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Revision History

Date Version Reason for Change

August 1, 2008 1.0 Initial Version

August 11, 2008 1.1 Various Changes—Unpublished

September 9, 2008 1.2 Various Changes—Unpublished

October 3, 2008 1.3 Incorporation of changes related to published website articles.

October 9, 2008 1.4 Final clearance edits.

October 14, 2008 15 Initial Publication—Final Version

December 17, 2008 2.0 Second Publication

March 4, 2009 2.1 Various Changes—See list in Section 1

March 6, 2009 2.2 Emergency Update for Customer Service and Corrections—See
list in Section 1

May 22, 2009 2.3 Added new TIN Indicator values and other changes

January 4, 2010 3.0 Changes to the TIN Reference File and other updates—See list
in Section 1

June 25, 2010 31 See Section 1

April 20, 2011 3.2 Added new TIN Reference Response File, MSP Hierarchy
Rules and applied other changes as specified in Section 1.

January 18, 2013 4.0 Added information previously published in the MMSEA

Section 111 Unsolicited MSP Response File GHP User Guide
Addendum (dated June 28, 2011). Also added two new
appendices: Appendix H (Unsolicited Response File
Specifications) and Appendix I (Alerts) and applied other
changes as specified in Section 1.
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Date

Version

Reason for Change

July 19, 2013 (Off Release)

4.1

References to the Medicare Secondary Payer Recovery
Contractor (MSPRC) have been replaced with references to
the Commercial Repayment Center (CRC). CMS has
transitioned all the functions and workloads related to GHP
MSP recovery, with the exception of provider, physician, or
other supplier recovery, to the CRC.

Clarification on how to accurately report a Coverage
Termination Date (Field 11) on the MSP Input File has been
provided. When this date is incorrectly reported, Medicare
erroneously rejects claims for primary payment.

As a result of the re-design of the Medicare and Coordination
of Benefits pages on the CMS.gov Website, all outdated
hyperlinks have been replaced.

The registration process for computer based training (CBT)
has been modified. Users no longer have to register for
CBTs. The CBTs can be accessed directly from the CMS
website.

September 30, 2013
(Off Release)

4.2

Change Request (CR) 11130: Updated USPS links.

February 3, 2014
(January Release B)

4.3

Branding updates for the Benefits Coordination & Recovery
Center (BCRC).

July 14, 2014

4.4

Change Request (CR) 12025: Updated Changing TINs or
TIN Addresses in Section 7.2.2.

See Chapter 1 for details.
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Chapter 1: Summary of Version 4.4 Updates

The following updates have been made in Version 4.4 of the MMSEA Section 111 GHP
User Guide:

To make it clear that the most recent TIN Reference File name and address information is

used for recovery purposes the “Changing TINs or TIN Addresses” paragraph in Section
7.2.2 was updated.
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Chapter 2: Introduction

This guide provides information and instructions for the Medicare Secondary Payer
(MSP) Group Health Plan (GHP) reporting requirements mandated by Section 111 of the
Medicare, Medicaid and SCHIP Extension Act of 2007 (MMSEA) (P.L. 110-173). An
overview of Section 111 related legislation, MSP rules, and the GHP reporting process is
followed by detailed instructions and process requirements. Complete explanations of
entities that are required to report and how this reporting will be implemented are
included in this guide. File specifications are located in appendices to this guide for easy
reference.

This guide is for use by all Section 111 GHP responsible reporting entities (RRES).

Please note that CMS is implementing the Section 111 requirements in phases. As time
passes and we gain experience with Section 111 reporting, the data exchange
requirements will continue to be refined and new processes added when necessary. CMS
will issue revised versions of the Section 111 GHP User Guide from time to time. Please
check the CMS Section 111 Mandatory Insurer Reporting for Group Health Plans Web
pages often at http://go.cms.gov/mirghp for the latest version of the User Guide and for
other important information. The GHP User Guide can be found at the following link:
GHP User Guide.

CMS provides the ability for you to be automatically notified when changes are made to
the GHP Web pages. If you have not already signed up for these notifications, please
click the “Subscription Sign-up for Mandatory Insurer Reporting (GHP) Web Page
Update Notification” link found in the Related Links section of the web page and add
your e-mail address to the distribution list. When new information regarding mandatory
insurer reporting for GHPs is available, you will be notified. These announcements will
also be posted to the GHP What’s New page. Additional information related to Section
111 can be found on the login page of the Section 111 Coordination of Benefits Secure
Website (COBSW) at http://www.section111.cms.hhs.gov.

Note: Frequently, CMS will publish new information in the form of an alert which is then
incorporated in subsequent versions of the User Guide. Information in published Section
111 alerts supersedes information published in the User Guide. To obtain the most up to
date information and requirements related to Section 111 reporting, be sure to review not
only the User Guide but any pertinent alerts published subsequent to the current version
of the User Guide.

To submit a policy-related comment or inquiry to CMS regarding Section 111 Mandatory
Reporting, please send an e-mail to the Section 111 Resource Mailbox at PL110-
173SEC111-comments@cms.hhs.gov. All technical questions should be directed to your
Electronic Data Interchange (EDI) Representative, as explained in Section 12.1.
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Chapter 3: MMSEA Section 111 Overview

Section 111 of the Medicare, Medicaid, and SCHIP Extension Act of 2007 (MMSEA
Section 111) adds mandatory reporting requirements with respect to Medicare
beneficiaries who have coverage under group health plan (GHP) arrangements as well as
for Medicare beneficiaries who receive settlements, judgments, awards or other payment
from liability insurance (including self-insurance), no-fault insurance, or workers’
compensation. Implementation dates were January 1, 2009, for GHP arrangement
information and July 1, 2009, for information concerning liability insurance, no-fault
insurance and workers’ compensation.

The new provisions for GHP arrangements found at 42 U.S.C. 1395y(b)(7):

e Add reporting rules; do not eliminate any existing statutory provisions or
regulations.

e Include penalties for noncompliance.

e Contain provisions for the Secretary to share information on Part A entitlement
and enrollment under Part B.

e Include who must report: “an entity serving as an insurer or third party
administrator for a group health plan...and, in the case of a group health plan that
is self-insured and self-administered, a plan administrator or fiduciary.”

¢ Include what must be reported: data elements determined by the Secretary.

e Specify that reporting must be done in a form and manner, including frequency,
specified by the Secretary. GHP reporting will be done on a quarterly basis in an
electronic format.

Note: You must use the statutory language at 42 U.S.C. 1395y(b)(7) together with the
“Definitions and Reporting Responsibilities” document published in conjunction with the
Paperwork Reduction Act Federal Register Notice for Section 111 to determine if you are
a “responsible reporting entity” for purposes of the Section 111 mandatory GHP
reporting requirements. See Appendix E and Appendix F.
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Chapter 4: Medicare Entitlement, Eligibility, and
Enrollment

This section provides a general overview of Medicare entitlement, eligibility and
enrollment. Please refer to http://www.cms.gov for more information on this topic.

Medicare is a health insurance program for:

e people age 65 or older,
e people under age 65 with certain disabilities, and

e people of all ages with End-Stage Renal Disease (permanent kidney failure
requiring dialysis or a kidney transplant).

Medicare has:

Part A Hospital Insurance - Most people receive premium-free Part A because they or a
spouse already paid for it through their payroll taxes while working. Medicare Part A
(Hospital Insurance, or HI) helps cover inpatient care in hospitals and skilled nursing
facilities (but not custodial or long-term care). It also helps cover hospice care and some
home health care. Beneficiaries must meet certain conditions to get these benefits.

Part B Medical Insurance - Most people pay a monthly premium for Part B. Medicare
Part B (Supplemental Medical Insurance, or SMI) helps cover doctors’ services and
outpatient care. It also covers some other medical services that Part A doesn't cover, such
as some of the services of physical and occupational therapists, and some home health
care.

Part C Medicare Advantage Plan Coverage - Medicare Advantage Plans are health
plan options (like HMOs and PPOs) approved by Medicare and run by private
companies. These plans are part of the Medicare Program and are sometimes called “Part
C” or “MA plans.” These plans are an alternative to the fee-for-service Part A and Part B
coverage and often provide extra coverage for services such as vision or dental care.

Prescription Drug Coverage (Part D) - Starting January 1, 2006, Medicare prescription
drug coverage became available to everyone with Medicare. Private companies provide
the coverage. Beneficiaries choose the drug plan they wish to enroll in, and most will pay
a monthly premium.

Exclusions - Throughout, Medicare has various coverage and payment rules which
determine whether or not a particular item or service will be covered and reimbursed.

Section 111 states that CMS will share Medicare Part A entitlement and Part B
enrollment information with GHP responsible reporting entities (RRES). Depending on
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your reporting option selected, CMS may also share Part D eligibility and enroliment
information as well. In your response files you will get information about beneficiary
eligibility and enrollment.

The distinction between an individual’s benefit eligibility and benefit enrollment can be
confusing. While it sometimes appears that the two terms are used interchangeably, for
CMS they have very different and distinct meanings.

Once an individual is a Medicare beneficiary, he or she is then eligible to participate in
Medicare’s benefit programs, including Part D. Usually, the Medicare beneficiary can
choose to participate, and if he or she does, the first day the beneficiary’s participation is
effective is the date of enrollment in the benefit program. For example, individuals who
have aged into Medicare Part A are then eligible to enroll in Medicare Parts B and D, if
they so choose. Once an application for enroliment is accepted, the beneficiary’s effective
date of enrollment is established.

In summary, an eligible Medicare beneficiary may participate in Medicare program
benefits beginning on his or her date of enrollment in the benefit program. For
beneficiaries who choose to participate in the Part B and D programs, the date of
enrollment is, usually, the first day of the following month.
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Chapter 5: MSP Overview for GHP

Note: The following paragraphs provide only a very high level overview of the MSP
provisions. Employers, insurers, third party administrators, group health plans, and other
group health plan sponsors are always responsible for understanding when they are
providing coverage primary to Medicare, and for paying appropriately. See 42 U.S.C.
1395y(b), and 42 C.F.R. Part 411, for the applicable statutory and regulatory provisions,
and CMS manuals and Web pages for further detail. There are also computer based
training (CBT) modules available for Section 111 RREs that cover basic MSP topics. See
Chapter 13 to learn how to enroll in these courses free of charge.

Some people who have Medicare also have group health coverage. Often, employer-
provided group health coverage must pay before Medicare does. In that case, Medicare is
the secondary payer. Until 1980, the Medicare program was the primary payer in all cases
except those involving workers’ compensation (including black lung benefits) or
veterans’ benefits. Since 1980, new laws have made Medicare the secondary payer for
several additional categories of people. The additional categories of people for whom
Medicare is the secondary payer are described below.

Medicare Secondary Payer

Medicare secondary payer (MSP) is the term used by Medicare when Medicare is not
responsible for paying first.

The terms “Medicare supplement” and “Medicare secondary payer” are sometimes
confused. A Medicare supplement (Medigap) policy is a private health insurance policy
designed specifically to fill in some of the “gaps” in Medicare’s coverage when Medicare
is the primary payer. Medicare supplement policies typically pay for expenses that Medi-
care does not pay because of deductible or coinsurance amounts or other limits under the
Medicare program. Private "Medigap" insurance and Medicare secondary payer law and
regulations are not the same.

Federal Medicare law takes precedence over conflicting State law and private contracts.
Thus, for the categories of people described below, Medicare is secondary payer
regardless of state law or plan provisions.

Who does MSP affect?

