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ASC X12 Clearinghouse Caucus

June 8, 2021

5:00 - 6:00pm EDT

Thanks to our Clearinghouse 
Caucus Sponsors

1

2



6/8/2021

2

Overview of Cooperative Exchange (CE)
• 23 Clearinghouse Member Companies

• Represent over 90% of the clearinghouse industry

• Over 750,000 submitting provider organizations

• Maintain over 8,000 Payer connections

• 1000 plus HIT vendor connections

• Process over 4 plus billion claims annually

• Value of transactions –over $1.1 Trillion 

• Infrastructure framework supports BOTH administrative and 
clinical transactions 

Our Members
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Clearinghouse Caucus X12 Standing Meeting
June 8, 2021 / 5:00 - 6:00pm

I. Welcome and Introduction of Cooperative Exchange Members –
Crystal Ewing, Board Chair, Cooperative Exchange

II. Enrollment Information – Beth Davis, CE Emerging Trends Committee Chair

III. No Surprises Act Update – Mike Denison, CE Industry Affairs Committee Chair

IV. Upcoming Education Session: Reviewing the First Six Months of the New 
Administration’s Healthcare Policies and its Impact on Healthcare –
Pam Grosze, CE Board Vice Chair and Education Committee Chair

V. Wrap-Up - Crystal Ewing, CE Board Chair

Emerging Trends & Strategic 
Innovation Committee

Enrollment Survey 
Responses and Recommendations

Beth Davis, Chair
Sr. Manager of EDI Operations at Allscripts Payerpath, PMP
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Agenda

• Enrollment Survey Process Overview

• Survey Questions and Responses

• Analysis and Recommendations

Enrollment Survey Process Overview
• EDI enrollment creates significant administrative burden

• Survey of 14 questions developed and sent to entire CE 
membership

• 7 respondents complied into a PDF which has been posted in the 
members only section of the Cooperative Exchange website

• The Emerging Trends committee then:

• Reviewed responses

• Gathered additional feedback 

• Convened a small group of 7 SMEs to analyze, made 
recommendations, and reported back to the committee
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Survey Question 1

What type of enrollments are processed for payer EDI 
Transactions?

All respondents processed 837 & 835 enrollments. Some 
processed 270 Enrollments. One processed 
277RAFI/Attachments/Prior Authorizations.

Survey Question 2

Are you able to enroll for all transactions or does the 
provider have to enroll individually per transaction set?

Respondents indicated it varies widely based on payer 
requirements but at a minimum, you have to specify 
each transaction that you want to enroll for.
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Survey Question 3

As a clearinghouse, are you able to do bulk enrollment 
on behalf of your providers and/or does the payer 
require individual NPI enrollment (i.e Medicare)? 

Clearinghouses cannot perform all enrollment steps 
on behalf of providers. Bulk enrollment opportunities 
are a rare luxury.

Survey Question 4

On average, how many payer enrollments are processed 
within a 30 day period? 

For @295,000 enrollments processed, approximately 
35% are commercial and MCR, MCD and Blue at 20% 
each. Note a single enrollment may take multiple 
touches.
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Survey Question 5 & 6

On average, how many hours are spent by your 
organization to process these enrollments within a 30 day
period? 

In roughly 24,600 hours spent on enrollments, almost 
50% are commercial even though commercial 
enrollments represent only 35% of the total enrollments. 
The difference is attributed to the lack of visibility into 
progress and repetitive status checking.

What percentage of enrollments are attributed to each 
payer type? 

Each payer type category was roughly the same – about 
20%. Categories were MRC, MCD, Tricare, BCBS and 
Commercial.

Survey Question 7

How many business days does it take to complete an enrollment 
for each payer type? 

Average is about 30 days for all payers across all transactions. 
However, claim enrollment, when required is an average of 3-5 
days. ERA enrollment averages about a week but when ERA 
enrollment is contingent on EFT enrollment, the turnaround 
time spikes to 6-8 weeks.
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Survey Question 8

What percentage of payer enrollments are completed 
successfully on the first attempt? 

MCD, Tricare, Commercial and BCBS completed on 
the first attempt less than 20% of the time. MCR was 
slightly higher at 25%.

Survey Question 9

What step(s) in the enrollment process take the longest? 

