
Tax/Secondary 
Calculates 6% Tax 
/Tertiary Calculates 
6% Tax, plan pays 
5Ø% and Passes 
5Ø% onto patient. 

Primary Pays 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary Tax 
Exempt (431-DV 
Tax Amt paid Not 
Considered) 

Primary Plan Pays 
75%, Patient Pays 
25% of the 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 7% Tax 

Coordination Of Benefits/Other Payments Count 337-4C 
2 2 2 2 

Other Payer Coverage Type 338-5C 
1 1 1 1 

Other Payer Id Qualifier 339-6C 3 3 3 3 

Other Payer Id  34Ø-7C 123456 123456 123456 123456 

Other Payer Date 443-E8 2ØØ9Ø2Ø1 2ØØ9Ø2Ø1 2ØØ9Ø2Ø1 2ØØ9Ø2Ø1 

Other Payer Amt Paid Count 341-HB 2 2 2 2 

Other Payer Amt Paid Qualifier 342-HC Ø7- drug benefit Ø7 Ø7 Ø7 

Other Payer Amt Paid  431-DV $57.3Ø  $57.3Ø  $57.3Ø  $57.3Ø  

Other Payer Amt Paid Qualifier 342-HC 1Ø 1Ø 1Ø 1Ø 

Other Payer Amt Paid  431-DV 
$Ø.ØØ  $2.47  $4.94  $3.7Ø  

Other Payer Coverage Type 338-5C 
2 2 2 2 

Other Payer Id Qualifier 339-6C 3 3 3 3 

Other Payer Id  34Ø-7C 654321 654321 654321 654321 
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Other Payer Date 443-E8 2ØØ9Ø2Ø1 2ØØ9Ø2Ø1 2ØØ9Ø2Ø1 2ØØ9Ø2Ø1 

Other Payer Amt Paid Count 341-HB 2 2 2 2 

Other Payer Amt Paid Qualifier 342-HC Ø7- drug benefit Ø7 Ø7 Ø7 

Other Payer Amt Paid  431-DV $9.Ø5 $9.Ø5 $9.Ø5 $9.Ø5 

Other Payer Amt Paid Qualifier 342-HC 1Ø 1Ø 1Ø 1Ø 

Other Payer Amt Paid  431-DV 
$4.88 $2.41 $Ø.ØØ $1.18 

TERTIARY RESPONSE Pricing Segment Primary Does Not 
Pay Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 6% Tax 

Primary Pays 3% 
Tax/Secondary 
Calculates 6% Tax 
/Tertiary Calculates 
6% Tax, plan pays 
5Ø% and Passes 
5Ø% onto patient. 

Primary Pays 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary Tax 
Exempt (431-DV 
Tax Amt Paid Not 
Considered) 

Primary Plan Pays 
75%, Patient Pays 
25% of the 6% 
Tax/Secondary 
Calculates 6% 
Tax/Tertiary 
Calculates 7% Tax 

Amount of Copay 518-FI $2.ØØ  $2.ØØ  $2.ØØ  $2.ØØ 

Amount Attributed to Sales Tax 523-FN $Ø.ØØ  $Ø.Ø6  $Ø.ØØ  $Ø.ØØ 

Patient Pay Amount 5Ø5-F5 $2.ØØ  $2.Ø6  $2.ØØ  $2.ØØ 

Total Amount Paid 5Ø9-F9 $15.Ø1  $14.96  $14.9Ø  $15.85  

Ingredient Cost Paid 5Ø6-F6 $8Ø.75  $8Ø.75  $8Ø.75  $8Ø.75  

Dispensing Fee Paid 5Ø7-F7 $2.5Ø  $2.5Ø  $2.5Ø  $2.5Ø  

Percent Sales Amount Paid 559-AX $5.ØØ  $5.ØØ    $5.83  

Percent Sales Tax Rate Paid 56Ø-AY 6.ØØ% 6.ØØ%   7.ØØ% 

Percent Sales Tax Basis Paid 561-AZ 3 – IC + Fee 3 – IC + Fee   3 – IC + Fee 

Other Payer Amt Recognized 566-J5 $71.23  $71.23  $66.35  $71.23  

Plan Sales Tax Amount 574-2Y $5.ØØ  $2.5Ø    $5.83  

Patient Sales Tax Amount 575-EQ $Ø.ØØ  $2.5Ø    $Ø.ØØ 

Tax Exempt Indicator * 557-AV     1    

Basis of Reimbursement Determination 522-FM 8 – Contract Pricing 8 – Contract Pricing 8 – Contract Pricing 8 – Contract Pricing 

       

Net Amount Due $88.25  $88.25  $88.19  $89.Ø8  

Script Total Sales Tax $5.ØØ  $5.ØØ  $4.94  $5.83  

Script Sell Price 
$83.25  $83.25  $83.25  $83.25  
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* If Percent tax Amount is submitted to the payer, unless a Tax Exempt Indicator applies, the payer must return a percent tax amount paid 
value, even if the value is $Ø, the percent sales tax rate and percent sales tax basis.  If a Tax Exempt Indicator applies, the applicable tax 

exempt value must be returned, however the percent sales tax amount paid, basis and rate do not have to be returned. 

 

Tax Exempt Indicator Value  Definition   

1  Payer/Plan is tax exempt   

3  Patient is tax exempt   

4  Plan/Payer and patient are tax exempt   
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9.4 OTHER PAYER COVERAGE TYPE (338-5C) IS UNKNOWN 
Question: 
Our clients are not always able to resolve a discrepancy in a patient’s other payer information.  For 
example, they may have two other payers listed for a member as primary at a single point in time. We 
want to make sure we identify all known other payer information back to the provider to help them in 
the COB process.  We would like to make sure it is compliant with the standard to return both other 
payers with the same Other Payer Coverage Type (338-5C) value on a response.  The provider 
would then have the information for both other payers and could work with the patient to resolve.  We 
have reviewed the NCPDP documentation and cannot find any language that would prevent us from 
returning two other payers as primary if that is the patient TPL information that we have received from 
a client.  Could you please validate that this situation would be NCPDP compliant? 
 
Response: 
In the situation where the processor is provided other primary coverage(s) for a member, however the 
specific order in which these plans should be billed is not known, the processor should identify the 
Other Payer Coverage Type (338-5C) as BLANK – NOT SPECIFIED, within the Response 
Coordination of Benefit/Other Payers Segment.     
 
Other Payer ID Count (355-NT) = the number of loops. This only is allowed in the Response 
COB/Other Payers Segment. 
Other Payer Coverage Type (338-5C) – as the External Code List defines valid values of blank, 1, 2 
or 3, occurrence 1, 2, and/or 3 could contain blank as a valid value. The pharmacy would then need 
to work with the patient and the plans to determine what the order really should be. 
 
Response Coordination of Benefits/Other Payers Segment 

Other Payer ID Count 

Field Field Name 

355-NT Other Payer ID Count 

338-5C Other Payer Coverage Type 

339-6C Other Payer ID Qualifier 

34Ø-7C Other Payer ID 

991-MH  Other Payer Processor Control Number 

356-NU Other Payer Cardholder ID 

992-MJ  Other Payer Group ID 

142-UV Other Payer Person Code 

127-UB Other Payer Help Desk Phone Number 

143-UW Other Payer Patient Relationship Code 

144-UX Other Payer Benefit Effective Date 

145-UY Other Payer Benefit Termination Date 

 

9.5 OTHER AMOUNT PAID (565-J4) AND COB 
Question: 
In a COB claim, if a patient is in the deductible phase and Payer1 has agreed to pay for some 
Delivery Fee (or any 'Other Amount Paid'), what is the proper response data Payer1 should send 
back and what should the Pharmacy submit for the COB Segment in the request to Payer2? 
PRIMARY CLAIM  SECONDARY CLAIM  

Ingredient Cost Submitted 94.00 Ingredient Cost Submitted 94.00 

Dispensing Fee Submitted  5.50 Dispensing Fee Submitted   5.50 

Other Amount Claim Submitted (Delivery) 12.00 Other Amount Claim Submitted (Delivery) 12.00 

Other Amount Claim Submitted (Compound)   9.00 Other Amount Claim Submitted (Compound)   9.00 

Incentive Amount Submitted 10.00 Incentive Amount Submitted 10.00 

Percent Sales Tax Amount   4.70 Percent Sales Tax Amount   4.70 

Percent Sales Tax Basis 02 Percent Sales Tax Basis 02 

Percent Sales Tax Rate 0.05 Percent Sales Tax Rate 0.05 

Gross Amount Due 135.20 Gross Amount Due 135.20 

Usual and Customary 105.00 Usual and Customary 105.00 

  SECONDARY COB SEGMENT  

  Other Payer Coverage Type 01 
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  Other Payer Amount Paid – Delivery ? 

  Other Payer Amount Paid – Compound 0.00 

  Other Payer Amount Paid – Incentive 0.00 

  Other Payer Amount Paid – Sales Tax 0.00 

  Other Payer Amount Paid – Drug Benefit ? 

PRIMARY RESPONSE PRICING  SECONDARY RESPONSE PRICING  

Ingredient Cost Paid 90.00 Ingredient Cost Paid  

Dispensing Fee Paid   5.00 Dispensing Fee Paid  

Other Amount Paid (Delivery) 10.00 Other Amount Paid (Delivery)  

Other Amount Paid (Compound)   0.00 Other Amount Paid (Compound)  

Incentive Amount Paid   0.00 Incentive Amount Paid  

Percentage Sales Tax Amount Paid   0.00 Percentage Sales Tax Amount Paid  

Percentage Sales Tax Basis Paid 02 Percentage Sales Tax Basis Paid  

Percentage Sales Tax Rate Paid 0 Percentage Sales Tax Rate Paid  

Other Payer Amount Recognized  Other Payer Amount Recognized  

Patient Pay Amount 105.00 Patient Pay Amount  

Total Paid Amount    0.00 Total Paid Amount  

Amount Applied to Periodic Deductible 105.00 Amount of Copay  

 
Response: 
The Response Pricing Segment should be determined by the specific benefit and contractual 
agreement and must adhere to the NCPDP Pricing Formula.  To accurately report the amounts paid 
in the Other Payer Amount Paid field (431-DV) in a COB Other Payer Coverage Type occurrence, a 
specific order of Other Payer Amount Paid Qualifiers (342-HC) must be followed.   

 Order is based on the payment being associated to provider versus state revenue, and 
the dispensing of a product versus value added services.  

 Drug Benefit is the end result, after all Other Payer Amount Paid values are subtracted 
from Total Amount Paid (5Ø9-F9)  

COB CLAIM 
342-HC 

REPORTING 
ORDER      

342-HC 
OTHER 
PAYER      

AMT PAID 
QUALIFIER 

VALUE      

DESCRIPTION NOTES 

1 1Ø Sales Tax - An Indicator which signifies the dollar 
amount paid by the other payer which is related to 
Sales Tax. 

Neither Product nor Service, not 
part of Sales.  Any tax amount 
paid by the previous plan(s) 
should be the 1st amount 
reported to downstream payer.  If 
payer does not pay tax then they 
cannot use taxes paid by prior 
payer(s) to reduce payment 
obligations or used towards other 
payer amount recognized amount 
reported.  

2 Ø9 Compound Preparation Cost – An indicator which 
signifies the dollar amount paid by the other payer 
which is related to the preparation of the compound.   

The product cannot be dispensed 
without the compound prep.  

3 Ø1 Delivery – An indicator which signifies the dollar 
amount paid by the other payer which is related to the 
delivery of a product or service. 

Value Added Service  

4 Ø2 Shipping – An indicator which signifies the dollar 
amount paid by the other payer which is related to the 
transportation of a product.                         

Value Added Service 

5 Ø3 Postage – An indicator which signifies the dollar 
amount paid by the other payer which is related to the 
mailing of a product. 

Value Added Service 

6 Ø4 Administrative – An indicator which signifies the dollar 
amount paid by the other payer which is related to 
administrative activities such as utilization review, 
premium collection, claims processing, quality 
assurance, and risk management for purposes of 
insurance.   

Value Added Service 
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7 Ø5 Incentive - An indicator which signifies the dollar 
amount paid by the other payer which is related to 
additional fees or compensations paid as an 
inducement for an action taken by the provider (e.g. 
collection of survey data, counseling plan enrollees, 
vaccine administration). 

Value Added Service 

8 Ø7 Drug Benefit – An indicator which signifies the dollar 
amount paid by the other payer which is related to the 
plan's drug benefit. 

END RESULT of subtracting all 
Other Payer Amount Paid values 
from Total Amount Paid (5Ø9-F9) 

 In the situation when the payer's Total Amount Paid (5Ø9-F9) is less than the sum of the Other 
Amounts Paid (565-J4) + Incentive Amount Paid (521-FL) + Tax Amount Paid (559-AX + 558-AW 
– 523-FN) values, the Other Payer Amount Paid (431-DV) values reported for that COB Other 
Payer Coverage Type (338-5C) occurrence should be subtracted from Total Amount Paid (5Ø9-
F9) and reported in the COB claim in the specific order outlined above.  

 The below steps outline a consistent process to report the Other Payer Amount Paid (431-DV) 
values in the Other Payer Coverage Type occurrences, regardless of the values returned in the 
payer’s response pricing segment.   

o For each unique Other Payer Amount Paid (431-DV) value to be calculated,        
steps (1 – 6) should be performed before the Other Payer Amount Paid Drug Benefit 
(Ø7) can be calculated (step 7).   

o The values listed under each step are associated to building the Other Payer 
Coverage Type Ø2 occurrence (i.e. when billing to the tertiary) 

o Note: NCPDP Telecommunication Standard limits the Other Amount Paid Count 
(563-J2) to 3.  To illustrate detailed explanations for each Other Amount Paid 
Qualifier value listed in the January 2Ø11 ECL, field 565-J4 is repeated 5 times in the 
below example.   

 

FIELD ID PRIMARY RESPONSE PRICING 

5Ø6-F6 INGREDIENT COST PAID $95.ØØ  

5Ø7-F7 DISPENSING FEE PAID $5.ØØ  

565-J4 OTHER AMT PAID (Delivery) $Ø.ØØ  

565-J4 OTHER AMT PAID (Shipping) $Ø.ØØ  

565-J4 OTHER AMT PAID (Postage) $Ø.ØØ  

565-J4 OTHER AMT PAID (Administrative) $Ø.ØØ  

565-J4 OTHER AMT PAID (Compound) $1Ø.ØØ  

521-FL INCENTIVE AMT PAID $Ø.ØØ  

559-AX PERCENTAGE SALES TAX AMT PAID $5.ØØ  

561-AZ PERCENTAGE SALES TAX BASIS PAID 2 

56Ø-AY PERCENTAGE SALES TAX RATE PAID  5% 

566-J5 OTHER PAYER AMT RECOGNIZED   

5Ø5-F5 PATIENT PAY AMT $1Ø5.ØØ  

518-FI AMOUNT OF COPAY $2Ø.ØØ  

523-FN AMOUNT ATTRIBUTED TO TAX $Ø.ØØ  

517-FH AMOUNT APPLIED TO PERIODIC DEDUCTIBLE $1Ø5.ØØ  

5Ø9-F9 TOTAL PAID AMT $1Ø.ØØ  

574-2Y PLAN SALES TAX AMOUNT  $5.ØØ  

575-EQ PATIENT SALES TAX AMOUNT $Ø.ØØ  

 

FIELD ID Secondary Claim COB Segment 

338-5C OTHER PAYER COVERAGE TYPE 1 

431-DV OTHER PAYER AMT PAID - DELIVERY $Ø.ØØ  

431-DV OTHER PAYER AMT PAID - SHIPPING $Ø.ØØ  
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431-DV OTHER PAYER AMT PAID - POSTAGE $Ø.ØØ  

431-DV OTHER PAYER AMT PAID - ADMINISTRATIVE $Ø.ØØ  

431-DV OTHER PAYER AMT PAID - COMPOUND $5.ØØ  

431-DV OTHER PAYER AMT PAID - INCENTIVE $Ø.ØØ  

431-DV OTHER PAYER AMT PAID - SALES TAX  $5.ØØ  

431-DV OTHER PAYER AMT PAID : DRUG BENEFIT  $Ø.ØØ  

    

FIELD ID SECONDARY RESPONSE PRICING 

5Ø6-F6 INGREDIENT COST PAID $89.ØØ 

5Ø7-F7 DISPENSING FEE PAID $3.5Ø 

565-J4 OTHER AMT PAID (Delivery) $8.ØØ 

565-J4 OTHER AMT PAID (Shipping) $Ø.ØØ 

565-J4 OTHER AMT PAID (Postage) $2.ØØ 

565-J4 OTHER AMT PAID (Administrative) $Ø.ØØ 

565-J4 OTHER AMT PAID (Compound) $5.ØØ 

521-FL INCENTIVE AMT PAID $5.ØØ 

559-AX PERCENTAGE SALES TAX AMT PAID $4.45 

561-AZ PERCENTAGE SALES TAX BASIS PAID Ø2 

56Ø-AY PERCENTAGE SALES TAX RATE PAID  5% 

566-J5 OTHER PAYER AMT RECOGNIZED $9.45 

5Ø5-F5 PATIENT PAY AMT $95.ØØ 

518-FI AMOUNT OF COPAY $2Ø.ØØ 

523-FN AMOUNT ATTRIBUTED TO TAX $Ø.ØØ 

517-FH AMOUNT APPLIED TO PERIODIC DEDUCTIBLE $Ø.ØØ 

5Ø9-F9 TOTAL PAID AMT $12.5Ø 

574-2Y PLAN SALES TAX AMOUNT  $4.45 

575-EQ PATIENT SALES TAX AMOUNT $Ø.ØØ 

      

Filed ID Tertiary Claim COB Segment 

338-5C OTHER PAYER COVERAGE TYPE 1 

431-DV OTHER PAYER AMT PAID - DELIVERY $Ø.ØØ  

431-DV OTHER PAYER AMT PAID - SHIPPING $Ø.ØØ  

431-DV OTHER PAYER AMT PAID - POSTAGE $Ø.ØØ  

431-DV OTHER PAYER AMT PAID - ADMINISTRATIVE $Ø.ØØ  

431-DV OTHER PAYER AMT PAID - COMPOUND $5.ØØ  

431-DV OTHER PAYER AMT PAID - INCENTIVE $Ø.ØØ  

431-DV OTHER PAYER AMT PAID - SALES TAX  $5.ØØ  

431-DV OTHER PAYER AMT PAID : DRUG BENEFIT  $Ø.ØØ  

338-5C OTHER PAYER COVERAGE TYPE Ø2 

431-DV OTHER PAYER AMT PAID - DELIVERY $8.ØØ 

431-DV OTHER PAYER AMT PAID - SHIPPING $Ø.ØØ 

431-DV OTHER PAYER AMT PAID - POSTAGE $2.ØØ 

431-DV OTHER PAYER AMT PAID - ADMINISTRATIVE $Ø.ØØ 

431-DV OTHER PAYER AMT PAID - COMPOUND $Ø.ØØ 

431-DV OTHER PAYER AMT PAID - INCENTIVE $2.5Ø 

431-DV OTHER PAYER AMT PAID - SALES TAX  $Ø.ØØ 

431-DV OTHER PAYER AMT PAID : DRUG BENEFIT  $Ø.ØØ 
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Other Payer Amount Paid (431-DV) Reporting Order 
Example = Other Payer Coverage Type Ø2 Occurrence 

1 2 3 4 5 6 7 8 

Step 
# 

 
Action 431-DV 

Tax     
[1Ø] 

431-DV 
CMPD   [Ø9] 

431-DV 
Deliv    
[Ø1] 

431-DV 
Ship    
[Ø2] 

431-DV      
Post    
[Ø3] 

431-DV                                
Admin   
[Ø4] 

431-DV      
Incent    
[Ø5] 

431-DV 
Drg Bft   

[Ø7] 

1 Determine applicable “Response 
Amount Paid” values from current 
payer 
1. [1Ø] Tax Amount =        

559-AX + 558-AW - 523-FN                           
2. [Ø9] Compound =        565-

J4 [Ø9 Compound]       
3. [Ø1] Delivery =            565-

J4 [Ø1 Delivery]  
4. Ø2] Shipping =                     

565-J4 [Ø1 Shipping] 
5. [Ø3] Postage =                    

565-J4 [Ø1 Postage]  
6. Ø4] Administrative =           

565-J4 [Ø1 Administr] 
7. [Ø5] Incentive =                  

521-FL [Incent Amt Paid]             

         
 
 

$4.45 

         
 
 
 
 

$5.ØØ 

         
 
 
 
 
 
 

$8.ØØ 

     
 
 
 
 
 
 
 
 

$Ø.ØØ 

      
 
 
 
 
 
 
 
 
 
 

$2.ØØ 

 
 
 
 
 
 
 
 
 
 
 
 
 

$Ø.ØØ 

                
 
 
 
 
 
 
 
 
 
 
 
 
 
 

$5.ØØ 

  
N/A 

2 Determine like “OPAP Values 
from ALL Prior Payers” 

 
$5.ØØ 

 
$5.ØØ 

 
$Ø.ØØ 

 
$Ø.ØØ 

 
$Ø.ØØ 

 
$Ø.ØØ 

 
$Ø.ØØ 

 
N/A 

3 Determine “Actual Amount Paid” 
for current payer 

 “Response Amount Paid” 
(step 1) minus “OPAP from 
ALL Prior Payers” (step 2)        

 If results < = Ø, set to Ø                                                               

 
$Ø.ØØ 

 
$Ø.ØØ 

 
$8.ØØ 

 
$Ø.ØØ 

 
$2.ØØ 

 
$Ø.ØØ 

 
$5.ØØ 

 
N/A 

4 Determine “Previously Reported 
OPAP Amount” for current payer.  

 ADD all Other Payer 
Amount Paid values 
previously uniquely reported 
(steps 1-6 completed), for 
current payer.   

1. [1Ø] Tax Amount = Ø 
(always) 

2. [Ø9] Compound =       431-
DV [1Ø Tax] 

3. [Ø1] Delivery =            431-
DV [1Ø Tax] +     431-DV 
[Ø9 Compound] 

4. [Ø2] Shipping =           431-
DV [1Ø Tax] +     431-DV 
[Ø9 Compound] + 431-DV 
[Ø1 Delivery] 

5. [Ø3] Postage =           431-
DV [1Ø Tax] +     431-DV 
[Ø9 Compound] + 431-DV 
[Ø1 Delivery] + 431-DV [Ø2 

Shipping] 
6. [Ø4] Administrative =  431-

DV [1Ø Tax] +     431-DV 
[Ø9 Compound] + 431-DV 
[Ø1 Delivery] + 431-DV [Ø2 
Shipping] + 431-DV [Ø3 
Postage] 

7. [Ø5] Incentive =          431-
DV [1Ø Tax] +     431-DV 
[Ø9 Compound] + 431-DV 
[Ø1 Delivery] + 431-DV [Ø2 
Shipping] + 431-DV [Ø3 
Postage] + 431-DV [Ø4 
Administr.] 

 
 
 
 
 
 
 
 
 

$Ø.ØØ 

 
 
 
 
 
 
 
 
 
 
 

$Ø.ØØ 

 
 
 
 
 
 
 
 
 
 
 
 
 

$Ø.ØØ 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

$8.ØØ 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

$8.ØØ 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

$1Ø.ØØ 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

$1Ø.ØØ 
 

 
N/A 
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5 Determine “Total Amount Paid 
Remaining”  

 Total Amount Paid (5Ø9-F9) 
from current payer minus 
“Previously Reported OPAP 
Amount”  (step 4)  

 
$12.5Ø 

 
$12.5Ø 

 
$12.5Ø 

 
$4.5Ø 

 
$4.5Ø 

 
$2.5Ø 

 
$2.5Ø 

 

6 Set Other Payer Amount Paid 
value (431-DV).  Compare “Total 
Amount Paid Remaining” (step 5) 
and “Actual Amount Paid” (step 3)  

 When “Total Amount Paid 
Remaining” (step 5) > 
“Actual Amount Paid” (step 
3),  set OPAP amount (431-
DV) = “Actual Amount Paid” 
(step 3) 

 When “Total Amount Paid 
Remaining” (step 5) <= 
“Actual Amount paid” (step 
3), set OPAP amount (431-
DV) = “Total Amount Paid 
Remaining”  (step 5)  

 
  
 

 
 

$Ø.ØØ 

  
 
 
 
 

$Ø.ØØ 

  
 
 
 
 

$8.ØØ 

  
 
 
 
 

$Ø.ØØ 

  
 
 
 
 

$2.ØØ 

  
 
 
 
 

$Ø.ØØ 

  
 
 
 
 
 
 
 
 
 
 
 

$2.5Ø 

  

7 When there are additional OPAP 
amounts to calculate, continue to 
Step 1.  Once all unique OPAP 
amounts have been calculated 
based on the reporting order, 
calculate Drug Benefit. 
To report the Other Payer 
Amount Paid Drug Benefit (Ø7), 
from that payer’s Total Amount 
Paid (5Ø9-F9) value subtract all 
Other Payer Amount Paid values 
uniquely reported for that payer. 

 OPAP Drug Benefit =      
Total Amount Paid     (5Ø9-
F9) –                  431-DV 
[1Ø Tax] -           431-DV 
[Ø9 Compound] - 431-DV 
[Ø1 Delivery] - 431-DV [Ø2 
Shipping] - 431-DV [Ø3 
Postage] - 431-DV [Ø4 
Administr] - 431-DV [Ø5 
Incentive]  

  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

$12.5Ø 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

$12.5Ø 
 
 
  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

$4.5Ø 
  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

$4.5Ø 

 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

$2.5Ø 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

$2.5Ø 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

$Ø.ØØ 

 
$Ø.ØØ  

 

9.6 OTHER PAYER AMOUNT PAID QUALIFIER (342-HC) VALUES SUNSETTED 
Question:  
We’re currently finalizing the requirements for our D.Ø implementation, and we’ve come across a 
change between 5.1 and D.Ø that is causing us some consternation.  We’re trying to figure out how to 
handle the elimination of values “Ø8” and “99” in field Other Payer Amount Paid Qualifier (342-HC), 
which we’re using in v5.1 to identify the Other Payer Amount Paid and the Other Payer Allowed 
Amount.  We were using these codes for our MSP (Medicare Secondary Payer) claims, and we’re 
considering submitting a DERF to have the code values added back in, but there must have been a 
reason these values were removed from D.Ø, in that there may be other fields that can be used to 
calculate these amount. 
 
Response:  
This is the process in place today: 

1. The Allowed amount is submitted using qualifier Ø8 
2. The Paid amount is submitted using qualifier Ø7 
3. The Co-insurance amount is submitted using qualifier 99 
4. The Deductible (when applicable) is submitted using qualifier 99 
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These above data elements, provide full disclosure of the previous payer’s payment response.  In 
D.Ø full disclosure is available for government programs with the applicable legislation in place via 
the following method: 

Other Payer-Patient Responsibility Amount (352-NQ) and 
Other Payer-Patient Responsibility Amount Qualifier (351-NP)  
 Values: 

CODE DESCRIPTION 

Blank Not Specified 

Ø1 Amount Applied to Periodic Deductible (517-FH) as reported by previous payer. The following dollar amount is 
the amount of the patient’s responsibility applied to the patient’s plan periodic deductible liability. 

Ø2 Amount Attributed to Product Selection/Brand Drug (134-UK) as reported by previous payer. 

Ø3 Amount Attributed to Sales Tax (523-FN) as reported by previous payer. A dollar value of the portion of the 
copay (as reported by previous payer) which the member is required to pay due to sales tax on the 
prescription. 

Ø4 Amount Exceeding Periodic Benefit Maximum (52Ø-FK) as reported by previous payer. A dollar value of the 
portion of the copay which the member is required to pay due to a benefit cap/maximum being met or 
exceeded. 

Ø5 
Amount of Copay (518-FI) as reported by previous payer. Code indicating that the following dollar amount is 
the amount of the patient responsibility applied to the patient’s plan co-pay liability by another/previous payer. 

Ø6 Patient Pay Amount (5Ø5-F5) as reported by previous payer. Used to indicate the provider is submitting the 
amount reported by a prior payer as the patient’s responsibility. 

Ø7 Amount of Coinsurance (572-4U) as reported by previous payer. Coinsurance is a form of cost sharing that 
holds the patient responsible for a dollar amount based on a percentage for each product/service received 
and regardless of the patient’s current benefit status, product selection or network selection. 

Ø8 Amount Attributed to Product Selection/Non-Preferred Formulary Selection (135-UM) as reported by previous 
payer 

Ø9 Amount Attributed to Health Plan Assistance Amount (129-UD) as reported by previous payer 

1Ø Amount Attributed to Provider Network Selection (133-UJ) as reported by previous payer. 

11 Amount Attributed to Product Selection/Brand Non-Preferred Formulary Selection (136-UN) as reported by 
previous payer. 

12 Amount Attributed to Coverage Gap (137-UP) that was to be collected from the patient due to a coverage gap 
as reported by previous payer. 