Medicare is now secondary payer to some group health plans (GHPSs) or large group
health plans (LGHPs) for services provided to the following groups of Medicare
beneficiaries:
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e The “working aged,”
e People with permanent kidney failure, and
e Certain disabled people.

Working Aged

The “working aged” are employed people age 65 or over and people age 65 or over with

employed spouses of any age who have GHP coverage because of their or their spouse’s

current employment status. In general, an individual has current employment status if the
individual is an employee, the employer, or is associated with an employer in a business

relationship.

Medicare is secondary payer to GHPs for the “working aged” where either:

e asingle employer of 20 or more full and/or part-time employees is the sponsor of
the GHP or contributor to the GHP,
or

e two or more employers are sponsors or contributors to a multi-employer/multiple
employer plan, and a least one of them has 20 or more full and/or part-time
employees.

When determining the “20 or more threshold,” employers (i.e., individual or wholly
owned entities) with more than one company must follow the IRS aggregation rules. The
relevant IRS codes can be found in 26 U.S.C. sections 52(a), 52(b), 414 (n) (2).

There is one exception to the employer size rule for beneficiaries entitled due to age: A
multi-employer/multiple employer GHP may request to exempt specific working aged
people enrolled through an employer with fewer than 20 full and/or part-time employees.
If CMS approves the request, Medicare would become primary payer for specifically
identified working aged people enrolled through a specifically identified employer with
fewer than 20 full or part-time employees. The GHP must be able to document its request
and/or CMS approval of its request to exempt such individuals. See the Small Employer
Exception Section 7.2.4 of this guide for more information.

People with Permanent Kidney Failure

Medicare is the secondary payer to GHPs during a 30-month coordination period for
beneficiaries who have permanent kidney failure (End Stage Renal Disease or ESRD),
and who have coverage under a GHP on any basis (current employment status is not
required as the basis for coverage). The coordination of benefits period applies regardless
of the number of full and/or part-time individuals employed by an employer and
regardless of whether or not the employer belongs to a multi-employer/multiple employer
GHP.
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Disabled People

Medicare is the secondary payer for people under age 65 who have Medicare because of
disability and who are covered under a Large Group Health Plan (LGHP) based on the
individual’s (or a family member’s) current employment status. In general, an individual
has current employment status if the individual is an employee, the employer, or is
associated with an employer in a business relationship. A LGHP provides health benefits
to employees, former employees, the employer, business associates of the employer, or
their families, where the employer has 100 or more full and/or part-time employees.
Where an employer of any size is part of a multi-employer/multiple employer GHP,
Medicare is secondary for individuals who have Medicare because of a disability if one
or more of the employers in the GHP has 100 or more full and/or part-time employees.

Making MSP Work

The entities under contract to pay Medicare claims ("Medicare contractors") are
responsible for denying claims for primary benefits when Medicare is secondary payer.
In making claims processing decisions, the Medicare contractors use information on the
claim form and in CMS data systems in order to avoid making primary payments in error.
Where CMS’ systems indicate an MSP occurrence, Medicare will deny payment. In such
cases, Medicare will not pay the claim as a primary payer and will return it to the
claimant with instructions to bill the proper party.

Sometimes, after a Medicare claim is paid, CMS receives new information that indicates
Medicare made a primary payment by mistake. Based on this new information, CMS
takes action to recover the mistaken Medicare payment. CMS uses its Commercial
Repayment Center (CRC) which is responsible for all of the functions and workloads
related to GHP MSP recovery with the exception of provider, physician, or other supplier
recovery activities or actions. The CRC issues a demand letter for repayment to any or all
the parties obligated to repay Medicare (the employer, insurer, third party administrator,
plan, or other plan sponsor.) If the CRC does not receive repayment or a valid
documented defense in response, it will refer the debt to the Department of the Treasury
for the Treasury Offset Program and other cross-servicing activities pursuant to the Debt
Collection Improvement Act of 1996. CMS may also refer debts to the Department of
Justice for legal action if it determines that the required payment or a properly
documented defense has not been provided. The law authorizes the Federal
government to collect double damages from any party that is responsible for resolving the
matter but which fails to do so.

Role of the Medicare Benefits Coordination & Recovery Center

The purposes of the Coordination of Benefits (COB) program are to identify the health
benefits available to a Medicare beneficiary and to coordinate the payment process to
prevent mistaken payment of Medicare benefits. The CMS Benefits Coordination &
Recovery Center (BCRC) consolidates the activities that support the collection,
management, and reporting of other insurance coverage for Medicare beneficiaries. The
BCRC does not process claims, nor does it handle any mistaken payment recoveries or
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claims-specific inquiries. Instead, the BCRC updates the Medicare systems and databases
used in the claims payment and recovery processes. The BCRC has been directed by
CMS to implement the MSP requirements of the MMSEA Section 111 legislation as part
of its responsibilities to collect information in order for CMS to coordinate benefits for
Medicare beneficiaries.

Where to Find MSP Regulations

The sections of the Social Security Act known as the Medicare Secondary Payer (MSP)
provisions were originally enacted in the early 1980s and have been amended several
times, including by the MMSEA Section 111 mandatory reporting requirements. See
section 1862(b) of the Social Security Act (42 U.S.C. 1395y(b). See 42 CFR Part 411 for
the applicable regulations. Medicare has been secondary to workers’ compensation
benefits from the inception of the Medicare program in 1965.
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Chapter 6: The GHP Reporting Process

6.1 Overview

The purpose of the Section 111 GHP reporting process is to enable CMS to correctly pay
for the health insurance benefits of Medicare beneficiaries by determining primary versus
secondary payer responsibility. Section 111 authorizes CMS and Section 111 GHP
responsible reporting entities (RRES) to electronically exchange health insurance benefit
entitlement information. The actual data exchange process takes place between the RREs
and the CMS Benefits Coordination & Recovery Center (the BCRC). The BCRC
manages the technical aspects of the Section 111 data exchange process for all Section
111 RREs.

On a quarterly basis, a responsible reporting entity must submit group health plan (GHP)
entitlement information about employees and dependents to the BCRC. In exchange, the
BCRC will provide the RRE with Medicare entitlement information for those individuals
in a GHP that can be identified as Medicare beneficiaries. This mutual data exchange
helps to assure that claims will be paid by the appropriate organization at first billing.

The Section 111 GHP reporting process includes an option to exchange prescription drug
coverage information to coordinate benefits related to Medicare Part D. CMS is also
allowing RREs, that are also participating in the Retiree Drug Subsidy (RDS) program or
are reporting to RDS on behalf of a plan sponsor, to use the Section 111 GHP reporting
process to submit subsidy enrollment (retiree) files to the RDS Center using the Section
111 GHP reporting process.

Section 111 RREs are required to register with the BCRC and fully test the GHP data
reporting exchange before submitting production files. You will be assigned a production
file submission timeframe during which you are to submit your files on a quarterly basis.
Once you are in a production mode, you will submit your initial file containing GHP
coverage information for all individuals meeting the definition of an Active Covered
Individual, or Active Covered Individuals identified as Medicare beneficiaries through
the query process. Subsequent quarterly file submissions are to contain only new or
changed coverage information using add, delete and update transactions. These
requirements are explained in later sections of this User Guide.

The data exchanged through the Section 111 GHP reporting process is arranged in
multiple files with different record layouts. A responsible reporting entity (RRE)
electronically transmits a data file to the BCRC. The BCRC processes the data in this
input file by first editing the incoming data. Other insurance information for Medicare
beneficiaries derived from the input file is posted on the Medicare Common Working
File (CWF) and the Medicare Beneficiary Database (MBD) by the BCRC for use by
other Medicare contractors for claims processing and recovery efforts. When this
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processing is completed or the prescribed time for response file generation has elapsed,
the BCRC electronically transmits a response file back to the responsible reporting entity.
The response file will include information on any errors found, disposition codes that
indicate the results of processing, and Medicare entitlement/enroliment information as
prescribed by the particular file format.

In ordinary circumstances it will always be an input file that will generate a response file.

6.2 GHP Reporting Options

Pursuant to Section 111, the Secretary of Health and Human Services (HHS) has
determined that GHP RREs are to provide CMS with information regarding hospital and
medical GHP coverage they make available to Medicare beneficiaries. Section 111 also
provides for CMS to share information regarding a beneficiary's Medicare Part A
(hospital) entitlement, Part B (medical), and Part C (Medicare Advantage) coverage in
return. However, CMS is very interested in coordinating benefits related to GHP
prescription drug benefits and Medicare Part D (prescription drug) coverage for these
same Medicare beneficiaries. As a result we have made two reporting options available —
Basic and Expanded — in the Section 111 GHP reporting process.

The Basic Reporting Option reflects the minimum requirements you must adhere to in
order to comply with Section 111. The Expanded Reporting Option includes the
minimum requirements for Section 111 plus the exchange of prescription drug coverage
information. If you select the Basic Reporting Option, CMS will return just Medicare
Part A entitlement and Parts B and C enrollment information on your response files.
RREs participating through the Expanded Reporting Option will also receive Medicare
Part D eligibility and enroliment information.

The following sections explain each option in further detail. Complete explanations of the
file types listed follow in later sections of this guide.

6.2.1 Basic Reporting Option

The Basic Reporting Option represents the minimum requirements you must adhere to for
compliance with the Section 111 requirements. The Basic Reporting Option includes
submission of the Medicare Secondary Payer (MSP) Input File for hospital and medical
coverage of Active Covered Individuals and, optionally, the Query Only Input File, in the
form of an ANSI X12 270/271 Entitlement Query file, along with the corresponding
response files. The BCRC will only return entitlement/enrollment information for
Medicare Parts A, B and C with this option.

For GHP insurers that choose the Basic Reporting Option, CMS will be happy to accept
reporting of prescription drug coverage that is in addition to your hospital and medical
reporting. If you anticipate reporting such additional drug coverage on more than an
occasional basis we recommend that you choose to report using the Expanded Reporting
Option.
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Table 6-1: MMSEA Section 111 Basic GHP Reporting Option Files

File Type Description

GHP MSP Input File This is the data set transmitted from a MMSEA Section
111 responsible reporting entity (RRE) to the BCRC that
is used to report information regarding Active Covered
Individuals whose GHP coverage may be primary to
Medicare.

GHP MSP Response File This is the data set transmitted from the BCRC to the
MMSEA Section 111 RRE after the information supplied
in the RRE’s MSP Input File has been processed.

TIN Reference File The TIN Reference File consists of a listing of each
business entity’s Federal tax identification number (TIN)
and the business mailing address that is linked to that
particular TIN.

TIN Reference Response File This is the data set transmitted from the BCRC to the
RRE after the information supplied in the RRE’s TIN
Reference File has been processed.

Query Only Input File This is a query file used to obtain Medicare Part A
entitlement and Parts B and C enrollment information of
potential Medicare beneficiaries.

Query Only Response File After the BCRC has processed the Query Only Input File
it will return the Query Only Response File with
Medicare Parts A, B and C coverage information for
individuals identified as Medicare beneficiaries.

6.2.2 Expanded Reporting Option

The Expanded Reporting Option is similar to the former insurer VDSA/VDEA process. It
includes submission of the MSP Input File for primary medical, hospital and prescription
drug coverage for Active Covered Individuals, the Non-MSP Input File with
supplemental prescription drug coverage records, optional Retiree Drug Subsidy (RDS)
reporting and entitlement/enrollment query capability, and the optional Query Only Input
File, in the form of an ANSI X12 270/271 Entitlement Query transaction set. The BCRC
will provide response files with entitlement/enrollment information for Medicare Parts A,
B, C, and D with this option.