• Waiting for provider-only deliverables such as 
signed/authorized materials, portal work

• Following up on enrollment status to prevent 
disruption in service
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Survey Question 10

What are the top 3 reasons an enrollment is rejected at 
the payer? 

• 43% due to not credentialed

• 27% Other (invalid PTAN, missing/invalid 
information, authorized signer)

Survey Question 11

What challenges are experienced specifically with third party 
entities that handle enrollments on behalf of a payer? 

• Third party will not communicate directly with the CH, only the 
provider. 

• CH unable to check progress and if enrollment fails, no one 
contacts the CH to tell us why; provider lacks experience with 
enrollments that CH does have

• Manual enrollment means many failure points; providers don’t 
have enrollment experience, CHs – who have experience –
can’t act on behalf of provider. Also impacts client sat as 
enrollment is perceived to be a CH task and yet CHs are unable 
to perform the necessary steps due to access restrictions.

• No instructions for enrollment portals for CH to assist with 
questions

• Payers that require original signature
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Survey Question 12

What percentage of your payers or payer connections 
will not provide an enrollment status to you as the 
clearinghouse?

This varied widely across payers and there was no 
specific trend but over a third of the responses indicate  
enrollment status is not provided to the CH by all 
payers over 50% of the time.

Survey Question 13

What percentage of your payers allow bulk enrollment?

None of the Government payers (MCR/MCD) support 
bulk enrollment.
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Survey Question 14

What suggestions do you have to remove barriers to the 
enrollment process?

• Encourage payers to move toward electronic forms, not physical forms

• Encourage third parties to discuss enrollments with CHs

• Allow bulk enrollments by CHs

• Reduce or eliminate enrollments or CH changes for inbound 
transactions where the provider is already authorized or otherwise 
known to the payer

• Cease requiring PTANs or other payer required numbers for enrollment. 
Use only NPIs.

• Standardized terminology for 837 enrollments and better adoption of 
CORE operating rules for 835 enrollment. The more providers 
understand what is being asked, the better they can comply and the 
fewer mistakes. 

• Standardized verification processes - some payers allow a minimal 
electronic enrollment, others require all enrollment elements to match 
what’s in the payer’s system and no one knows what that is except the 
payer.

Completing and submitting enrollments on behalf of providers is a 
time consuming, manual process which must often be done on an 
individual per provider/per payer basis. Clearinghouses have 
expertise in provider enrollment but often process hundreds of 
enrollments each day. Managing this many enrollments with wide 
variations in processes and requirements, can be a prohibitive time 
investment and can result in errors and lapses in service.

• Payers should offer bulk enrollment through clearinghouse 
partners. This could be done via daily spreadsheets or API or 
other agreed upon methods.

• Streamlined processes should be created to share enrollment, 
status, approval and denial via batch automation.

Observation 1 – Automated Bulk Enrollment
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Obtaining the status of submitted enrollments is a time consuming, 
manual process which must often be done on an individual per 
provider/per payer basis using methods that vary from phone calls, 
emails, faxes, checking online portal status and more. Checking the 
status (according to the method adhered to by the payer) to ensure 
the enrollment is accepted and any errors are fixed timely is vital in 
order to ensure there is no lapse in service.  Managing the various 
methods to validate individually is frustrating and time consuming.

• Payers should offer ‘push’ bulk status update options to 
clearinghouse partners.

• Payers should give proactive status update and denials to 
authorized provider agents, not just the provider.

• Streamlined processes should be created to share enrollment, 
status, approval and denial via batch automation.

• Eliminate blue ink signature requirements and paper enrollments 
that are difficult to track.

Observation 2 – Automated Status Updates

Payer enrollment processes, questions on enrollments, and status 
updates, (for payer enrollment portals or otherwise), can only be 
accessed by the provider. The lack of available documentation to 
accompany payer/processor specific portals makes it extremely 
challenging for clearinghouses to assist the provider with questions. 
It also forces the provider, who is less experienced and may have 
other priorities, to do the work rather than contract it out. The work 
efforts can be massive, and timing is critical to avoid lapse in 
service. It would be much more effective for the clearinghouses to 
take on the entire enrollment task.

• Payer portals should supply written documentation to providers 
and their agents.