13 Amount Attributed to Processor Fee (571-NZ) as reported by previous payer. 

 
Other Payer Amount Paid (431-DV) and 

Other Payer Amount Paid Qualifier (342-HC)  
Values: 

CODE DESCRIPTION 

Ø1 
Delivery – An indicator which signifies the amount paid for the costs related to the delivery of a product or 
service. 

Ø2 Shipping – The amount paid for transportation of an item. 

Ø3 Postage – The amount paid for the mailing of an item. 

Ø4 
Administrative – An indicator conveying the following amount is related to the cost of activities such as 
utilization review, premium collection, claims processing, quality assurance, and risk management for purposes 
of insurance. 

Ø5 
Incentive-Used to indicate an additional fee or compensation paid to the provider by another payer as an 
inducement for an action taken by the provider; this might be a collection of survey data or counseling to plan 
enrollees. 

Ø6 
Cognitive Service – Used to indicate pharmacist interaction with patient or caregiver beyond the traditional 
dispensing/patient instruction activity. For example, therapeutic regimen review, recommendation for additional, 
fewer, or different therapeutic choices. 

Ø7 
Drug Benefit – An indicator which signifies when the dollar amount paid by the other payer has been paid as 
part of the drug benefit plan. 

Ø9 Compound Preparation Cost – the amount paid for the preparation of the compound 

 
Note:  The allowed amount would be the sum of the above fields. 
 
The response from the primary payer using the NCPDP Telecommunication version D.Ø billing 
transaction is real-time and the amount received in the response is the actual amount of payment and 
the provider’s contracted amount.  The pharmacy provider then uses the primary response to send 
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the claim to Medicare as the secondary payer.  NCPDP understands that Medicare as the secondary 
payer is required by regulation to receive the amount that the other payer has paid, the amount 
allowed from the other payer and the amount that the provider is obligated to accept as payment in 
full.  Since the primary claim’s response was real-time the following should be used to determine the 
needed amounts: 

 Submitted amount is equal to Gross Amount Due (43Ø-DU) on the NCPDP D.Ø Billing claim 

 Other Payer Amount Paid (431-DV) is used in conjunction with Other Payer Amount Paid 
Qualifier (342-HC) to determine the amount paid by the other payer.   

 Other Payer-Patient Responsibility Amount (352-NQ) is used in conjunction with Other Payer-
Patient Responsibility Amount Qualifier (351-NP) to determine the financial obligation of the 
beneficiary from the other payer. 

 Add the sum of the Other Payer Amount Paid (431-DV) and Other Payer-Patient 
Responsibility Amount (352-NQ) to determine the allowed amount and the amount the 
provider is obligated to accept.  

 The financial amount returned in Total Amount Paid (5Ø9-F9) of the POS response is the 
contracted amount between the provider and the payer, and will match what is returned on 
the ASC X12 835 remittance file.  Since NCPDP Telecommunication v5.1 and D.Ø claims 
processing is real-time, Obligated to Accept as Full (OTAF) payment variance does not apply.    

 
Example:  A pharmacy submits a claim to payer ABC for $1ØØ.  The pharmacy has a contract with 
the payer that states they will pay $8Ø for the claim.  Due to the beneficiary having a deductible that 
all but $1Ø has been met and a copay of $1Ø, the pharmacy is actually only paid $6Ø and is 
expected to collect the remaining $2Ø dollars from the beneficiary. 
 
In the secondary D.Ø claim the following fields would be submitted and used in the calculations 
necessary: 
 
FIELD FIELD NAME SEGMENT VALUE COMMENT 

43Ø-DU GROSS AMOUNT DUE CLAIM 1ØØØ{ $1ØØ.ØØ 

342-HC OTHER PAYER AMOUNT PAID QUALIFIER COB Ø7 DRUG BENEFIT 

431-DV OTHER PAYER AMOUNT PAID COB 6ØØ{ $6Ø.ØØ 

351-NP OTHER PAYER-PATIENT RESPONSIBILITY 
AMOUNT QUALIFIER 

COB Ø1 AMOUNT APPLIED TO PERIODIC 
DEDUCTIBLE (517-FH) AS REPORTED 
BY PREVIOUS PAYER 

352-NQ OTHER PAYER-PATIENT RESPONSIBILITY 
AMOUNT  

COB 1ØØ{ $1Ø.ØØ 

351-NP OTHER PAYER-PATIENT RESPONSIBILITY 
AMOUNT QUALIFIER 

COB Ø5 AMOUNT OF COPAY (518-FI) AS 
REPORTED BY PREVIOUS PAYER 

352-NQ OTHER PAYER-PATIENT RESPONSIBILITY 
AMOUNT  

COB 1ØØ{ $1Ø.ØØ 

 
For MSP Calculations: 

1. The Allowed amount  = sum of Other Payer Amount Paid (431-DV) amounts (qualifiers 
applicable to MSP benefit) + sum of Other Payer-Patient Responsibility Amount (352-NQ) 
amounts  

2. The Paid amount = sum of the Other Payer Amount Paid (431-DV) amounts (qualifiers 
applicable to the MSP benefit, e.g. Ø7 Drug Benefit)  

3. The Co-insurance amount = Other Payer-Patient Responsibility Amount (352-NQ) 
amount where Other Payer-Patient Responsibility Amount Qualifier (351-NP) = “Ø7” 
(Amount of Coinsurance (572-4U) as reported by previous payer)   

4. The Deductible amount = Other Payer-Patient Responsibility Amount (352-NQ) amount 
where Other Payer-Patient Responsibility Amount Qualifier (351-NP) = “Ø1” (Amount 
Applied to Periodic Deductible (517-FH) as reported by previous payer) 

 

9.7 OTHER PAYER AMOUNT PAID QUALIFIER (342-HC) VALUE 99? 
Question: 
Is there an ECL DERF to reinstate the value of 99=Other for field 342-HC Other Payer Amount Paid 
Qualifier? (No) We have a 99=Other for both 479-H8 - Other Amount Claimed Submitted Qualifier 
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and 564-J3 - Other Amount Paid Qualifier.  However, if these values are ever used we have no way 
to report these values to downstream payers in Other Payer Amount Paid Qualifier (342-HC). 
479-H8 - Other Amount Claimed Submitted Qualifier 

Definition of Field 
Field  
Format 

Standard/Version 
Formats 

Field Limitations 

Code identifying the additional incurred cost 
claimed in 'Other Amount Claimed Submitted' 
(48Ø-H9). 

x(2) T  

                 Values: 

CODE DESCRIPTION Value Limitation 

Blank Not Specified 
Used only in Telecommunication Standard Versions 
9.Ø through C.4. Value was deleted and cannot be 
used in higher versions. 

Ø1 
Delivery Cost - An indicator which signifies the amount claimed for the costs 
related to the delivery of a product or service. 

 

Ø2 Shipping Cost - The amount claimed for transportation of an item.  

Ø3 Postage Cost - The amount claimed for the mailing of an item.  

Ø4 

Administrative Cost - An indicator conveying the following amount is related 
to the cost of activities such as utilization review, premium collection, claims 
processing, quality assurance, and risk management for purposes of 
insurance. 

 

Ø9 
Compound Preparation Cost Submitted - The amount claimed for the 
preparation of the compound. 

 

99 Other - Different from those implied or specified  

  
564-J3 - Other Amount Paid Qualifier 

Definition of Field 
Field  
Format 

Standard/Version 
Formats 

Field Limitations 

Code clarifying the value in the 'Other Amount 
Paid' (565-J4). 

x(2) T,A  

                Values: 

CODE DESCRIPTION Value Limitations 

Blank Not Specified 

Used only in Telecommunication Standard 
Versions 9.Ø through C.4. and Post Adjudication 
Standard Version 1.Ø. Value was deleted and 
cannot be used in higher versions. 

Ø1 
Delivery - An indicator which signifies the amount paid for the costs related 
to the delivery of a product or service. 

 

Ø2 Shipping - The amount paid for transportation of an item.  

Ø3 Postage - The amount paid for the mailing of an item.  

Ø4 

Administrative - An indicator conveying the following amount is related to 
the cost of activities such as utilization review, premium collection, claims 
processing, quality assurance, and risk management for purposes of 
insurance. 

 

Ø9 
Compound Preparation Cost Paid - The amount paid for the preparation of 
the compound. 

 

99 Other  

 
342-HC - Other Payer Amount Paid Qualifier 

Definition of Field 
Field  
Format 

Standard/Version 
Formats 

Field Limitations 

Code qualifying the 'Other Payer Amount Paid' 
(431-DV). 

x(2) T  

      Values: 

CODE DESCRIPTION Value Limitation 

Blank Not Specified 
Used only in Telecommunication Standard 
Versions 9.Ø through C.4. Value was deleted 
and cannot be used in higher versions. 

Ø1 
Delivery – An indicator which signifies the dollar amount paid by the other 
payer which is related to the delivery of a product or service. 

 

Ø2 
Shipping – An indicator which signifies the dollar amount paid by the other 
payer which is related to the transportation of a product. 

 

Ø3 Postage – An indicator which signifies the dollar amount paid by the other  
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CODE DESCRIPTION Value Limitation 

payer which is related to the mailing of a product. 

Ø4 

Administrative – An indicator which signifies the dollar amount paid by the 
other payer which is related to administrative activities such as utilization 
review, premium collection, claims processing, quality assurance, and risk 
management for purposes of insurance.   

 

Ø5 

Incentive-An indicator which signifies the dollar amount paid by the other 
payer which is related to additional fees or compensations paid as an 
inducement for an action taken by the provider (e.g. collection of survey 
data, counseling plan enrollees, vaccine administration). 

 

Ø6 

Cognitive Service – An indicator which signifies the dollar amount paid by 
the other payer which is related to the pharmacist's interaction with a patient 
or caregiver that is beyond the traditional dispensing/patient instruction 
activity (e.g. therapeutic regimen review; recommendation for additional, 
fewer or different therapeutic choices). 

 

Ø7 
Drug Benefit – An indicator which signifies the dollar amount paid by the 
other payer which is related to the plan's drug benefit. 

 

Ø8 Sum of All Reimbursements 
Used only in Telecommunication Standard 
Versions 9.Ø through C.4. Value was deleted 
and cannot be used in higher versions. 

Ø9 
Compound Preparation Cost – An indicator which signifies the dollar amount 
paid by the other payer which is related to the preparation of the compound.   

 

1Ø 
Sales Tax - An Indicator which signifies the dollar amount paid by the other 
payer which is related to Sales Tax. 

 

98 Coupon 
Used only in Telecommunication Standard 
Versions 9.Ø through C.4. Value was deleted 
and cannot be used in higher versions. 

99 Other 
Used only in Telecommunication Standard 
Versions 9.Ø through C.4. Value was deleted 
and cannot be used in higher versions. 

 
Response: 
For vD.0 claims, 99 is not a valid value for Other Payer Amount Paid Qualifier (342-HC). If the value 
99 is used in Other Amount Claimed Submitted Qualifier (479-H8) and Other Amount Paid Qualifier 
(564-J3) this could only be communicated to downstream payers as drug benefit (07) or cognitive 
service (06), which could negatively impact the pharmacy or patient.   
 
Starting now and until the annual ECL implementation date in October 2012, the value of 99 Other 
Amount Claimed Submitted Qualifier (479-H8) and Other Amount Paid Qualifier (564-J3) should be 
restricted to v5.1 Copay Only coordination of benefit claims.  To eliminate coordination of benefit 
claims processing transition issues, no other claim response transactions should include the value 
“Other” (99) in Other Amount Paid Qualifier (564-J3).  
 

9.8 LIKE AMOUNTS SUBMITTED AS INCENTIVE FEE 
Question: 
When a downstream payer receives an Other Payer Amount Paid Qualifier (342-HC) and Other 
Payer Amount Paid (431-DV) for Incentive Fee how does the current payer recognize 'like' amounts 
submitted as incentive fee (vaccine, counseling, data collection, etc...) When the definition of the 
value indicates multiple actions? Do we need more specific qualifiers? 
 
Response: 
Submit a DERF to create a new value for Other Payer Amount Paid Qualifier (342-HC), Other 
Amount Paid Qualifier (564-J3) and Other Amount Claimed Submitted Qualifier (478-H8), for 
Medication Administration Fee.   
 
When looking at like amounts for Medicare Part D, unless there is a mechanism to identify that the 
incentive fee amount from prior payer is solely for vaccine administration, the incentive fee dollars 
must not be included in MSP calculations.  Once the new qualifier value for Other Payer Amount Paid 
Qualifier (342-HC) for Medication Administration Fee is available then the amount in the associated 
Other Payer Amount Paid (431-DV) must be included in MSP calculations. 
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9.9 DRUG BENEFIT 
Question: 
We would like clarification as to how a COB claim shall be submitted if we receive payer sheets that 
state the only value that the plan would like to receive for “Other Payer Amount Paid Qualifier” (342-
HC) is “07” Drug Benefit.   Is there a standard way (any recommendation from NCPDP) to process a 
COB claim in this scenario? For example:  If 07 Drug Benefit is sent, should the Other Payer Amount 
Paid Qualifiers (i.e. 01 Delivery) also be sent with the expectation that the plan will ignore (will not 
reject) all other qualifiers except the 07 Drug Benefit?  OR should the 07 Drug benefit only be sent 
and not other qualifiers (i.e. 01 Delivery) and amounts?  Also, should the excluded Other Payer 
Amount Paid amounts be subtracted from the Total Amount Paid to derive at the 07 Drug Benefit 
amount that will be reported to the downstream payer? 
 
Response: 
As of vD.0, there is not an Other Payer Amount Paid Qualifier (342-HC) value which represents the 
aggregate or sum of all reimbursements, therefore the downstream payer must accept all qualifiers 
submitted for Other Payer Amount Paid (431-DV) and ignore values that are not applicable to the 
benefit or trading partner agreement.   
 
NCPDP Telecommunication Standard vD.0 Implementation Guide section: 28.1.10.3 

“Note: Other Payer Amount Paid is in the Coordination of Benefits/Other Payments Segment, 
not the Pricing Segment. 

 
Processors and third party programs determine the rules for which fields are required or 
situational, in light of the situations defined in this document. All other fields submitted would 
be ignored by the processor. If a pharmacy system chooses to send in more fields than are 
required or situational by the processor, these fields would be ignored. It is recommended 
that especially for the dollar fields, if the field is not required or situational in the calculation, 
that the dollar field not be sent.”   

 
To clarify the above when processing COB claims: 

The financial fields within the COB Segment are considered pass through fields, where the 
provider is reporting what was received from the previous payers’ responses.  Descriptive 
qualified values identify the other payers’ patient responsibility amounts, amounts paid to the 
provider, and when applicable the Medicare D benefit stage amounts.  These financial 
amounts are either a direct map from the previous payer’s response (Other Payer Patient 
Responsibility Amount, Benefit Stage Amount), or require specific mapping rules (Other 
Payer Amount Paid, see Question 1).  The COB payer sheet may note that the benefit or 
trading partner agreement considers specific qualified values however; the payer sheet 
cannot restrict which qualified values can be submitted.   

 
Other Payer-Patient Responsibility Amount COB billing may either be based on;   

 Method 1 - Other Payer-Patient Responsibility Amount Qualifier (351-NP) value of 06 Patient 
Pay (505-F5) Amount as reported by previous payer or  

 Method 2 -Other Payer-Patient Responsibility Amount Qualifiers (351-NP) not equal to 06 
 
While the payer sheet can restrict whether Method 1 or Method 2 is required it cannot restrict 
the Other Payer-Patient Responsibility Amount Qualifier’s for Method 2.  Additionally in the 
event that Method 2 is required and the previous payer does not return a balanced response, 
a process needs to be available to allow the claim to adjudicate with the Other Payer-Patient 
Responsibility Amount Qualifier 06. 
 
It is recommended that the payer sheet reflect the payer’s policy towards usage of Other 
Payer-Patient Responsibility Amount Qualifier 06.  For example: “After D.Ø compliance date, 
qualifier Ø6 usage will be monitored and auditable as the component detail for Patient Pay 
Amount is the required COB method.” 
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Other Payer Amount Paid Qualifier (342-HC) values of 08 – Sum of All Reimbursements and 99 – 
Other, were sunsetted as of Telecommunication vD.0.  These non-descript values were eliminated to 
ensure all Other Payer Amount Paid (431-DV) values reported were appropriately labeled, allowing 
the downstream payer to calculate payment based on the benefits that can be coordinated (e.g. Drug 
Benefit, Incentive, Delivery, Administrative, Postage, Cognitive Services, Compound Preparation, 
Sales Tax) and trading partner agreement. Downstream payers must leverage the itemized Other 
Payer Amount Paid (431-DV) values and cannot require the provider to sum all reimbursements as 
Drug Benefit (07).      
 
To ensure consistency within the Telecommunication standard and COB claims adjudication, an ECL 
DERF will be submitted to sunset the reject code value 7S – Other Payer Amount Paid Qualifier Not 
Supported.    
 

9.10 OTHER PAYER REJECT CODE (472-6E) 
The situation on Other Payer Reject Code (472-6E) has been clarified from “Required when the payer 
in this occurrence has denied the payment for the billing, designated with Other Coverage Code 
(3Ø8-C8) = 3 (Other Coverage Billed – claim not covered)” to “Required when the payer in this 
occurrence has denied the payment for the billing.” The reference to Other Coverage Code value of 3 
caused an assumption that Other Coverage Code must be 3. This was modified in Telecom Version 
D.9. The Other Coverage Code chart in the Telecom Version D.9 was also updated and included 
here. 
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This table lists the situations stated for the Claim Billing/Encounter environment. These rules also apply to other transactions that use the Other 
Coverage Code (3Ø8-C8) in similarly defined situations. 
 This is a code representing a summation 

of other coverage information that has 
been collected from other payers. The 
claim subsequent columns provide rules 
for which values to use in summation. 
 

 Claim Billing/Encounter: 

 Required if other payer has approved 
payment for some/all of the billing.  

 Zero (Ø) is a valid value. 

 Not used for patient financial 
responsibility only billing. 

 Not used for non-governmental agency 
programs if Other Payer-Patient 
Responsibility Amount (352-NQ) is 
submitted. 

Claim Billing/Encounter: 

 Required if necessary for patient financial 
responsibility only billing. 

 Required if necessary for state/federal 
/regulatory agency programs. 

 Not used for non-governmental agency 
programs if Other Payer Amount Paid 
(431-DV) is submitted. 

Claim Billing/Encounter: 

 Required when the other payer has denied 
the payment for the billing. 

 Note: This field must only contain the 
NCPDP Reject Code (511-FB) values. 

Value Description COB 
Segment 

OPAP OPPRA Reject 
Codes 

Ø Not specified by patient No n/a n/a n/a 

1 No other coverage No n/a n/a n/a 

2 Other coverage exists/billed-payment 
collected 

Yes Governmental / Non-Governmental 
Receiver of Claim 

Required from at least one payer and at least 
one payer value must be other than zero.   

In the case of multiple payers, OPAP (even if 
zero) must be submitted for all payers who 

paid. 

Non-Governmental Receiver of Claim 
No  

 
 

Governmental Receiver of Claim 
Required for all payers who paid 

For OCC 2 one payer had to pay the claim with 
a receivable to pharmacy. OTHER payers may 
have rejected so Reject Codes are required for 

those billed who did reject.  

3 Other Coverage Billed – claim not covered Yes No No ALL payers must have rejected so each payer 
should be represented by individual payer loops 

containing Reject codes 

4 Other coverage exists-payment not 
collected 

Yes Governmental / Non-Governmental 
Receiver of Claim 

Required from at least one payer however 
anyone who paid should have done so with 

OPAP of zero (100% copay).  
When submitted with OCC 4, OPAP (as zero) 

must be submitted.     

Non-Governmental Receiver of Claim 
No 

 
 

Governmental Receiver of Claim 
Required for all payers who paid 

For OCC 4 one payer had to pay the claim with 
a pharmacy receivable of zero. OTHER payers 

may have rejected so Reject Codes are required 
for those billed who did reject.  

8 Claim is billing for patient financial 
responsibility only 

Yes No 
Not used for patient financial responsibility 

only billing. 

Required for all payers who paid For OCC 8 one payer had to pay the claim. 
OTHER payers may have rejected so Reject 
Codes are required for those billed who did 

reject.  
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9.11 OTHER PAYER-PATIENT RESPONSIBILITY AMOUNT (352-NQ) TO EACH 

PAYER? 
Question: 
As a payer of last resort, will the Other Payer-Patient Responsibility Amount be processed to each 
payer?  If so, do you know if the payers will be paying and making the provider whole as it pertains to 
copays?  (example below) 
  
For the example below we say that the first payer the patient had a total copay of $16.ØØ and by the 
time it got to payer 3 we are going to assume that the zero being sent means that they paid the 
$16.ØØ.  Can you confirm this for us? 
  

1. Payer 1: Count = 3, PR = $7, Payer 2 PR = $5, Payer 3 PR = $4.   SUM = $16.ØØ 
2. Payer 2: Count = Ø, PR = $Ø, Payer 2 PR = $Ø, Payer 3 PR = $Ø    SUM = $Ø.ØØ  
3. Payer 3: Count = 1, PR =$Ø, Payer 2 PR = $Ø Payer 3 PR = $Ø     SUM = $Ø.ØØ  

 
Response: 
COB methods may differ between payers where secondary may require Other Payer Amount Paid 
(OPAP) and tertiary requires Other Payer-Patient Responsibility Amount (OPPRA).  Each plan’s 
benefits will apply where the patient responsibility amount may not be zero and may actually be 
higher than the previous payer’s patient responsibility amount. 
Å For COB processing based on Other Payer-Patient Responsibility Amounts (352-NQ)  the net 

amount due is the sum of the payable components of the Other Payer-Patient Responsibility 
values from  
ï the LAST payer  
ï as determined by the Other Coverage Type (338-5C) (i.e. Primary, Secondary, etc.)  
ï that returned a PAID response  

Å When reimbursement is based on the Other Payer-Patient Responsibility Amount: 
ï Basis of Reimbursement Code (522-FM) “14” is to be returned 

Å When the Patient has a responsibility amount from the prior payer that may not be included in 
the benefit structure of the COB plan, the COB payer must process via one of the following 
methods: 
ï Pay the Patient Responsibility claim as submitted including all components of Other 

Payer-Patient Responsibility Amounts. 
ï Pay the Patient Responsibility claim, reimburse for appropriate components of 

Patient Pay Amount and those NOT paid by the plan are passed back to the Patient 
as Patient Pay Amount (5Ø5-F5) and its component fields.  

ï Reject the claim with the appropriate reject code. 
 
Coordination of Benefit claim example: 

 The secondary payer requires Other Payer Amount Paid (431-DV) and returns a Patient 
Pay Amount (5Ø5-F5) higher than the primary payer’s Patient Pay Amount  

 The tertiary payer requires Other Payer-Patient Responsibility Amount (352-NQ) and 
returns a Patient Pay Amount (5Ø5-F5) greater than $Ø 

Primary Submission Secondary Submission for Other Payer Amount Paid Tertiary Submission for Other Payer Patient 
Responsibility 

 Pricing Segment   Pricing Segment   Pricing Segment  

409-D9 Ingredient Cost Submitted 95.00 409-D9 Ingredient Cost Submitted 93.00 409-D9 Ingredient Cost 
Submitted 

95.00 

412-DC Dispensing Fee Submitted   5.00 412-DC Dispensing Fee Submitted   6.00 412-DC Dispensing Fee 
Submitted 

  4.00 

430-DU Gross Amount Due 100.00 430-DU Gross Amount Due 99.00 430-DU Gross Amount Due 99.00 

426-DQ Usual and Customary 105.00 426-DQ Usual and Customary 105.00 426-DQ Usual and Customary 105.00 

    Claim Segment   Claim Segment  

   308-C8 Other Coverage Code 2 308-C8 Other Coverage Code 8 

    COB Segment   COB Segment  

   337-4C COB/Other Payments Count 1 337-4C COB/Other Payments 
Count 

2 
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   338-5C Other Payer Coverage Type 01 338-5C Other Payer Coverage 
Type 

01 

   339-6C Other Payer ID Qualifier 03 339-6C Other Payer ID Qualifier 03 

   340-7C Other Payer ID 789123 340-7C Other Payer ID 789123 

   443-E8 Other Payer Date 20100409 443-E8 Other Payer Date 20100409 

   341-HB Other Payer Amount Paid 
Count 

1 353-NR Other Payer-Patient 
Responsibility Amount 
Count 

1 

   342-HC Other Payer Amount Paid 
Qualifier 

7 351-NP Other Payer-Patient 
Responsibility Amount 
Qualifier 

05 

   431-DV Other Payer Amount Paid 73.00 352-NQ Other Payer-Patient 
Responsibility Amount 

20.00 

      358-5C Other Payer Coverage 
Type 

2 

      339-6C Other Payer ID Qualifier 03 

      340-7C Other Payer ID 123456 

      443-E8 Other Payer Date 20100409 

      353-NR Other Payer-Patient 
Responsibility Amount 
Count 

2 

      351-NP Other Payer-Patient 
Responsibility Amount 
Qualifier 

07 

      352-NQ Other Payer-Patient 
Responsibility Amount 

11.25 

      351-NP Other Payer-Patient 
Responsibility Amount 
Qualifier 

08 

      352-NQ Other Payer-Patient 
Responsibility Amount 

10.00 

 Response Pricing 
Segment 

  Response Pricing Segment   Response Pricing 
Segment 

 

506-F6 Ingredient Cost Paid 90.00 506-F6 Ingredient Cost Paid 92.00 506-F6 Ingredient Cost Paid 21.25 

507-F7 Dispensing Fee Paid  3.00 507-F7 Dispensing Fee Paid  3.50 507-F7 Dispensing Fee Paid  0.00 

   566-J5 Other Payer Amount 
Recognized 

73.00    

505-F5 Patient Pay Amount 20.00 505-F5 Patient Pay Amount 21.25 505-F5 Patient Pay Amount  2.00 

509-F9 Total Amount Paid 73.00 509-F9 Total Amount Paid  1.25 509-F9 Total Amount Paid 19.25 

518-F1 Amount Of Copay 20.00 572-4U Amount of Coinsurance 11.25 518-FI Amount Of Copay  2.00 

522-FM Basis of Reimbursement 
Determination 

1 135-UM Amount Attributed to Product 
Selection/Non Pref 

10.00    

   522-FM Basis of Reimbursement 

Determination 

1 522-FM Basis of Reimbursement 

Determination 

14 

      148-U8 Ingredient Cost 
Contracted/Reimbursable 
Amount 

91.00 

      149-U9 Dispensing Fee 
Contracted/Reimbursable 
Amount 

 4.00 

 

9.12 PROCESSOR VS PHARMACY RESPONSIBILITY FOR AGGREGATING OTHER 

PAYER AMOUNTS 
Question: 
There are issues around the usage of, correlation of, aggregation of, and response of data submitted 
between payers and pharmacy involved in COB claims.  There appears to be 2 ways to handle Other 
Payer-Patient Responsibility amounts when multiple payers are involved in claims processing. 
 
Response: 

1. When Other Payer Amount Paid repetitions only COB submission is required, the COB 
payer must SUMMARIZE like values in the Other Payer Amount Paid (431-DV) across all 
prior payers for processing.  This means that Drug Benefit dollars paid will be summarized for 
all payers. Any other types of values (delivery dollars, incentives, administrative, etc) are 
summarized with other like values, and applied based on third party agreements.  

2. When Other Payer-Patient Responsibility Amount repetitions only COB is required, the 
COB payer must first identify the payer with the highest Other Payer Coverage Type (338-
5C) value.  If Other Payer-Patient Responsibility Amounts do not exist in this COB loop, the 
COB payer must determine whether to identify the next highest Other Payer Coverage Type 
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(338-5C) value or reject the claim.  Once the highest Other Payer Coverage Type (338-5C) 
value with Other Payer-Patient Responsibility Amounts is determined, ONLY these Other 
Payer-Patient Responsibility Amounts should be interrogated for payment.  The COB payer 
may pay all of the components or some of the components and return the remaining dollars 
for the patient to pay; or reject the claim.  

3. When Other Payer Amount Paid, Other Payer-Patient Responsibility Amount, and 
Benefit Stage repetitions (Government Programs) is required for submission, COB payer 
should determine which method they wish to use for processing and then follow the 
appropriate calculation method noted in items 1 or 2 above.   

 
Question: 
For a government COB, the payer can pay either patient responsibility amount that was returned from 
the last prior payer that returned a paid response or pay based on other payer paid amount. Now if 
the last payer that did return a paid response, also did not return patient responsibility amount (No 
patient responsibility qualifier and amount was sent by the provider to the government COB payer to 
indicate patient responsibility amount returned from last payer that paid the claim). In this case, is a 
government COB payer safe to assume that $Ø needs to be paid as allowed amount (there is no 
patient responsibility remaining on the claim) and any dispensing/incentive fee needs to be paid on 
top of that based on the contract between the provider and the government COB payer. 
 