The Expanded Reporting Option represents the minimum you must adhere to for
compliance to the Section 111 requirements plus the exchange of prescription drug
coverage information. If you choose the Expanded Reporting Option, you must provide
CMS with information about drug coverage for Medicare beneficiaries on a regular basis
in the form of primary drug coverage on the MSP Input File, or supplemental drug
coverage records or RDS retiree file records on the Non-MSP Input File.

If you maintain a Coordination of Benefits Agreement (COBA) with CMS for the
purposes of receiving claims paid by Medicare for secondary payment by your plan, then
you may submit supplemental prescription drug information using the COBA Drug
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Coverage Eligibility (E02) records and remain compliant with the requirements of the

Chapter 6: The GHP Reporting Process

Section 111 Expanded Reporting Option. Note that we ask for this information during the
Section 111 registration process. The BCRC will track your COBA submissions

accordingly.

Table 6-2: MMSEA Section 111 Expanded GHP Reporting Option Files

File Type

Description

GHP MSP Input File

This is the data set transmitted from a MMSEA Section
111 responsible reporting entity (RRE) to the BCRC that
is used to report information regarding Active Covered
Individuals whose GHP coverage may be primary to
Medicare.

GHP MSP Response File

This is the data set transmitted from the BCRC to the
MMSEA Section 111 RRE after the information supplied
in the RRE’s MSP Input File has been processed.

TIN Reference File

The TIN Reference File consists of a listing of each
business entity’s Federal tax identification number (TIN)
and the business mailing address that is linked to that
particular TIN.

TIN Reference Response File

This is the data set transmitted from the BCRC to the
RRE after the information supplied in the RRE’s TIN
Reference File has been processed.

GHP Non-MSP Input File

This is the data set transmitted from a MMSEA Section
111 RRE to the BCRC that is used to report information
regarding the drug insurance coverage information of
Inactive (e.g. not employed, retired) Covered Individuals.

GHP Non-MSP Response File

This is the data set transmitted from the BCRC to the
MMSEA Section 111 RRE after the information supplied
in the Non-MSP Input File has been processed.

Query Only Input File

This is a query file used to obtain Medicare Part A
entitlement and Parts B and C enrollment information of
potential Medicare beneficiaries.

Query Only Response File

After the BCRC has processed the Query Only Input File
it will return the Query Only Response File with
Medicare Parts A, B and C coverage information for
individuals identified as Medicare beneficiaries.
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Chapter 7: GHP Mandatory Reporting Requirements

7.1 General Reporting Requirements
7.1.1 Responsible Reporting Entities
7.1.1.1 Who Must Report

A GHP organization that must report under Section 111 is defined as “an entity serving
as an insurer or third party administrator for a group health plan...and, in the case of a
group health plan that is self-insured and self-administered, a plan administrator or
fiduciary.” These organizations are referred to as Section 111 GHP responsible reporting
entities, or RREs. You must use the definitions given in Appendix F when determining
whether or not you are a responsible reporting entity under this provision.

The group health plan arrangements of multi-national organizations, foreign nations,
American Indians and Alaskan Native Tribes that may cover Medicare beneficiaries are
subject to the MSP provisions and must be reported accordingly.

7.1.1.2 Use of Agents
See the discussion of ““agents™ with respect to GHP reporting in Appendix F.

GHP RREs may use agents to submit data on their behalf. An agent is a data services
company, consulting company, or the like that can create and submit Section 111 files to
the BCRC on behalf of the RRE. Information on the use of agents is required as part of
the Section 111 registration process. The RRE remains solely responsible and
accountable for adhering to the requirements of the Section 111 program and for the
accuracy of data submitted.

7.1.2 Active Covered Individuals

Section 111 GHP RREs are required to report information for Medicare beneficiaries,
who have GHP coverage which is primary to Medicare and Medicare is the secondary
payer, on the MSP Input File. Since an RRE may not know whether a covered individual
is a Medicare beneficiary, CMS is providing two approaches for RREs to determine
whom to report for Section 111. The first involves reporting on individuals defined as
“Active Covered Individuals”. The second involves using a “finder file” to query on an
individual’s Medicare entitlement and enrollment to determine whether an individual
should be included in the MSP Input File. The finder file method is described in Section
7.1.2.1.
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Note: Under no circumstances should these two reporting options be construed as
requiring RREs to report on individuals who are not Medicare beneficiaries. Instead these
two options, properly executed, allow RREs to identify and report on all individuals who
have Medicare and for whom Medicare is the secondary payer of benefits, as required by
the Section 111 legislation.

The definition of an Active Covered Individual is set forth below. Active Covered
Individuals are to be reported on the RRE’s Section 111 MSP Input File. In many cases,
the GHP coverage being reported will be primary to Medicare. When an RRE uses this
reporting method, the BCRC will determine whether the Active Covered Individual is a
Medicare beneficiary based upon the information submitted and whether the GHP
coverage reported is primary to Medicare. The results of that determination are provided
back to the RRE on the MSP Response File. The phrase “current employment status” in
the definition below refers to the subscriber’s employment status. This includes
employees who may be in a temporary disability status. It does NOT include a subscriber
who is a retiree covered by an employer’s retirement plan. Note that the part of the
definition related to individuals with ESRD does not depend on the current employment
status of the subscriber. However, except in certain circumstances where the retiree has
ESRD, individuals covered by a retiree plan would never be considered Active Covered
Individuals and should NOT be reported to CMS as Active Covered Individuals on the
MSP File. Please refer to the MSP Overview for GHP section of this guide (Chapter 5)
for further information on MSP rules.

For purposes of reporting, an Active Covered Individual is defined as someone who may
be Medicare eligible and currently is employed, or the spouse or other family member of
a worker who is covered by the employed individual’s GHP and who may be eligible for
Medicare and for whom Medicare would be a secondary payer for these individuals. On
the MSP Input File, CMS is requiring an RRE using the Active Covered Individual
definition to report for Section 111 to include all of the individuals covered by the GHP
for whom, if they had Medicare, Medicare would be a secondary payer of their GHP
benefits. The BCRC will determine if the Active Covered Individual is a Medicare
beneficiary based upon the information submitted and whether the GHP coverage
overlaps Medicare coverage. The results of this determination are then provided to the
submitter on the returned MSP Response File.

For purposes of Section 111 reporting, Active Covered Individuals are further defined to
include:

e All individuals covered in a GHP age 45 through 64 who have coverage based on
their own or a family member’s current employment status.

e Allindividuals covered in a GHP age 65 and older who have coverage based
upon their own or a spouse’s current employment status.

e Allindividuals covered in a GHP who have been receiving kidney dialysis or who
have received a kidney transplant, regardless of their own or a family member’s
current employment status and regardless of their age.
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e All individuals covered in a GHP who are under age 45, are known to be entitled
to Medicare, and have coverage in the plan based on their own or a family
member’s current employment status. When reporting individuals under age 45
in the MSP Input File, you must submit their Medicare Health Insurance
Claim Number (HICN).

With one exception, coverage through COBRA is not considered GHP coverage.
Therefore, an individual covered by a COBRA plan is not considered an Active Covered
Individual and should not be reported on the MSP Input File. The exception involves
active dialysis treatment or kidney transplant. If the COBRA covered individual is
receiving dialysis or has had a kidney transplant, the individual is considered an Active
Covered Individual for reporting purposes.

Additional Notes on Active Covered Individuals:

e If an employer has less than 20 full and/or part-time employees as defined in 42
C.F.R. Part 411.101 and 42 C.F.R. Part 411.170, and the employer is not part of a
multi-employer/multiple employer GHP, then the covered individuals under that
plan do not have to be reported under Section 111 unless a covered individual is
receiving dialysis or has had a kidney transplant (ESRD).

e The fact that an employer has less than 20 full and/or part-time employees is
NOT a basis for excluding such employees from the Section 111 GHP reporting
process if the employer is part of a multi-employer/multiple employer GHP.
Please also refer to the section of this User Guide discussing the Small Employer
Exception (Section 7.2.4) and Appendix G.

e The size of the employer is not relevant with respect to reporting for individuals
who have been receiving kidney dialysis or have received a kidney transplant
(ESRD).

e The MSP provisions for the disabled apply to all employers in a multi-
employer/multiple employer GHP if one or more of the employers has 100 or
more full and/or part-time employees as defined in 42 C.F.R. Part 411.101 and 42
C.F.R. Part 411.170.

e See Appendix G for more information on the calculation of employer size and
how that affects MSP and reporting of Active Covered Individuals.

e Inregard to reporting individuals under the age threshold who are “known to be
entitled to Medicare”, CMS expects that the RRE “knows” that an individual is
entitled to Medicare when they have a HICN on record or they are paying primary
or secondary to Medicare for a covered individual that has GHP coverage due to
the subscriber’s current employment status. In this case, the RRE “knows” that
the individual is entitled to Medicare and should submit a record for this person
with the HICN on the MSP Input File. This means that the RRE should check
their internal enrollment, “other insurance” or coordination of benefits files or
claims payment records for these circumstances. However, it does not imply that
the RRE should send an MSP Input record or query record for every covered
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individual under the age threshold to determine Medicare entitlement if they have
no reason to believe these individuals are entitled to Medicare.

Examples of Active Covered Individuals:

A subscriber age 55 is an employee of a company that has had more than 19
employees for the last several years. His wife age 46 is also covered by the plan.
In this case, both the subscriber and his spouse are Active Covered Individuals
due to their age. Coverage information should be submitted on the MSP Input file
for each on separate reporting records.

A subscriber age 44 is an employee of a company that has had more than 19
employees for the last several years. His wife age 56 and his son age 10 are also
covered by the plan. In this case, only the spouse qualifies as an Active Covered
Individual since she is over the age threshold. Only the spouse’s GHP coverage
information should be submitted on the MSP Input File.

A subscriber age 44 is an employee of a company with any number of employees.
His son age 10 is also covered by the plan. His son is known to have ESRD and
be entitled to Medicare. In this case, the son is an Active Covered Individual but
the subscriber is not. GHP coverage information for the son should be submitted
on the MSP Input File. Since the son is under 45, his Medicare HICN must be
included.

A subscriber is a retiree and she and her husband are covered by the GHP through
her retirement plan. Neither is known to have ESRD. Neither is considered an
Active Covered Individual since the subscriber is not currently employed. No
information should be sent on these individuals on the MSP Input File.

A subscriber is an employee of a company that has had more than 19 employees
for the last several years and he and his wife are both 67. His wife is not covered
by the GHP. Only the subscriber is an Active Covered Individual since his wife is
not covered by the plan. Only information on the subscriber will be sent on the
MSP Input File.

A subscriber age 66 is an employee of a company that has had less than 20
employees for the last several years. The subscriber is not known to have ESRD
and not known to be a Medicare beneficiary. The employer is NOT part of a
multi-employer GHP. Even though the subscriber fits the definition of an Active
Covered Individual, since the employer has less than 20 employees and is not part
of a multi-employer GHP, this individual does not have to be reported on the
MSP Input File. Alternatively, a record for him could be submitted but the BCRC
will determine that the coverage is not primary to Medicare due to the employer’s
size.