• Payers should allow providers to authorize a designated 
clearinghouse as an agent to act on their behalf. This agent could 
submit enrollments on behalf of the providers as well as get 
status updates and handle denials.

Observation 3 – Provider Designated Agents
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Enrollment application are denied by some payers for perceived 
unnecessary reasons that are wildly inconsistent across payer 
organizations. Some of those reasons are not detectable by the 
clearinghouse or even the provider. For example, the provider’s 
address in the payer’s system is a previous address but the provider 
submits the form with their current address.

If there is sufficient information on the enrollment forms to identify 
the provider and the provider is already sending EDI to the payer, 
the provider or their agent should only need to update the 
transaction, new clearinghouse, and effective date. This should be 
an abbreviated update rather than a full enrollment.

Observation 4 – Enrollment Denials
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Most payers do not allow providers to designate the effective date of 
the enrollment. Payer backlogs in processing these requests are 
often not publicly available and processing windows may vary as 
much as a couple of weeks or even a month.  Often enrollments are 
part of a larger project such as a new software system with multiple 
product streams converging to a single go-live date. Hundreds or 
even tens of individual payer enrollments makes it extremely 
challenging to coordinate submission for each payer so that the 
services needed are available at go live and the provider doesn’t 
experience a lapse in service.

Payer enrollments should allow a provider to designate an effective 
date for the change to take place. This prevents lapses in service 
due to unknowns and timing. It also allows the provider to submit 
the enrollments to all payers at once without worrying about the 
length of the processing window.

Observation 5 – Designated Effective Dates

Payers use different, sometimes unfamiliar, terminology to represent 
same or similar data elements which makes it confusing for 
providers to self-enroll and for clearinghouses to assist. Example: 
Submitter ID, Trading partner ID, Legacy Identifiers.

• Spotty adoption of HIPAA Phase III rule set for EFT and ERA and 
operating rules for 835, EFT and defined terminology. 

• These do not provide sufficient clarification to the providers

• Can CAQH CORE do education on Phase III CORE 382 ERA 
Enrollment Data Rule

• The Cooperative Exchange encourages swift adoption of the EDI 
838 specification. This information can be used by the receiver to 
facilitate the processing of the sender's business transactions.

Observation 6 – Confusing Language
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ERA enrollment dependencies on successful EFT enrollment delays 
ERA enrollment significantly. Payment processors often couple both 
of these transactions together, but from a clearinghouse 
perspective, they are independent. Providers need to receive ERAs 
to post via automation, recognize revenue, and bill patients for 
balance due. When EFT enrollment must be complete prior to ERA, it 
can delay the ERA/835 transaction for weeks.

Observation 7 – ERA/EFT Dependencies

• Payers should allow EFT and ERA enrollments to proceed 
separately so that the longer EFT enrollment does not delay the 
ERA service.

The 838 transaction, which is not yet available today, will resolve a lot 
of these problems. We encourage the swift adoption of the EDI 838 
Specification. 

This X12 Transaction Set contains the format and establishes the data contents of the 
Trading Partner Profile Transaction Set (838) for use within the context of an 
Electronic Data Interchange (EDI) environment. This transaction set can be used to 
request, change, verify or transmit business profile information to or from a trading 
partner. This information can be used by the receiver to facilitate the processing of the 
sender's business transactions. The transaction set may be used to convey 
government survey information, business classification, general survey information, 
summary supplier ratings, changes in the EDI environment information, tax 
information, entity relationships, and general business profile information to update 
automated information data bases between trading partners. 

SOURCES
Accredited Standards Committee X12. ASC X12 Standard [Table Data]. Data 
Interchange Standards Association, Inc., Falls Church, VA. http://www.x12.org

Observation 8 – 838 Transaction
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Summary of Actions to Pursue
• Review HIPAA adopted CAQH CORE Operating Rules concerning ERA enrollment data. 

Determine which payers may not be adhering and conduct education to assist in adopting.

• Determine which payers require paper enrollment components (i.e. blue ink signature) that are 
not in alignment with CORE Operating rules for electronic enrollment and work with them to 
translate these requirements into an electronic mechanism.

• Work with X12 to encourage swift adoption of the 838 Trading Partner Transaction Set.