Response: 
When the response from the previous payer contains a $Ø value for Patient Pay Amount (5Ø5-F5), 
the $Ø value must be reported in the corresponding Other Payer-Patient Responsibility Amount (352-
NQ) when submitting to subsequent payers. Other Payer-Patient Responsibility Amount (352-NQ) 
must be associated with the applicable Other Payer-Patient Responsibility Qualifier(s) (351-NP), 
based on payer sheet requirements. If not otherwise specified, the Other Payer-Patient Responsibility 
Qualifier (342-HC) value of “Ø6” (Patient Pay Amount (505-F5) as reported by previous payer) should 
be sent. 
 
When the response from the previous payer contains a $Ø value as Total Amount Paid (5Ø9-F9), the 
$Ø value must be reported in the Other Payer Amount Paid (431-DV) field when submitting to 
subsequent payers.  At a minimum, the Other Payer Amount Paid (431-DV) should be associated 
with Other Payer Amount Paid Qualifier (342-HC) value of “Ø7” (Drug Benefit). 
 
Please reference section “Specific Segment Discussion”, subsection “Request Segments”, subsection 
“Coordination of Benefits/Other Payments Segments” in the Telecommunication Implementation 
Guide as it indicates that $Ø is a valid value to send. 
 
The transmission of the two data elements (Other Payer-Patient Responsibility Amount (352-NQ) and 
Other Payer Amount Paid (431-DV)) is the only way to identify the claim is intended for processing as 
a Government COB claim.  If the processor is expecting Government COB and Other Payer-Patient 
Responsibility Amount (352-NQ) is not present the processer should reject the claim with Reject 
Code (511-FB) value of “NQ” (M/I Other Payer-Patient Responsibility Amount). 
 
This was added to Telecommunication Standard Version D.A. 
 

9.13 PATIENT PAID AMOUNT SUBMITTED (433-DX) 
9.13.1 ACCOUNTING FOR MONIES PAID TO THE PATIENT? 
Question: 
In the March 2Ø1Ø Data Dictionary, the Patient Paid Amount Submitted (433-DX) has the following 
comment: 

This field is not used in coordination of benefit transactions to pass patent liability information 
to a downstream payer.  See Other Payer-Patient Responsibility Amount (352-NQ).   
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Does this mean that any money paid by the patient to the pharmacy prior to submission of the claim 
would have to be accounted for by the primary payer?   
 
Response: 
While this field has rare usage, this could be used to reduce the contracted amount by what the 
patient has paid for the claim prior to adjudication (e.g. Spenddown).  The amount paid by the patient 
is submitted in Patient Paid Amount Submitted (433-DX).  The payer should respond with the Patient 
Paid Amount Submitted value in the Other Payer Amount Recognized (566-J5) field thus allowing 
Total Amount Paid (5Ø9-F9) to balance.    
 

9.13.2 RECEIVING PATIENT PAID AMOUNT SUBMITTED (433-DX) WHEN PREVIOUS PAYER 

PAID THE CLAIM? 
Question: 
As a COB payer would we receive Patient Paid Amount Submitted (433-DX) when a previous payer 
has paid the claim using Patient Paid Amount Submitted (433-DX)?   
 
Response: 
No, NCPDP vD.Ø does not support the use of Patient Paid Amount Submitted (433-DX) in COB 
processing.  Based on the NCPDP definition and the defined situations Patient Paid Amount 
Submitted (433-DX) must only be used in single payer situations to report the monies actually paid to 
the pharmacy.   
 

9.13.3 RECEIVING PATIENT PAID AMOUNT SUBMITTED (433-DX) WHEN PREVIOUS PAYER 

REJECTED THE CLAIM? 
Question: 
Similarly, if the previous payer(s) rejected the claim, would we (as a COB payer) then receive this 
field?  
Response: 
No, because the Patient Paid Amount Submitted (433-DX) is a requirement for the previous benefit, 
as a result of the rejection the patient would not have paid anything to the pharmacy. 
 
The NCPDP Telecommunication Standard provides an alternate method to support spend down or 
patient deductible requirements, eliminating the need for the provider to submit amounts paid by the 
patient in Patient Paid Amount Submitted (433-DX) prior to claim adjudication.  The processor would 
maintain the patient financial responsibility accumulators and return the appropriate values in the 
following response fields; Amount Applied to Periodic Deductible (517-FH), Remaining Deductible 
Amount (513-FD) and Accumulated Deductible Amount (512-FC)).  In order to support 
deductible/spend down in a COB situation and to avoid confusion, the WG1 COB Task Group 
recommends that Patient Paid Amount Submitted (433-DX) be sunsetted in a future version. WG1 
Telecommunication approved the recommendation to sunset Patient Paid Amount Submitted (433-
DX) in August 2011; the Task Group will to create the DERF. 

 

9.14 COORDINATION OF BENEFITS SEGMENT (Ø5) VS PRICING SEGMENT (11)  

Question: XYZ Medicaid is looking for clarification on how new fields within the Coordination of 
Benefits Segment (Ø5) are to be used.  Currently, when pharmacies are billing Medicaid for Copay, 
and the Other Coverage Code indicator (3Ø8-C8) is equal to ‘Ø2’ (Other coverage exists-payment 
collected) or is equal to ‘Ø8’ (claim is billing for Copay), the pharmacies are directed to enter the 
‘Copay’ in the Patient Paid Amount Submitted (433-DX) field.  Our understanding is this has been an 
industry 'standard'.  Additionally, XYZ business rules require that an other insurance payment (greater 
than zero) would accompany the copay (433-DX). 

The Patient Paid Amount Submitted (433-DX) field still remains an active qualified field in the Pricing 
Segment (11) in the Telecommunication Standard Implementation Guide Version D.Ø.  However, with 
the definition of “Amount the pharmacy received from the patient for the prescription dispensed”, it 
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appears that the new Coordination Of Benefits fields “Other Payer-Patient Responsibility Amount 
Qualifier” (351-NP) and “Other Payer-Patient Responsibility Amount” (352-NQ) should be taking the 
place of 433-DX.   

Response: In version 5.1, Patient Paid Amount Submitted (433-DX) was used in two different ways 
1) for monies paid by the patient to the pharmacy prior to submission of the claim and 2) limited to 
government programs to report patient copay in some coordination of benefit situations. This caused 
confusion.  
 
In version D.Ø, we added new fields in the COB Segment to support patient responsibility (Other 
Payer-Patient Responsibility Amount Qualifier”(351-NP) and Other Payer-Patient Responsibility 
Amount (352-NQ)) to report the amount of the cost share of the patient. Patient Paid Amount 
Submitted (433-DX) is only to be used to relay monies paid by the patient to the pharmacy prior to 
submission of the claim. This is different than patient responsibility dollars from the previous payer.  

 
In version D.Ø OCC function remains the same. Section 28.1.9.2 Other Coverage Code provides 
further clarification of the use of this field and segments.  
 

9.15 MEDICAID PAY ONLY APPLICABLE COMPONENTS? 
Question: 
Can the XYZ Medicaid pay the components that are only applicable to them and disregard the rest of 
the components (instead of passing it to patient)? 
 
Response: 
No.  The payer must always return a balanced response; therefore when the COB payer is paying 
based on Other Payer-Patient Responsibility Amount they must either: 

 Pay the sum of the component pieces 

 Reject the claim when specific components of Other Payer-Patient Responsibility Amounts 
are not supported 

 Pass the unpaid other payer-patient responsibility amounts to the patient 

 Or continue accepting the lump sum of patient pay as the Other Payer-Patient Responsibility 
Amount (352-NQ) with the Other Payer-Patient Responsibility Amount Qualifier (351-NP) 
value of ‘06’ (Patient Pay Amount (5Ø5-F5) as reported by previous payer). 

 
Refer to the following for supporting documentation: 

 The “Specific Segment Discussion” section 28.2.6.5.4.7 found on page 753 of the August 
2Ø1Ø NCPDP Telecommunication Implementation Guide vD.Ø. 

 Section “Clarification of Net Amount Due in Coordination of Benefits”. 
 

9.16 RESPONSE COORDINATION OF BENEFITS/OTHER PAYERS SEGMENT 

(28) 
See section “Coordination of Benefits Information”. 
 

9.16.1 OTHER PAYER COVERAGE TYPE (338-5C) AND PROCESSING FOR MID-STREAM 

PAYERS 
Question: 
Scenario 1: Plan E is the 5

th
 payer in a series of other payers.  Plan E knows that 2 more payers exist 

after their processing (F & G).  Several scenarios pose issues: 
If, for some reason, the pharmacy doesn’t process the 4 payers before E, and only processes 
A and C, is it safe to assume pharmacy will send to plan E using Other Payer Coverage Type 
(338-5C) values for the first 2 payers as Ø1 and Ø2 ?  To the pharmacy, this implies that plan 
E is tertiary.  When responding to the claim, what should plan E respond with when including 
Other Payer F and G?  The Other Payer Coverage Type (338-5C) values can be sent based 
on either pharmacy knowledge of order, or based on plan data:  Since plan E is processing 
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3
rd

 instead of 5
th
, can send Other Payer Coverage Type (338-5C) of Ø4 and Ø5, or could 

send back Ø6 and Ø7.  Which should it send back? 
 
Scenario 2: Plan E is once again the 5

th
 payer.  Pharmacy submits a non-COB claim to plan E, which 

rejects and provides other health information (OHI) back to pharmacy.  Since plan E can only send 
back 3 other payers (but there are 4), which 3 should it send back?  A, B, and C, or the 3 immediately 
before it:  B, C, D?  Does industry have a preference?  Our business owners think it should be the 3 
immediately before plan E, and if plan B knows about plan A, they can in turn reject and provide their 
data (thus, if everyone knows about everyone else, eventually plan E will process correctly in 
position).  If industry wants top-down reporting of OHI, then we’ll have to change our course of action. 
 
Response: 
If payer is paying the claim, the payer should only send other health information (OHI) for the payers 
that follow them.  If the payer is rejecting the claim, the payer should send OHI from the top down 
(what the payer has in their file as it pertains to OHI).  If there are multiple claims in the transmission 
the payer is to send the same 3 OHI payers on all claims. 
 

9.16.2 INGREDIENT COST PAID (5Ø6-F6) AND TOTAL PATIENT RESPONSIBILITY AMOUNT 

FROM LAST PAYER 
Question: 
Ingredient Cost Paid (5Ø6-F6) (Required if this value is used to arrive at the final reimbursement). 
 
If the claim is being paid for patient responsibility only billing, is it mandatory that this field contains 
total patient responsibility amount from last payer? 
There is a requirement that provider needs to be made whole (paid entirely) for patient responsibility 
only billing. 
In that case, which of the 2 is true? 

1. Allowed amount + dispensing fee should be equal to total patient responsibility amount from 
last payer 

2. Allowed amount should be equal to total patient responsibility amount from last payer. The 
dispensing fee should be additional amount on top of that. 

 
Response: 
When COB processing is based on Other Payer-Patient Responsibility Amounts (352-NQ), the net 
amount due is the sum of the payable components of the Other Payer-Patient Responsibility values 
from  

 the LAST payer  

 as determined by the Other Coverage Type (338-5C) (i.e. Primary, Secondary, etc.)  

 that returned a PAID response  
Basis of Reimbursement Determination (522-FM) is defined as “Code identifying how the 
reimbursement amount was calculated for ‘Ingredient Cost Paid’ (5Ø6-F6).” Therefore when 
reimbursement is based on the Other Payer-Patient Responsibility Amount, the value of “14” (Other 
Payer-Patient Responsibility Amount) is to be returned.  As a result, Ingredient Cost Paid (5Ø6-F6) 
becomes the sum of Other Payer-Patient Responsibility Amounts (352-NQ). 
 
The contractual agreement between the COB payer and the provider determines whether a 
dispensing fee applies to Other Payer-Patient Responsibility Amount coordination of benefit claims. 
Any contracted dispensing fees should be returned in the Dispensing Fee Paid (5Ø7-F7) 
field.   Based on the contractual agreement, other applicable payments (delivery, incentive, tax, etc.) 
would be returned in their respective response pricing fields.    
 

9.17 TRANSITION OF VERSIONS AND COB 
New vD.Ø Reject Codes offer distinct messaging associated to specific reject scenarios.  In the 
situation where the primary payer returns new vD.Ø Reject Code values and the non-primary payer 
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does not recognize/accept these new Reject Code values, coordination of benefit claims processing 
issues may occur.  Situations may occur when the non-primary payer is still processing v5.1 
transactions or, when processing vD.Ø transactions but supporting an earlier version of the External 
Code List (ECL).  
 
Recommendation: A mapping of the vD.Ø Reject Code values back to the comparable less 
descriptive v5.1 Reject Code values, allowing the COB claim to process as normal must be 
supported.  This mapping can be implemented by either the processor or the provider.  Please refer 
to the Reject Code Mapping table below. 
                
Reject Code Mapping 
HIGH RISK: Most Commonly Used Reject Codes 

D.Ø Reject 
Code 

Explanation 5.1 Reject 
Code 

5.1 Reject Code Description 

N1 No patient match found 52 Non-Matched Cardholder ID  

569 Provide Beneficiary with CMS Notice of Appeal Rights 7Ø Product/Service Not Covered  

7Y Compounds Not Covered, 7Ø Product/Service Not Covered  

A5 Not Covered Under Part D Law 7Ø Product/Service Not Covered  

A6 This Medication May Be Covered Under Part B 7Ø Product/Service Not Covered  

MR Product Not On Formulary 7Ø Product/Service Not Covered  

7X Days Supply Exceeds Plan Limitation 76 Plan Limitations Exceeded  

  
MODERATE RISK: 
D.Ø Reject 

Code 
Explanation 5.1 Reject 

Code 
5.1 Reject Code Description 

582 M/I Fill Number 17 M/I Fill Number  

585 Fill Number Value Not Supported 17 M/I Fill Number  

7W Refills Exceed allowable Refills 17 M/I Fill Number  

512 Compound Code Value Not Supported 2Ø M/I Compound Code  

8K DAW Code Value Not Supported 22 M/I (DAW)/ Product Selection Code 

556 Unit Of Measure Value Not Supported 26 M/I Unit Of Measure  

8R Submission Clarification Code Value Not Supported 34 M/I Submission Clarification Code  

56Ø Pharmacy Not Contracted in Retail Network 4Ø Pharmacy Not Contracted With Plan DOS 

561 Pharmacy Not Contracted in Mail Order Network 4Ø Pharmacy Not Contracted With Plan DOS 

562 Pharmacy Not Contracted in Hospice Network 4Ø Pharmacy Not Contracted With Plan DOS 

563 Pharmacy Not Contracted in Veterans Administration 
Network 

4Ø Pharmacy Not Contracted With Plan DOS 

564 Pharmacy Not Contracted in Military Network 4Ø Pharmacy Not Contracted With Plan DOS 

G6 Pharmacy Not Contracted in Specialty Network 4Ø Pharmacy Not Contracted With Plan DOS 

G7 Pharmacy Not Contracted in Home Infusion Network 4Ø Pharmacy Not Contracted With Plan DOS 

G8 Pharmacy Not Contracted in Long Term Care Network 4Ø Pharmacy Not Contracted With Plan DOS 

G9 Pharmacy Not Contracted in 9Ø Day Retail Network 
(this message would be used when the pharmacy is 
not contracted to provide a 9Ø days supply of drugs) 

4Ø Pharmacy Not Contracted With Plan DOS 

MS More than 1 Cardholder Found – Narrow Search 
Criteria 

52 Non-Matched Cardholder ID  

9G Quantity Dispensed Exceeds Maximum Allowed 76 Plan Limitations Exceeded  

59Ø Compound Dosage Form Not Covered EG M/I Compound Dispensing Unit Form Indicator  

547 Prior Authorization Type Code Value Not Supported EU M/I Prior Authorization Type Code  

9T Prior Authorization Type Code Submitted Not Covered EU M/I Prior Authorization Type Code  

N9 Use Prior Authorization Code Provided For Level of 
Care Change 

EV M/I Prior Authorization Number Submitted  

516 Compound Type Value Not Supported 7Ø Product/Service Not Covered  

552 Route of Administration Value Not Supported 7Ø Product/Service Not Covered  

9Q Route Of Administration Submitted Not Covered 7Ø Product/Service Not Covered  

 

9.18 WORKERS’ COMPENSATION AND COB 
9.18.1 PROVIDE GUIDANCE FOR HANDLING WORKERS’ COMPENSATION PAYER AS 

PRIMARY, THAT IS NOT REQUIRED TO SEND TELECOM D.Ø 
Question: 
Workers’ Compensation payer is primary and does not require the claim transaction to be in the 
Telecom D.Ø format and patient has additional coverage that is required to be HIPAA compliant and 
only accept D.Ø claim transactions. Can the secondary payer accept a version 5.1 claim transaction 
from the pharmacy and still be in compliance with HIPAA?  If not how should the claim be submitted 
to the secondary payer? 
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Response: 
Prior to the January 1, 2Ø12 NCPDP vD.Ø compliance date, the provider can submit and the payer 
must accept NCPDP v5.1 claims.  Until such time Workers’ Compensation claims are covered under 
the HIPAA rules for electronic claims processing, when processed electronically, any version of the 
NCPDP Telecommunication Standard may be used.  To facilitate standardization of pharmacy claims 
processing and ensure proper coordination of benefits, NCPDP strongly recommends that Workers’ 
Compensation claims processed electronically should adhere to the most current NCPDP 
Telecommunication Standard version approved under HIPAA.   
 
As of January 1, 2Ø12, in the event that the Workers’ Compensation claim is not processed as 
NCPDP vD.Ø and a NCPDP vD.Ø coordination of benefit claim to a HIPAA covered entity is required, 
when: 

 The Other Payer-Patient Responsibility Amount (352-NQ) is required, the Other Payer-
Patient Responsibility Qualifier (351-NP) value of “Ø6” (Patient Pay Amount (5Ø5-F5) as 
reported by previous payer) should be used alone to report the patient pay on vD.Ø 
coordination of benefit claims.   

o The qualifier of “Ø6” is required in this situation as the response pricing 
components cannot be mapped to the detailed vD.Ø Other Payer-Patient 
Responsibility Amount qualifiers, for example: 

 The provider cannot determine if the value returned in the Amount of 
Copay/Coinsurance (518-FI) field of a v5.1 claim response should be 
reported as the Other Payer-Patient Responsibility Amount Qualifier 
(351-NP) of “Ø5” (Amount of Copay) or “Ø7” (Amount of Coinsurance) on 
the vD.Ø coordination of benefit claim.    

 The Other Payer Amount Paid (431-DV) is required; the provider should calculate the 
Other Payer Amount Paid values in the order specified in section 9.5 of the NCPDP vD.Ø 
Editorial Document.  Drug Benefit is the end result, after all Other Payer Amount Paid 
values are subtracted from Total Amount Paid (5Ø9-F9).   

o Other Amount Claimed Submitted Qualifier (479-H8) and Other Amount Paid 
Qualifier (564-J3) the value of “99” (Other) is a valid value for v5.1 claims.  The 
value of “99” however, cannot be used to report the Other Payer Amount Paid 
(431-DV) value on vD.Ø coordination of benefit claims.  If an appropriate Other 
Payer Amount Paid value is not reported in the claim, the categorization of the 
amount may be Drug Benefit “Ø7” or Cognitive Service “Ø6”, which may 
negatively impact the provider or patient.  This may not reflect the original intent 
of the Other Payer Amount Paid dollar amount. 

 To ensure any Other Amount Paid (565-J4) value(s) returned by the payer (e.g. Workers’ 
Compensation) in a v5.1 response are reflected appropriately in the subsequent vD.Ø 
coordination of benefit claim, the Other Amount Paid Qualifier (479-H8) value of “99” 
(Other) must not be used.   
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10 NCPDP MEDICAID SUBROGRATION STANDARD 
10.1 TYPOGRAPHICAL ERRORS 
Example “Compounded Rx Claim and Response” contains an error. Product/Service ID Qualifier 
(436-E1) contained Ø3 instead of ØØ. It has been corrected in the October 2Ø1Ø republication. 
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11 WORKERS’ COMPENSATION-SPECIFIC INFORMATION 
 
See also section “Coordination of Benefits Information”, subsection “Workers’ Compensation and 
COB”.  
 

11.1 WORKERS’ COMPENSATION AND REPACKAGED NDCS 
The following applies to all state workers’ compensation agencies that have a regulatory requirement 
(state fee schedule) that the billing provider is to submit the NDC of the original or underlying 
medication product that has been repackaged for distribution/dispensing. 
 

In an effort to establish correct pricing for repackaged drugs, various state workers’ compensation 
agencies are adding a billing requirement for reporting of the original or underlying NDC of the 
repackaged drugs.  

 

For paper submissions  

NCPDP has approved an update to the NCPDP Manual Claim Forms Reference 
Implementation Guide (version 1.1 dated April 2012) providing a standardized method for 
reporting the original/underlying NDC on the NCPDP Workers’ Compensation/Property and 
Casualty Universal Claim Form (WC-UCF).  

 

Since reporting of the original or underlying NDC of the repackaged drugs is 1) a state 
regulatory issue and 2) appears to be proliferating across many states the Jurisdictional Field 
5 (WC-UCF Field 61) is to be used for this purpose, when required by regulation. 

 

Pharmacy Benefit Managers/Processors/Plans must reflect the use of these fields to 
pharmacies/providers when governed by the use of these state regulations for Workers’ 
Compensation state fee schedules. 

 
For electronic billing  

NCPDP has approved the use of these existing fields in the NCPDP Telecommunication 
Standard version D.Ø 

 Originally Prescribed Product/Service ID Qualifier (453-EJ) value of “Ø3” (National Drug 
Code (NDC))  

 Originally/underlying Prescribed Product/Service Code (445-EA) contains the actual 
(original) NDC 

 The Product/Service ID Qualifier (436-E1) contains the value of “Ø3” (National Drug 
Code (NDC)) and Product/Service ID (4Ø7-D7) contains the actual dispensed 
(repackaged) NDC. 

 
Pharmacy Benefit Managers/Processors/Plans who support Payer Sheets to 
pharmacies/providers must reflect the use of these fields when governed by state regulations 
for Workers’ Compensation state fee schedules. Intermediaries/third party administrators that 
are involved in the processing of workers’ compensation bills must provide this same support. 
 
Note: The Basis of Reimbursement Determination (522-FM) will clarify which reimbursement 
method the processor used in adjudicating the bill. 
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12 APPENDIX A. MODIFICATIONS TO THIS DOCUMENT 
12.1 VERSION 2.Ø 
Section “Typographical Errors” was added. 
 

12.2 VERSION 3.Ø 
IMPORTANT: Section “Republication of Telecommunication Standard Implementation Guide Version 
D.Ø” was added. 
 

12.3 VERSION 4.Ø 
Section “Date of Service (4Ø1-D1)” was added to the section “Typographical Errors”. Section 
“Printable Characters” added a clarification. 
 
Section “Long-Term Care (LTC) Pharmacy Claims Submission Recommendations for Version D.Ø” 
was added. 
 

12.4 VERSION 5.Ø 
In section “Typographical Errors”, the following were noted: 

In the Controlled Substance Reporting transaction, a “Note” on the Purchaser Segment 
inadvertently referenced the Patient Segment. It has been corrected to Purchaser Segment.  
In the matrices, Help Desk Phone Number Qualifier was inadvertently identified as (55Ø-7F). It 
has been corrected to (549-7F).  
In various places the designation “N***R***” or “Q***R***” were missing an asterisk. It has been 
corrected. 
 

Subsection “Claim Segment (Ø7)” has been added. 
Subsection “Patient Segment (Ø1)” has been added. 
Section “Response Segment Discussion” has been added. 
 

12.5 VERSION 6.Ø 
Subsection “Response Status Segment (21)” has been added. 
In section “Typographical Errors”, the following were noted: 

In the Controlled Substance Reporting Reversal transaction, the Patient Segment chart was 
omitted. It has been added (version D.3). 
In the Information Reporting Reversal diagrams, the Patient Segment was inadvertently 
included. The Patient Segment is not used in this transaction. It is deleted (version D.3). 

 
In this section, under “Telecommunication Standard Implementation Guide Segments”, “General” 
subsection has been added. 
 
In this section “Appendix A. History of Document Changes Corrections” was added. 
 

12.6 VERSION 7.Ø 
Question “Pricing Segment (11)”, “Clarification of net amount due in Coordination of Benefits” has 
been added. This verbiage has been added to Telecom D.4. 
Subsection “Response Processing Guidelines” has been added to “Response Pricing Segment (23)”. 
This verbiage has been added to Telecom D.4. 
Subsections “Reject Code Guidance” and “Syntax Error” have been added.  
Question “Benefit Stage” has been added. 
Question “Health Plan-Funded Assistance Amount (129-UD)” has been added. 
Question “Processor vs Pharmacy Responsibility for Aggregating Other Payer Amounts” was added. 
Question “Other Payer Coverage Type (338-5C) and Processing for Mid-Stream Payers” was added. 
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12.7 VERSION 8.Ø 
 
An editorial correction was cited for the “Response Coordination of Benefits/Other Payers Segment”. 
An editorial correction was cited for “Internal Control Number (993-A7)”. 
An editorial correction was cited for “Quantity Prescribed (46Ø-ET)”. 
An editorial correction was cited for “Clinical Segment”. 
The section “Compound Segment (1Ø)” was added. 
Section “Pricing Segment (11)”, subsection “Clarification of net amount due in Coordination of 
Benefits” was updated. 
Subsection “Other Payer Amount Paid Qualifier (342-HC) Values Sunsetted” was added.  
Section “Insurance Segment (Ø4)”, “Medicaid Indicator (36Ø-2B)” was added. 
Section “Appendix C. Medicare Part D and Multi-ingredient Compound processing” was added as 
guidance only. 
More guidance for Patient Residence was added from the May 2Ø1Ø Work Group meetings in 
section “Place of Service (3Ø7-C7) and Patient Residence (384-4X)”. 
 
Section “34ØB Processing” was added. 
 
In section “Typographical Errors”, Help Desk Phone Number Qualifier situation referred to the 
Number with field ID (55Ø-F8). 
 

12.8 VERSION 9.Ø 
 
IMPORTANT: Section “Republication of Telecommunication Standard Implementation Guide Version 
D.Ø”, subsection “August 2Ø1Ø” was added. 
 
Section “Appendix D. Medicare Part D Topics” was added. 
 
To the extent possible, Coordination of Benefits questions and topics (excluding Medicare Part D) 
were moved to section “Coordination of Benefits Information”.  
 
Questions “Three Options for Coordination of Benefits?” and “Multiple COB Options Per BIN/PCN?” 
were added to the “Coordination of Benefits Information” section. 
 
Section “Other Coverage Code (3Ø8-C8)” was added to the “Request Segment Discussion” section. 
 
Section “Not Used Data Element” was added to the “General Questions” section. 
 
Section ““Other Payer Amount Paid Qualifier (342-HC) Values for Sales Tax” was added. 
 
In section “Other Payer Amount Paid Qualifier (342-HC) Values Sunsetted”, the MSP calculation 
statements were incorrect. It said: 
For MSP Calculations: 

1. The Allowed amount  = sum of Other Payer Amount Paid (431-DV) amounts (qualifiers 
applicable to MSP benefit) + sum of Other Payer-Patient Responsibility Amount (352-NQ) 
amounts  

2. The Paid amount = sum of the Other Payer Amount Paid (431-DV) amounts (qualifiers 
applicable to the MSP benefit, e.g. Ø7 Drug Benefit)  

3. The Co-insurance amount = Other Payer-Patient Responsibility Amount (352-NQ) 
amount where Other Payer-Patient Responsibility Amount Qualifier (351-NP) = Ø1 
(Amount Applied to Periodic Deductible (517-FH) as reported by previous payer)   
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4. The Deductible amount = Other Payer-Patient Responsibility Amount (352-NQ) amount 
where Other Payer-Patient Responsibility Amount Qualifier (351-NP) = Ø5 (Amount of 
Copay (518-FI) as reported by previous payer) 

Item 3 and 4 were incorrect. They have been corrected to 
For MSP Calculations: 

1. The Allowed amount  = sum of Other Payer Amount Paid (431-DV) amounts (qualifiers 
applicable to MSP benefit) + sum of Other Payer-Patient Responsibility Amount (352-NQ) 
amounts  

2. The Paid amount = sum of the Other Payer Amount Paid (431-DV) amounts (qualifiers 
applicable to the MSP benefit, e.g. Ø7 Drug Benefit)  

3. The Co-insurance amount = Other Payer-Patient Responsibility Amount (352-NQ) 
amount where Other Payer-Patient Responsibility Amount Qualifier (351-NP) = “Ø7” 
(Amount of Coinsurance (572-4U) as reported by previous payer)   

4. The Deductible amount = Other Payer-Patient Responsibility Amount (352-NQ) amount 
where Other Payer-Patient Responsibility Amount Qualifier (351-NP) = “Ø1” (Amount 
Applied to Periodic Deductible (517-FH) as reported by previous payer) 

 
Section “Claim Segment” and “Response Claim Segment” were added to the “Typographical Errors” 
section.  
 