7.1.2.1 Finder File Approach to Determining Whom to Report

A second approach that can be used to determine which individuals to report is the
“finder file.” This approach involves the RRE first sending a query file of Active
Covered Individuals through which the BCRC would identify any Medicare beneficiaries
based on the information submitted and return these positive identifications to the RRE.
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The RRE would then submit MSP Input File records for those identified Medicare
beneficiaries who have coverage based on their own or a family member’s current
employment status or those known to have ESRD and for whom Medicare should be the
secondary payer of benefits.

If you choose to use the “finder file” approach, query records must be submitted via the
Query Only Input File (Basic or Expanded Reporting Option) or as N records on your
Non-MSP Input File (Expanded Reporting Option only). Requirements for these file
submissions are provided in a later section of this guide. Note that a Non-MSP Input File
cannot be submitted with only N records. The query file must be submitted in a timely
fashion such that you are able to meet the requirements for quarterly file submission of
your MSP Input File during your assigned file submission timeframe. Query records must
be submitted using accurate information for the data elements the BCRC uses as
matching criteria for individuals (HICN or SSN, name, date of birth, and gender). Query
files will only be accepted once per calendar quarter. See Section 7.3 for more
information on the query process. All other requirements for the MSP Input File must be
adhered to including reporting applicable individuals with new or changed coverage with
each quarterly submission.

7.1.3 Inactive Covered Individuals

Inactive Covered Individuals are to be reported on your Non-MSP Input File and can be
submitted on your Query Only Input Files. In most cases for these individuals, the GHP
coverage you provide will be secondary to Medicare and Medicare will be the primary

payer.

Inactive Covered Individuals are people who are currently not employed (most are
carried as retired), and a spouse and (or) other dependents, enrolled in your GHP who
cannot be classified as Active Covered Individuals. Do NOT submit Inactive Covered
Individuals on your MSP Input File.

7.1.4 File Format

All data files submitted for Section 111 must be fixed width, flat files. All records in the
file must be the same length as specified in the file layouts. All data fields on the files are
of a specified length and should be filled with the proper characters to match those
lengths. No field delimiters, such as commas between fields, are to be used. Detailed
record and field specifications are found in the appendices of this guide.

Header, Detail and Trailer Records

Each input file format contains at least three record types. The file begins with a header
record. Header records identify the type of file being submitted and will contain your
Section 111 RRE ID. You will receive your RRE ID on your profile report after your
registration for Section 111 is processed. Detail records represent coverage information
or query requests for individual people. Each file always ends with a trailer record that
marks the end of the file and contains summary information including counts of the detail
records for validation purposes. Each header record must have a corresponding trailer
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record. Each trailer record must contain the proper count of detail records. Do not
include the header and trailer records in these counts. If the trailer record contains
invalid counts, your file will be rejected.

7.1.5 Data Formatting Standards

Conventions for Describing Data Values

Table 7-1 defines the formatting standard for each data type found in the Section 111
files, both input and response. These standards apply unless otherwise noted in specific

file layouts.

Table 7-1: Formatting Standards

Data/Field Type

Formatting Standard

Examples

Numeric

Zero through 9 (0 - 9)

Padded with leading zeroes

Numeric (5): “12345”
Numeric (5): “00045”

Alpha

A through Z
Left justified

Non-populated bytes padded with
spaces

Alphabetic characters sent in lower
case will be converted and returned
in upper case.

Alpha (12): “TEST EXAMPLE”
Alpha (12): “EXAMPLE *

Alphanumeric

A through Z (all alpha)
0 through 9 (all numeric)
Left justified

Non-populated bytes padded with
spaces

Alphabetic characters sent in lower
case will be converted and returned
in upper case.

Alphanum (8): “AB55823D”
Alphanum (8): “MM221 *
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Data/Field Type Formatting Standard Examples
Text A through Z (all alpha) + 0 through | Text (8): “AB55823D”
9 (all numeric) + special characters: Text (8): “XX299Y *
Text (18):
Ampersand (&) “ADDRESS@DOMAIN.COM”
Space () Text (12): *“ 800-555-1234"
Dash (-) Text (12): “#34 “
Period (.)
Single quote ()
Colon ()
Semicolon (;)
Number (#)
Forward slash (/)
At sign (@)
Left justified

Non-populated bytes padded with
spaces

Comma (,)

Alphabetic characters sent in lower
case will be converted and returned
in upper case.

Date/Numeric Date All dates are in the format of “20110419”

century, year, month and day . ”
supplied as CCYYMMDD, Open ended date: “00000000
Default input value is all zeroes for
open-ended dates, such as a
termination date that has not yet
been established or determined.

Date fields on response files may be
returned with a valid date or default
values of all zeroes or all spaces if
not applicable.

Filler Populate with spaces nla

Internal Use Populate with spaces n/a

7.1.6 Section 111 Registration
7.1.6.1 Overview

The registration process requires responsible reporting entities (RRES) to provide
notification to the BCRC of their intent to report data to comply with the requirements of
Section 111 of the MMSEA.. Registration by the responsible reporting entity is required
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and must be completed before testing between the RRE (or its agent) and the BCRC can
begin. Through the registration process, the BCRC will obtain the information needed to:

e Validate information provided by the RRE registrant.

e Assign Section 111 Reporter 1Ds or Responsible Reporting Entity Identification
Numbers (RRE IDs) to each RRE.

e Develop a Section 111 reporting profile for each entity including estimates of the
volume and type of data to be exchanged for planning purposes.

e Assign a production live date and ongoing file submission timeframe for MSP
Input Files to each entity.

e Establish the necessary file transfer mechanisms.

e Assign a Electronic Data Interchange (EDI) Representative to each entity to assist
with ongoing communication and data exchange.

e Assign Login IDs to individual users associated with each RRE ID account.

New Section 111 GHP RREs will register on the Section 111 COB Secure Website
(COBSW) using an interactive Web portal designed for this purpose. The registration
process will remain available in the future for new RREs to register and for existing
RREs that need to change their reporting structure.

The Section 111 COBSW website URL is http://www.section111.cms.hhs.gov. Once you
click on the “I Accept” link and accept the terms of the Login Warning, the homepage
will display. Information on the New Registration and Account Setup processes can be
found under the “How To” menu option. A Login ID is not needed to access this menu
option. Click on the menu option and a drop down list will appear. Then click on the item
desired in the list. In particular, please read the documents found under “How to Get
Started” and “How to Invite Account Designees”. Once you have begun the registration
process on the Section 111 COBSW, you will have access to “Help” information on each
page displayed. By clicking on the link for the Help page, a new window will open with
instructions and information needed to complete the page you are working on. Once you
have finished the New Registration and Account Setup steps and obtain a Login 1D for
the Section 111 COBSW, you may log into the application using the Login fields
displayed on the right side of the homepage. After login, a detailed Section 111 COBSW
User Guide is available under the “Reference Materials” menu option. You must be
logged into the application to gain access to the COBSW User Guide.

Note: Entities who are RREs for purposes of the Section 111 GHP reporting are not
required to register if they will have nothing to report. For example, a TPA that
administers and pays claims only for certain stand-alone or *“carve-out” GHP coverage
that does not overlap Medicare coverage (dental, behavioral health, etc.), may not have
anything to report. RREs who do not register initially because they currently have no
expectation of having GHP coverage to report, must register in time to allow a full
quarter for testing if they have future situations where they have a reasonable expectation
of having to report.
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7.1.6.2 Registration and Account Setup Process
Section 111 registration and account setup is a five-step process.

Step 1: Identify an Authorized Representative, Account Manager and other
COBSW Users

Each RRE must assign or name an Authorized Representative. This is the individual in
the RRE organization who has the legal authority to bind the organization to a contract
and the terms of MMSEA Section 111 requirements and processing. This is normally a
person at the executive level of the organization. The Authorized Representative has
ultimate accountability for the RRE’s compliance with Section 111 reporting
requirements. Please refer to the Data Use Agreement in Chapter 10 and make sure the
person you name as your Authorized Representative has the authority to sign this
agreement.

The Authorized Representative:

e Cannot be a user of the Section 111 COBSW for any RRE ID.
e Cannot be an agent of the RRE.

e May perform the initial registration on the COBSW, but will not be provided with
a Login ID.

e Will designate the Account Manager.

e Must approve the account setup, by physically signing the profile report, which
includes the Data Use Agreement, and returning it to the BCRC.

e Will be the recipient of BCRC notifications related to non-compliance with
Section 111 reporting requirements.

Each RRE must assign or name an Account Manager. Each RRE ID can have only one
Account Manager. This is the individual who controls the administration of an RRE’s
account and manages the overall reporting process. The Account Manager may choose to
manage the entire account and data file exchange, or may invite other company
employees or data processing agents to assist.

The Account Manager:

e Must register on the COBSW, obtain a Login ID and complete the account setup
tasks.

e Can be an Account Manager associated with another RRE ID if they receive the
authorized PIN from the BCRC mailing. This can occur when a reporting entity
has multiple RRE IDs under which they will report separate MSP Input Files or
when the entity chooses to name an agent as its Account Manager.

e Can invite other users to register on the COBSW and function as Account
Designees.

e Can manage the RRE’s profile including selection of a file transfer method.
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Can upload and download files to the COBSW if the RRE has specified HTTPS
as the file transfer method.

Can use his/her Login ID and Password to transmit files if the RRE has specified
SFTP as the file transfer method.

Can review file transmission history.

Can review file-processing status and file statistics.

Can remove an Account Designee’s association to an RRE ID account.
Can change account contact information (e.g., address, phone, etc.)
Can change his/her personal information.

Cannot be an Authorized Representative for any RRE ID or an Account Designee
for the same RRE ID.

At the RRE’s discretion, the Account Manager may designate other individuals, known
as Account Designees, to register as users of the COBSW associated with the RRE’s
account. Account Designees assist the Account Manager with the reporting process.
Account Designees may be RRE employees or agents. There is no limit to the number of
Account Designees associated with one RRE ID.

The Account Designee:

Note

Must register on the COBSW and obtain a Login ID.

Can be associated with multiple RRE accounts, but only by an Account Manager
invitation for each RRE ID.

Can upload and download files to the COBSW if the RRE has specified HTTPS
as the file transfer method.

Can use his/her Login ID and Password to transmit files if the RRE has specified
SFTP as the file transfer method.

Can review file transmission history.
Can review file-processing statuses and file statistics.
Can change his/her personal information.

Cannot be an Authorized Representative for any RRE ID or the Account Manager
for the same RRE ID.

Cannot invite other users to the account.
Cannot update RRE account information.

: Each user of the Section 111 application on the COBSW will have only one Login

ID and password. With that Login ID and password, you may be associated with multiple
RRE IDs (RRE accounts). With one Login ID, you may be an Account Manager for one
RRE ID and an Account Designee for another. In other words, the role you play on the
COBSW is by RRE ID.
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Step 2: Determine Reporting Structure

Before beginning the registration process, an RRE must also determine how the RRE will
submit its Section 111 files to the BCRC and how many Section 111 Reporter IDs (RRE
IDs) will be needed. Only one MSP Input File may be submitted on a quarterly basis for
each RRE ID. Due to corporate organization, GHP enrollment system structures, data
processing systems, data centers and agents that may be used for file submission, you
may want to submit more than one MSP Input File to the BCRC on a quarterly basis and
therefore need more than one RRE ID in order to do so.

For example, if an RRE will use one agent to submit one set of GHP coverage
information and another agent to submit another set of GHP coverage information, the
RRE must register on the COBSW twice to obtain two RRE IDs that will be used by each
agent respectively. You may name the same Authorized Representative and Account
Manager for both accounts, or use different individuals. Likewise, if you have two or
more subsidiary companies that handle GHPs for different regions of the country (or
different lines of business) using different enroliment/claims systems and you will not
combine the MSP Input Files for Section 111 reporting, you must register for each claim
file submission to obtain separate RRE IDs in order to submit multiple MSP Input Files
in one quarter.