• Work with selected payers TBD (and possibly champion an operating rule) that permit 
providers to designate effective dates for enrollment.

• Work with selected payers TBD (and possibly champion an operating rule) that permits 
providers to name a clearinghouse agent to conduct enrollment business on their behalf.

• Work with selected payers TBD (and possibly revise existing operating rules) to reduce 
required enrollment data elements to minimum necessary to prevent avoidable denials and 
rework due to mismatches between information provided on the forms and the payer’s system.

• Identify enrollment portals for which we can request written documentation and instructions be 
made readily available to providers and their agents.

• Reach out to key payment processing organizations who handle 835 and EFT enrollment and 
talk with them about provisioning these transactions separately so that providers can get 835 
without waiting longer for EFT enrollment to complete.

• Provide education to the industry encouraging adoption of bulk processing, preferably via 
automation, of enrollments to include status updates and denials.
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CE - Immediate next steps
1. X12 838 (Trading Partner Transaction)

• If these are adopted and implemented, then it would resolve a lot of 
the issues with paper enrollments, delays, credentials and 
mismatches between forms and payer database.

• We would like to formally request that X12 members please approve 
the X12 838 transaction which is currently out for adoption.

2. X12 274 (Healthcare Provider Information) compliments the 
838 transaction

• We will present this information to and collaborate with the WEDI 
274 subworkgroup (co-chair Michelle Barry, Availity)

3. Present our findings to AHIP or other health plan 
organizations

• Ensure they are aware of the enrollment issues and can help 
solve for them

• Get their help in championing the 838 and 824 transactions
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Industry Affairs Committee

Price Transparency Rules & No 
Surprises Act Overview

Mike Denison, Chair
Senior Director, Regulatory and Standards Compliance 

Change Healthcare

Price Transparency 
Requirements for Hospitals
Final Rule
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Price Transparency Requirements for 
Hospitals
On November 27, 2019, the Price Transparency Requirements for Hospitals To Make 
Standard Charges Public final rule was published in the federal register with an 
effective date of January 1, 2021, which established requirements for hospitals 
operating in the United States to establish, update, and make public a list of their 
standard charges for the items and services that they provide.

Below is a summary of the major provisions:

• Defines a “hospital”, “items and services”, and five types of “standard 
charges” that hospitals are required to make public. Federally 
owned/operated facilities are deemed to have met all requirements.

• Establishes requirements for making public a machine-readable file for all 
items and services provided by the hospital.

• Establishes requirements for making public 300 “shoppable” services that are 
displayed and packaged in a consumer-friendly manner, plus a policy to 
deem hospitals that offer internet-based price estimator tools as having met 
this requirement. 

• Establishes methods for monitoring and actions that would address hospital 
noncompliance.

Transparency In Coverage
Final Rule
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Transparency in Coverage Final Rule

On November 12, 2020, the Transparency in Coverage final rule was published in the 
federal register with an effective date of January 11, 2021, with a goal of bringing greater 
competition to the private health care industry.

Requires most group health plans, health insurance issuers in the group & individual 
market to disclose price & cost-sharing information to participants, beneficiaries, & 
enrollees

An initial list of 500 shoppable services (determined by CMS) will be required to be 
available via the internet based self-service tool for plan years beginning on or after 
January 1, 2023. 

 The remainder of all items & services will be required for these self-service tools for plan years 
that begin on or after January 1, 2024.

Most non-grandfathered group health plans or health insurance issuers offering non-
grandfathered health insurance coverage in the individual & group markets will be 
required to make publicly available three separate machine-readable files including 
detailed pricing information

 Negotiated rates for all covered items and services between the plan or issuer & in-network 
providers

 Historical payments to & billed charges from out-of-network providers

 Detail the in-network negotiated rates & historical net prices for all covered prescription 
drugs by plan or issuer at the pharmacy location level

No Surprises Act
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No Surprises Act – Summary Overview

On December 27, 2020, the No Surprises Act was signed into law as part 
of the Consolidated Appropriations Act of 2021, Public Law 116-260. 

The No Surprises Act seeks to protect consumers from surprise medical 
bills and includes transparency regarding in-network and out-of-
network deductibles and out-of-pocket limitations and other health 
plan and provider provisions and patient protections.