Section “Route of Administration (995-E2) and SNOMED Codes” were added to the “Claim Segment 
(Ø7)”. 
 

12.9 VERSION 1Ø.Ø 
 
Section “Amount Attributed to Processor Fee (571-NZ)” was added to the “Response Pricing 
Segment (23)”. 
 
Section “Vaccine Administration” was added to the “General Questions” section and the “Appendix D. 
Medicare Part D Topics” section. 
 
Section “Product/Service ID/Qualifier in Compounds” and “Dispense As Written (4Ø8-D8) Value 9 
During Transition” were added to section “Request Segment Discussion”, “Claim Segment (Ø7)”.  
 
Section “BIN and PCN from Response to Request” was added to the “Appendix D. Medicare Part D 
Topics” section. 
 
A new question in section “Benefit Stage” has been added. 
 
Section “Additional Message Information Continuity (131-UG)” has been added to “Response Status 
Segment (21)”. 
 
Section “Coupon Segment”, “Prior Authorization Request And Billing Transaction” was added due to 
an error in Telecom D.Ø. 
 

12.10  VERSION 11.Ø 
Section “External Code List Notables” was added. 
 
Question “CMS Place of Service Codes?” was added. 
 
Additional information was added on the “Route of Administration (995-E2) and SNOMED Codes”. 
 
Question “Other Amount Paid (565-J4) and COB” was added. 
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Question “Other Payer Coverage Type (338-5C) is Unknown” has been added. 
 
“Example 14: $100 Medicare Secondary Payer claim for brand drug; initial coverage limit already met; 
$500 remaining to meet TrOOP.  Other Payer Amount Paid is $75” has been added. All other 
examples in section “Benefit Stage Rules and Examples” were updated to show the Benefit Stage 
fields in the COB Segment. 
 
Question “Amount Attributed to Processor Fee (571-NZ)” has added an additional clarification 
paragraph (“The enrollment fee must be received…..”). 
 
Section “Response Patient Segment (29)” has been added. 
 
Question “Medicaid ID Number (115-N5) and Cardholder ID (3Ø2-C2)” has been added. 
 
A typographical error was noted in section “Controlled Substance Reporting (General) Examples”. 
 
Section “Dispensing Methodologies for LTC in PPACA” has been added. 
 
Section “Benefit State Rules and Examples “incorrectly referenced Total Amount Paid as 5Ø9-FN. 
The field id is 5Ø9-F9. 
 

12.11 VERSION 12.Ø 
Section “Typographical Errors”, subsection “Telecommunication Standard Implementation Guide 
Examples” has added “Examples using Medigap ID (359-2A)”. Example “Billing – Transaction Code 
B1 – Coordination of Benefits Scenarios Pharmacy Bills To Insurance Designated By Patient” 
inadvertently listed Quantity Dispensed (442-E7) twice and in one subsection was missing Dispense 
As Written (4Ø8-D8). 
 
Section “Benefit Stage Qualifier values to Identify Claims Covered under the Not Part D portion of the 
Medicare D Plan” has been added. 
 
Section “Notice of Appeal Rights” has been renamed to “Notice of Appeal Rights – Rejected Claim”. A 
new section “Notice of Appeal Rights – Paid Claim” has been added. 
 
A new question was added to section “Prescription Origin Code (419-DJ)”. 
 
A new question “Total Amount Paid (5Ø9-F9) Negative?” was added.  
 
A new question “Adjust the Ingredient Cost Paid and Dispensing Fee Paid” was added. 
 
A new question “Other Payer Amount Paid Qualifier (342-HC) Value 99?” was added. 
 
Section “NCPDP Important External Code List (ECL) Information” was added. 
 

12.12 VERSION 13.Ø 
Section “Medicaid Subrogation Editorial Document” has been added. Section “Medicaid Subrogation 
Claim Billing or Encounter” has been copied from this document into the NCPDP Medicaid 
Subrogation Standard Implementation Guide Version 3.Ø Questions, Answers and Editorial 
Updates document. 
 
The “CMS Place of Service Codes?” link has been updated. 
 
Section “NCPDP Recommendations for 4Rx Usage in Medicare Part D Processing Documents” has 
been added. 
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Question “Foreign Prescriber Identifier” and “Benefit Stage Required for Part D?” have been added to 
the Medicare Part D section. 
 
Question “Total Amount Paid ((5Ø9-F9) Negative?” includes additional guidance for two known 
business cases. 
 
Section “Workers’ Compensation and COB” was added. 
 
Question “Ingredient Cost Paid (5Ø6-F6) and Total Patient Responsibility Amount from Last Payer” 
was added.  
 
Section “Other Payer Reject Code (472-6E)” was added. 
 
Question “Other Payer-Patient Responsibility Amount (352-NQ) to each Payer?” was added. 
 
Question “CMS’ Definition of Primary Insurer’s Payment” was added. 
 
Question “Payable Components of Other Payer-Patient Responsibility Amounts” was added. 
 
Section “Patient Paid Amount Submitted (433-DX)” with questions has been added. 
 
Section “Use of Additional Message Information for Next Available Fill Date” was added. 
 

12.13 VERSION 14.Ø 
A 10/2011 Update has been added to “Route of Administration (995-E2) and SNOMED Codes”. 
 

12.14 VERSION 15.Ø 
Question “Medicaid Pay only Applicable Components” and “Transition of Versions and COB” have 
been added to section “Coordination of Benefits Information”. 
 
Question “Government COB?” was added to section “Other Coverage Code (3Ø8-C8)”.  
 
Question “Component Pieces Not Sum to Patient Pay Amount?” has been added to section “Multiple 
COB Options Per BIN/PCN?” 
 
Question “Valid Prescriber ID?” was added to the Medicare Topic section. 
 
The section “Prescription Origin Code (419-DJ)” was modified to remove the bullet “if” statements 
regarding transfers because they were written before the value 5 (Pharmacy - This value is used to 
cover any situation where a new Rx number needs to be created from an existing valid prescription 
such as traditional transfers, intrachain transfers, file buys, software upgrades/migrations, and any 
reason necessary to "give it a new number." This value is also the appropriate value for “Pharmacy 
dispensing” when applicable such as BTC (behind the counter), Plan B, etc.) was added. This section 
also added new questions. 
 
Section “Reject Code “569” and Submission Clarification Code” has been added to the “Medicare 
Part D Topic”, “Notice of Appeal Rights – Rejected Claim” section. 
 
Section “Facility Segment” has been added. 
 
Section “Use Of This Document” includes information that when the Version D Editorial is published, 
it is effective for use. It was also added to the “General Questions” section. 
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This question was removed from the document at this time because the WG1 Telecommunication 
FAQ Task Group felt that more information needed to be discussed and brought forward. 

Question: 
Situation: There is a standard written authorization/protocol from a medical director to give flu 
shots, and when they have a patient that wants a flu shot they write it up on a telephone 
blank.  Is Prescription Origin Code 1 (Written) because the protocol is written – and the 
pharmacy then “writes the order”, or 2 (Telephone) because the pharmacy transcribes the 
information on a telephone Rx pad just as they would if a prescriber called in the order? 
 
Response: 
Use 1 (Written). 
 

12.15 VERSION 16.Ø 
Section “Response Status Segment (21)”, subsection “Additional Message Information Continuity 
(131-UG)” the Comment in the table for the correct example had a typographical error for the 
Additional Message Information Qualifier (132-UH). For each value 01, 02, 03, etc, the comment 
should reflect the correct use statement “Used for first line of free form text with no pre-defined 
structure.”, “Used for second line of free form text with no pre-defined structure.”, “Used for third line 
of free form text with no pre-defined structure.”, etc. 
 
Section “Coordination of Benefits Information” added question “Like Amounts Submitted as Incentive 
Fee” and “Drug Benefit”. Subsection “Processor vs Pharmacy Responsibility for Aggregating Other 
Payer Amounts” added a new question. 
 
Section “Cost Share Calculation for Multi-Ingredient Compound Claims That Straddle the Coverage 
Gap and Catastrophic Phases” was added to “Appendix C. Medicare Part D and Multi-Ingredient 
Compound Processing”. 
 
Section “Basis of Reimbursement (423-DN) and Multi-Ingredient Compounds” was added. 
 
Question “Additional Message Information Qualifier (132-UH) Appear More Than Once?” was added. 
 
Question “Other Coverage Code (308-C8) to Submit When One Other Payer Has Paid $0?” was 
added to section “Other Coverage Code (3Ø8-C8)”.  
 
In section “Typographical Errors”, subsection “Other Coverage Code (3Ø8-C8)” was added. 
 

12.16 VERSION 17.Ø 
A correction for the SNOMED code for Mouth/Throat was added to “Route of Administration (995-E2) 
and SNOMED Codes”. An important chart showing all the corrections since 2007 was added. 
“Appendix E. Route of Administration Questions” has been added. 
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13 APPENDIX B. WHERE DO I FIND 
13.1 ANSWERS MAY BE FOUND IN THE FOLLOWING DOCUMENTS 

 NCPDP Telecommunication Standard Implementation Guide Version D.Ø 

 NCPDP Data Dictionary 

 NCPDP External Code List 

 NCPDP Telecommunication Version D Questions, Answers, and Editorial Updates (the 
“Editorial” document – this document) 

 Future versions of the NCPDP Telecommunication Standard Implementation Guide 
 

Other resources: 

 NCPDP HIPAA page http://www.ncpdp.org/news_hipaa_trans_current.aspx 

 NCPDP Strategic National Implementation Process page 
http://www.ncpdp.org/news_hipaa_snip.aspx 

 NCPDP standards process http://www.ncpdp.org/standard_changes.aspx 

 Non-member to obtain standards http://www.ncpdp.org/membership.aspx 

 Member to obtain standards http://www.ncpdp.org/members/members_download.aspx 
 

13.2 ADDITIONAL INFORMATION MAY BE FOUND IN THE FOLLOWING 

DOCUMENTS 
Telecommunication Standard Implementation Guide Version D.1and above 

Although the usage of new fields or field changes in Version D.1 and above is not allowed in 
the implementation of Version D.Ø, the Version D.1 and above documents may provide 
additional clarification, as additional verbiage has been added (COB, Prior Authorization, et 
cetera). This verbiage is usually included in the Version D Editorial document. 

 

13.3 PARTICULAR TOPICS MAY BE FOUND IN THE FOLLOWING DOCUMENTS 
13.3.1 WHAT TRANSACTIONS ARE SUPPORTED FOR WHAT BUSINESS PURPOSES? 

NCPDP Telecommunication Standard Implementation Guide 

 section “Business Environment” 

 section “Business Functions” 

 each transaction section such as “Information Reporting Information” 
 

13.3.2 WHAT FIELDS CHANGED? 
NCPDP Data Dictionary 

 section “Appendix K. Publication Modifications” 
 

NCPDP Telecommunication Standard Implementation Guide contains matrices which have 
legends that denote fields added and modified.  

 section “Transmission Structure” 
 

13.3.3 WHICH FIELDS ARE ALLOWED IN WHICH SEGMENTS? 
NCPDP Telecommunication Standard Implementation Guide  

 section “Structure Quick Reference” 

 each transaction section such as “Claim Billing or Encounter Information” 
 

13.3.4 WHERE DO THE SEGMENTS BELONG? 
NCPDP Telecommunication Standard Implementation Guide  

 section “Transmission Structure” 

 each transaction section such as “Claim Billing or Encounter Information” 

 section “General Structural Overview” 
 

http://www.ncpdp.org/news_hipaa_trans_current.aspx
http://www.ncpdp.org/news_hipaa_snip.aspx
http://www.ncpdp.org/standard_changes.aspx
http://www.ncpdp.org/membership.aspx
http://www.ncpdp.org/members/members_download.aspx
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13.3.5 WHAT ARE THE VALID RESPONSES FOR EACH TRANSMISSION? 
NCPDP Telecommunication Standard Implementation Guide  

 section “Transmission Structure” 

 each transaction section such as “Claim Billing or Encounter Information” 

 section “Response Overview” 

 section “Response Processing Guidelines” 
 

13.3.6 RECOMMENDED USE OF DOLLAR FIELDS AND CALCULATED AMOUNTS? 
NCPDP Telecommunication Standard Implementation Guide  

 section “Standard Conventions” 

 section “Response Processing Guidelines” 

 section “Specific Segment Discussion” 
 

13.3.7 EXPLAIN THE SYNTAX RULES FOR VERSION D 
NCPDP Telecommunication Standard Implementation Guide  

 section “Standard Conventions” 

 section “Framework” 

 section “General Structural Overview” 
 

13.3.8 DOCUMENTATION DATES 
Question: Where do I obtain publication date information of the various version/releases of the 
Telecommunication Standard? 
 
Response: The Standards Matrix document should be referenced. The document can be found at 
http://www.ncpdp.org/standards_info.aspx or  
http://www.ncpdp.org/members/members_download.aspx 
This document lists all of the NCPDP standard implementation guides, their status, and the 
appropriate Data Dictionary and External Code Lists to use. 

 

13.3.9 WHAT IF I HAVE A NEW QUESTION? 
Send the question to NCPDP Council Office at ncpdp@ncpdp.org 

 

13.3.10 CMS PLACE OF SERVICE CODES? 
CMS has updated the website. The Place of Service Codes section is now visible to the public at 
http://www.cms.gov/place-of-service-codes/. There is a “Printer–Friendly Version” of the POS Code 
Set available as a download at the bottom of the Place of Service Code Set.   

http://www.ncpdp.org/standards_info.aspx
http://www.ncpdp.org/members/members_download.aspx
http://www.cms.gov/place-of-service-codes/
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14 APPENDIX C. MEDICARE PART D AND MULTI-INGREDIENT COMPOUND PROCESSING 
Proposed Multi-Ingredient Processing Rules for Medicare Part D for Telecom D.Ø 

Guidance Only 
 

The reader should be aware that this information is presented as guidance only. During NCPDP’s Work Group 1 Telecommunication FAQ Task Group 
questions on multi-ingredient compounds and Medicare Part D processing were discussed. Pharmacies, vendors, payers, plans, and CMS 
representatives were involved in the discussion. This document was created from that effort. Once this document was “finalized”, CMS reviewed to 
provide further input to questions. The following unofficial guidance was received from CMS and constitutes the best available information until CMS 
can issue formal guidance in future rulemaking. 

From CMS: 
I have reviewed the NCPDP “Proposed Multi-Ingredient Processing Rules for Medicare Part D for Telecom D.Ø” document (attached) and believe that most of it is 
generally consistent with CMS policy regarding coverage of compounds under Part D.  However, while they are not inconsistent with existing CMS policy and are 
in line with current CMS thinking, I believe some of the proposed business rules go beyond existing CMS policy and will require future rule-making by CMS to 
establish such requirements.  Specifically, I do not believe our current policy addresses the following proposals: 
 

 Page 1, proposed business rule 2a:  If a compound is On-formulary, then all Part D ingredients are considered On-Formulary (even if the drug would be 
non-formulary as a single drug claim) 

 Page 2, proposed business rule 3:  Compounds can only be covered under one Medicare benefit 

 Page 3, proposed business rule h (i):  LICS/Catastrophic Copay/Coinsurance 
 
(I should note that my comments are limited to the proposed business rules outlined in the 1

st
 three pages of the document and do not encompass the specific 

examples that are also provided in the document.)    
 
Since we have been asked, I would add that CMS also would need to establish new policy through rulemaking with respect to determine whether we would permit 
Part D enrollee financial responsibility for any non-covered ingredients of a covered Part D compound.      
 
Finally, to the extent that this document does reflect current CMS policy, our expectation is that the rules will be followed with respect to processing claims for Part 
D compounds using D.Ø, and reporting PDEs for such claims, if D.Ø is being used to process claims both before and after the 2Ø12 mandatory implementation of 
D.Ø as the new HIPAA standard. 
 
In general we would not consider sponsors adopting those approaches (rule 2a, rule 3 or proposed business rule h (i):  LICS/Catastrophic Copay/Coinsurance 
listed above) to be noncompliant with Part D rules.   
    
Tracey A. McCutcheon  
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14.1 KEY TERMS USED IN GENERAL ASSUMPTIONS  
 
Part D drug in compound:  An ingredient within a compound that independently meets the definition of a Part D drug. 
 
Part D drug cost: The sum of the ingredient costs paid for Part D drugs in the compound plus the dispensing fee paid and sales tax paid for the entire compound. 
 
Enhanced drug in compound:  An excluded drug within a compound covered under a Part D plan’s enhanced benefit that would otherwise meet the definition of 
a Part D drug but for the fact that it is specifically excluded as a Part D drug under 42 CFR 423.1ØØ. 
 
OTC drug in compound: An excluded over-the-counter drug within a compound covered under a Part D plan’s formulary.  
 
CMS excluded drug in compound:  An excluded drug within a compound that is non-enhanced and non-OTC (such as bulk drugs and DESI drugs). 
 

14.2 GENERAL ASSUMPTIONS 
 
Subject to appeal, it is up to the Part D sponsors to determine if any drug, including a compound drug, is not a Part D drug. If the plan determines compound(s) 
is/are not Part D, then the following rules do not apply unless an appeal forces the plan to pay as Part D.  If the plan determines that compound(s) is/are a Part D 
drug, then the following scenarios and rules apply:      
 
Three scenarios:  

1. Part D sponsor covers compounds (considers them Part D) and compounds that contain any Part D drug is considered formulary. 
2. Part D sponsor covers compounds (considers them Part D) and compounds that contain any Part D drug is considered non-formulary. 
3. Part D sponsor covers compounds (considers them Part D) and some compounds are formulary and some are not (based on plan benefit design). 

 

Claims submission recommendations: 
To determine if any drugs are not covered by Part D, the Pharmacy should initially bill without Submission Clarification Code (SCC) of 8.  (From Telecom 
Imp Guide: A value 8 is resubmitted on a rejected compound prescription when the pharmacist decides to accept payment for all other ingredients, except 
those not covered by the plan.) If no drugs are covered by Part D, follow Part D Plan guidance (i.e. PA required) or follow normal process down stream.  If 
the Pharmacy chooses to accept reimbursement for covered ingredients, resubmit with SCC of ‘8’.   

The reject should include the ingredients not covered in the message as well as the reject code occurrence indicator to point to the ingredients not 
covered. (See section 28.1.12.6 of imp guide for guidance.) 

The following business rules apply to processing of Multi-Ingredient Compound claims for Medicare Part D when using the Telecom D.Ø Standard. 

1. Only compounds that contain at least one ingredient that independently meets the definition of a Part D drug may be covered under Part D. 

2. If sponsor accepts compounds under the benefit, sponsor can determine if all compounds are on or off formulary, or make a determination at an individual 
claim level. .  
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a. If a compound is On-formulary, then all Part D ingredients are considered On-Formulary (even if the drug would be non-formulary as a single drug 
claim).   

b. If a compound is Off-formulary, transition rules apply.  Under transition all Part D ingredients in the compound must become payable as a result of that 
transition fill. If an exception is approved for an Off-Formulary compound, all Part D ingredients, but only Part D ingredients, are covered under the 
exception. Plans may contract to pay other components but may not charge cost sharing for non-Part D ingredients (per CMS policy). 

3. Compounds can only be covered under one Medicare benefit: 

c. If a Compound contains a covered Part B ingredient: 

A claim that contains at least one ingredient confirmed to be covered under Part B is considered a Part B compound and will be rejected with “A5“ (Not 
Covered Under Part D Law) and “A6 “ (This Medication May Be Covered Under Part B). It doesn’t matter if other ingredients in the compound are not 
Part B ingredients. Refer to example #1. 

d. Else if a Compound contains an ingredient that might be covered under Part B but needs further analysis (e.g. prior authorization, place of residence, 
diagnosis):   

Compounds that contain at least one ingredient that is considered B vs. D, whether or not any other ingredient is a Part D drug, must be rejected for 
coverage determination purposes. Use Reject Code “A6 “ (This Medication May Be Covered Under Part B). 

e. Else if a Compound contains at least one Part D ingredient and no ingredients covered by Part B  

Compounds that contain at least one Part D ingredient will be covered under Part D. Calculations for PDE and applicable components of Patient Pay 
Amount Field 5Ø5-F5 are based only on the Part D drug cost (see definition above). Plans may contract to pay the pharmacy the additional ingredients 
that are not Part D but may only report the Part D covered components cost on their PDEs and in reconciliation. NOTE: Plans may determine if they 
will/will not cover an enhanced drug or an OTC as part of a compound that are normally covered as a single drug claim.  

i. Compounds that contain a Part D drug, but non-Part D drugs are not covered by the plan: 

1. If the compound contains at least one Part D drug and the pharmacy accepts reimbursement for only the covered Part D ingredients, 
the compound should be covered under Part D. Calculations for PDE and applicable components of Patient Pay Amount Field 5Ø5-F5 
are based only on the Part D drug cost (see definition above).  Refer to example 2.   

ii. Compounds that contain a Part D Drug and an Enhanced drug that is covered by the plan: 

1. If the compound contains at least one Part D drug and at least one excluded drug (e.g., diazepam) that is covered under an enhanced 
Part D benefit, the compound should be covered under Part D and the enhanced drug CANNOT be covered under the enhanced 
benefit. Calculations for PDE and applicable components of Patient Pay Amount Field 5Ø5-F5 are based only on the Part D drug cost 
(see definition above). Plans may not charge cost share for the enhanced ingredients. Plans may contract to pay the pharmacy the 
additional ingredients that are not Part D but may only report the Part D covered components cost as identified above. Refer to 
Example 3a. 

iii. Compounds that contain a Part D Drug and a non-covered non-Part D drug (OTC) that is covered by the plan. 
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1. If the compound contains at least one Part D drug and at least one excluded drug that is NOT covered under an enhanced Part D 
benefit (think OTC), the compound should be covered under Part D.  Calculations for PDE and applicable components of Patient Pay 
Amount Field 5Ø5-F5 are based only on the Part D drug cost (see definition above). As with single drug claims for OTCs, Plans may 
not charge cost share for the OTC ingredients.  Plans may contract to pay the pharmacy the additional ingredients that are not Part D 
but may only report the Part D covered components cost as identified above. Refer to Example 3b. 

iv. Compounds that contain a Part D covered drug and contain a CMS excluded drug that is covered by the plan  

1. If the compound contains at least one ingredient that is a Part D drug and at least one excluded drug that is NOT covered under an 
enhanced Part D benefit and is not OTC, the compound should be covered under Part D.  Calculations for PDE and applicable 
components of Patient Pay Amount Field 5Ø5-F5 are based only on the Part D drug cost (see definition above). Plans may not charge 
cost share for the non-Part D ingredients.   Plans may contract to pay the pharmacy the additional ingredients that are not Part D but 
may only report the Part D covered components cost as identified above.  Refer to example 3c. 

f. Compounds that do not contain a Part D Drug but do contain Enhanced drugs that the plan reported as covered on their formulary. 

i.  If a Plan reported an enhanced drug as covered on their formulary, the Plan may choose to cover it in compounds, as well as in a single drug 
claim. Compounds that do not contain a Part D drug, but contain at least one Enhanced drug should be covered under the enhanced benefit.  
Calculations for PDE and applicable components of Patient Pay Amount Field 5Ø5-F5  are based only on the enhanced drug cost (defined as 
the sum of ingredient costs paid for the covered enhanced drugs in the compound plus dispensing fee paid and sales tax paid for the entire 
compound). Plans may not charge cost share for any other ingredients.   Plans may contract to pay the pharmacy the additional ingredients 
that are not enhanced but may only report the enhanced components cost as identified above. Refer to example 4.  

g. Compounds that do not contain a Part D drug, and do not contain an enhanced drug, but contain at least one OTC drug that the plan reported as 
covered on their formulary 

i. If a Plan reported an OTC drug as covered on their formulary, the plan may choose to cover it in compounds, as well as in a single drug claim. 
Compounds that do not contain a Part D drug or an enhanced drug, but contain at least one OTC drug should be reported as OTC. 
Calculations for PDE are based only on the OTC drug cost (defined as ingredient costs paid for the covered OTCs in the compound plus 
dispensing fee paid and sales tax paid for the entire compound). Plans may not charge cost share for any ingredients within the OTC 
compound.   Plans may contract to pay the pharmacy the additional ingredients that are not OTC but may only report the OTC components 
cost as identified above. Refer to example 5. 

h. Copay/Coinsurance:  Part D sponsors determine which benefit copay or coinsurance applies to compounds.   
   

i. In addition, for LICS/Catastrophic Copay/Coinsurance:  Part D sponsors must determine cost-sharing for copays defined by statute (i.e., brand 
or generic cost-sharing for LIS and catastrophic) the Part D sponsor should apply  the cost-sharing that is applicable to the Part D ingredient 
with the highest line item computed ingredient cost (unit cost x quantity). 

 
i. On the 835, the individual ingredients of the compound are not reported. The first valid Product/Service ID which is an NDC number is submitted (the 

individual ingredient in the Compound Segment, not the zeroes required of Product/Service ID of the Claim Segment for a compound). – THIS NEEDS 
further discussion with WG45 and the work they are doing on the 835 to determine if the 835 and the PDE population logic should be the same. 
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14.3 PDE REPORTING 
 

 For ALL Multi-Ingredient Compounds regardless of benefit category – Submit the NDC of the ingredient for the determined category with the highest line item 
computed ingredient cost (unit cost x quantity). 

 Quantity – Submit the total quantity of the compound in its final form (as the pharmacy submitted) –using Quantity Dispensed (442-E7).  

o The total quantity reported on the PDE must match the value of Quantity Dispensed (442-E7) in the Claim Segment. 

 Drug Costs – Report total “paid” drug costs for ingredients in the compound that independently meet the definition of a Part D drug.  All Part D beneficiary cost-
sharing amounts must be based upon only the costs associated with Part D ingredients. Part D “paid” drug costs = The sum of Part D ingredient costs paid 
plus the dispensing fee paid and sales tax paid for the entire compound 

 If no Part D drugs exist in the compound and the compound includes covered enhanced drugs, report total Enhanced “paid” drug costs for all enhanced 
ingredients. Enhanced “paid” drug costs = The sum of Enhanced drug ingredient costs paid plus the dispensing fee paid and sales tax paid for the entire 
compound.  Beneficiary cost-sharing amounts must be based upon only the costs related to the enhanced drugs.  

 If only OTC drugs are covered in the compound report total paid for covered OTC drugs. OTC “paid” drug costs = The sum of OTC drug ingredient costs paid 
plus the dispensing fee paid and sales tax paid for the entire compound. No beneficiary cost sharing applies to an OTC compound. 

 

14.4 COST SHARE CALCULATION FOR MULTI-INGREDIENT COMPOUND CLAIMS THAT STRADDLE THE COVERAGE GAP AND 

CATASTROPHIC PHASES 
Question:  
Per NCPDP Editorial Update (version 11.0, published February, 2011): 

 Section 13.2, paragraph 3.e indicates that compounds with at least one Part D ingredient use a ‘sum of Part D ingredients’ rules for adjudication.    

 Section 13.2, paragraph 3.h.i indicates that compounds that fall in the Catastrophic benefit phase  must calculate copay/coinsurance by applying brand or 
generic cost sharing applicable to the ‘Part D ingredient with the highest line item computed ingredient cost’.  

 
If a processor receives a Part D compound claim (for example,  2 Part D ingredients … non LIS member) and the claim crosses the TrOOP Threshold into CAT, do 
we apply ‘sum the Part D ingredients’ rule or do we apply the ‘highest cost D ingredient’ rule?  
 
This question was discussed with Craig Miner (CMS), and he approved the following response: 
 
Response: 
CMS will likely clarify specific rules for determining catastrophic copay for multi-ingredient compounds in future guidance.  Until such time as that guidance is 
issued, Part D sponsors are not prohibited from implementing catastrophic copays for multi-ingredient Part D compounds based on how compounds are treated in 
other benefit levels.  However, Part D sponsors may also determine the applicable catastrophic copays based on whether the most expensive Part D ingredient is 
a generic or a brand name drug.  The latter approach would be most consistent with the CMS general policy goal of ensuring consistent application of statutory 
copays across the Part D program. 
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Examples have not been created for claims straddling the Coverage Gap and Catastrophic benefit phases to avoid any confusion that may occur if Part D plans 
are using different methods for determining Gross Drug Cost Before Out-of-Pocket Threshold for claims that have a percentage coinsurance less than 100% in 
Gap.  However, examples are provided below for variations in cost share allowed for claims that fall fully in the Catastrophic phase.     
 
Example 1:  Defined Standard Benefit; multi-ingredient compound dispensed; most expensive ingredient is ANDA drug.  Full claim cost falls in catastrophic.  Part 
D sponsor determines cost share for compounds based on most expensive ingredient; therefore, $2.50 catastrophic copay applies.   
   

 Benefit Level Drug Cost Patient Pay Plan Pay 

Initial Coverage – 25% coinsurance    

Coverage Gap – 100% coinsurance    

Catastrophic - Greater of 5% or $2.50/$6.30 $40.00 $2.50 $37.50 

Total $40.00 $2.50 $37.50 

 
Example 2:  Enhanced Benefit; multi-ingredient compound dispensed; most expensive ingredient is ANDA drug.  Full claim cost falls in catastrophic.  Part D 
sponsor applies brand cost share to all compounds; therefore, $6.30 catastrophic copay applies.   
   