You may not set up a separate RRE ID for submission of the Query Only File or Non-
MSP Input File only. You must submit MSP Input Files for every RRE ID you establish.

You must complete the New Registration and Account Setup steps on the Section 111
COBSW for each RRE ID you want, so careful consideration must be given to the
number of RRE IDs you request. Once logged into the Section 111 COBSW, most
functions are performed by each RRE ID. Your Account Manager must invite and
identify Account Designees that will need access to multiple accounts by RRE ID. File
transmission and viewing the results of file processing is done by RRE ID. So to ease the
management of reporting, account maintenance and user access, we suggest that fewer
RRE IDs are better than many. The registration process will remain available indefinitely.
You may request one or more additional RRE IDs in the future if changes in your
business operations require changes in your data reporting requirements. If you register
and obtain an RRE ID that you later determine you will not need, contact your EDI
Representative to have it disabled.

You are not required to obtain an RRE ID for each subsidiary separately but you must do
so if separate input files will be submitted for each or if each/any subsidiary is handling
its own reporting. Alternatively, the parent organization may register, obtain one RRE ID
and report for all applicable subsidiaries under that RRE ID.

Claims processing TPAs are often the RRE. Please refer to the definitions of an RRE in
other sections of this guide. A GHP TPA RRE is not required to register and obtain
separate RRE IDs for each client’s GHP data. If you process all of your clients” GHP data
in one system and can submit one combined file, you need only one RRE ID for the GHP
TPA. One MSP Input File can be submitted per quarter. The individual GHPs will be
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defined using the Employer/Plan Sponsor TINs submitted on the GHP TPA’s MSP Input
File.

If you register for multiple RRE IDs:

e You can use the same TIN for each or different TINs for each. No matching is
done between the TINs supplied at registration and the TINs supplied on your
input files.

e You can name the same Authorized Representative for each or a different
Authorized Representative for each.

e You can name the same Account Manager for each or a different Account
Manager for each.

The system randomly assigns EDI Representatives to RRE IDs. If you register for
multiple RRE IDs and want them all assigned to one EDI Representative, then contact
one of the assigned EDI Representatives and request a reassignment of all RRE IDs to
one EDI Representative.

Step 3: RRE Registration on the COBSW — New Registration

A company representative for the RRE must go to the Section 111 COBSW URL
(http://www.section111.cms.hhs.gov), click on the “New Registration” button, complete
and submit the registration for the RRE. This step must be completed by the RRE, not an
agent for the RRE. It must be performed for each RRE ID needed for Section 111
reporting.

The application will ask that you submit:

e A Federal Tax Identification Number (TIN) for the RRE
e Company name and address

e Company Authorized Representative contact information (name, job title,
address, e-mail address, phone)

e National Association of Insurance Commissioners (NAIC) company code, if
applicable

e Reporter Type (Select GHP)

e Optional Subsidiary company information to be included in the file submission
for the registration (names, TINs, NAIC company codes for the subsidiaries)

e If your organization does not have NAIC company codes, you may default these
fields to zeroes

It is critical that you provide contact information for your Authorized Representative in
this step regardless of who is actually performing this task on the Section 111 COBSW.
The Authorized Representative cannot be a user of the Section 111 COBSW for any RRE
ID. If you need to change your Authorized Representative after completing this step, you
must contact your assigned EDI Representative.
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When a registration application is submitted, the information provided will be validated
by the BCRC. Once this is completed, the BCRC will send a letter via the US Postal
Service to the named Authorized Representative with a personal identification number
(PIN) and the BCRC-assigned RRE ID (Section 111 Reporter ID) associated with the
registration. Your Authorized Representative should receive the PIN letter within 10
business days after the New Registration step is completed.

The Authorized Representative must give this PIN and RRE ID to their Account Manager
to use to complete the Account Setup step on the Section 111 COBSW.

Each time this step is completed, a new RRE ID is generated by the system. If you need
more than one RRE ID for Section 111 reporting, this step must be repeated for each. If
you erroneously completed this step for more RRE IDs than needed, please contact the
EDI Department to have the RRE IDs that you will not be using deleted.

Note: Information for subsidiaries is optional. CMS encourages you to supply this
information. Doing so will assist us in our efforts to help ensure that you are in
compliance with the Section 111 reporting requirements. Further, we may require this
information at a later date during subsequent recovery efforts. However, all TINs
supplied for subsidiaries under one RRE ID must be unique. In other words, all TINs for
the RRE ID and subsidiaries listed in the New Registration step must be different within
one specific RRE ID. If your subsidiaries do not have different TINs then do not list them
on the corporate structure page of the New Registration step on the COBSW. You can
use the same TIN for multiple, different RRE IDs. TINSs just need to be unique within the
same RRE ID. For example, if you are one entity with one TIN registering five different
RRE IDs, you can use the same TIN for all five distinct RRE IDs. The subsidiary
information on the corporate structure page is not required. If you have trouble with data
entry on this page, you may simply click the Continue button to bypass it.

Step 4: RRE Account Setup on the COBSW - Account Manager

In order to perform the RRE Account Setup tasks, the RRE’s Account Manager must go
to the Section 111 COBSW URL (http://www.section111.cms.hhs.gov/) with the PIN and
RRE ID and click the “Account Setup” button.

The Account Manager will:

e Enter the RRE ID and associated PIN.

e Enter personal information including name, job title, address, phone and e-mail
address.

e Create a Login ID for the COBSW.

e Enter account information related to expected volume of data to be exchanged
under this RRE ID (estimated number of covered individuals and estimated
number of covered individuals age 45 and over).

e Enter reporting agent name, address, contact e-mail and TIN if applicable.
e Select a file transmission method.
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e Provide dataset naming information needed if the Connect:Direct transmission
method is selected. Refer to Section 8.1.1 for more information. You must have
destination dataset names available if the Connect:Direct method is selected or
this step cannot be completed and all the other data you provided will be lost.

Once the Account Manager has successfully obtained a COBSW Login 1D, he/she may
log into the application and invite Account Designees to register for Login IDs. In
addition, after completing Account Setup for his/her first RRE ID, since only one Login
ID is required per user, the Account Manager will bypass the steps for creating another
Login ID and password when setting up subsequent RRE IDs.

The Account Setup step must be completed by your Account Manager. In this step, the
Account Manager will obtain a Login 1D and must personally agree to the terms of the
User Agreement. If you need to change your Account Manager after completing this step,
contact your assigned EDI Representative.

This step must be repeated for each RRE ID.
Step 5: Return Signed RRE Profile Report — Authorized Representative

Once Account Setup has been completed on the COBSW (including file transmission
details for Connect:Direct if that method is selected) and processed by the BCRC, a
profile report will be sent to the RRE’s Authorized Representative and Account Manager
via e-mail. You should receive your profile report within 10 business days after
completing the Account Setup step on the COBSW.

The profile report contains:

e A summary of the information you provided during New Registration and
Account Setup.

e Important information you will need for your data file transmission.
e Your RRE ID that you will need to include on all files transmitted to the BCRC.

e Your assigned production live date and ongoing quarterly file submission
timeframe for the MSP Input File.

e Contact information for your EDI Representative who will support you through
testing, implementation and subsequent production reporting.

The RRE’s Authorized Representative must review, sign and return the profile
report to the BCRC. Once your profile report has been marked as received by the
BCRC, you may begin testing your Section 111 files. The BCRC will send an e-mail to
your Authorized Representative and Account Manager indicating that testing can begin.

The status of your RRE ID will be updated by the system as each step of the registration
process is completed. Once the BCRC receives your signed profile report, your RRE ID
will be placed in a “testing” status. Once testing is completed (See Section 7.5), your
RRE ID will be placed in a “production” status. RRE IDs are expected to move to a
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production status within 180 days after initiation of the registration process (completion
of the New Registration step).

Profile reports are regenerated and e-mailed to the RRE’s Authorized Representative and
Account Manager on an annual basis, based on the receipt date of the last signed profile
report. The RRE’s Authorized Representative must review, sign and return the profile
report to the BCRC within 30 days of receipt to confirm or update account information
and active reporting status for the RRE ID. Failure to return the signed profile report may
result in deactivation of the RRE ID.

7.1.6.3 Changes to RRE Registration and Reporting

This section provides information regarding steps RREs must take if changes occur after
initial Section 111 registration is completed.

Abandoned RRE IDs

If you erroneously registered for an RRE ID that you no longer need or have abandoned
due to starting the registration process over, and you will not use the RRE ID for Section
111 file submission, please contact your assigned EDI Representative to have that RRE
ID deleted. Unused RRE IDs may trigger automated warning notifications and follow-up
by the BCRC to the associated Authorized Representative and/or Account Manager.
Delete requests should only be made for RRE IDs that have never been used for
production file submission.

Ceasing and Transitioning Reporting

If you have been reporting production Section 111 files under an RRE ID but will cease
reporting under it in the future due to changes in your reporting structure, changes to
what entity is the RRE, ceasing business operations or other reasons, then please contact
your assigned EDI Representative. Inform your EDI Representative of circumstances
affecting the change. Since the RRE ID was used for production reporting, it will not be
deleted. You and your EDI Representative will create a transition plan and your EDI
Representative will change the status of your RRE ID to an “inactive” status after your
last production file has been processed. Once the status is changed, information for the
RRE ID will remain in the BCRC Section 111 system. However, production file
submissions will no longer be accepted or expected. This change in RRE ID status will
prevent the automatic generation of the Late File Submission e-mails and subsequent
follow-up contact by the BCRC to your Authorized Representative and Account Manager
related to Section 111 reporting compliance.

The transition of reporting responsibility from one RRE to another is the responsibility of
the RREs involved. The BCRC cannot supply a file of previously submitted and accepted
records for use in the transition by the new or former RRE or their reporting agents. For
example, if a GHP transitions to a new claims-processing TPA, it is likely that the new
TPA will become the RRE for Section 111 reporting. The new TPA may register for a
new RRE ID or report the GHP coverage under one of its existing RRE IDs. The new
TPA RRE may update and delete records previously submitted by the former TPA RRE
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under a different RRE ID as long as the key fields for the MSP occurrences match. The
RRE IDs do not need to match. The former RRE must NOT delete previously submitted
and accepted records. If the coverage previously reported has ended, then update
transactions should be sent with applicable Termination Dates. The new RRE may send
add transactions for new coverage information or update transactions to change existing
records with new information such as the new Insurer/TPA TIN. Please see Section
7.2.6.1 for more information on submitting add and update transactions.

If an RRE is changing reporting agents, the new agent should continue to submit files
under the RRE’s existing RRE ID(s). Again, the BCRC cannot supply a file of previously
submitted and accepted records for the RRE IDs. It is the RRE’s responsibility to
coordinate the transition of reporting from the former agent to the new agent. Individuals
from the new reporting agent should be given access to the RRE ID on the Section 111
COBSW (http://www.section111.cms.hhs.gov/). This can be done by the Account
Manager for the RRE ID by using the Designee Maintenance action off the RRE Listing
page and inviting these individuals as Account Designees. The new agent may then use
their COBSW login ID for access to the RRE ID on the COBSW as well as for the
HTTPS and SFTP file transmission methods. The Account Manager should remove any
Account Designees associated with the former agent from their RRE 1D account on the
COBSW.