Most sections of the act reflect a legislated effective date of January 1, 
2022.  The Departments of Health and Human Services, Treasury, and 
Labor are developing regulations to implement the many provisions of 
the act.

Please reference the Consolidated Appropriations Act of 2021 Bill for 
the full text of the No Surprises Act provisions.

On April 20,2021, WEDI submitted comments in a letter to the HHS 
secretary.

The HHS secretary through rule-making is to establish provisions of the 
Act by July 1, 2021. 

No Surprises Act – Section Breakdown 
(summary)

Section 102. Health insurance requirements regarding surprise medical billing. 

In general, requires health plans to hold patients harmless from surprise medical 
bills. For certain services, patients are only required to pay their in-network cost-
sharing amount (e.g. deductibles, coinsurance, copayments, or similar charges).

• Coverage of Emergency Services: requires health insurers to cover emergency 
services without prior authorization regardless of whether the health care 
provider furnishing services is a participating provider or a participating 
emergency facility.

• Coverage of Non-emergency Services Performed by Nonparticipating 
Providers at Certain Participating Facilities: prevents health insurers from 
imposing a cost-sharing requirement that is greater than the cost-sharing 
requirement that would apply if furnished by a participating provider. Cost-
sharing payments count toward any in-network deductible and out-of-pocket 
maximums (as applicable) in the same manner as if furnished by a 
participating provider.
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No Surprises Act – Section Breakdown 
(summary)

Section 103. Determination of out-of-network rates to be paid by health 
plans; Independent dispute resolution process. 

Encourages reimbursement resolution through open negotiation and establishes 
an independent resolution process through which health providers and insurers 
can resolve out-of-network reimbursement issues.

• Allows a 30-day open negotiation period for providers and insurers to settle 
out-of-network claims.

• If the parties are unable to reach a negotiated agreement, they may 
access a binding arbitration process – referred to as Independent Dispute 
Resolution (IDR) – in which one offer prevails. 

• The IDR process will be administered by independent, unbiased entities, with 
no affiliation to providers or insurers.

No Surprises Act – Section Breakdown 
(summary)

Section 104. Health care provider requirements regarding surprise medical 
billing.

• Prohibits out-of-network facilities and providers from sending patients balance 
bills for more than the in-network cost-sharing amount, in the surprise billing 
circumstances defined in Sec. 102.

• Prohibits certain out-of-network providers from balance billing patients unless 
the provider gives the patient notice of their network status and an estimate of 
charges 72 hours prior to receiving out-of-network services and the patient 
provides consent to receive out-of-network care. In the case of appointments 
made within 72 hours of receiving services, the patient must receive the notice 
the day the appointment is made and consent to receive out-of-network care.
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No Surprises Act – Section Breakdown 
(summary)

Section 105. Ending surprise air ambulance bills.

• Patients are held harmless from surprise air ambulance medical bills. Patients 
are only required to pay the in-network cost-sharing amount for out-of-
network air ambulances (including attributing the bill to the in-network 
deductible). Air ambulances are barred from sending patients balance bills 
for more than the in-network cost-sharing amount.

• Follows a similar open negotiation and Independent Dispute Resolution (IDR) 
as summarized in Section 103 to resolve out-of-network reimbursement issues.

Section 106. Reporting requirements regarding air ambulance services.

• Requires air ambulance providers to submit two years of cost and metrics 
data to the Secretaries of HHS and Transportation and insurers to submit two 
years of claims data related to air ambulance services to the Secretary of 
HHS. Requires the Secretaries to publish a comprehensive report summarizing 
the information submitted.

• Establishes an advisory committee to establish quality, patient safety, and 
clinical capability standards for air ambulances.

No Surprises Act – Section Breakdown 
(summary)

Section 107. Transparency regarding in-network and out-of-network 
deductibles and out-of-pocket limitations.

• Requires health plans offering group or individual health insurance to include 
on the participants insurance card the amount of the in-network and out-
of-network deductibles, in-network and out-of-network out-of-pocket 
maximum limitations, and a telephone number and website address through 
which plan participants can seek assistance.

Section 108. Implementing protections against provider discrimination.

• Requires the Secretaries of HHS, Labor, and Treasury to issue a rule 
implementing protections against provider discrimination.

Section 109. Reports.