 Benefit Level Drug Cost Patient Pay Plan Pay 

Initial Coverage – $40 copay    

Coverage Gap – 100% coinsurance    

Catastrophic - Greater of 5% or $2.50/$6.30 $40.00 $6.30 $33.70 

Total $40.00 $6.30 $33.70 

 

14.5 EXAMPLE 1:  MAPD PLAN COVERS THE PART D INGREDIENTS AND SOME OF THE NON-PART D INGREDIENTS OF THE 

COMPOUND 
Because one of the covered ingredients is a “B” drug, the compound is treated like “B” and is rejected by the Part D plan.  Label for B1 response column consistent 
on all examples. 
 

Ingredient Drug Substitution  
Indicator 

Drug Type Qty Submitted 
IC 

Contracted 
Rate 

Payable IC  

1 A SS Brand Part D 9Ø.ØØØ $3Ø.24 $18.31 $Ø.ØØ  

2 B Generic Part D 1.375 $Ø.9Ø $Ø.68 $Ø.ØØ  

3 C MS Brand Enhanced Ø.22Ø $2.81 $2.Ø9 $Ø.ØØ  

4 D Generic Enhanced Ø.11Ø $2.84 $2.12 $Ø.ØØ  

5 E SS Brand Part B 1Ø8.29Ø $2Ø.62 $12.37 $Ø.ØØ  

        D.Ø 
Response 

Reject Codes        A5, A6 
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Assumptions for Example 1: 

 Because there is one covered Part B drug in this compound, it must be billed under Part B.  Compounds that contain at least one non-Part D drug ingredient 
that is covered under Medicare Part B (as prescribed and dispensed or administered) CANNOT be covered under Part D.   

o If this is a PDP plan, the claim will be rejected, as illustrated above, and must be submitted to the Part B payer. 
o .   

 If any ingredients in the above compound were not covered, the claim would be rejected to identify to the pharmacy the non-covered ingredients.  Reject code 
combination A5/A6 denotes the drug is Part B. 

 If ingredient 5 above was a B vs. D drug, the claim would be rejected for a coverage determination.   
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14.5.1 EXAMPLE 2:  PDP ALTERNATE BASIC PLAN COVERS ONLY THE PART D INGREDIENTS OF THE COMPOUND 
 
Ingredient Drug Substitution  

Indicator 
Drug Type Qty Submitted 

IC 
Contracted 

Rate 
Part D 

Payable 
 

1 A SS Brand Part D 9Ø.ØØØ $3Ø.24 $18.31 $18.31  

2 B Generic Part D 1.375 $Ø.9Ø $Ø.68 $Ø.68  

3 C MS Brand Not B or D Ø.22Ø $2.81 $2.Ø9 $Ø.ØØ  

4 D Generic Part D Ø.11Ø $2.84 $2.12 $2.12  

5 E SS Brand Not B or D 1Ø8.29Ø $2Ø.62 $12.37 $Ø.ØØ  

        D.Ø 
Response 

Ingredient Total A, B, D    $57.41 $35.57 $21.11 $21.11 

Dispensing Fee       $2.ØØ $2.ØØ 

Sales Tax       $1.ØØ $1.ØØ 

Total Cost       $24.11 $24.11 

2Ø% Coinsurance       $4.82 $4.82 

Plan Paid       $19.29 $19.29 

 
PDE Cost Fields PDE Payment Fields 

Ingredient Cost  $21.11 Patient Pay $4.82 

Dispensing Fee $2.ØØ LICS Subsidy Amt  

Sales Tax $1.ØØ Other TrOOP  

Vaccine Admin Fee  PLRO  

  CPP $19.29 

GDCB $24.11 NPP  

GDCA  Drug Coverage Status Code C 

 
EOB  Summary of Prescription Claims Processed from <mm/dd/yyyy> through <mm/dd/yyyy> 

Date 
Prescription 

Filled 

Prescription 
[Claim] 
Number 

Name of Drug Quantity 
Filled 

Amount <Plan 
Name> Paid 

Amount 
You Paid 

[Amount Paid by 
Secondary 

Coverage/Other 
Sources] 

[Extra Help 
from 

Medicare] 

Ø1/Ø1/2Ø12 1234567 Compound    199.995 $19.29 $4.82 $Ø.ØØ $Ø.ØØ 

 
Assumptions for Example 2: 

 Pharmacy should bill without SCC to determine if any drugs are covered by Part D.  If no drugs are covered by Part D, follow Part D Plan guidance (i.e. PA 
required) or follow normal process down stream.  If any one of the ingredients in the rejected claim does not have a reject code associated with it (at least one 
drug is Part D payable), resubmit with SCC of ‘8’.   

 Compound is treated as Part D because there is at least one ingredient that independently meets the definition of a Part D drug and there are no Part B 
ingredients.  
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 Dispensing fee and sales tax for the entire compound should be included on the PDE and reported with the NDC of the Part D ingredient with the highest line 
item computed ingredient cost (unit cost x quantity). 

 Total cost of Part D ingredients + dispensing fee + tax for the entire compound applies to Drug Spend and is used to calculate Patient Pay, LICS, TrOOP 

 TrOOP would be: 
o $ 4.82 if in initial coverage and 2Ø% coinsurance for non-LICS members 

 LICS copay (generic vs. brand) is based on the Part D ingredient with the highest line item computed ingredient cost (unit cost x quantity)., which in this 
example is Drug A (brand).   

o $ 4.82 if in initial coverage of which $3.3Ø is LICS 2 copay and $1.52 is LICS Subsidy 

 PDE would report NDC for Part D ingredient with the highest line item computed ingredient cost (unit cost x quantity), with cost and payment fields applicable 
only to the covered Part D ingredients. 

 Model EOB would report “Compound” as the drug name for all multi-ingredient compound claims. 
o The Part D EOB will not reflect the member’s actual out of pocket if the pharmacy is allowed to bill the member for the cost of non-covered drugs 

in addition to Part D cost sharing. 
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14.5.2 EXAMPLE 3A:  MAPD PLAN COVERS THE PART D INGREDIENTS AND ONE NON-PART D INGREDIENT (#3) IN THE COMPOUND 
Because none of the covered ingredients is “B” and at least one of the covered ingredients is Part D, the compound is treated like Part D.  Plan may choose to pay 
for non-Part D drugs; however, assumption is that no cost sharing may be charged for the non-Part D ingredients.   
 

Ingredient Drug Substitution  
Indicator 

Drug Type Qty Submitted 
IC 

Contracted 
Rate 

Payable 
Part D 

Payable Non-
Part D 

1 A SS Brand Part D 9Ø.ØØØ $3Ø.24 $18.31 $18.31  

2 B Generic Part D 1.375 $Ø.9Ø $Ø.68 $Ø.68  

3 C MS Brand Enhanced Ø.22Ø $2.81 $2.Ø9 $Ø.ØØ $2.Ø9 

4 D Generic OTC Ø.11Ø $2.84 $2.12 $Ø.ØØ  

5 E SS Brand Part D 1Ø8.29Ø $2Ø.62 $12.37 $12.37  

        D.Ø 
Response 

Ingredient Total All    $57.41 $35.57 $31.36 $33.45 

Dispensing Fee       $2.ØØ $2.ØØ 

8% Sales Tax       $2.84 $2.84 

Total Cost       $36.2Ø $38.29 

25% Coinsurance       $9.Ø5 $9.Ø5 

Plan Paid       $27.15 $29.24 

 
PDE Cost Fields  PDE Payment Fields  

Ingredient Cost  $31.36 Patient Pay $9.Ø5 

Dispensing Fee $2.ØØ LICS Subsidy Amt  

Sales Tax $2.84 Other TrOOP  

Vaccine Admin Fee  PLRO  

  CPP $27.15 

GDCB $36.2Ø NPP $Ø.ØØ 

GDCA  Drug Coverage Status Code C 

 
EOB  Summary of Prescription Claims Processed from <mm/dd/yyyy> through <mm/dd/yyyy>_ 

Date 
Prescription 

Filled 

Prescription 
[Claim] 
Number 

Name of Drug Quantity 
Filled 

Amount <Plan 
Name> Paid 

Amount You 
Paid 

[Amount Paid by 
Secondary 

Coverage/Other 
Sources] 

[Extra Help 
from 

Medicare] 

Ø1/Ø1/2Ø12 1234567 Compound    199.995 $27.15 $9.Ø5 $Ø.ØØ $Ø.ØØ 

 
Assumptions for Example 3a: 

 Pharmacy should bill without SCC to determine if any drugs are covered by Part D.  If no drugs are covered by Part D, follow Part D Plan guidance (i.e. PA 
required) or follow normal process down stream.  If any one of the ingredients in the rejected claim does not have a reject code associated with it (at least one 
drug is Part D payable), resubmit with SCC of ‘8’.  The pharmacy may bill the member or other payer, as appropriate, for drugs not covered per reject code on 
previous claim. 
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 Compound is treated as Part D because there is at least one ingredient that independently meets the definition of a Part D drug and there are no Part B 
ingredients.  

 Med D accumulations of Drug Spend and TrOOP are based on the sum of the covered Part D ingredients + dispensing fee + sales tax for the entire 
compound.  The ingredient cost for the covered enhanced drug is excluded from Med D accumulations.  

 PDE would report NDC for Part D ingredient with the highest line item computed ingredient cost (unit cost x quantity), with cost and payment fields applicable 
only to the covered Part D ingredients.  The ingredient cost associated with the enhanced drug is not reported on the PDE. 

 Model EOB would report “Compound” as the drug name for all multi-ingredient compounds. 

 The EOB will not match with the patient receipt from the pharmacy.  The Part D Plan paid the pharmacy $29.24; however, the EOB will show a plan paid 
amount of $27.15 (excludes enhanced drug cost).  The patient pay of $9.Ø5 is the same on the receipt and EOB since no cost sharing was assessed on the 
non-Part D drug.   
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14.5.3 EXAMPLE 3B:  MAPD PLAN COVERS THE PART D INGREDIENTS AND ONE NON-PART D INGREDIENT (#4) IN THE COMPOUND 
Because none of the covered ingredients is “B” and at least one of the covered ingredients is Part D, the compound is treated like Part D.  Plan may choose to pay 
for non-Part D drugs; however, assumption is that no cost sharing may be charged for the non-Part D ingredients.   
 

Ingredient Drug Substitution  
Indicator 

Drug Type Qty Submitted 
IC 

Contracted 
Rate 

Payable 
Part D 

Payable Non-
Part D 

1 A SS Brand Part D 9Ø.ØØØ $3Ø.24 $18.31 $18.31  

2 B Generic Part D 1.375 $Ø.9Ø $Ø.68 $Ø.68  

3 C MS Brand Enhanced but not 
covered by plan 

Ø.22Ø $2.81 $2.Ø9 $Ø.ØØ  

4 D Generic OTC Ø.11Ø $2.84 $2.12 $Ø.ØØ $2.12 

5 E SS Brand Part D 1Ø8.29Ø $2Ø.62 $12.37 $12.37  

        D.Ø 
Response 

Ingredient Total All    $57.41 $35.57 $31.36 $33.48 

Dispensing Fee       $2.ØØ $2.ØØ 

Sales Tax       $1.ØØ $1.ØØ 

Total Cost       $34.36 $36.48 

25% Coinsurance       $8.59 $8.59 

Plan Paid       $25.77 $27.89 

 
PDE Cost Fields  PDE Payment Fields  

Ingredient Cost  $31.36 Patient Pay $8.59 

Dispensing Fee $2.ØØ LICS Subsidy Amt  

Sales Tax $1.ØØ Other TrOOP  

Vaccine Admin Fee  PLRO  

  CPP $25.77 

GDCB $34.36 NPP $Ø.ØØ 

GDCA  Drug Coverage Status Code C 

 
EOB  Summary of Prescription Claims Processed from <mm/dd/yyyy> through <mm/dd/yyyy>_ 

Date 
Prescription 

Filled 

Prescription 
[Claim] 
Number 

Name of Drug Quantity 
Filled 

Amount <Plan 
Name> Paid 

Amount You 
Paid 

[Amount Paid by 
Secondary 

Coverage/Other 
Sources] 

[Extra Help 
from 

Medicare] 

Ø1/Ø1/2Ø12 1234567 Compound    199.995 $25.77 $8.59 $Ø.ØØ $Ø.ØØ 

 
Assumptions for Example 3b: 

 Pharmacy should bill without SCC to determine if any drugs are covered by Part D.  If no drugs are covered by Part D, follow Part D Plan guidance (i.e. PA 
required) or follow normal process down stream.  If any one of the ingredients in the rejected claim does not have a reject code associated with it (at least one 
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drug is Part D payable), resubmit with SCC of ‘8’.  The pharmacy may bill the member or other payer, as appropriate, for drugs not covered per reject code on 
previous claim. 

 Compound is treated as Part D because there is at least one ingredient that independently meets the definition of a Part D drug and there are no Part B 
ingredients.  

 Med D accumulations of Drug Spend and TrOOP are based on the sum of the covered Part D ingredients + dispensing fee + sales tax for the entire 
compound.  The ingredient cost for the covered OTC drug is excluded from Med D accumulations.  

 PDE would report NDC for Part D ingredient with the highest line item computed ingredient cost (unit cost x quantity), with cost and payment fields applicable 
only to the covered Part D ingredients.  The ingredient cost associated with the OTC drug is not reported on the PDE. 

 Model EOB would report “Compound” as the drug name for all multi-ingredient compounds. 

 The EOB will not match with the patient receipt from the pharmacy.  The Part D Plan paid the pharmacy $27.89; however, the EOB will show a plan paid 
amount of $25.77 (excludes OTC drug cost).  The patient pay of $8.59 is the same as no cost sharing was assessed on the non-Part D drug.   
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14.5.4 EXAMPLE 3C:  MAPD PLAN COVERS THE PART D INGREDIENTS AND BOTH EXCLUDED NON-PART D INGREDIENTS (#3 & #4) IN THE 

COMPOUND 
Because none of the covered ingredients is “B” and at least one of the covered ingredients is Part D, the compound is treated like Part D.  Plan may choose to pay 
for non-Part D drugs; however, no cost sharing may be charged for the non-Part D ingredients.   
 

Ingredient Drug Substitution  
Indicator 

Drug Type Qty Submitted 
IC 

Contracted 
Rate 

Payable 
Part D 

Total 
Paid to 

Pharmacy 

1 A SS Brand Part D 9Ø.ØØØ $3Ø.24 $18.31 $18.31  

2 B Generic Part D 1.375 $Ø.9Ø $Ø.68 $Ø.68  

3 C MS Brand Excluded Ø.22Ø $2.81 $2.Ø9 $Ø.ØØ $2.Ø9 

4 D Generic Excluded Ø.11Ø $2.84 $2.12 $Ø.ØØ $2.12 

5 E SS Brand Part D 1Ø8.29Ø $2Ø.62 $12.37 $12.37  

        D.Ø 
Response 

Ingredient Total All    $57.41 $35.57 $31.36 $35.57 

Dispensing Fee       $2.ØØ $2.ØØ 

Sales Tax       $1.ØØ $1.ØØ 

Total Cost       $34.36 $38.57 

25% Coinsurance       $8.59 $8.59 

Plan Paid       $25.77 $29.98 

 
PDE Cost Fields  PDE Payment Fields  

Ingredient Cost  $31.36 Patient Pay $8.59 

Dispensing Fee $2.ØØ LICS Subsidy Amt  

Sales Tax $1.ØØ Other TrOOP  

Vaccine Admin Fee  PLRO  

  CPP $25.77 

GDCB $34.36 NPP $Ø.ØØ 

GDCA  Drug Coverage Status Code C 

 
EOB  Summary of Prescription Claims Processed from <mm/dd/yyyy> through <mm/dd/yyyy>_ 

Date 
Prescription 

Filled 

Prescription 
[Claim] 
Number 

Name of Drug Quantity 
Filled 

Amount <Plan 
Name> Paid 

Amount You 
Paid 

[Amount Paid by 
Secondary 

Coverage/Other 
Sources] 

[Extra Help 
from 

Medicare] 

Ø1/Ø1/2Ø12 1234567 Compound    199.995 $25.77 $8.59 $Ø.ØØ $Ø.ØØ 

 
Assumptions for Example 3c: 

 Pharmacy should bill without SCC to determine if any drugs are covered by Part D.  If no drugs are covered by Part D, follow Part D Plan guidance (i.e. PA 
required) or follow normal process down stream.  If any one of the ingredients in the rejected claim does not have a reject code associated with it (at least one 
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drug is Part D payable), resubmit with SCC of ‘8’.  The pharmacy may bill the member or other payer, as appropriate, for drugs not covered per reject code on 
previous claim. 

 Compound is treated as Part D because there is at least one ingredient that independently meets the definition of a Part D drug and there are no Part B 
ingredients.  

 Med D accumulations of Drug Spend and TrOOP are based on the sum of the covered Part D ingredients + dispensing fee + sales tax for the entire 
compound.  The ingredient cost amounts for the covered non-Part D drugs are excluded from Med D accumulations.  

 PDE would report NDC for Part D ingredient with the highest line item computed ingredient cost (unit cost x quantity), with cost and payment fields applicable 
only to the covered Part D ingredients.  The ingredient cost amounts associated with the non-Part D drugs are not reported on the PDE. 

 Model EOB would report “Compound” as the drug name for all multi-ingredient compounds. 
The EOB will not match with the patient receipt from the pharmacy.  The Part D Plan paid the pharmacy $29.98; however, the EOB will show a plan paid amount of 
$25.77 (excludes enhanced & OTC drug costs).  The patient pay of $8.59 is the same as no cost sharing was assessed on the non-Part D drugs.
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14.5.5 EXAMPLE 4:  MAPD PLAN COVERS THE ENHANCED INGREDIENTS AND OTC INGREDIENTS OF THE COMPOUND (NO PART D DRUGS 

INCLUDED) 
Because one of the covered ingredients is an enhanced drug and none of the covered ingredients is Part B or Part D, the compound is treated like enhanced.  
Submit NDC of most expensive enhanced drug to the PDE and report costs and copays only related to the enhanced drugs.  Plan may choose to pay the 
pharmacy for OTC ingredients based on contract, but no cost sharing may be assessed on these OTC ingredients.      
 

Ingredient Drug Substitution  
Indicator 

Drug Type Qty Submitted 
IC 

Contracted 
Rate 

Payable 
Enhanced 

Part D 

Payable Non-
Part D 

1 A SS Brand Enhanced 9Ø.ØØØ $3Ø.24 $18.31 $18.31  

2 B Generic OTC 1.375 $Ø.9Ø $Ø.68 $Ø.ØØ $Ø.68 

3 C MS Brand Enhanced Ø.22Ø $2.81 $2.Ø9 $2.Ø9  

4 D Generic OTC Ø.11Ø $2.84 $2.12 $Ø.ØØ $2.12 

5 E SS Brand Enhanced 1Ø8.29Ø $2Ø.62 $12.37 $12.37  

        D.Ø 
Response 

Ingredient Total All    $57.41 $35.57 $32.77 $35.57 

Dispensing Fee       $2.ØØ $2.ØØ 

Sales Tax       $1.ØØ $1.ØØ 

Total Cost       $35.77 $38.57 

2Ø% Coinsurance       $7.15 $7.15 

Plan Paid       $28.62 $31.42 

 
PDE Cost Fields  PDE Payment Fields  

Ingredient Cost  $32.77 Patient Pay $7.15 

Dispensing Fee $2.ØØ LICS Subsidy Amt  

Sales Tax $1.ØØ Other TrOOP  

Vaccine Admin Fee  PLRO  

  CPP $Ø.ØØ 

GDCB $Ø.ØØ NPP $28.62 

GDCA  Drug Coverage Status Code E 

 
EOB  Summary of Prescription Claims Processed from <mm/dd/yyyy> through <mm/dd/yyyy>_ 

Date 
Prescription 

Filled 

Prescription 
[Claim] 
Number 

Name of Drug Quantity 
Filled 

Amount <Plan 
Name> Paid 

Amount You 
Paid 

[Amount Paid by 
Secondary 

Coverage/Other 
Sources] 

[Extra Help 
from 

Medicare] 

Ø1/Ø1/2Ø12 1234567 Compound    199.995 $28.62 $7.15 $Ø.ØØ $Ø.ØØ 

 
EOB Notes:  
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Some compound ingredients aren’t generally covered by Medicare drug coverage and don’t count toward your out-of-pocket or total drug costs or help you reach 
catastrophic coverage. See section [2] for more information. 
 
Assumptions for Example 4: 

 MAPD enhanced plan that covers enhanced drugs and OTC drugs in the compound. 

 Compound is treated as enhanced because none of the covered ingredients is a Part B drug or a Part D drug and at least one of the ingredients is an “E” drug. 

 The 2Ø% coinsurance was computed only for the enhanced drugs.  The cost for the OTC drugs was excluded since the assumption is that OTC drugs may be 
covered only with $Ø cost share to the member.  

 Med D accumulations of Drug Spend and TrOOP are bypassed. 

 PDE would report the NDC for the enhanced ingredient with the highest line item computed ingredient cost (unit cost x quantity), with an ingredient cost 
amount equal to the sum of only the enhanced ingredients.  Dispensing fee paid and sales tax paid are for the entire compound.  

 Model EOB would report “Compound” for the drug name for all multi-ingredient compound claims. 

 The EOB will not match with the patient receipt from the pharmacy.  The Part D Plan paid the pharmacy $31.42; however, the EOB will show a plan paid 
amount of $28.62 (excludes OTC drug costs).  The patient pay of $7.15 is the same as no cost sharing was assessed on the OTC drugs. 
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14.5.6 EXAMPLE 5:  MAPD PLAN COVERS THE OTC INGREDIENTS OF THE COMPOUND (NO PART D DRUGS INCLUDED) 
Because all of the covered ingredients are OTC drugs and none of the covered ingredients is Part B or Part D, the compound is treated like OTC.  Submit NDC of 
most expensive OTC drug to the PDE and report costs for all covered OTC drugs.  No cost sharing may be assessed on OTC ingredients.      
 

Ingredient Drug Substitution  
Indicator 

Drug Type Qty Submitted 
IC 

Contracted 
Rate 

Payable Part 
D 

 

1 A SS Brand OTC 9Ø.ØØØ $3Ø.24 $18.31 $18.31  

2 B Generic OTC 1.375 $Ø.9Ø $Ø.68 $Ø.68  

3 C MS Brand OTC Ø.22Ø $2.81 $2.Ø9 $2.Ø9  

4 D Generic OTC Ø.11Ø $2.84 $2.12 $2.12  

5 E SS Brand OTC 1Ø8.29Ø $2Ø.62 $12.37 $12.37  

        D.Ø 
Response 

Ingredient Total All    $57.41 $35.57 $35.57 $35.57 

Dispensing Fee       $2.ØØ $2.ØØ 

Sales Tax       $1.ØØ $1.ØØ 

Total Cost       $38.57 $38.57 

Patient Pay       $Ø.ØØ $Ø.ØØ 

Plan Paid       $38.57 $38.57 

 
PDE Cost Fields  PDE Payment Fields  

Ingredient Cost  $35.57 Patient Pay $Ø.ØØ 

Dispensing Fee $2.ØØ LICS Subsidy Amt  

Sales Tax $1.ØØ Other TrOOP  

Vaccine Admin Fee  PLRO  

  CPP $Ø.ØØ 

GDCB $Ø.ØØ NPP $38.57 

GDCA  Drug Coverage Status Code O 

 
EOB  Summary of Prescription Claims Processed from <mm/dd/yyyy> through <mm/dd/yyyy> 

Date 
Prescription 

Filled 

Prescription 
[Claim] 
Number 

Name of Drug Quantity 
Filled 

Amount <Plan 
Name> Paid 

Amount You 
Paid 

[Amount Paid by 
Secondary 

Coverage/Other 
Sources] 

[Extra Help 
from 

Medicare] 

Ø1/Ø1/2Ø12 1234567 Compound    199.995 $38.57 $Ø.ØØ $Ø.ØØ $Ø.ØØ 

 
EOB Notes:  
Some compound ingredients aren’t generally covered by Medicare drug coverage and don’t count toward your out-of-pocket or total drug costs or help you reach 
catastrophic coverage. See section [2] for more information. 
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Assumptions for Example 5: 

 MAPD enhanced plan that covers OTC drugs in the compound. 

 Compound is treated as OTC because none of the covered ingredients is a Part B drug, a Part D drug, or a covered enhanced drug and all of the ingredients 
are OTCs. 

 The cost share for OTC drugs is always $Ø. 

  Med D accumulations of Drug Spend and TrOOP are bypassed. 

 PDE would report the NDC for the OTC ingredient with the highest line item computed ingredient cost (unit cost x quantity), and an ingredient cost amount 
equal to the sum of the covered OTC ingredients.  Dispensing fee paid and sales tax paid are for the entire compound. 

 Model EOB would report “Compound” for the drug name for all multi-ingredient compound claims. 
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15 APPENDIX D. MEDICARE PART D TOPICS 
15.1 NOTICE OF APPEAL RIGHTS – REJECTED CLAIM 

CMS Appeals and Grievance Notice Process Guidelines 
This was developed in anticipation of potential future CMS guidance requiring Part D Plans to direct their contracted pharmacies to provide beneficiaries with a 
Notice of Appeal Rights.  The Notice should be provided based on information below. This is to ensure beneficiaries understand their rights when a Part D drug is 
rejected by the Part D Plan. 
 
PLAN/PROCESSOR ACTION 
This applies to D.Ø claims submitted on or after January 1, 2Ø12. 
 
Part D Plans should assume denied drugs that are subject to transition requirement coverage will also be subject to the Notice of Appeal Rights requirement 
outside of the transition period.  
 
If the beneficiary is not currently eligible for transition and has been prescribed a drug that is subject to transition requirement coverage, the plan’s processor 
should return the following reject code in addition to all other applicable reject codes: 
 

 “569“ ("Provide Beneficiary with CMS Notice of Appeal Rights")  
 
The Notice of Appeal reject code should not be returned in circumstances where transition coverage would not apply, such as:  

 CMS Exclusion  

 Medicare B vs. D Determination 

 Drug not FDA Listed 

 OTC 

 Sanctioned Provider 

These rejection reasons cannot effectively be appealed. 
 
PHARMACY ACTION 
If the pharmacy receives a REJECT on a Part D claim and the claim contains the “569“ (Provide Beneficiary with CMS Notice of Appeal Rights) reject code or free 
form message the beneficiary needs to know he or she has the right to appeal the rejection. 
 
As a result of receiving this error code, the pharmacy should provide the beneficiary with the CMS Notice of Appeal Rights.  The Notice of Appeal Rights is a 
standardized “handout” with CMS model language. The Notice will direct the beneficiary to use the phone number on the back of his or her Part D Plan card if the 
beneficiary chooses to appeal the reject. 
 
When multiple claims deny with the Notice of Appeal Rights Reject code, only one notice should be provided per pharmacy encounter or mail order package. 
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Mail Order Pharmacies are expected to mail/email the notice to the beneficiary based on the method of communication the beneficiary has chosen. 
 
LTC pharmacies, serving LTC members, are exempt from providing the Notice of Appeal Rights to the beneficiary. These pharmacies do not dispense drugs to the 
beneficiary; they are dispensed to the facility. 
 

15.1.1 REJECT CODE “569” AND SUBMISSION CLARIFICATION CODE 
Question: 
How should Reject Code 569 (Provide Appeals Grievance Notice) work in conjunction with bypassed rejects using Submission Clarification Code 8 (Process 
Compound for Approved Ingredients)? 
  
For example: 
Pharmacy submits a compound for a member with 5 drugs in it.  The following information is sent back to the pharmacy.  

Drug 1 - Rejected for 569 
Drug 2 - Rejected for 569 
Drug 3 - Rejected for 569 
Drug 4 - Payable 
Drug 5 - Payable 

What should happen in the case where the pharmacy uses Submission Clarification Code of 8 (Process Compound for Approved Ingredients) in this example? 
The question is if a compound claim initially rejects for 569 and the pharmacy uses Submission Clarification Code 8 indicating that they want the processor to pay 
the payable ingredients in the compound what should happen in this case?  Is the pharmacy allowed to use Submission Clarification Code 8 in the below example 
or are they not allowed to use it and we should reject the entire compound? 
 
Response: 

1. There are rules for compounds submitted under a Part D BIN/PCN that contain (either Part B versus D) or Part B drugs (actually what the industry calls 
Part C drugs). Those rules state that any compound that contains either of these cannot be considered a Part D compound. The processor should not 
return the 569 or 018 because they are not Part D drugs and do not meet the appeal criteria. 