If you have questions regarding your specific circumstances related to ceasing or
transitioning reporting, please contact your EDI Representative.

Changing RRE Information

After registration is completed on the Section 111 COBSW, your Account Manager may
update certain information related to the RRE profile. After logging on to the COBSW
(http://www.section111.cms.hhs.gov), Account Managers may use the RRE Information
action off the RRE Listing page to update the RRE name, address and telephone
information. Changes to other information such as reporting agent, file transmission
method or TIN associated with the RRE ID must be requested through your EDI
Representative. You must also contact your EDI Representative to change your
Authorized Representative or Account Manager to a different individual.

Note that all users of the COBSW may update their own personal information associated
with their login ID, such as e-mail address or phone number, after logging on to the site.

7.1.7 File Submission Timeframes

An RRE is to submit the MSP Input File on a quarterly basis during its assigned file
submission timeframe. You will receive your file submission timeframe assignment on
your profile report which is sent after the BCRC has processed your Section 111
registration. It also is displayed on the RRE Listing page after logging on to the Section
111 COBSW. Each 3-month calendar quarter of the year has been divided into 12
submission periods as shown in the chart below. For example, if you have been assigned
to Group 7, you will submit your MSP Input and associated TIN Reference File between
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the 15th and 21st day of the second month of each calendar year quarter; February 15th
and February 21st for the first quarter, May 15th and May 21st for the second quarter,
August 15th and August 21st for the third quarter and November 15th and November
21st for the fourth quarter of each year.

Note: Your MSP Input File receipt date will be set by the BCRC system when the batch
cycle runs. The BCRC batch cycle runs nightly Monday-Friday, except holidays. RRES
must send their files as close to the first day of their submission timeframe as possible in
order to have the file receipt date fall within their submission timeframe. For example, if
you submit a file on a Saturday, the BCRC system will not mark the receipt date until the
BCRC batch cycle runs on Monday night. In addition, if the batch cycle runs past
midnight, your file receipt date might not be set until Tuesday. The seven-day submission
window is provided to account for this delay between file transmission and receipt date
determination. It is not intended to allow you more time to submit your file. You should
be ready to transmit your files to the BCRC on the first day of your submission
timeframe to be compliant with Section 111 reporting requirements. Please see Table 7-2.

TIN Reference Files may be sent as often as needed at any time during a calendar quarter.
Many RREs choose to submit a TIN Reference File with every MSP Input File
submission. Since information from the TIN Reference File is needed for successful
processing of the MSP Input File, your TIN Reference File must be submitted and
successfully processed before or at the same time as your MSP Input File.

There is no submission timeframe associated with Query Only or Non-MSP Input Files.
You may start sending the Query Only Input File on a quarterly basis and the Non-MSP
Input File as frequently as monthly, after your production live date, on any day of the
month.

Table 7-2: Quarterly MSP Input File Submission Timeframes

Dates 1st Month 2nd Month | 3rd Month
01 - 07 Group 1 Group 5 Group 9
08 - 14 Group 2 Group 6 Group 10
15-21 Group 3 Group 7 Group 11
22 - 28 Group 4 Group 8 Group 12

7.2 MSP Input File Requirements
7.2.1 Overview

The MSP Input File is the data set transmitted from a Section 111 GHP responsible
reporting entity to CMS that is used to report information regarding Active Covered
Individuals who are Medicare beneficiaries. Please review Sections 7.1.2and 7.1.2.1
forinformation on the reporting using the definition of Active Covered Individuals and
the finder file approach. If using the definition of Active Covered Individuals to report,
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you must include information about all Active Covered Individuals who are at least 45
years of age and older. You must also include information on Active Covered Individuals
you know or should know to be Medicare beneficiaries and those being treated for End
Stage Renal Disease (ESRD). Some of the individuals on this file will obviously not be
Medicare beneficiaries but CMS has determined that by using this age threshold,
information for the majority of Medicare beneficiaries will be captured. Note that the age
threshold was lowered to 45 from 55 effective January 1, 2011. If you are using the finder
file method, you must report on all Active Covered Individuals identified as Medicare
beneficiaries through the query process.

CMS uses the information in the MSP Input File to determine GHP coverage for
Medicare beneficiaries that is primary to Medicare, data which is then used for proper
claims payment. If your hospital/medical coverage for a Medicare beneficiary covered by
Parts A and/or B during the same time period is primary to Medicare, the BCRC sets up
what is known as an “MSP occurrence” on the Medicare Common Working File
(CWEF). In the case of prescription drug coverage primary to Medicare for a Medicare
beneficiary covered by Part D during the same time period, the MSP occurrence is
established on the Medicare Beneficiary Database (MBD). MSP occurrences have start
and end dates based on the beneficiary’s Medicare entitlement and enroliment and your
coverage dates. An MSP occurrence will have an open end date if both your coverage and
Medicare coverage are active. An end date is applied when either the GHP or Medicare
coverage ends. The BCRC collects other health insurance information for Medicare
beneficiaries from many sources so an MSP occurrence established from your data may
get changed as a result of information received from other sources at times. Hierarchy
rules the BCRC applies when processing data from different sources are described in
Section 7.2.8.3.

This file format requires you to initially send an “add” record for the first report of
coverage for an Active Covered Individual. If that record is accepted by CMS as
reflecting MSP (coverage primary to Medicare) then you only need to apply any changes
to that information in “update” or “delete” records going forward. If the record is not
accepted due to errors, you must correct it and resend. If the record is not accepted due
the individual not being a Medicare beneficiary, then you must continue to send current
information for the individual as an add record on all subsequent submissions until the
record is either accepted, the individual is no longer an Active Covered Individual or
your GHP coverage is terminated. Alternatively, you may monitor the Medicare status of
the individual using the query process and resend the associated MSP record when
Medicare entitlement is established or re-established.

An MSP Response File will be sent back to you by the BCRC for each MSP Input File
you send. This is the data set transmitted from BCRC to the GHP RRE after the
information supplied on the MSP Input File has been processed. It consists of the same
data elements in the Input File, with updates applied by the BCRC based on Medicare’s
information for that individual, disposition and error codes which let you know what we
did with the record, as well as applicable Medicare entitlement and enrollment
information.
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MSP Input, TIN Reference, MSP Response and TIN Reference Response Files and data
element specifications can be found in Appendix A.

All Section 111 GHP RREs, regardless of the reporting option chosen, must submit MSP
Input Files on a quarterly basis.

Note: On the MSP Input File, RREs are only to report individuals who have GHP
coverage based on their own or a family member’s current employment status or those
known to have ESRD. It is important that you do not submit information for those
covered by a retirement plan, where Medicare is the primary payer, on this file.

7.2.2 TIN Reference File

CMS uses IRS-assigned Tax Identification Numbers or TINs to identify insurers, TPAS
and employers. The TIN is the same as the Federal Employer ID Number, the FEIN or
EIN. The TIN Reference File is submitted with or prior to the MSP Input File so that
Insurer and Employer name and address information does not have to be repeated on
every MSP Input Record. The mailing address associated with each TIN on the TIN
Reference File should be the address to which health care insurance coordination of
benefits issues, claims payment issues and recovery demands should be directed.

The TIN Reference File may be submitted within your MSP Input File as a logically
separated file within the same physical file, or as a completely separate physical file. It
has its own header and trailer records. It must be sent prior to or at the same time as your
first MSP Input File.

The TIN Reference File is to be submitted with a record for each insurer and employer
TIN reported in Fields 21 and 22 of your MSP Input File. This includes all associated
insurer TINs submitted and a record for each employer group or other plan sponsor TIN
used. If the RRE is a TPA, then the TIN Reference File will contain records for all of its
TPA TINs used on the MSP Input File in Field 22 as well as records for each of its client
employer groups or other plan sponsors that are reported in Field 21 of the MSP Input
File. Any insurer/TPA or employer TIN submitted on an MSP Input record must be
included in the TIN Reference File in order for the MSP Input record to process. Every
TIN submitted in Field 21 or 22 on the MSP Input File must have an associated
record submitted for it on the TIN Reference File.

The TIN Reference File must contain only one record per unique TIN and TIN Indicator
combination. In most cases, a TIN has only one associated TIN Indicator (Field 8 of the
TIN Reference File). The valid values include I’ for an insurer/TPA TIN, ‘E’ for an
employer TIN, ‘S’ for other plan sponsor TIN (e.g., a union or health and welfare fund),
‘F’ for a Federal Employer TIN, and “Z’ for a TIN that reflects a foreign employer
without a valid TIN. In the case of an RRE that is a self-insured employer that
administers its own plan, the same TIN may represent the insurer and employer. In this
situation, two TIN Reference File records for the self-insured/self-administered employer
plan TIN should be submitted, one with a TIN Indicator of ‘I’ and the other with a TIN
Indicator of ‘E’, *S’, or ‘F’ depending on the type of plan sponsor.
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Note: Each Insurer/TPA TIN submitted in Field 22 of MSP Input File Detail
Records must have a matching TIN Reference File Detail Record with a TIN
Indicator of ‘I’. Each Employer TIN submitted in Field 21 of MSP Input File Detail
Records must have a matching TIN Reference File Detail Record with a TIN
Indicator of ‘E’, *S’, ‘F’, or “Z’. Failure to submit corresponding TIN Reference File
Records with appropriate TIN Indicators for Insurer/TPA and Employer TINs will
result in errors on MSP Response File records.

A submitted TIN Reference File will generate a corresponding TIN Response File. Errors
on TIN Reference File records will result in the rejection of subsequently processed MSP
Input File Detail Records that have matching TINs. Please refer to Section 7.2.2.2 for
more information. The TIN Reference File layout and field descriptions can be found
after the MSP Input File layout in Appendix A.

Note: You do not need to send a TIN Reference File with every MSP Input File
submission. After the initial TIN Reference File is processed, you only need to resend it
if you have changes or additions to make. Only new or changed TIN records need to be
included on subsequent submissions. However, many RREs choose to submit a full TIN
Reference File with each MSP Input File submission. All TINs will be verified so it is
imperative that accurate information be provided in the file.

Formatting Employer TIN Records
Employer TIN — TIN Indicator ‘E’

Under typical circumstances, TIN Reference File Detail Records submitted for
employer TINs will have an ‘E’ in the TIN Indicator. However there are several
special cases concerning the reporting of employer TINs described below.

Other Plan Sponsor TIN — TIN Indicator ‘S’

A plan sponsor TIN must be used in place of individual employer TINs in the case of
all multiple employer/multi-employer plans. RREs are not to report the individual
employer TINs in the case of a multiple employer/multi-employer plan, but instead
report the overall plan sponsor TIN (e.g., workers’ union or trade group). The plan
sponsor TIN should be entered in Field 21, Employer TIN, on each applicable MSP
Input File Detail Record for Active Covered Individuals covered by the multiple
employer/multi-employer plan. A corresponding TIN Reference File Detail Record
should be submitted with a value of *S’ in the TIN Indicator (Field 8), and the plan
sponsor’s TIN, name and address provided in Fields 1-7.

Note: The Commercial Repayment Center (CRC) directs GHP recovery demands to
the entity identified by the Employer TIN (Field 21). Therefore, in the case of a
multiple employer/multi-employer plan, the plan sponsor is responsible for
responding to Medicare for related recovery demands.
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Federal Employer TIN — TIN Indicator ‘F’

Employer TIN records submitted on the TIN Reference File that are associated with
Federal employer entities should be submitted with a value of ‘F’ in the TIN Indicator
(Field 8).