• Requires HHS to conduct a study on the effects of the provisions in the Act. 

• Requires the Government Accountability Office (GAO) to submit to Congress 
a report on the impact of surprise billing provisions and a report on the 
adequacy of provider networks to include recommendations to improve the 
adequacy.
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No Surprises Act – Section Breakdown 
(summary)

Section 110. Consumer protections through application of health plan 
external review in cases of certain surprise medical bills.

• Allows for an external review to determine whether surprise billing protections 
are applicable when there is an adverse determination by a health plan or 
issuer.

Section 111. Consumer protections through health plan requirement for fair 
and honest advance cost estimate.

• Requires health plans offering group or individual health insurance to provide 
an “Advanced Explanation of Benefits” to give patients transparency for 
each scheduled item or service; 

• the network status of the provider or facility, 

• good faith estimates of provider or facility charges, the plan payment 
responsibility, and the patient payment responsibility, 

• additional disclaimers.

No Surprises Act – Section Breakdown 
(summary)

Section 112. Patient protections through transparency and patient-provider 
dispute resolution.

• Health care providers and facilities must verify, three days in advance of 
service and not later than one day after scheduling of service, what type of 
coverage the patient is enrolled in and provide notification of the good faith 
estimate of the expected charges for scheduled items or services.

• Requires the Secretary of HHS to establish a patient-provider dispute 
resolution process for uninsured individuals for charges that are substantially in 
excess of the estimate. 

Sec. 113. Ensuring continuity of care.

• If a provider changes network status, “continuing care patients” have up to 
a 90-day period of continued coverage at in-network cost sharing rates to 
allow for a transition of care to an in-network provider. The plan or issuer must 
notify continuing care patients of network changes and their right to elect to 
receive continued transitional care.
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No Surprises Act – Section Breakdown 
(summary)

Section 114. Maintenance of price comparison tool.

• Beginning on or after Jan. 1, 2022, a plan or issuer is required to offer price 
comparison guidance to consumers by telephone and website to compare 
the amount of cost-sharing that an individual would be responsible for 
paying when furnishing a specific item or service by a given provider.

Sec. 115. State All Payer Claims Databases.

• Establishes a grant program for eligible States to establish or improve a State 
All Payer Claims Database. Grants will be awarded for a period of 3-years in 
an amount of $2,500,000 ($1,000,000 years 1 and 2, $500,000 year 3).

• Requires grant recipients to make data available to authorized users, 
including researchers, employers, health insurance issuers, third-party 
administrators, and health care providers for quality improvement and cost-
containment purposes. The Secretary may waive these requirements if a 
State All Payer Claims Database is substantially in compliance. 

• Requires the Secretary to establish a standardized reporting format and 
guidance for the voluntary reporting, by group health plans to State All Payer 
Claims Databases, of medical claims, pharmacy claims, dental claims, and 
eligibility and provider files that are collected from private and public Payers.

No Surprises Act – Section Breakdown 
(summary)

Section 116. Protecting patients and improving the accuracy of provider 
directory information.

• Requires plans and issuers to establish a database and verification process to 
ensure up-to-date directories of their in-network providers and facilities, 
available to patients online, or within one business day of a telephone 
inquiry.

• Patients that relied on incorrect provider network information would only be 
subject to in-network cost sharing amounts.

• Plans and issuers are required to disclose patient protections against 
balance billing. 

Sec. 117. Advisory committee on ground ambulance and patient billing.

• Requires the Secretaries to establish an advisory committee for reviewing 
options to improve disclosure of charges and fees for ground ambulance 
services to inform consumers of insurance options and protect consumers 
from balance billing.

• Requires a report on recommendations from the advisory committee not 
later than 180 days after the committees first meeting.

49

50



6/8/2021

26

Meeting Wrap-Up

Crystal Ewing
Board Chair, Cooperative Exchange

Thanks to our Clearinghouse 
Caucus Sponsors
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Thank You

Cooperative Exchange Contact Information

Crystal Ewing, Board Chair, Cooperative Exchange 
Director of Product, Waystar
cewing@esolutionsinc.com

Lisa Beard, Executive Director, Cooperative Exchange
lisa@m3solutionsllc.com
http://www.cooperativeexchange.org/
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