2. If the compound contains at least one ingredient that is considered a Part D ingredient (and does not fall in #1) and the claim is rejected under 569 
“criteria”: 

a. Reject Code 569 (and any other applicable claim level rejects) should be returned. 
b. Reject Codes that are specific to the ingredient should be returned. 
c. The pharmacy: 

i. Cannot resolve the reject, and provides the appeal notice to the patient. The claim is not paid by Part D. 
ii. May resubmit the claim with an SCC 8 (agreeing to accept only for covered ingredients) if the 569 is caused because one/more 

ingredients are not approved. 
1. If the Part D plan pays (SCC 8 is successful), appeal notice does not apply (no 018 is sent). 
2. If paid by co-administered insurance (not Part D) (SCC 8 is successful) and appeal notice does apply (018 is sent). 

 
If the claim would have paid with an SCC 8 submitted originally, then the 569 should be returned. 
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If the compound is paid by Part D, then an appeal notice should not be provided. 
 

15.2 NOTICE OF APPEAL RIGHTS – PAID CLAIM 
DERF 1006 (approved 05/2011) requested a new Approved Message Code (548-6F) to identify claims not covered under the Part D portion but is paid under the 
co-administered supplemental portion of the member’s benefit.   

 

The situation is specific to when the beneficiary is enrolled in a plan to which the supplemental benefits are co-administered with the Part D benefit, and 
adjudication occurs within one transaction.  A claim is submitted to a Part D BIN/PCN. The Part D plan does not cover the drug, however the drug is covered by a 
supplemental payer and that coverage is returned in the form of a paid response. 

 
If the drug, not covered by the Part D Plan, meets the criteria for providing an appeal notice to the member, the paid claim response must contain an approval 
code so that the pharmacy can provide the member with the appeal notice.  In the situation where the claim is covered by the supplemental payer the beneficiary 
will receive the notice that the drug was not covered by their Part D plan. 
 
Approved Message Code (548-6F) 

“018” Provide Beneficiary With CMS Notice 
Of Appeal Rights 

Claim for a Part D drug submitted to the plan’s Medicare D BIN/PCN is not 
covered by the Part D plan and is outside the Part D transitional fill coverage 
period, but is paid under the plan’s co-administered benefit or plan-sponsored 
negotiated price to the beneficiary.  In this situation the member should be 
provided the Medicare Part D Appeal and Grievance Notice. 

 
 

15.3 BENEFIT STAGE RULES AND EXAMPLES 
15.3.1 BENEFIT STAGE RULES 
1. The sum of the benefit stage amounts must equal Patient Pay Amount (5Ø5-F5) plus Total Amount Paid (5Ø9-FN). 

a. There is an exception to this. See “Republication of Telecommunication Standard Implementation Guide Version D.Ø August 2Ø1Ø”, subsection 
“Benefit Stage Formula”.  

2. All benefit stage qualifiers and amounts should be based on where the member would have been in the benefit if they had been in the non LIS benefit.  This 
will ensure the beneficiary is not hindered from receiving a benefit that might be available to them from a supplemental payer. 

3. When the LIS benefit does not have a deductible, if the member would have been in the deductible stage in the non LIS benefit, return the Deductible Benefit 
Stage Qualifier (Ø1) and applicable benefit stage amount.  Return the LIS patient pay amount as Amount of Copay (518-FI) or Amount of Coinsurance (572-
4U). 

4. If the LIS benefit does not have a coverage gap and the member would have been in the coverage gap stage in the non LIS benefit, return the Coverage Gap 
Benefit Stage Qualifier (Ø3) and applicable benefit stage amount.  Report the LIS patient pay amount as Amount of Copay (518-FI) or Amount of Coinsurance 
(572-4U) 
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5. The supplemental payer should use benefit stage qualifiers and amounts to determine if supplemental coverage applies. Use the Other Payer-Patient 
Responsibility Qualifier(s) and Amount(s) and/or the Other Payer Amount Paid Qualifier(s) and Amount(s) to determine the amount payable under the 
supplemental plan.   

  

15.3.2 COST SHARE PARAMETERS USED IN EXAMPLES 1 THRU 6 
 

 Non-LIS Cost Share LIS Category Code 1 LIS Category Code 4 

Deductible 1ØØ% to $31Ø DED limit $2.5Ø generics/$6.3Ø brands 1ØØ% to $63 DED limit 

Initial Coverage 25% to $283Ø Initial Coverage 
limit 

$2.5Ø generics/$6.3Ø brands 15% to Initial Coverage limit 

Coverage Gap 1ØØ% to $455Ø TrOOP limit $2.5Ø generics/$6.3Ø brands 15% to TrOOP limit 

Catastrophic > 5%/$2.5Ø for generics 
> 5%/$6.3Ø for brands 

$Ø $2.5Ø for generics 
$6.3Ø for brands 

 

15.3.2.1 EXAMPLE 1: $5Ø CLAIM - AMOUNT REMAINING TO MEET DEDUCTIBLE IS $31Ø 
 
Response Pricing Segment   
Field Response Pricing Segment Field Name Maps to 

OPPR 
Qualifier 

Non-LIS 
Amount 

LIS 1 
Amount 

LIS 4 
Amount 

5Ø5-F5 Patient Pay Amount  Ø6 $5Ø.ØØ $6.3Ø $5Ø.ØØ 

523-FN Amount Attributed To Sales Tax Ø3    

517-FH Amount Applied To Periodic Deductible Ø1 $5Ø.ØØ  $5Ø.ØØ 

518-FI Amount Of Copay Ø5  $6.3Ø  

52Ø-FK Amount Exceeding Periodic Benefit Maximum Ø4    

571-NZ Amount Attributed To Processor Fee  13    

572-4U Amount Of Coinsurance Ø7    

133-UJ Amount Attributed To Provider Network Selection 1Ø    

134-UK Amount Attributed To Product Selection/Brand 
Drug 

Ø2    

135-UM Amount Attributed To Product Selection/Non-
Preferred Formulary Selection 

Ø8    

136-UN Amount Attributed To Product Selection/ Non-
Preferred Formulary Selection 

11    

137-UP Amount Attributed To Coverage Gap 12    

129-UD Health Plan-Funded Assistance Amount Ø9    

5Ø9-F9 Total Amount Paid  $Ø.ØØ $43.7Ø $Ø.ØØ 

392-MU Benefit Stage Count  1 1 1 

393-MV Benefit Stage Qualifier  Ø1 (DED) Ø1 (DED) Ø1 (DED) 

394-MW Benefit Stage Amount  $5Ø.ØØ $5Ø.ØØ $5Ø.ØØ 

 
COB/Other Payments Segment 
Field Field Name Non-LIS LIS 1 LIS 4 

337-4C Coordination of Benefits/Other Payments Count 1 1 1 

Rule 1 

Rule 2 

Rule 3 
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338-5C Other Payer Coverage Type Ø1 Ø1 Ø1 

339-6C Other Payer ID Qualifier Ø3 Ø3 Ø3 

34Ø-7C Other Payer ID 123456 123456 123456 

443-E8 Other Payer Date 2Ø12Ø1Ø1 2Ø12Ø1Ø1 2Ø12Ø1Ø1 

353-NR Other Payer-Patient Responsibility Amount Count 1 1 1 

351-NP Other Payer-Patient Responsibility Amount Qualifier Ø1 Ø5 Ø1 

352-NQ Other Payer-Patient Responsibility Amount $5Ø.ØØ $6.3Ø $5Ø.ØØ 

392-MU Benefit Stage Count 1 1 1 

393-MV Benefit Stage Qualifier 01 (DED) 01 (DED) 01 (DED) 

394-MW Benefit Stage Amount $50.00 $50.00 $50.00 
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15.3.2.2 EXAMPLE 2: $5Ø CLAIM - AMOUNT REMAINING TO MEET NON-LIS DEDUCTIBLE IS $26Ø.  AMOUNT REMAINING TO MEET LIS 4 
DEDUCTIBLE IS $13 

 
Field Field Name Maps to 

OPPR 
Qualifier 

Non-LIS 
Amount 

LIS 1 
Amount 

LIS 4 
Amount 

5Ø5-F5 Patient Pay Amount  Ø6 $5Ø.ØØ $6.3Ø $18.55 

523-FN Amount Attributed To Sales Tax Ø3    

517-FH Amount Applied To Periodic Deductible Ø1 $5Ø.ØØ  $13.ØØ 

518-FI Amount Of Copay Ø5  $6.3Ø  

52Ø-FK Amount Exceeding Periodic Benefit Maximum Ø4    

571-NZ Amount Attributed To Processor Fee  13    

572-4U Amount Of Coinsurance Ø7   $5.55 

133-UJ Amount Attributed To Provider Network Selection 1Ø    

134-UK Amount Attributed To Product Selection/Brand 
Drug 

Ø2    

135-UM Amount Attributed To Product Selection/Non-
Preferred Formulary Selection 

Ø8    

136-UN Amount Attributed To Product Selection/ Brand 
Non-Preferred Formulary Selection 

11    

137-UP Amount Attributed To Coverage Gap 12    

129-UD Health Plan-Funded Assistance Amount Ø9    

5Ø9-F9 Total Amount Paid  $Ø.ØØ $43.7Ø $31.45 

392-MU Benefit Stage Count  1 1 1 

393-MV Benefit Stage Qualifier  Ø1 (DED) Ø1 (DED) Ø1 (DED) 

394-MW Benefit Stage Amount  $5Ø.ØØ $5Ø.ØØ $5Ø.ØØ 

 
COB/Other Payments Segment 

Field Field Name Non-LIS LIS 1 LIS 4 

337-4C Coordination of Benefits/Other Payments Count 1 1 1 

338-5C Other Payer Coverage Type Ø1 Ø1 Ø1 

339-6C Other Payer ID Qualifier Ø3 Ø3 Ø3 

34Ø-7C Other Payer ID 123456 123456 123456 

443-E8 Other Payer Date 2Ø12Ø1Ø1 2Ø12Ø1Ø1 2Ø12Ø1Ø1 

353-NR Other Payer-Patient Responsibility Amount Count 1 1 2 

351-NP Other Payer-Patient Responsibility Amount Qualifier Ø1 Ø5 Ø1 

352-NQ Other Payer-Patient Responsibility Amount $5Ø.ØØ $6.3Ø $13.ØØ 

351-NP Other Payer-Patient Responsibility Amount Qualifier   Ø7 

352-NQ Other Payer-Patient Responsibility Amount   $5.55 

392-MU Benefit Stage Count 1 1 1 

93-MV Benefit Stage Qualifier 01 (DED) 01 (DED) 01 (DED) 

394-MW Benefit Stage Amount $50.00 $50.00 $50.00 

 

15.3.2.3 EXAMPLE 3: $5Ø CLAIM - AMOUNT REMAINING TO MEET NON-LIS DEDUCTIBLE IS $1Ø.  LIS 4 DEDUCTIBLE ALREADY MET 
 

Rule 1 

Rule 2 

Rule 3 
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Field Field Name Maps to 
OPPR 

Qualifier 

Non-LIS 
Amount 

LIS 1 
Amount 

LIS 4 
Amount 

5Ø5-F5 Patient Pay Amount  Ø6 $2Ø.ØØ $6.3Ø $7.5Ø 

523-FN Amount Attributed To Sales Tax Ø3    

517-FH Amount Applied To Periodic Deductible Ø1 $1Ø.ØØ   

518-FI Amount Of Copay Ø5  $6.3Ø  

52Ø-FK Amount Exceeding Periodic Benefit Maximum Ø4    

571-NZ Amount Attributed To Processor Fee  13    

572-4U Amount Of Coinsurance Ø7 $1Ø.ØØ  $7.5Ø 

133-UJ Amount Attributed To Provider Network Selection 1Ø    

134-UK Amount Attributed To Product Selection/Brand 
Drug 

Ø2    

135-UM Amount Attributed To Product Selection/Non-
Preferred Formulary Selection 

Ø8    

136-UN Amount Attributed To Product Selection/ Brand 
Non-Preferred Formulary Selection 

11    

137-UP Amount Attributed To Coverage Gap 12    

129-UD Health Plan-Funded Assistance Amount Ø9    

5Ø9-F9 Total Amount Paid  $3Ø.ØØ $43.7Ø $42.5Ø 

392-MU Benefit Stage Count  2 2 2 

393-MV Benefit Stage Qualifier  Ø1 (DED) Ø1 (DED) Ø1 (DED) 

394-MW Benefit Stage Amount  $1Ø.ØØ $1Ø.ØØ $1Ø.ØØ 

393-MV Benefit Stage Qualifier  Ø2 (INIT) Ø2 (INIT) Ø2 (INIT) 

394-MW Benefit Stage Amount  $4Ø.ØØ $4Ø.ØØ $4Ø.ØØ 

 
COB/Other Payments Segment 

Field Field Name Non-LIS LIS 1 LIS 4 

337-4C Coordination of Benefits/Other Payments Count 1 1 1 

338-5C Other Payer Coverage Type Ø1 Ø1 Ø1 

339-6C Other Payer ID Qualifier Ø3 Ø3 Ø3 

34Ø-7C Other Payer ID 123456 123456 123456 

443-E8 Other Payer Date 2Ø12Ø1Ø1 2Ø12Ø1Ø1 2Ø12Ø1Ø1 

353-NR Other Payer-Patient Responsibility Amount Count 2 1 1 

351-NP Other Payer-Patient Responsibility Amount Qualifier Ø1 Ø5 Ø7 

352-NQ Other Payer-Patient Responsibility Amount $1Ø.ØØ $6.3Ø $7.5Ø 

351-NP Other Payer-Patient Responsibility Amount Qualifier Ø7   

352-NQ Other Payer-Patient Responsibility Amount $1Ø.ØØ   

392-MU Benefit Stage Count 2 2 2 

393-MV Benefit Stage Qualifier 01 (DED) 01 (DED) 01 (DED) 

394-MW Benefit Stage Amount $10.00 $10.00 $10.00 

393-MV Benefit Stage Qualifier 02 (INIT) 02 (INIT) 02 (INIT) 

394-MW Benefit Stage Amount $40.00 $40.00 $40.00 

 

Rule 3 

Rule 2 

Rule 1 
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15.3.2.4 EXAMPLE 4: $5Ø CLAIM - AMOUNT REMAINING TO MEET INITIAL COVERAGE LIMIT IS $1Ø 
 

Field Field Name Maps to 
OPPR 

Qualifier 

Non-LIS 
Amount 

LIS 1 
Amount 

LIS 4 
Amount 

5Ø5-F5 Patient Pay Amount  Ø6 $42.5Ø $6.3Ø $7.5Ø 

523-FN Amount Attributed To Sales Tax Ø3    

517-FH Amount Applied To Periodic Deductible Ø1    

518-FI Amount Of Copay Ø5  6.3Ø  

52Ø-FK Amount Exceeding Periodic Benefit Maximum Ø4    

571-NZ Amount Attributed To Processor Fee  13    

572-4U Amount Of Coinsurance Ø7 $2.5Ø  $7.5Ø 

133-UJ Amount Attributed To Provider Network Selection 1Ø    

134-UK Amount Attributed To Product Selection/Brand 
Drug 

Ø2    

135-UM Amount Attributed To Product Selection/Non-
Preferred Formulary Selection 

Ø8    

136-UN Amount Attributed To Product Selection/ Brand 
Non-Preferred Formulary Selection 

11    

137-UP Amount Attributed To Coverage Gap 12 $4Ø.ØØ   

129-UD Health Plan-Funded Assistance Amount Ø9    

5Ø9-F9 Total Amount Paid  $7.5Ø $43.7Ø $42.5Ø 

392-MU Benefit Stage Count  2 2 2 

393-MV Benefit Stage Qualifier  Ø2 (INIT) Ø2 (INIT) Ø2 (INIT) 

394-MW Benefit Stage Amount  $1Ø.ØØ $1Ø.ØØ $1Ø.ØØ 

393-MV Benefit Stage Qualifier  Ø3 (GAP) Ø3 (GAP) Ø3 (GAP) 

394-MW Benefit Stage Amount  $4Ø.ØØ $4Ø.ØØ $4Ø.ØØ 

 
COB/Other Payments Segment 

Field Field Name Non-LIS LIS 1 LIS 4 

337-4C Coordination of Benefits/Other Payments Count 1 1 1 

338-5C Other Payer Coverage Type Ø1 Ø1 Ø1 

339-6C Other Payer ID Qualifier Ø3 Ø3 Ø3 

34Ø-7C Other Payer ID 123456 123456 123456 

443-E8 Other Payer Date 2Ø12Ø1Ø1 2Ø12Ø1Ø1 2Ø12Ø1Ø1 

353-NR Other Payer-Patient Responsibility Amount Count 2 1 1 

351-NP Other Payer-Patient Responsibility Amount Qualifier Ø7 Ø5 Ø7 

352-NQ Other Payer-Patient Responsibility Amount $2.5Ø $6.3Ø $7.5Ø 

351-NP Other Payer-Patient Responsibility Amount Qualifier 12   

352-NQ Other Payer-Patient Responsibility Amount $4Ø.ØØ   

392-MU Benefit Stage Count 2 2 2 

393-MV Benefit Stage Qualifier 02 (INIT) 02 (INIT) 02 (INIT) 

394-MW Benefit Stage Amount $10.00 $10.00 $10.00 

393-MV Benefit Stage Qualifier 03 (GAP) 03 (GAP) 03 (GAP) 

394-MW Benefit Stage Amount $40.00 $40.00 $40.00 

Rule 2 

Rule 1 

Rule 4 
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15.3.2.5 EXAMPLE 5: $5Ø CLAIM - INITIAL COVERAGE LIMIT OF $283Ø ALREADY MET.  AMOUNT REMAINING TO MEET TROOP IS $2ØØØ 
 

Field Field Name Maps to 
OPPR 

Qualifier 

Non-LIS 
Amount 

LIS 1 
Amount 

LIS 4 
Amount 

5Ø5-F5 Patient Pay Amount  Ø6 $5Ø.ØØ $6.3Ø $7.5Ø 

523-FN Amount Attributed To Sales Tax Ø3    

517-FH Amount Applied To Periodic Deductible Ø1    

518-FI Amount Of Copay Ø5  $6.3Ø  

52Ø-FK Amount Exceeding Periodic Benefit Maximum Ø4    

571-NZ Amount Attributed To Processor Fee  13    

572-4U Amount Of Coinsurance Ø7   $7.5Ø 

133-UJ Amount Attributed To Provider Network Selection 1Ø    

134-UK Amount Attributed To Product Selection/Brand 
Drug 

Ø2    

135-UM Amount Attributed To Product Selection/Non-
Preferred Formulary Selection 

Ø8    

136-UN Amount Attributed To Product Selection/ 
Brand Non-Preferred Formulary Selection 

11    

137-UP Amount Attributed To Coverage Gap 12 $5Ø.ØØ   

129-UD Health Plan-Funded Assistance Amount Ø9    

5Ø9-F9 Total Amount Paid  $Ø.ØØ $43.7Ø $42.5Ø 

392-MU Benefit Stage Count  1 1 1 

393-MV Benefit Stage Qualifier  Ø3 (GAP) Ø3 (GAP) Ø3 (GAP) 

394-MW Benefit Stage Amount  $5Ø.ØØ $5Ø.ØØ $5Ø.ØØ 

 
COB/Other Payments Segment 

Field Field Name Non-LIS LIS 1 LIS 4 

337-4C Coordination of Benefits/Other Payments Count 1 1 1 

338-5C Other Payer Coverage Type Ø1 Ø1 Ø1 

339-6C Other Payer ID Qualifier Ø3 Ø3 Ø3 

34Ø-7C Other Payer ID 123456 123456 123456 

443-E8 Other Payer Date 2Ø12Ø1Ø1 2Ø12Ø1Ø1 2Ø12Ø1Ø1 

353-NR Other Payer-Patient Responsibility Amount Count 1 1 1 

351-NP Other Payer-Patient Responsibility Amount Qualifier 12 Ø5 Ø7 

352-NQ Other Payer-Patient Responsibility Amount $5Ø.ØØ $6.3Ø $7.5Ø 

392-MU Benefit Stage Count 1 1 1 

393-MV Benefit Stage Qualifier 03 (GAP) 03 (GAP) 03 (GAP) 

394-MW Benefit Stage Amount $50.00 $50.00 $50.00 

 
15.3.2.6 EXAMPLE 6: $5Ø CLAIM - AMOUNT REMAINING TO MEET TROOP IS $2Ø 
   

Field Field Name Maps to Non-LIS LIS 1 LIS 4 

Rule 1 

Rule 2 
 

Rule 4 
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OPPR 
Qualifier 

Amount Amount Amount 

5Ø5-F5 Patient Pay Amount  Ø6 $26.3Ø $6.3Ø $3.ØØ 

523-FN Amount Attributed To Sales Tax Ø3    

517-FH Amount Applied To Periodic Deductible Ø1    

518-FI Amount Of Copay Ø5 $6.3Ø $6.3Ø  

52Ø-FK Amount Exceeding Periodic Benefit Maximum Ø4    

571-NZ Amount Attributed To Processor Fee  13    

572-4U Amount Of Coinsurance Ø7   $3.ØØ 

133-UJ Amount Attributed To Provider Network Selection 1Ø    

134-UK Amount Attributed To Product Selection/Brand 
Drug 

Ø2    

135-UM Amount Attributed To Product Selection/Non-
Preferred Formulary Selection 

Ø8    

136-UN Amount Attributed To Product Selection/ 
Brand Non-Preferred Formulary Selection 

11    

137-UP Amount Attributed To Coverage Gap 12 $2Ø.ØØ   

129-UD Health Plan-Funded Assistance Amount Ø9    

5Ø9-F9 Total Amount Paid  $23.7Ø $43.7Ø $47.ØØ 

392-MU Benefit Stage Count  2 2 2 

393-MV Benefit Stage Loop Qualifier  Ø3 (GAP) Ø3 (GAP) Ø3 (GAP) 

394-MW Benefit Stage Amount  $2Ø.ØØ $2Ø.ØØ $2Ø.ØØ 

393-MV Benefit Stage Qualifier  Ø4 (CAT) Ø4 (CAT) Ø4 (CAT) 

394-MW Benefit Stage Amount  $3Ø.ØØ $3Ø.ØØ $3Ø.ØØ 

 
COB/Other Payments Segment 

Field Field Name Non-LIS LIS 1 LIS 4 

337-4C Coordination of Benefits/Other Payments Count 1 1 1 

338-5C Other Payer Coverage Type Ø1 Ø1 Ø1 

339-6C Other Payer ID Qualifier Ø3 Ø3 Ø3 

34Ø-7C Other Payer ID 123456 123456 123456 

443-E8 Other Payer Date 2Ø12Ø1Ø1 2Ø12Ø1Ø1 2Ø12Ø1Ø1 

353-NR Other Payer-Patient Responsibility Amount Count 2 1 1 

351-NP Other Payer-Patient Responsibility Amount Qualifier Ø5 Ø5 Ø7 

352-NQ Other Payer-Patient Responsibility Amount $6.3Ø $6.3Ø $3.ØØ 

351-NP Other Payer-Patient Responsibility Amount Qualifier 12   

352-NQ Other Payer-Patient Responsibility Amount $2Ø.ØØ   

392-MU Benefit Stage Count 2 2 2 

393-MV Benefit Stage Loop Qualifier 03 (GAP) 03 (GAP) 03 (GAP) 

394-MW Benefit Stage Amount $20.00 $20.00 $20.00 

393-MV Benefit Stage Qualifier 04 (CAT) 04 (CAT) 04 (CAT) 

394-MW Benefit Stage Amount $30.00 $30.00 $30.00 

 
 

Rule 2 

Rule 1 

Rule 4 
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15.3.3 COST SHARE PARAMETERS USED IN EXAMPLES 7 THRU 9 
 
 Non-LIS Cost Share LIS Category Code 1 LIS Category Code 4 

Deductible N/A N/A N/A 

Initial Coverage 25% to $283Ø Initial Coverage 
limit 

$2.5Ø generics/$6.3Ø brands 15% to Initial Coverage limit 

Coverage Gap 5Ø% to $455Ø TrOOP limit $2.5Ø generics/$6.3Ø brands 15% to TrOOP 

Catastrophic > 5%/$2.5Ø for generics 
> 5%/$6.3Ø for brands 

$Ø $2.5Ø for generics 
$6.3Ø for brands 

 

15.3.3.1 EXAMPLE 7: $5Ø CLAIM - AMOUNT REMAINING TO MEET INITIAL COVERAGE LIMIT IS $1Ø 
Field Field Name Maps to 

OPPR 
Qualifier 

Non-LIS 
Amount 

LIS 1 
Amount 

LIS 4 
Amount 

5Ø5-F5 Patient Pay Amount  Ø6 $22.5Ø $6.3Ø $7.5Ø 

523-FN Amount Attributed To Sales Tax Ø3    

17-FH Amount Applied To Periodic Deductible Ø1    

518-FI Amount Of Copay Ø5  6.3Ø  

52Ø-FK Amount Exceeding Periodic Benefit Maximum Ø4    

571-NZ Amount Attributed To Processor Fee  13    

572-4U Amount Of Coinsurance Ø7 $2.5Ø  $7.5Ø 

133-UJ Amount Attributed To Provider Network Selection 1Ø    

134-UK Amount Attributed To Product Selection/Brand 
Drug 

Ø2    

135-UM Amount Attributed To Product Selection/Non-
Preferred Formulary Selection 

Ø8    

136-UN Amount Attributed To Product Selection/ 
Brand Non-Preferred Formulary Selection 

11    

37-UP Amount Attributed To Coverage Gap 12 $2Ø.ØØ   

129-UD Health Plan-Funded Assistance Amount Ø9    

5Ø9-F9 Total Amount Paid  $27.5Ø $43.7Ø $42.5Ø 

392-MU Benefit Stage Count  2 2 2 

393-MV Benefit Stage Qualifier  Ø2 (INIT) Ø2 (INIT) Ø2 (INIT) 

394-MW Benefit Stage Amount  $1Ø.ØØ $1Ø.ØØ $1Ø.ØØ 

393-MV Benefit Stage Qualifier  Ø3 (GAP) Ø3 (GAP) Ø3 (GAP) 

394-MW Benefit Stage Amount  $4Ø.ØØ $4Ø.ØØ $4Ø.ØØ 

 
COB/Other Payments Segment 

Field Field Name Non-LIS LIS 1 LIS 4 

337-4C Coordination of Benefits/Other Payments Count 1 1 1 

338-5C Other Payer Coverage Type Ø1 Ø1 Ø1 

339-6C Other Payer ID Qualifier Ø3 Ø3 Ø3 

34Ø-7C Other Payer ID 123456 123456 123456 

443-E8 Other Payer Date 2Ø12Ø1Ø1 2Ø12Ø1Ø1 2Ø12Ø1Ø1 

353-NR Other Payer-Patient Responsibility Amount Count 2 1 1 

Rule 4 
 

Rule 2 

Rule 1 
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351-NP Other Payer-Patient Responsibility Amount Qualifier Ø7 Ø5 Ø7 

352-NQ Other Payer-Patient Responsibility Amount $2.5Ø $6.3Ø $7.5Ø 

351-NP Other Payer-Patient Responsibility Amount Qualifier 12   

352-NQ Other Payer-Patient Responsibility Amount $2Ø.ØØ   

392-MU Benefit Stage Count 2 2 2 

393-MV Benefit Stage Qualifier 02 (INIT) 02 (INIT) 02 (INIT) 

4-MW Benefit Stage Amount $10.00 $10.00 $10.00 

393-MV Benefit Stage Qualifier 03 (GAP) 03 (GAP) 03 (GAP) 

394-MW Benefit Stage Amount $40.00 $40.00 $40.00 

 

15.3.3.2 EXAMPLE 8: $5Ø CLAIM - INITIAL COVERAGE LIMIT OF $283Ø ALREADY MET.  AMOUNT REMAINING TO MEET TROOP IS $2ØØØ 
 

Field Field Name Maps to 
OPPR 

Qualifier 

Non-LIS 
Amount 

LIS 1 
Amount 

LIS 4 
Amount 

5Ø5-F5 Patient Pay Amount  Ø6 $25.ØØ $6.3Ø $7.5Ø 

523-FN Amount Attributed To Sales Tax Ø3    

517-FH Amount Applied To Periodic Deductible Ø1    

518-FI Amount Of Copay Ø5  $6.3Ø  

52Ø-FK Amount Exceeding Periodic Benefit Maximum Ø4    

571-NZ Amount Attributed To Processor Fee  13    

572-4U Amount Of Coinsurance Ø7   $7.5Ø 

133-UJ Amount Attributed To Provider Network Selection 1Ø    

134-UK Amount Attributed To Product Selection/Brand 
Drug 

Ø2    

135-UM Amount Attributed To Product Selection/Non-
Preferred Formulary Selection 

Ø8    

136-UN Amount Attributed To Product Selection/ Brand 
Non-Preferred Formulary Selection 

11    

137-UP Amount Attributed To Coverage Gap 12 $25.ØØ   

129-UD Health Plan-Funded Assistance Amount Ø9    

5Ø9-F9 Total Amount Paid  $25.ØØ $43.7Ø $42.5Ø 

392-MU Benefit Stage Count  1 1 1 

393-MV Benefit Stage Qualifier  Ø3 (GAP) Ø3 (GAP) Ø3 (GAP) 