Note: If the Federal Employer is the Office of Personnel Management, please ensure
that the correct TIN is submitted in Field 21 (Employer TIN) on the MSP Input File
Detail Record so that the correct entity is established as the primary debtor.

Foreign Employer TIN — TIN Indicator ‘Z’

In certain rare circumstances, an RRE may be required to report records which reflect
coverage of an Active Covered Individual provided by a foreign employer that does
not have an IRS-assigned TIN. For example, the RRE may be a healthcare insurer
based in the US, the Active Covered Individual a US citizen entitled to Medicare who
works for an employer in Canada (may or may not reside in the US), and the
Canadian employer sponsors healthcare coverage for the employee through the US-
based insurer RRE under which the covered individual may be covered for healthcare
services provided in the US. The Canadian employer might not have a TIN and might
not have an address in the US.

In circumstances like these, the RRE must create a fake or “pseudo-TIN” for the
foreign employer and submit that in Field 21 of the applicable MSP Input File Detail
Records. A pseudo-TIN is a 9-digit number made up by the RRE to represent an
employer in lieu of a valid employer TIN. Pseudo-TINs must be unique within RRE
ID. A TIN Reference File Detail Record must also be submitted for the foreign
employer with the pseudo-TIN in Field 1 and a value of *Z’ in the TIN Indicator
(Field 8). If the employer does not have an address in the US, then use the Foreign
Employer Address Fields described below.

Foreign Employer Address Fields

To accommodate reporting of foreign employers with no US address, a set of address
fields is provided on the TIN Reference File Detail Record, the Foreign Employer
Address Lines 1-4 (Fields 15-18). Since there are numerous differences in the format
of international addresses, these text fields are 32 bytes each and the RRE may
provide the address using these fields in a “free form” manner of their choosing as
long as at least the first address line Field 15 is supplied. Components of the address
(e.q., street, city) should be separated by spaces.

The Foreign Employer Address Line fields may only be used on TIN Reference File
Detail Records with a TIN Indicator of ‘E’, ‘S’, or “Z’. A value of ‘FC’ must be
submitted in the State Code Field 6 of the record to indicate that a foreign address is
being supplied in Fields 15-18. When the State Code in Field 6 is equal to ‘FC’, then
some non-blank values must be supplied in Foreign Employer Address Line 1 (Field
15) and spaces must be submitted in Fields 3, 4, 5 and 7.
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Formatting Insurer/TPA TIN Records
Insurer/TPA Addresses

Most often only one address is needed for a given Insurer/TPA TIN. However, an
RRE can have more than one TIN. For example, an insurer or TPA may have claims
operations defined for various regions of the country. Because they are separate
business operations, each could have its own TIN, and each TIN may be associated
with a distinct business mailing address. This mailing address will help CMS and
others to direct correspondence to the most appropriate contact for the GHP RRE. If
the RRE has more than one TIN, you may choose to report all records under one
primary Insurer/TPA TIN or use different TINs on different records with different
addresses as you see fit.

The Insurer/TPA name and address provided in Fields 2-7 of the TIN Reference File
will be used for contact regarding claims payment, coordination of benefit issues, and
to send a courtesy copy of the recovery demand package to the RRE if applicable.
This address is posted to MSP occurrences on CWF and made available to providers
and suppliers who erroneously submit claims to Medicare as the primary payer
instead of secondary.

If the RRE wishes to provide a different address for the recovery demand
information, then Fields 9-14 (Insurer/TPA Demand Mailing Name and Address)
may be used. These fields are optional. If left blank, then CMS will only use Fields 2-
7 to contact the RRE. If Fields 9-14 are supplied, then Fields 2-7 will be used to
contact the RRE for claim payment and coordination of benefits issues and Fields 9-
14 will be used by the CRC to contact the RRE regarding recovery demand issues.
Fields 2-7 are always required. Fields 9-14 are optional but may only be supplied on
TIN Reference File Detail Records where the TIN Indicator is ‘I’. Fields 9-14 may
not be used on employer TIN Reference File Detail Records. Only one address is
allowed per unique employer TIN.

Again, the use of the Insurer/TPA Recovery Demand Mailing Name and Address is
optional. If not used, then leave the fields blank on all TIN Reference File Records.

Changing TINs or TIN Addresses

If an RRE wishes to change the name and/or address associated with an Insurer/TPA or
Employer TIN, then two actions must be taken. First, a new TIN Reference File must be
submitted with the new address supplied on the applicable TIN Reference File Detail
Record. Second, all the MSP Input File Detail Records previously submitted with the
associated TIN that received an ”01° disposition code must be resubmitted as update
transactions in order to associate the new address with the TIN on the MSP occurrence.
This will insure that the new address is posted to the MSP occurrence and passed to other
Medicare contractors for claims processing. These updates are to be made with your
regular quarterly file submission unless otherwise instructed by your EDI Representative.

7-22



GHP User Guide Chapter 7: GHP Mandatory Reporting Requirements

Note: The most recent name and address submitted on a TIN Reference File Detail
Record will always be used for communications related to recovery demand activity,
even if the RRE did not resubmit related MSP Input File Detail Records with the TIN
record update.

7.2.2.1 TIN Validation

An employer/other plan sponsor TIN in Field 21 of the MSP Input File Detail
Record must match a TIN on a current or previously submitted TIN Reference
File record. The TIN Reference File record must have a TIN Indicator of ‘E’, ‘F’,
‘S’,or‘Z’.

An insurer/TPA TIN in Field 22 of the MSP Input File Detail Record must match
a TIN on a current or previously submitted TIN Reference File record. The TIN
Reference File record must have a TIN Indicator of ‘I’.

All employer and insurer/TPA TINs submitted must be valid IRS-assigned tax
IDs (except for foreign employer pseudo-TINs). Only the TIN will be used in this
validation. The name and address do not have to match the name and address
associated with the TIN by the IRS.

No validation is done on RRE-assigned pseudo-TINs submitted for foreign
employers (TIN Indicator of *Z’) other than to check for a 9-digit number.

7.2.2.2 Address Validation and TIN Reference Response File

Basic TIN Reference File Field Validation

The BCRC will process TIN Reference Files submitted with MSP Input Files
first. RREs may also submit a TIN Reference File without submission of a MSP
Input File and the system will proceed with processing the TIN file in the next
scheduled batch cycle. There is no file submission timeframe associated with a
separately submitted TIN Reference File.

Basic field validations will be performed according to the field descriptions in the
TIN Reference File layouts in Appendix A.

Each insurer/TPA and employer TIN will be validated to ensure it is a valid IRS-
assigned tax ID. Only the TIN will be used in this validation. The name and
address do not have to match the name and address associated with the TIN by the
IRS.

If an error is found on an input TIN Reference File Detail Record during the basic
field validation step, the TIN record will be rejected and returned on the TIN
Reference Response File with a “TN’ disposition code and error codes specific to
the errors, as identified in Appendix D.

As with other Section 111 file processing, certain severe errors will be generated
and notification returned to RRESs via e-mail alerts for TIN Reference Files. These
include severe errors for missing header or trailer records, incorrectly formatted
header and trailer records, an invalid record count on the trailer, and empty files.
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Address Validation

e TIN Reference File records that pass the basic field validation edits will be further
processed by the BCRC using a postal software tool. This tool will be used to
validate and improve the deliverability of mailing addresses.

e Non-foreign addresses will be reformatted into the standardized format as
recommended by the U. S. Postal Service (USPS), so that they can be matched
against a database of valid, deliverable addresses. This will involve changes like
correcting misspellings, changing the order of the individual components of the
primary address line, and applying standard postal abbreviations such as RD for
“Road”.

e After the address is standardized, it will be matched to the postal database. This
matching will include Delivery Point Validation (DPV). If an address is matched
to one that is considered an undeliverable address, such as a vacant lot, the
address will not be considered valid.

e When a match to a deliverable address is confirmed, the address is considered a
valid address.

e The general return codes from the postal software will be translated into more
descriptive error codes that will indicate why the address failed to be validated in
this step. These errors include TN18 — TN29 as shown in Appendix D.

e Address validation will be applied to the following addresses on TIN Reference
input file records that have passed all the basic field validations:

e Insurer/TPA Address in TIN Reference File Fields 3 — 7 where the TIN
Indicator equals ‘I’

e Insurer/TPA Demand Address in TIN Reference File Fields 10-14 where
the TIN Indicator equals ‘I’

e Employer Address in TIN Reference File Fields 3 — 7 where the TIN
Indicator equals ‘E’, ‘F’, °S’, or “‘Z’ and the State code in Field 6 is not
equal to ‘FC’

e Foreign Employer Addresses, submitted on TIN records with a TIN Indicator of
‘E’, *S’, or “‘Z’ where the State code in Field 6 equals ‘FC’, will not be validated
in this step. Only the basic field validations will apply to the Foreign Employer
Address.

e Ifaninsurer/TPA TIN Reference File Detail Record (TIN Indicator of ‘I’) has
both an insurer/TPA “claims office” address in Fields 3-7 and an insurer/TPA
demand address in Fields 10-14, both addresses will be matched to the postal
database, even if the first fails, so that all address errors can be identified and
returned to the RRE on the corresponding TIN Reference Response File Detail
Record.

TIN Reference Response File

e TIN Reference Response Files will start with a header record, followed by detail
records for each submitted TIN Reference File Detail Record, and end with a
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trailer record containing a detail record count. Each record is a fixed length of 650
bytes. The file layout is shown in Appendix A.

e The TIN Reference Response File Detail Record will contain the submitted TIN,
a disposition (TIN Disp) code, ten error code fields, the submitted
insurer/TPA/employer mailing address, applied mailing address, submitted
insurer demand address, applied insurer demand address, submitted TIN indicator,
submitted foreign employer address, and indicators to show whether the system
applied changes to the mailing or insurer demand address fields.

e Ifa TIN Reference File Detail Record fails the TIN and/or TIN address
validation, it will be rejected and a corresponding TIN Reference Response File
Detail Record returned with:

e Avalue of “TN’ in the TIN Disp Code (Field 29)
e Associated errors in the TIN Error Code 1-10 (Fields 30 — 39)

e TIN Reference File name and addresses in the corresponding submitted
name and address fields (Fields 2 — 7, 14 — 19, 25 - 28)

e Spaces in the applied addresses (Fields 8 — 12, 20 — 24)

e TIN Indicator provided in the input record in the Submitted TIN Indicator
(Field 13)

e Spaces in the Mailing Address Change Flag (Field 40) and Demand
Address Change Flag (Field 41)

e Ifa TIN Reference File Detail Record passes the TIN and TIN address validation,
it will be accepted and a TIN Reference Response File Detail Record returned
with:

e Avalue of ‘01’ in the TIN Disp Code (Field 29)
e Spaces in the TIN Error Code 1-10 (Fields 30 — 39)

e TIN Reference File name and addresses in the corresponding submitted
name and address fields (Fields 2 - 7, 14 — 19, 25 - 28)

e TIN Indicator provided in the input record in the Submitted TIN Indicator
(Field 13)

e Addresses the BCRC will use for subsequent processing in the
corresponding applied addresses (Fields 8 — 12, 20 — 24)

e If the applied address for the insurer/TPA or employer (Fields 8 — 12) is
different from the submitted address (Fields 3 — 7), the Mailing Address
Change Flag (Field 40) will be set to “Y’. If they are the same, Field 40
will be set to *N’.

o If the applied Insurer/TPA Demand Address (Fields 20 — 24) is different
from the Submitted Insurer/TPA and Demand Address (Fields 15 — 19) the
Demand Address Change Flag (Field 41) will be set to *Y”. If they are the
same, Field 41 will be set to *N’.

o If there was a TIN Reference File Detail Record previously submitted that
matches the TIN and TIN Indicator of the new TIN Reference File Detail Record
being processed, the new record will overlay the prior record on the COB
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database and the new record will be used for subsequent MSP Input File
processing, regardless of the TIN Disp Code returned. New TIN records in error
can replace previously existing TIN records that were determined to be valid.
Errors on TIN Reference File records will result in rejection of subsequently
processed MSP Input File Detail Records with matching insurer/TPA or
employer TINs. TIN records returned with errors must be corrected and
resubmitted in order for the corresponding MSP records to process correctly.