394-MW Benefit Stage Amount  $5Ø.ØØ $5Ø.ØØ $5Ø.ØØ 

 
COB/Other Payments Segment 

Field Field Name Non-LIS LIS 1 LIS 4 

337-4C Coordination of Benefits/Other Payments Count 1 1 1 

338-5C Other Payer Coverage Type Ø1 Ø1 Ø1 

339-6C Other Payer ID Qualifier Ø3 Ø3 Ø3 

34Ø-7C Other Payer ID 123456 123456 123456 

443-E8 Other Payer Date 2Ø12Ø1Ø1 2Ø12Ø1Ø1 2Ø12Ø1Ø1 

353-NR Other Payer-Patient Responsibility Amount Count 1 1 1 

351-NP Other Payer-Patient Responsibility Amount Qualifier 12 Ø5 Ø7 

Rule 2 

Rule 1 

Rule 4 
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352-NQ Other Payer-Patient Responsibility Amount $25.ØØ $6.3Ø $7.5Ø 

392-MU Benefit Stage Count 1 1 1 

393-MV Benefit Stage Qualifier 03 (GAP) 03 (GAP) 03 (GAP) 

394-MW Benefit Stage Amount $50.00 $50.00 $50.00 

 
15.3.3.3 EXAMPLE 9: $1ØØ CLAIM - INITIAL COVERAGE LIMIT OF $283Ø ALREADY MET.  AMOUNT REMAINING TO MEET TROOP IS $2Ø 
 

Field Field Name Maps to 
OPPR 

Qualifier 

Non-LIS 
Amount 

LIS 1 
Amount 

LIS 4 
Amount 

5Ø5-F5 Patient Pay Amount  Ø6 $26.3Ø $6.3Ø $6.ØØ 

523-FN Amount Attributed To Sales Tax Ø3    

517-FH Amount Applied To Periodic Deductible Ø1    

518-FI Amount Of Copay Ø5 6.3Ø $6.3Ø  

52Ø-FK Amount Exceeding Periodic Benefit Maximum Ø4    

571-NZ Amount Attributed To Processor Fee  13    

572-4U Amount Of Coinsurance Ø7   $6.ØØ 

133-UJ Amount Attributed To Provider Network Selection 1Ø    

134-UK Amount Attributed To Product Selection/Brand 
Drug 

Ø2    

135-UM Amount Attributed To Product Selection/Non-
Preferred Formulary Selection 

Ø8    

136-UN Amount Attributed To Product Selection/ Brand 
Non-Preferred Formulary Selection 

11    

137-UP Amount Attributed To Coverage Gap 12 $2Ø.ØØ   

129-UD Health Plan-Funded Assistance Amount Ø9    

5Ø9-F9 Total Amount Paid  $73.7Ø $93.7Ø $94.ØØ 

392-MU Benefit Stage Count  2 2 2 

393-MV Benefit Stage Qualifier  Ø3 (GAP) Ø3 (GAP) Ø3 (GAP) 

394-MW Benefit Stage Amount  $4Ø.ØØ $4Ø.ØØ $4Ø.ØØ 

393-MV Benefit Stage Qualifier  Ø4 (CAT) Ø4 (CAT) Ø4 (CAT) 

394-MW Benefit Stage Amount  $6Ø.ØØ $6Ø.ØØ $6Ø.ØØ 

 
COB/Other Payments Segment 
Field Field Name Non-LIS LIS 1 LIS 4 

337-4C Coordination of Benefits/Other Payments Count 1 1 1 

338-5C Other Payer Coverage Type Ø1 Ø1 Ø1 

339-6C Other Payer ID Qualifier Ø3 Ø3 Ø3 

34Ø-7C Other Payer ID 123456 123456 123456 

443-E8 Other Payer Date 2Ø12Ø1Ø1 2Ø12Ø1Ø1 2Ø12Ø1Ø1 

353-NR Other Payer-Patient Responsibility Amount Count 2 1 1 

351-NP Other Payer-Patient Responsibility Amount Qualifier Ø5 Ø5 Ø7 

352-NQ Other Payer-Patient Responsibility Amount $6.3Ø $6.3Ø $6.ØØ 

351-NP Other Payer-Patient Responsibility Amount Qualifier 12   

352-NQ Other Payer-Patient Responsibility Amount $2Ø.ØØ   

Rule 2 

Rule 1 

Rule 4 
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392-MU Benefit Stage Count 2 2 2 

393-MV Benefit Stage Qualifier 03 (GAP) 03 (GAP) 03 (GAP) 

394-MW Benefit Stage Amount $40.00 $40.00 $40.00 

393-MV Benefit Stage Qualifier 04 (CAT) 04 (CAT) 04 (CAT) 

394-MW Benefit Stage Amount $60.00 $60.00 $60.00 

 

15.3.4 COST SHARE PARAMETERS USED IN EXAMPLE 1Ø 
 
 Non-LIS Cost Share LIS Category Code 1 LIS Category Code 4 

Deductible N/A N/A N/A 

Initial Coverage $1Ø to $283Ø Initial Coverage 
limit 

$2.5Ø generics/$6.3Ø brands 15% to Initial Coverage limit 

Coverage Gap 1ØØ% to $455Ø TrOOP limit $2.5Ø generics/$6.3Ø brands 15% to TrOOP limit 

Catastrophic > 5%/$2.5Ø for generics 
> 5%/$6.3Ø for brands 

$Ø $2.5Ø for generics 
$6.3Ø for brands 

 

15.3.4.1 EXAMPLE 1Ø: $1ØØ CLAIM FOR BRAND DRUG.  AMOUNT REMAINING TO MEET INITIAL COVERAGE LIMIT IS $5Ø 
Field Field Name Maps to 

OPPR 
Qualifier 

Non-LIS 
Amount 

LIS 1 
Amount 

LIS 4 
Amount 

5Ø5-F5 Patient Pay Amount  Ø6 $6Ø.ØØ $6.3Ø $15.ØØ 

523-FN Amount Attributed To Sales Tax Ø3    

517-FH Amount Applied To Periodic Deductible Ø1    

518-FI Amount Of Copay Ø5 1Ø.ØØ 6.3Ø  

52Ø-FK Amount Exceeding Periodic Benefit Maximum Ø4    

571-NZ Amount Attributed To Processor Fee  13    

572-4U Amount Of Coinsurance Ø7   $15.ØØ 

133-UJ Amount Attributed To Provider Network Selection 1Ø    

134-UK Amount Attributed To Product Selection/Brand 
Drug 

Ø2    

135-UM Amount Attributed To Product Selection/Non-
Preferred Formulary Selection 

Ø8    

136-UN Amount Attributed To Product Selection/ Brand 
Non-Preferred Formulary Selection 

11    

137-UP Amount Attributed To Coverage Gap 12 $5Ø.ØØ   

129-UD Health Plan-Funded Assistance Amount Ø9    

5Ø9-F9 Total Amount Paid  $4Ø.ØØ $93.7Ø $85.ØØ 

392-MU Benefit Stage Count  2 2 2 

393-MV Benefit Stage Qualifier  Ø2 (INIT) Ø2 (INIT) Ø2 (INIT) 

394-MW Benefit Stage Amount  $5Ø.ØØ $5Ø.ØØ $5Ø.ØØ 

393-MV Benefit Stage Qualifier  Ø3 (GAP) Ø3 (GAP) Ø3 (GAP) 

394-MW Benefit Stage Amount  $5Ø.ØØ $5Ø.ØØ $5Ø.ØØ 

 
COB/Other Payments Segment 

Field Field Name Non-LIS LIS 1 LIS 4 

Rule 2 

Rule 1 

Rule 4 
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337-4C Coordination of Benefits/Other Payments Count 1 1 1 

338-5C Other Payer Coverage Type Ø1 Ø1 Ø1 

339-6C Other Payer ID Qualifier Ø3 Ø3 Ø3 

34Ø-7C Other Payer ID 123456 123456 123456 

443-E8 Other Payer Date 2Ø12Ø1Ø1 2Ø12Ø1Ø1 2Ø12Ø1Ø1 

353-NR Other Payer-Patient Responsibility Amount Count 2 1 1 

351-NP Other Payer-Patient Responsibility Amount Qualifier Ø5 Ø5 Ø7 

352-NQ Other Payer-Patient Responsibility Amount $1Ø.ØØ $6.3Ø $15.ØØ 

351-NP Other Payer-Patient Responsibility Amount Qualifier 12   

352-NQ Other Payer-Patient Responsibility Amount $5Ø.ØØ   

392-MU Benefit Stage Count 2 2 2 

393-MV Benefit Stage Qualifier 02 (INIT) 02 (INIT) 02 (INIT) 

394-MW Benefit Stage Amount $50.00 $50.00 $50.00 

393-MV Benefit Stage Qualifier 03 (GAP) 03 (GAP) 03 (GAP) 

394-MW Benefit Stage Amount $50.00 $50.00 $50.00 

 

15.3.5 COST SHARE PARAMETERS USED IN EXAMPLES 11 
 
 Non-LIS Cost Share LIS Category Code 1 LIS Category Code 4 

Deductible N/A N/A N/A 

Initial Coverage $2Ø to $455Ø TrOOP limit $2.5Ø generics/$6.3Ø brands 15% to TrOOP limit 

Catastrophic > 5%/$2.5Ø for generics 
> 5%/$6.3Ø for brands 

$Ø $2.5Ø for generics 
$6.3Ø for brands 

 

15.3.5.1 EXAMPLE 11: $1ØØ CLAIM ï NO COVERAGE GAP; AMOUNT REMAINING TO MEET TROOP IS $5ØØ 
 

Field Field Name Maps to 
OPPR 

Qualifier 

Non-LIS 
Amount 

LIS 1 
Amount 

LIS 4 
Amount 

5Ø5-F5 Patient Pay Amount  Ø6 $2Ø.ØØ $6.3Ø $15.ØØ 

523-FN Amount Attributed To Sales Tax Ø3    

517-FH Amount Applied To Periodic Deductible Ø1    

518-FI Amount Of Copay Ø5 2Ø.ØØ 6.3Ø  

52Ø-FK Amount Exceeding Periodic Benefit Maximum Ø4    

571-NZ Amount Attributed To Processor Fee  13    

572-4U Amount Of Coinsurance Ø7   $15.ØØ 

133-UJ Amount Attributed To Provider Network Selection 1Ø    

134-UK Amount Attributed To Product Selection/ Brand 
Drug 

Ø2    

135-UM Amount Attributed To Product Selection/Non-
Preferred Formulary Selection 

Ø8    

136-UN Amount Attributed To Product Selection/ 
Brand Non-Preferred Formulary Selection 

11    

137-UP Amount Attributed To Coverage Gap 12    

129-UD Health Plan-Funded Assistance Amount Ø9    
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5Ø9-F9 Total Amount Paid  $8Ø.ØØ $93.7Ø $85.ØØ 

392-MU Benefit Stage Count  1 1 1 

393-MV Benefit Stage Qualifier  Ø2 (INIT) Ø2 (INIT) Ø2 (INIT) 

394-MW Benefit Stage Amount  $1ØØ.ØØ $1ØØ.ØØ $1ØØ.ØØ 

 
COB/Other Payments Segment 

Field Field Name Non-LIS LIS 1 LIS 4 

337-4C Coordination of Benefits/Other Payments Count 1 1 1 

338-5C Other Payer Coverage Type Ø1 Ø1 Ø1 

339-6C Other Payer ID Qualifier Ø3 Ø3 Ø3 

34Ø-7C Other Payer ID 123456 123456 123456 

443-E8 Other Payer Date 2Ø12Ø1Ø1 2Ø12Ø1Ø1 2Ø12Ø1Ø1 

353-NR Other Payer-Patient Responsibility Amount Count 1 1 1 

351-NP Other Payer-Patient Responsibility Amount Qualifier Ø5 Ø5 Ø7 

352-NQ Other Payer-Patient Responsibility Amount $2Ø.ØØ $6.3Ø $15.ØØ 

392-MU Benefit Stage Count 1 1 1 

393-MV Benefit Stage Qualifier 02 (INIT) 02 (INIT) 02 (INIT) 

394-MW Benefit Stage Amount $100.00 $100.00 $100.00 

 

15.3.6 COST SHARE PARAMETERS USED IN EXAMPLES 12 
 
 Non-LIS Cost Share LIS Category Code 1 LIS Category Code 4 

Deductible 1ØØ% to $31Ø limit; brands only $2.5Ø generics/$6.3Ø brands 1ØØ% to $63 DED limit 

Initial Coverage $1Ø generics/$5Ø brands to $455Ø 
TrOOP limit 

$2.5Ø generics/$6.3Ø brands 15% to TrOOP limit 

Catastrophic > 5%/$2.5Ø for generics 
> 5%/$6.3Ø for brands 

$Ø $2.5Ø for generics 
$6.3Ø for brands 

 

15.3.6.1 EXAMPLE 12: $5Ø CLAIM FOR GENERIC DRUG ï NO DEDUCTIBLE FOR GENERICS; AMOUNT REMAINING TO MEET BRAND NON-LIS 
DEDUCTIBLE IS $1ØØ.  LIS DEDUCTIBLE ALREADY MET 

 
Field Field Name Maps to 

OPPR 
Qualifier 

Non-LIS 
Amount 

LIS 1 
Amount 

LIS 4 
Amount 

5Ø5-F5 Patient Pay Amount  Ø6 $1Ø.ØØ $2.5Ø $7.5Ø 

523-FN Amount Attributed To Sales Tax Ø3    

517-FH Amount Applied To Periodic Deductible Ø1    

518-FI Amount Of Copay Ø5 $1Ø.ØØ $2.5Ø  

52Ø-FK Amount Exceeding Periodic Benefit Maximum Ø4    

571-NZ Amount Attributed To Processor Fee  13    

572-4U Amount Of Coinsurance Ø7   $7.5Ø 

133-UJ Amount Attributed To Provider Network Selection 1Ø    

134-UK Amount Attributed To Product Selection/Brand 
Drug 

Ø2    

Rule 1 

Rule 2 
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135-UM Amount Attributed To Product Selection/Non-
Preferred Formulary Selection 

Ø8    

136-UN Amount Attributed To Product Selection/Brand 
Non-Preferred Formulary Selection 

11    

137-UP Amount Attributed To Coverage Gap 12    

129-UD Health Plan-Funded Assistance Amount Ø9    

5Ø9-F9 Total Amount Paid  $4Ø.ØØ $47.5Ø $42.5Ø 

392-MU Benefit Stage Count  1 1 1 

393-MV Benefit Stage Qualifier  Ø2 (INIT) Ø2 (INIT) Ø2 (INIT) 

394-MW Benefit Stage Amount  $5Ø.ØØ $5Ø.ØØ $5Ø.ØØ 

 
COB/Other Payments Segment 

Field Field Name Non-LIS LIS 1 LIS 4 

337-4C Coordination of Benefits/Other Payments Count 1 1 1 

338-5C Other Payer Coverage Type Ø1 Ø1 Ø1 

339-6C Other Payer ID Qualifier Ø3 Ø3 Ø3 

34Ø-7C Other Payer ID 123456 123456 123456 

443-E8 Other Payer Date 2Ø12Ø1Ø1 2Ø12Ø1Ø1 2Ø12Ø1Ø1 

353-NR Other Payer-Patient Responsibility Amount Count 1 1 1 

351-NP Other Payer-Patient Responsibility Amount Qualifier Ø5 Ø5 Ø7 

352-NQ Other Payer-Patient Responsibility Amount $1Ø.ØØ $2.5Ø $7.5Ø 

392-MU Benefit Stage Count 1 1 1 

393-MV Benefit Stage Qualifier 02 (INIT) 02 (INIT) 02 (INIT) 

394-MW Benefit Stage Amount $50.00 $50.00 $50.00 

 

15.3.7 COST SHARE PARAMETERS USED IN EXAMPLES 13 
 
 Non-LIS Cost Share LIS Category Code 1 LIS Category Code 4 

Deductible 1ØØ% to $31Ø limit; brands only $2.5Ø generics/$6.3Ø brands 1ØØ% to $63 DED limit 

Initial Coverage $1 generics/ $5Ø brands to $283Ø Initial 
Coverage limit 

$2.5Ø generics/$6.3Ø brands 15% to Initial Coverage limit 

Coverage Gap $1 generics /1ØØ% brands to $455Ø 
TrOOP limit 

$2.5Ø generics/$6.3Ø brands 15% to TrOOP limit 

Catastrophic > 5%/$2.5Ø for generics 
> 5%/$6.3Ø for brands 

$Ø $2.5Ø for generics 
$6.3Ø for brands 

 

15.3.7.1 EXAMPLE 13: $2Ø CLAIM FOR GENERIC DRUG; INITIAL COVERAGE LIMIT ALREADY MET; $5ØØ REMAINING TO MEET TROOP.  NON-LIS 
GENERIC COPAY APPLIES BECAUSE IT IS LESS THAN LIS COPAY 

 
Field Field Name Maps to 

OPPR 
Qualifier 

Non-LIS 
Amount 

LIS 1 
Amount 

LIS 4 
Amount 

5Ø5-F5 Patient Pay Amount  Ø6 $1.ØØ $1.ØØ $1.ØØ 

523-FN Amount Attributed To Sales Tax Ø3    

Rule 1 

Rule 2 
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517-FH Amount Applied To Periodic Deductible Ø1    

518-FI Amount Of Copay Ø5  $1.ØØ $1.ØØ 

52Ø-FK Amount Exceeding Periodic Benefit Maximum Ø4    

571-NZ Amount Attributed To Processor Fee  13    

572-4U Amount Of Coinsurance Ø7    

133-UJ Amount Attributed To Provider Network Selection 1Ø    

134-UK Amount Attributed To Product Selection/Brand 
Drug 

Ø2    

135-UM Amount Attributed To Product Selection/Non-
Preferred Formulary Selection 

Ø8    

136-UN Amount Attributed To Product Selection/Brand 
Non-Preferred Formulary Selection 

11    

137-UP Amount Attributed To Coverage Gap 12 $1.ØØ   

129-UD Health Plan-Funded Assistance Amount Ø9    

5Ø9-F9 Total Amount Paid  $19.ØØ $19.ØØ $19.ØØ 

392-MU Benefit Stage Count  1 1 1 

393-MV Benefit Stage Qualifier  Ø3 (GAP) Ø3 (GAP) Ø3 (GAP) 

394-MW Benefit Stage Amount  $2Ø.ØØ $2Ø.ØØ $2Ø.ØØ 

 
COB/Other Payments Segment 

Field Field Name Non-LIS LIS 1 LIS 4 

337-4C Coordination of Benefits/Other Payments Count 1 1 1 

338-5C Other Payer Coverage Type Ø1 Ø1 Ø1 

339-6C Other Payer ID Qualifier Ø3 Ø3 Ø3 

34Ø-7C Other Payer ID 123456 123456 123456 

443-E8 Other Payer Date 2Ø12Ø1Ø1 2Ø12Ø1Ø1 2Ø12Ø1Ø1 

353-NR Other Payer-Patient Responsibility Amount Count 1 1 1 

351-NP Other Payer-Patient Responsibility Amount Qualifier 12 Ø5 Ø5 

352-NQ Other Payer-Patient Responsibility Amount $1.ØØ $1.ØØ $1.ØØ 

392-MU Benefit Stage Count 1 1 1 

393-MV Benefit Stage Qualifier 03 (GAP) 03 (GAP) 03 (GAP) 

394-MW Benefit Stage Amount $20.00 $20.00 $20.00 

 
15.3.7.2 EXAMPLE 14: $100 MEDICARE SECONDARY PAYER CLAIM FOR BRAND DRUG; INITIAL COVERAGE LIMIT ALREADY MET; $500 REMAINING 

TO MEET TROOP.  OTHER PAYER AMOUNT PAID IS $75. 
 
B1 Response from Primary Payer (not Med D plan) 
Field Field Name Primary Payer 

Amount 

5Ø5-F5 Patient Pay Amount  $25.00 

523-FN Amount Attributed To Sales Tax  

517-FH Amount Applied To Periodic Deductible  

518-FI Amount Of Copay $25.00 

52Ø-FK Amount Exceeding Periodic Benefit Maximum  

571-NZ Amount Attributed To Processor Fee   

Rule 1 

Rule 2 

Rule 4 
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572-4U Amount Of Coinsurance  

133-UJ Amount Attributed To Provider Network Selection  

134-UK Amount Attributed To Product Selection/Brand Drug  

135-UM Amount Attributed To Product Selection/Non-Preferred Formulary 
Selection 

 

136-UN Amount Attributed To Product Selection/Brand Non-Preferred 
Formulary Selection 

 

137-UP Amount Attributed To Coverage Gap  

129-UD Amount Attributed to Health Plan-Funded Assistance Amount  

566-J5 Other Payer Amount Recognized  

509-F9 Total Amount Paid $75.00 

 
COB/Other Payments Segment sent to Med D plan – Other Payer Amount Paid Billing 

Field Field Name Non-LIS LIS 1 LIS 4 

337-4C Coordination of Benefits/Other Payments Count 1 1 1 

338-5C Other Payer Coverage Type 01 01 01 

339-6C Other Payer ID Qualifier 03 03 03 

340-7C Other Payer ID 123456 123456 123456 

443-E8 Other Payer Date 20120101 20120101 20120101 

341-HB Other Payer Amount Paid Count 1 1 1 

342-HC Other Payer Amount Paid Qualifier 07 07 07 

341-DV Other Payer Amount Paid $75.00 $75.00 $75.00 

 
B1 Response from Medicare Part D plan (MSP claim)     
Field Field Name Non-LIS 

Amount 
LIS 1 

Amount 
LIS 4 

Amount 

5Ø5-F5 Patient Pay Amount  $25.00 $2.50 $15.00 

523-FN Amount Attributed To Sales Tax    

517-FH Amount Applied To Periodic Deductible    

518-FI Amount Of Copay  $2.50  

52Ø-FK Amount Exceeding Periodic Benefit Maximum    

571-NZ Amount Attributed To Processor Fee     

572-4U Amount Of Coinsurance   $15.00 

133-UJ Amount Attributed To Provider Network Selection    

134-UK Amount Attributed To Product Selection/Brand Drug    

135-UM Amount Attributed To Product Selection/Non-Preferred Formulary 
Selection 

   

136-UN Amount Attributed To Product Selection/Brand Non-Preferred 
Formulary Selection 

   

137-UP Amount Attributed To Coverage Gap $25.00   

129-UD Amount Attributed to Health Plan-Funded Assistance Amount    

566-J5 Other Payer Amount Recognized $75.00 $75.00 $75.00 

509-F9 Total Amount Paid $0.00 $22.50 $10.00 

392-MU Benefit Stage Count 1 1 1 

393-MV Benefit Stage Qualifier 03 (GAP) 03 (GAP) 03 (GAP) 

Rule 2 

Rule 4 
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394-MW Benefit Stage Amount $100.00 $100.00 $100.00 

 
COB/Other Payments Segment sent to tertiary plan (not Med D) – Other Payer Amount Paid Billing 

Field Field Name Non-LIS LIS 1 LIS 4 

337-4C Coordination of Benefits/Other Payments Count 2 2 2 

338-5C Other Payer Coverage Type 01 01 01 

339-6C Other Payer ID Qualifier 03 03 03 

340-7C Other Payer ID 123456 123456 123456 

443-E8 Other Payer Date 20120101 20120101 20120101 

341-HB Other Payer Amount Paid Count 1 1 1 

342-HC Other Payer Amount Paid Qualifier 07 07 07 

341-DV Other Payer Amount Paid $75.00 $75.00 $75.00 

338-5C Other Payer Coverage Type 02 02 02 

339-6C Other Payer ID Qualifier 03 03 03 

340-7C Other Payer ID 987654 987654 987654 

443-E8 Other Payer Date 20120101 20120101 20120101 

341-HB Other Payer Amount Paid Count 1 1 1 

342-HC Other Payer Amount Paid Qualifier 07 07 07 

341-DV Other Payer Amount $0.00 $22.50 $10.00 

392-MU Benefit Stage Count 1 1 1 

393-MV Benefit Stage Qualifier 03 (GAP) 03 (GAP) 03 (GAP) 

394-MW Benefit Stage Amount $100.00 $100.00 $100.00 

Rule 1 
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15.4 BENEFIT STAGE QUALIFIER VALUES TO IDENTIFY CLAIMS COVERED UNDER 

THE NOT PART D PORTION OF THE MEDICARE D PLAN 
Benefit Stage Qualifier values to identify claims covered under the Not Part D portion of the Medicare D 
plan, and eliminate the need for separate BIN/PCN processing requirements.  The distinct Benefit Stage 
qualifier values identify the claim as covered under the Part C, Enhanced EGWP or co-administered 
supplemental portion of the Medicare D plan benefit.  The distinct Benefit Stage Qualifier value would 
also be transmitted to the downstream Medicare D supplemental or SPAP plan, allowing the payer to 
determine if the claim was covered under the Part D, Part C, etc benefit. 
 

 
1) Rules for New  values:   

a) The new benefit stage qualifiers are intended to be used on a standalone basis.  The Benefit 
Stage Count would always be 1, when the new qualifiers (50, 60, 70, 80) are used.   

b) Whenever either of these qualifiers is used, the corresponding benefit stage amount should be 
populated with the total amount of the claim. 

 
2) Rules for value = 50:   

a) The phase qualifier = 50  (Not paid under Part D, paid under Part C) should be used in the 
following situations only: 

 This qualifier applies to MA-PD plans where the claim is submitted under the Part D BIN/PCN 

 The claim is NOT paid by the Part D plan benefit 

 The claim IS paid for by Part C benefit (MA portion of the MA-PD) 

 When the qualifier value of 50 is used, the Benefit Stage Count is 1 and no other benefit 
stage qualifier should be used. 

 The field 394-MV Benefit Stage Amount should be populated with the total amount (total of 
5Ø5-F5 Patient Pay Amount, 5Ø9-F9 Total Amount Paid, and 566-J5 Other Payer Amount 
Recognized) of the claim 

 

3) Rules for value = 60:   
a) The Phase qualifier = 60 (Not Paid under Part D, Paid under supplemental benefit only) 

should be used in the following situations only 

 This qualifier applies to co-administered plans, where the claim is submitted under the part D 
BIN/PCN and where one pharmacy response is provided. 

 This qualifier also applies to Primary claims submitted under the Part D BIN/PCN when a 
supplemental benefit  is provided (drugs covered outside of the allowable Part D benefit)  

 The claim is NOT paid by the Part D plan benefit but is paid under the supplemental benefit. 

 When the qualifier value of 60 is used, the Benefit Stage Count is 1 and no other benefit 
stage qualifier should be used. 

 The field 394-MV Benefit Stage Amount should be populated with the total amount (total of 
5Ø5-F5 Patient Pay Amount, 5Ø9-F9 Total Amount Paid, and 566-J5 Other Payer Amount 
Recognized) of the claim 
 

Claim Submitted Under Part D BIN/PCN 

Benefit Under Which the Claim is Paid Benefit Stage Qualifier 

Part D Deductible 01 - Deductible 

Part D Initial Benefit 02 - Initial Benefit 

Part D Coverage Gap 03 - Coverage Gap 

Part D Catastrophic 04 - Catastrophic 

Part D Enhanced or OTC (E and O drugs) Benefit Stage Not Reported  

Medicare Advantage portion of MA-PD (Part C) 50 - Not Paid Under Part D, Paid Under Part C 

Supplemental portion of  Primary claim or paid as a Co-administered 
benefit  
(e.g. EGWP, Commercial Wrap, SPAP) 

60 - Not Paid Under Part D, Paid Under 
Supplemental Benefit Only 
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4) Rules for value = 70:   

a) The Phase qualifier = 70 (Part D drug not paid by Part D plan benefit, paid by the 
beneficiary under plan-sponsored negotiated pricing) 

 This qualifier applies to co-administered claims where claim is submitted under the Part D 
BIN/PCN and where one pharmacy response is provided 

 The claim is for a Part D drug, but is NOT paid by the Part D plan benefit (e.g. drug is non-
formulary, quantity limit or step therapy required). The beneficiary is provided access to a 
negotiated discount rate (e.g. discount card) 

 There is only beneficiary payment on these claims (505-F5 Patient Pay Amount) 

 When the qualifier value of 70 is used, the Benefit Stage Count is 1 and no other benefit 
stage qualifier should be used. 

 The field 394-MV Benefit Stage Amount should be populated with the total amount (total of 
5Ø5-F5 Patient Pay Amount, 5Ø9-F9 Total Amount Paid (would be zero in this instance), and 
566-J5 Other Payer Amount Recognized (would be zero instance)) of the claim. 

5) Rules for value = 80:   

a) The Phase qualifier = 80 (Non-Part D drug not paid by Part D plan benefit, paid by the 

beneficiary under plan-sponsored negotiated pricing) 

 This qualifier applies to co-administered claims where claim is submitted under the Part D 
BIN/PCN and where one pharmacy response is provided 

 The claim is for drug NOT covered by Part D that is NOT paid by the Part D plan benefit (e.g. 
drug is non-formulary, quantity limit or step therapy required). The beneficiary is provided 
access to a negotiated discount rate (e.g. discount card) 

 There is only beneficiary payment on these claims (505-F5 Patient Pay Amount) 

 When the qualifier value of 80 is used, the Benefit Stage Count is 1 and no other benefit 
stage qualifier should be used. 

 The field 394-MV Benefit Stage Amount should be populated with the total amount (total of 
5Ø5-F5 Patient Pay Amount, 5Ø9-F9 Total Amount Paid (would be zero in this instance), and 
566-J5 Other Payer Amount Recognized (would be zero instance)) of the claim. 

 
Business Cases Supporting Need for New Benefit Stage Qualifiers: 
 
1) Medicare D MA-PD Plan – Part D and Part C BIN/PCNs (addressed with Benefit Stage Qualifier = 50) 

a) Pharmacy cannot determine whether claim is covered under the Part D or Part C benefit, to be 
able to determine whether claim should be submitted under the Part D or Part C BIN/PCN 

 If/When Part C BIN/PCN is known, this will result in multiple active plan codes for single 
Medicare D plan benefit in the patient’s profile, significantly increasing risks of rejects. 

b) Processor determines whether claim is covered under Part D or Part C 

 If claim is submitted to Part B BIN/PCN, claim may be accepted under Part C and should 
have been accepted under Part D 

 Multiple ID cards required, or both Part D and Part C BIN/PCNs must be printed on the same 
ID card, and require continued maintenance.   

 Part C BIN/PCN not returned on Medicare D E1 response 

 Even If required BIN/PCN is returned on the rejected response, not all pharmacy systems 
would be automated to ensure the claim was processed to the applicable BIN/PCN.  Relying 
on manual processes, to read and react to reject detail, will result in customer service issues 

c) Medicare D Supplemental plans still lacking Part D or Part C identifier on COB claims 

d) Medicaid plans lacking MA-PD identifier on COB claims to determine dual eligible beneficiary is 
enrolled in a Medicare Advantage plan versus Medicare B FFS. Since member is not enrolled in 
the Medicare FFS plan, the non-real-time auto-cross process would not occur.    
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 An MA-PD (Part C) identifier would provide the necessary trigger for Medicaid processor to 
accept the NCPDP point of service COB claim, versus rejecting as Submit to Primary and in-
appropriately expecting the Part B copay to process via the Medicare FFS auto-cross. 

 

2) EGWP Medicare D Plan with Enhanced Benefits (addressed with Benefit Stage Qualifier = 60) 

a) Pharmacy cannot determine whether claim is covered under the Part D or EGWP Enhanced 
benefit, to be able to determine whether claim should be submitted under the Part D or alternate 
BIN/PCN 

 If/When alternate B BIN/PCN is known, this will result in multiple active plan codes for single 
Medicare D plan benefit in the patient’s profile, significantly increasing risks of rejects. 

b) Processor determines whether claim is covered under Part D or EGWP Enhanced benefit 

 If claim is submitted to alternate BIN/PCN, claim may be accepted under EGWP Enhanced 
and should have been accepted under Part D 

 Multiple ID cards required, or both Part D and Alternate (EGWP Enhanced) BIN/PCNs must 
be printed on the same ID card, and require continued maintenance.   

 Alternate BIN/PCN not returned on Medicare D E1 response 

 Even If required BIN/PCN is returned on the rejected response, not all pharmacy systems 
would be automated to ensure the claim was processed to the applicable BIN/PCN.  Relying 
on manual processes, to read and react to reject detail, will result in customer service issues 

c) Medicare D Supplemental plans still lacking Part D or Not Part D identifier on COB claims 

 
3) Medicare D Plan + co-administered supplemental payer                                                           

(addressed with Benefit Stage Qualifier = 60) 

      (Same processor administering both benefits where one pharmacy response is provided). 

a) Claim submitted under the Medicare D BIN/PCN and is not covered under the Medicare D 
benefit, but is fully covered under the co-administered benefit that is supplemental to Part D.    

 Pharmacy cannot determine whether claim is covered under the Part D or co-administered 
benefit, to be able to determine whether claim should be submitted under the Part D or 
alternate BIN/PCN 

 Processor may not be able to accept POS primary or OCC3 COB claim for co-administered 
benefit 

 If/When alternate B BIN/PCN for co-administered benefit is available, this will result in 
multiple active plan codes for single Medicare D plan benefit in the patient’s profile, 
significantly increasing risks of rejects, or duplicate claims 

 Claims paid under the co-administered benefit lacking a specific identifier to determine that 
claim did not pay under Part D even though it was submitted to Part D BIN/PCN. 

 

Additional Analysis: 

D.0 Structure:  The Benefit Stage Qualifier Count Max is 4, however adding the 50 or 60 qualifier would 
not present a risk of increasing the count, as these business cases are only used when the claim is not 
paid under Part D and therefore would not overlap stages and the Benefit Stage Count would be 1.   

  

Consistency with Current Approach:  The addition of these new values for Benefit Stage Qualifier is 
consistent with the rules currently in place for this field, as specified in the NCPDP Telecom 
Implementation Guide (section “Claim Billing or Encounter Information”), and copied below for reference.  
In other words, the Benefit Stage Qualifier and Benefit Stage Amount fields will continue to be blank if the 
member is not in a Medicare Part D program.  

From NCPDP Telecommunication Implementation Guide: 
393-MV BENEFIT STAGE 

QUALIFIER 
Q***R*** Claim Billing/Encounter: 

Required if Benefit Stage Amount (394-MW) is used. 

Must only have one value per iteration - value must not be repeated. 
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394-MW BENEFIT STAGE 
AMOUNT 

Q***R*** Claim Billing/Encounter: 

Required if the previous payer has financial amounts that apply to Medicare 
Part D beneficiary benefit stages. This field is required when the plan is a 
participant in a Medicare Part D program that requires reporting of benefit 
stage specific financial amounts.  

Required if necessary for state/federal/regulatory agency programs. 

 
Excessive (orphan) Information Reporting (N) Transactions:  There has been some discussion 
regarding excessive (orphan) N transactions.   The proposed new Benefit Stage Qualifier values provide 
a mechanism to address some of these concerns.  The Information Reporting Task Group will address 
how to use these new Benefit Stage Qualifier values to reduce excessive (orphan) N transactions.   

 

Summary: 

To eliminate the risks associated to the above business cases, DERF 1005 (approved 05/2011) 
requests new Benefit Stage Qualifiers to identify claims submitted to a Part D BIN/PCN covered by 
entities other than Part D.   

 This eliminates the need for separate BIN/PCN processing requirements for the situations 
identified above.  In addition, this proposal helps identify the payment source for claims paid 
under co-administered benefits.   

 

 The distinct Benefit Stage Qualifier value would also be transmitted to the downstream Medicare 
D supplemental or Medicaid FFS plan, allowing the plan to determine if the claim was covered 
under the Part D, Part C, etc benefit.  The information currently provided in the Other Payer ID 
field would also remain consistent to the beneficiary, eliminating confusion by the downstream 
payer when validating against their TPL eligibility file, that the appropriate plan was billed as 
primary.   

 

RISK – CMS has indicated that EGWP’s should be treated like Part D plans and only cover Part D 

allowable drugs. Since there is not clear guidance to refer to presently, the approach to allow these 

claims to be submitted through the Part D BIN/PCN is being allowed with the indication in the response 

that these are not Part D covered drugs. Guidance may be forthcoming which may no longer allow this 

approach and could be retroactive. 

 

NOTE: These new values may not be utilized prior to 01/01/2012 due to potential negative impact to 

downstream payers. 

 

15.5 BENEFIT STAGE REQUIRED FOR PART D? 
Question: 
Can a non-government processor make the Benefit Stage fields required if patient has Medicare Part D?  
In other words, if a pharmacy submits to Medicare Part D, and then attempts a COB claim (based on 
Other Payer-Patient Responsibility Amounts and OCC=8) to us, will we know the patient has Medicare 
Part D?  If we cannot receive the Benefit Stage fields, is there any other way to know that the patient is 
covered by Medicare Part D? 
 
Response: 
NCPDP Telecommunication Standard vD.Ø defines the situations in which the Benefit Stage fields can be 
requested for COB claim billing as:  

 When the plan is a participant in the Medicare D program that requires reporting of the 
benefit stage specific financial amounts or; 

 Required if necessary for state/federal/regulatory agency programs 
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The sum of the Benefit Stage Amounts, reflect the allowed amount or contracted rate between the 
Medicare D plan and the provider.  To comply with the defined situations and to prevent un-authorized 
disclosure of contractual financial information, a non-government program or a program that does not 
participate in the Medicare D patient financial reporting process (e.g. TrOOP) cannot require the Benefit 
Stage fields be submitted on COB claims.     
 
Neither the NCPDP Telecommunication Standard vD.Ø nor the most current ECL publication contain a 
field or value available to the B1 claim billing transaction that would identify the patient as Medicare D 
eligible.  The COB claim billing transaction does support the Other Payer ID (34Ø-7C) and the Other 
Payer ID Qualifier (339-6C).  The values submitted in these fields, may assist in identifying the previous 
payer as a Medicare D plan.  

Other Payer ID – ID assigned to the payer 
Other Payer ID Qualifier – Code Qualifying the Other Payer ID 
Other Payer ID Qualifier Values (Ø7/2Ø11 ECL Publication) 

 Ø1 - National Payer ID-Code indicating that the information to follow is the National Payer 
Identifier mandated under HIPAA. This identification system is currently under 
development; therefore this Code is not in use 

 Ø2 - Health Industry Number (HIN)-A 9 digit alphanumeric number used to identify health 
care entities such as veterinarians, animal clinics, and health care provider facilities. The 
number is assigned by HIBCC. 

 Ø3 - Bank Information Number (BIN) Card Issuer ID or Bank ID Number assigned by 
ANSI used for network routing. Now defined by ANSI as the Issuer Identification Number 
(IIN). This may also be the Processor ID, assigned by NCPDP. 

 Ø4 - National Association of Insurance Commissioners (NAIC)-A unique number for each 
company that does business in the United States as assigned by NAIC. A company may 
have multiple NAIC Codes to represent subsidiary companies under a main company. 

 Ø5 - Medicare Carrier Number–A number assigned by the carrier or intermediary which 
administers the Medicare health insurance program.  NOTE: This value is associated to 
Medicare Part B carriers and is not returned on the B1 claim response.   

 99 - Other-Different from those implied or specified 
 
In the situation where the COB payer is not eligible to receive the Benefit Stage information but needs to 
know if Part D coverage applied, the following Other Payer ID options may address the business need: 

 Option 1:  Use Qualifier “Ø3” where the BIN of the previous payer would always be transmitted.  
Note:  Effective January 1, 2Ø12 Medicare Part D Plans must use a unique BIN or BIN/PCN 
combination.   

 Option 2:  Use Qualifier “99” where the COB payer identifies the Other Payer ID values.  To 
promote consistency in the industry, NCPDP recommends that the values be “MEDD” and 
“OTHER”.  The provider must transmit appropriate value based on classification of previous 
payer. Provider may choose to leverage the response Benefit Stage Qualifiers “Ø1” – “Ø4” to 
determine that Part D coverage applied.  Note:  Pharmacy systems may not be able to automate 
this process. 

 
The implementation of the National Health Plan ID (HPID) may provide a future solution. 
 

15.6 VACCINE ADMINISTRATION 
Question:  
In the v5.1 editorial document we speak to Vaccine Administration Claims for Medicare Part D and Usual 
and Customary. I am looking for guidance on the Vaccine Administration Claims and Usual and 
Customary going forward.  Does the recommendation carry forward from v5.1 where for just Medicare 
Part D that the Usual and Customary field includes the Vaccine Administration Fee? What about for a 
Commercial Vaccine Administration Claim, does the same apply; the vaccine administration fee is 
included in Usual and Customary?  Need clarification for vD.Ø. 
 
Response:  
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Medicare Part D should be handled the same way in version 5.1 and D.0. For all other payers - If the 
vaccine administration fee is part of the drug benefit cost, the Medicare Part D-based claim billing method 
can be used. If the vaccine administration fee is not part of the drug benefit cost, the claim billing is used 
for the drug benefit cost, and the service billing is to be used to bill the administration fee. 
 
It is also suggested that instruction be added to the payer sheet for which way the payer does it. 
 

15.7 BIN AND PCN FROM RESPONSE TO REQUEST 
Question:  
Processors are to use the Response COB Segment to report other payer Information to pharmacies.  
Today this is done in parsed messages (with Medicare Part D). When we parsed, the guidance was that 
BIN should always be 6 characters and PCN 10 – no truncation.  If no PCN, it should still be reported as 
10 spaces. Or if PCN less than 10, it should be padded with spaces to make the value 10. 
 
Are we to assume that carries over to populating these fields in this segment?  BIN is pretty straight 
forward because all BINs are 6 so while the Other Payer ID field takes 10, as long as we use the BIN 
Qualifier, the field size should be okay to truncate to 6. 
 
But normally we recommend truncation – yet I think in the case of Other Payer Processor Control Number 
we probably should not. 
 
Response: 
In Version 5.1, the Other Health Insurance (OHI) is forced into a fixed length area. So if the Other Payer 
PCN is not used in this OHI environment, 10 spaces are returned. In Version D.Ø, the Other Payer PCN if 
not used, should not be sent – this is the recommendation. The pharmacy would fill the PCN on the 
subsequent claim header with blanks.  
 
While not recommended, the processor could return the Other Payer PCN with spaces. Either way the 
pharmacy would submit the subsequent claim with a PCN of 10 spaces.  
 
The alphanumeric padding rules of left justified and right filled must be followed. 
 
For example –  

the Other Payer BIN is “600429”,  
the payer does not use a PCN,  
so the Other Payer PCN field would be sent on the response as “          “ or not sent. Either way is 
correct, although the recommendation is to not send. 

When the pharmacy submits a subsequent claim,  
the header BIN contains 600429, 
the PCN contains “          “. 

 

15.8 FOREIGN PRESCRIBER IDENTIFIER 
Question:  
For Medicare Part D pharmacy claims, where can I obtain information about the proper identifier qualifier 
value to use for a foreign prescriber? 
 
Response:  
See the April 4, 2011 NOTE TO: All Medicare Advantage Organizations, Prescription Drug Plan 
Sponsors, and Other Interested Parties  
SUBJECT: Announcement of Calendar Year (CY) 2012 Medicare Advantage Capitation Rates and 
Medicare Advantage and Part D Payment Policies and Final Call Letter  
at http://www.cms.gov/PrescriptionDrugCovContra/Downloads/Announcement2012final.pdf Search for 
“foreign prescriber”. 
 
It is appropriate to use the value 08 State License qualifier for a foreign prescriber. 

http://www.cms.gov/PrescriptionDrugCovContra/Downloads/Announcement2012final.pdf
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15.9 CMS’ DEFINITION OF PRIMARY INSURER’S PAYMENT 
Question: 
In the CMS instructions for MSP pricing and calculation rules, CMS refers to Primary Insurer’s payment or 
Primary payment in many of the rules for pricing the MSP claim.  We are looking for an Industry 
consensus on CMS’s definition of Primary Insurer’s payment.  We believe the following to be true but 
wanted to get the COB Task Groups thoughts. 
 
When determining the amount the other payer(s) paid (Primary Insurer’s Payment) on MSP claims (claim 
examples attached): 
 
The current processor should only sum/recognize the “like” amounts (qualifiers) that would be paid if 
paying as primary. 
 
If the sum of Other Payer “like” amounts (qualifiers) that are recognized exceed the negotiated price 
(calculated as if paying as primary): 
 

 Other Payer Amount Recognized on the pharmacy response is reduced to equal the Negotiated 
Total Cost 

 Apply Other Payer Amount Recognized from pharmacy response to Member’s Drug Spend 

 Report the sum of all Other Payer “like” amounts (including amounts exceeding Negotiated Total 
Cost) on the PDE in PLRO 

 
The CMS MSP instructions are dated April 26, 2ØØ6.  Section (17.4.2) contains the pricing and 
calculation rules. 
 
Response: 
Yes, primary insurer’s payment is based on other payer “like” amounts.  This is accomplished by 
summarizing “like” Other Payer Amount Paid dollars across all prior payers and then using these values 
against current payers “”like” contractual amounts to reduce the liability for the current payer (Part D). 
 
            OTHER PAYER AMOUNT PAID QUALIFIER 

Qualifier Field ID Qualifier Value Qualifier Definition 

342-HC Ø6 Cognitive Services 

342-HC Ø5 Incentive 

342-HC Ø1 Delivery 

342-HC Ø2 Shipping 

342-HC Ø3 Postage 

342-HC Ø4 Administrative 

342-HC Ø9 Compound Prep Cost 

342-HC 1Ø Sales Tax 

342-HC Ø7 Drug Benefit 

 
This means Drug Benefit dollars paid by prior payers should be used to reduce Drug Benefit dollars 
(negotiated) that would be part of Part D if Part D was primary.  Delivery dollars paid by prior payers 
would reduce delivery dollars paid by the current payer (Part D).  If delivery is not part of the agreement 
with the current payer, the dollars paid for delivery by prior payers cannot be used to reduce the current 
payer’s liability.   

  
  Pharmacy to Primary Pharmacy to Secondary 

Field Qualifier Amount Field Qualifier Amount 

Ingredient Cost Submitted   $11Ø.ØØ Ingredient Cost Submitted   $11Ø.ØØ 

Dispensing Fee Submitted   $2.5Ø Dispensing Fee Submitted   $2.5Ø 

Incentive Amount Submitted   $25.ØØ Incentive Amount Submitted   $25.ØØ 

Flat Sales Tax Amount Submitted   $6.ØØ Flat Sales Tax Amount Submitted   $6.ØØ 

Other Amount Claimed Submitted Ø1 - Delivery $1Ø.ØØ Other Amount Claimed Submitted Ø1 - Delivery $1Ø.ØØ 

Other Amount Claimed Submitted Ø2 - Shipping $1.25 Other Amount Claimed Submitted Ø2 - Shipping $1.25 

Other Amount Claimed Submitted Ø3 - Postage $3.25 Other Amount Claimed Submitted Ø3 - Postage $3.25 

Gross Amount Due   $158.ØØ Gross Amount Due   $158.ØØ 

      COB Loop #1   
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      Other Payer Amount Paid - Primary Ø1 - Delivery $9.ØØ
1
 

      Other Payer Amount Paid - Primary Ø2 - Shipping $Ø.ØØ
1
 

      Other Payer Amount Paid - Primary Ø3 - Postage $Ø.ØØ
1
 

      Other Payer Amount Paid - Primary Ø5 - Incentive 
$2Ø.ØØ

1,

3
 

      Other Payer Amount Paid - Primary Ø7 - Drug Benefit 
$82.ØØ

1,

3
 

      Other Payer Amount Paid - Primary 1Ø - Sales Tax $5.ØØ
1,3

 

Primary Response Secondary Response  

Field Qualifier Amount Field Qualifier Amount 

Ingredient Cost Paid   $1Ø5.ØØ Ingredient Cost Paid   $8Ø.ØØ
2
 

Dispensing Fee Paid   $2.ØØ Dispensing Fee Paid   $2.ØØ
2
 

Flat Sales Tax Amount Paid   $5.ØØ Flat Sales Tax Amount Paid   $4.5Ø
2
 

Incentive Amount Paid   $2Ø.ØØ Incentive Amount Paid   $15.ØØ
2
 

Other Amount Paid Ø1 - Delivery $9.ØØ Other Amount Paid Ø1 - Delivery $Ø.ØØ
2
 

Other Amount Paid Ø2 - Shipping $Ø.ØØ Other Amount Paid Ø2 - Shipping $Ø.ØØ
2
 

Other Amount Paid Ø3 - Postage $Ø.ØØ Other Amount Paid Ø3 - Postage $Ø.ØØ
2
 

Patient Pay Amount   $25.ØØ Other Payer Amount Recognized   
$1Ø1.5Ø

2
 

Total Amount Paid   $116.ØØ Patient Pay Amount    $Ø.ØØ 

   
Total Amount Paid   $Ø.ØØ 

   
Benefit Stage Ø2 - Initial Covg 

$1Ø1.5Ø
4
 

 
1. Total Other Payer Amount Paid (431-DV) submitted  = $116.ØØ ($9+$20+$82+$5) 
2. Sum of secondary paid fields is $1Ø1.5Ø.  Secondary negotiated amount: ($80+$2+$4.50+$15) is lower than 

the sum of OPAP like values therefore Other Payer Amount Recognized is reduced to the negotiated rate OF 
$1Ø1.5Ø. 

3. Other Payer Amount 'Like Values" Recognized is $1Ø7.ØØ ($5.00+$20+$82) 
4. DED PLRO = $1Ø1.5Ø 
5. PDE PLRO = $1Ø7.ØØ 

 
PDE FIELDS 

GDCB   $1Ø1.5Ø
4
 

GDCA    $Ø.ØØ 

Patient Pay Amount   $Ø.ØØ 

LICS   $Ø.ØØ 

Other TrOOP   $Ø.ØØ 

PLRO    $1Ø7.ØØ
5
 

CPP    $Ø.ØØ 

NPP    $Ø.ØØ 
 

 

15.10 VALID PRESCRIBER ID? 
Background 
Effective 01/01/2012, Part D sponsors must ensure that the acceptable prescriber Identifiers (NPI, DEA Number, UPIN, State 
License) are active and valid.  Sponsors should not reject the claim solely on the basis of an invalid prescriber ID, unless the issue 
can be resolved at point of service.  If retrospective review is conducted, the Part D sponsors are responsible for reporting a valid 
prescriber ID on the PDE.  Part D sponsors will also be required to confirm the validity of DEA numbers on Schedule II-V drug 
claims or map NPIs on these claims to the prescriber‘s DEA numbers. In addition, sponsors will be required to confirm that the 
controlled substance is within the prescriber‘s scope of practice to prescribe. 

There are multiple prescriber data base vendors available in the market, where data matching rules may vary.  As a result, the 
prescriber detail within the provider’s system may be different than the prescriber detail in the payer’s system for the single 
prescriber ID submitted on the claim.  The timing of file updates may result in a situation where the provider has access to the 
current information (newly licensed prescriber) however the payer system does not have a record for this prescriber.   Additionally, 
the administrative processes currently used by the DEA to renew prescriber DEA licenses produces in-accurate results within the 
DEA source file (NTIS) available to the industry.  For example, the source file will report the DEA license as EXPIRED, however the 
DEA renewal process is in progress, where the prescriber receives an authorization letter from the DEA office indicating the DEA 
license number can be used.   

Question:  
To facilitate a consistent claims adjudication process relative to prescriber ID validation, to prevent 
retrospective rejects based only on the prescriber data within the Part D sponsor’s system, to eliminate 
the financial risk to the provider and the need to obtain new prescription orders from the physician due to 
conflicts in data files;  can NCPDP guidance be developed to require the Part D sponsor to reject the 
claim at point of service when the prescriber ID submitted cannot be validated?  In the event the reject is 
the result of the timing of data file updates, or a DEA renewal in process, can the provider resubmit the 
claim with a specific Submission Clarification code?   
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Response: 
WG1 Telecommunication approved two methods after long discussion. There was no consensus on one 
versus the other, but the need was shown for supporting one or the other. If needed, the topic will be 
evaluated in the future. 

1. Reject method with overrides or  
2. A paid response with the method approved at August WG using Approved Message Code or 

a. Prior to April 2012, Approved Message Codes (019, 020, 021) and descriptions should be 
return in Additional Message Code (526-FQ) 

b. Note, in this option, there is no opportunity for the pharmacy to convey additional 
information to the plan. 
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16 APPENDIX E. ROUTE OF ADMINISTRATION QUESTIONS 
16.1 ROUTE OF ADMINISTRATION USED IN NCPDP TELECOMMUNICATION 

STANDARD 
 
1. Question: What is the purpose of “Appendix H. Route of Administration Transition” in the 

Telecommunication Standard Implementation Guide? 
Response: This appendix was only presented for transition purposes to Telecommunication 
Standard Version C.4 and above. If you were an entity that used the original two-digit Compound 
Route of Administration (452-EH) values in versions prior to Telecommunication Standard 
Version C.4, this appendix was added to assist in transition from the NCPDP code values 
formerly found in Compound Route of Administration (452-EH) in the Compound Segment to the 
Route of Administration (995-E2) in the Claim Segment, which only uses Systematized 

Nomenclature of Medicine Clinical Terms® (SNOMED CT).   
 
Prior to Telecommunication Standard Version C.4, Compound Route of Administration (452-EH) 
was used. In Version C.4, Compound Route of Administration (452-EH) was sunsetted. Route of 
Administration (995-E2) supported in Version C.4 and above, uses the SNOMED values. 

 
If you did not use the original two-digit Compound Route of Administration (452-EH) values in 
Telecommunication Standard Version C.3 and below, “Appendix H. Route of Administration 
Transition” was not intended to be used. The valid Route of Administration codes found in 
SNOMED are to be used for Telecommunication Standard Version C.4 and above. 
 
It is important that you read the updated information on “Route of Administration (995-E2) and 
SNOMED Codes” for corrections and other information. 

 

2. Question: Are the values in “Appendix H. Route of Administration Transition” in the 
Telecommunication Standard Implementation Guide the only values to use? 

Response: No. The SNOMED codes listed were only given to assist if an entity was using the 
original two-digit Compound Route of Administration (452-EH) values. If you did not use the 
original two-digit Compound Route of Administration (452-EH) values, “Appendix H. Route of 
Administration Transition” should not be used. 
 
It is important that you read the updated information on “Route of Administration (995-E2) and 
SNOMED Codes” for corrections and other information. 
 

3. Question: Is Route of Administration (995-E2) required in NCPDP transactions? 
Response: No. The Route of Administration (995-E2) is not mandatory or required in NCPDP 
transactions. The field is situational (Required if specified in trading partner agreement). Entities 
that wish to receive the field are to denote the situation when the field should be sent. It is 
recognized that the submission of Route of Administration (995-E2) in transactions helps to 
further clarify the compound being submitted. 
 

4. Question: Where is the SNOMED code list? 
Response: The Route of Administration subset is now available publically from the NLM 
SNOMED CT web site at 
http://www.nlm.nih.gov/research/umls/licensedcontent/snomedctfiles.html.  As before, it was 
derived from the SNOMED CT route of administration values hierarchy in the latest international 
release of SNOMED CT 
 
NLM has a website which addresses some frequently asked questions: 
http://www.nlm.nih.gov/research/umls/Snomed/snomed_faq.html 

 

http://www.nlm.nih.gov/research/umls/licensedcontent/snomedctfiles.html
http://www.nlm.nih.gov/research/umls/Snomed/snomed_faq.html
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5. Question: How often is a version of SNOMED released?  
Response: A new version of SNOMED CT is released every 6 months.  If there have been 
accepted requests during that time, then that would be the release cycle. The release dates are 
approximately January 31 and July 31. 
 
Trading partners are strongly encouraged to not use retired and/or ambiguous codes that are not 
valid Route of Administration codes per SNOMED guidance. 
 

6. Question: Can a payer choose to limit which SNOMED codes they will accept and reject a code that 
is a valid SNOMED code?  

Response: If the payer accepts Route of Administration, they must accept valid SNOMED codes. 
NCPDP does not dictate business requirements. If the Route of Administration field contains a 
valid SNOMED code the value cannot be rejected with a Reject Code of “E2 “ (Missing/Invalid 
(M/I) Route of Administration). The payer may reject if their business warrants (not covered, not 
supported, e.g. perhaps they do not pay for injectables or such) with Reject Codes such as “552” 
(Route of Administration Value Not Supported), “9Q “ (Route Of Administration Submitted Not 
Covered) or other applicable rejects. 
 

7. Question: Can the old Compound Route of Administration (452-EH) codes be used in Telecom D.0 if 
they are sufficient for the client's needs?  

Response: No. For Telecommunication Standard Version D.0 and above, on the SNOMED 
codes are to be used. 

 
8. Question: Can both be used for Compound Route of Administration (452-EH) - the old NCPDP 

codes where they work and the SNOMED codes used for the missing situations not covered by 
NCPDP codes? 

Response: No. In one version of the Telecommunication Standard multiple code lists cannot be 
used for the Compound Route of Administration (452-EH). For Telecommunication Standard 
Version C.4 and above, the SNOMED codes are to be used. 
 

9. How should the industry support the changes within the SNOMED vocabulary which occurs outside 
the NCPDP ECL timelines?   

Response: The NCPDP External Code List timelines were developed and approved by the 
NCPDP membership for values that occur within the NCPDP External Code List publications. 
The vocabulary owners (FDA for NDC, HHS for ICD, NLM for SNOMED, NCI for FMT DoseForm, 
etc) are based on the schedule established by these entities for their products. As the industry 
implements for example NDC or ICD-9 updates outside of the NCPDP External Code List 
timeline, so implementation of SNOMED is based on NLM’s publication dates. 
 

10. Note, “Appendix H. Route of Administration Transition” will be sunsetted in 
Telecommunication Standard Version D.A. 

 