TIN Reference Response Files will be created for both test and production TIN
Reference File submissions.

E-mail notifications will be sent to the Account Manager for the RRE ID when a
response file has been transmitted or is available for download.

RREs are encouraged, but not required, to update their internal systems with the
applied address fields returned.

Processing TINs on the MSP Input File

The Insurer/TPA TIN (MSP Input Field 22) and Employer TIN (MSP Input Field
21) will be matched to the COB database table of valid, accepted TIN Reference
File records submitted by the RRE.

If a match is found, the TIN information will be used in creation of MSP
occurrences and subsequent Medicare claims processing and recovery processing
at the CRC.

If a match is not found to a valid TIN record, the MSP Input File Detail Record
will be rejected and returned on the MSP Response File with an “‘SP’ disposition
code and an error code indicating that a valid TIN record could not be found.
These errors will be specific to insurer/TPA TIN (SPT1) and employer TIN
(SPTO) but will not provide information as to why the TIN record was rejected.
RREs will have to refer to the errors returned on their TIN Reference
Response Files to determine what caused the matching TIN record to be rejected.
It will be necessary for an RRE to resubmit corrected TIN Reference File records,
along with resubmitting the corresponding MSP Input File Detail Records that
were rejected, in their next file submission or as instructed by their EDI
Representative.

RREs are encouraged to pre-validate employer and insurer/TPA addresses using postal
software or online tools available on the USPS website pages such as
https://tools.usps.com/go/ZipLookupAction'input.action. RREs should use standard

abbreviations and adhere to USPS standards. The address validation enhancements
effective in the BCRC Section 111 system will “scrub’ addresses submitted on the TIN
Reference File using USPS standards but it is recommended that RREs attempt to adhere
to these standards as well to improve results.
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7.2.3 Record Matching Criteria
7.2.3.1 Individuals

To determine whether an individual is a Medicare beneficiary the BCRC must match
your data to Medicare’s. This matching can be done using either an individual’s Medicare
Health Insurance Claim Number, the HICN (commonly referred to as the Medicare 1D
number) or by using an individual’s Social Security Number (SSN). The Medicare HICN
is preferred and once the HICN is returned on a response file, the RRE is required to use
it on all subsequent transactions. To determine whether an individual is a Medicare
beneficiary you must send either a HICN or an SSN as part of the individual’s record in
the MSP Input File or the Query Only Input File. For matching an individual to determine
if they are a Medicare beneficiary the BCRC uses:

e HICN or SSN

e First initial of the first name

e First 6 characters of the last name
e Date of birth (DOB)

e Gender (Sex).

First the BCRC must find an exact match on the HICN or SSN. Then at least three out of
the four remaining criteria must be matched exactly. If a match is found, you will always
be returned the correct HICN to use going forward on all update and delete transactions.
You must store this HICN on your internal files and are required to use it on future
transactions.

Note that MSP Input File Detail Records submitted for individuals under age 45 must
include the HICN for that individual. See the description for error code SP99 in
Appendix D. No matching will be done on an MSP Input File Detail Record, for an
individual under age 45, if the HICN is not submitted. However, Query Input File Detail
Records may be submitted with only the individual’s SSN, regardless of their age, and
the system will proceed with the matching process and return a HICN on the Query
Response File Detail Record if a match is found.

Also note that if an RRE submits both the SSN and HICN on an MSP Input File Detail
Record or a query record, the system will only use the HICN for matching purposes and
the SSN will be ignored. The system will attempt to match the HICN to any previously
assigned HICN for the individual, since HICNs can change or be reassigned by SSA, but
if no match is found using the HICN it will not then make a second attempt to match
using the SSN provided.
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7.2.3.2 MSP Occurrences

MSP occurrences created and stored by the BCRC for Medicare claims processing are
keyed by:

e HICN

e MSP Effective Date

e Insurance Coverage Type (hospital, medical, drug, etc.)

e Patient Relationship Code (self, spouse, dependent, etc.)

e MSP Type (reason coverage is primary — working aged, ESRD, disability, etc.)

The BCRC will use this criterion for subsequent update and delete transactions you send.
You should save the MSP Effective Date returned to you on the response files in your
internal files so it can be used for claims processing. The Insurance Coverage Type is
what you provide on your MSP Input File. The MSP Type is generated by the BCRC and
depends on the reason the beneficiary is entitled to Medicare and why the GHP coverage
is primary. You must send the HICN that the BCRC sends back on the MSP Response
File on all subsequent MSP Input File update and delete transactions.

Note: Since Medicare often determines entitlement/eligibility in advance, MSP Effective
Dates returned may be future-dated.

7.2.4 Small Employer Exception (SEE)

If an employer, having fewer than 20 full and/or part-time employees, sponsors or
contributes to a single-employer GHP, the MSP rules applicable to individuals entitled to
Medicare on the basis of age do not apply to such individuals. However, if such an
employer participates in a multiple employer or multi-employer GHP and at least one
participating employer has at least 20 full and/or part-time employees, these MSP rules
apply to all individuals entitled to Medicare on the basis of age, including those
associated with the employer having fewer than 20 employees. The law provides that a
multi-employer GHP may be granted an exception with respect to certain individuals
entitled to Medicare on the basis of age and who are covered as a named insured or
spouse (covered individual) of an employer with fewer than 20 full and/or part-time
employees.

In order for an MSP SEE to exist, the multi-employer GHP must request, and the CMS
BCRC must approve, the exception to the Working-Aged MSP rules. An approved
exception will apply only with respect to the specifically named and approved
beneficiaries associated with a specifically named employer participant in a specifically
identified multi-employer plan. This exception applies only to individuals entitled to
Medicare on the basis of age. All approvals are prospective. To request Medicare
approval of a SEE, the multi-employer GHP must submit a written request, with all
required supporting documents, to the CMS’ BCRC stating that the plan seeks to elect
Medicare as the primary payer for identified beneficiaries who are associated with
identified employers that participate in the specific multi-employer plan.

7-28



GHP User Guide Chapter 7: GHP Mandatory Reporting Requirements

For the purposes of requesting the SEE, the term multi-employer GHP shall mean any
trust, plan, association or any other arrangement made by one or more employers to
contribute, sponsor, directly provide health benefits, or facilitate directly or indirectly the
acquisition of health insurance by an employer member. (If such facilitation exists, the
employer is considered to be a participant in a multi-employer GHP even if it has
separate contract with an insurer.) However, the GHP can, by agreement or otherwise,
delegate the responsibility for requesting the SEE to the insurer.

Multi-Employer GHPs & Medicare Entitlement Based Upon Disability or ESRD:

If an employer participates in a multi-employer GHP and at least one participating
employer has at least 100 full and/or part-time employees, the MSP rules apply to all
individuals entitled to Medicare on the basis of disability, including those associated with
the employer having fewer than 100 full and/or part-time employees.

There are no exclusions to the MSP rules based upon employer size where Medicare
entitlement is based upon ESRD/permanent kidney failure.

GHP RRE Section 111 Reporting with Respect to the SEE:

e The multi-employer GHP or insurer must submit the SEE request for each
applicable covered individual and employer to the BCRC. If the BCRC approves
the request, the start and end dates for the SEE are recorded in the BCRC database
by covered individual (HICN) and employer (EIN) along with the associated start
and end dates for the SEE.

e If reporting on an Active Covered Individual for whom a SEE has been granted,
place the individual’s HICN in MSP Input File Field 32, Small Employer
Exception HICN. If the BCRC can match this to its records, then the insurance
effective date from the submitted MSP Input File record will be compared to the
SEE start and end dates.

Note: The BCRC will not check its database for a SEE unless the RRE submits
the individual’s HICN in the SEE HICN field. If that field is not populated, the
record will not be compared to the database of approved SEE periods and instead
be treated as though no SEE has been approved for that individual and employer.

e If the insurance coverage period is entirely within the SEE start and end dates, no
working-aged MSP occurrence will be created and the coverage will not be
considered primary to Medicare. A disposition code of ‘BY’ (bypassed) and a
SEE Response Code (Field 81) of ‘SA’ (SEE Accepted) will be returned on the
MSP Response File.

e If the insurance effective date is prior to the SEE start date, an MSP occurrence
will be generated if the individual was covered by Medicare for that period. The
MSP Effective Date will be set as the insurance effective date submitted on the
MSP Input File. The MSP Termination Date will be 1 calendar day prior to the
SEE start date. The appropriate disposition code for the updated record and a SEE
Response Code of ‘SP’ (SEE Partial) will be returned on the MSP Response File
record.
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o If the insurance effective date is within the SEE effective period and the insurance
end date is after the close of the SEE effective period, the MSP Effective Date
will be set to 1 calendar day after the SEE termination date. The appropriate
disposition code for the updated record and a SEE Response Code of ‘SP’ (SEE
Partial) will be returned on the MSP Response File record.

e |f an MSP occurrence is created because the insurance coverage period is outside
of the SEE effective period, the appropriate disposition code for the updated
record and a SEE Response Code of ‘SN’ (SEE Not Applicable) will be returned
on the MSP Response File record.

e |If a SEE match is not found, an MSP occurrence will be generated if applicable.
A SEE Response of ‘SN’ (SEE Not Applicable) will be returned to the submitter
indicating that the SEE HICN was not found. This will give the submitter the
opportunity to advise the multi-employer plan that CMS has no record of an
approved SEE. The plan may then, if it wishes to do so, request a SEE.

e Itisthe RRE’s responsibility to correct records that result in MSP occurrences
that overlap a SEE effective period. This could happen if the RRE failed to submit
the SEE HICN (Field 32) on the MSP Input File Detail Record or if the SEE was
approved subsequent to the MSP Input File submission with a retroactive SEE
start date. To correct the record, the RRE must submit a delete transaction that
matches the previously submitted and accepted add transaction (response returned
with an ‘01’ disposition code) followed by an add transaction with the SEE HICN
supplied in Field 32 for reconsideration of MSP by the BCRC.

Please refer to the Small Employer Exception page at
http://www.cms.qgov/Medicare/Coordination-of-Benefits-and-
Recovery/EmployerServices/Small-Employer-Exception.html on the CMS website for
more information on applying for a SEE.

7.2.5 Initial MSP Input File Submission

To begin reporting for Section 111, you must create and send a file that contains
information for all Active Covered Individuals (or Active Covered Individuals who are
identified to be Medicare beneficiaries through the query process) who were enrolled in
your plan as of January 1, 2009 and subsequent. Information must be supplied for
individuals whose GHP coverage effective date was prior to January 1, 2009 if that
coverage was still in effect as of January 1, 2009. Information must be supplied for
individuals who had active coverage at that time even if it has since been terminated.
Information must be supplied for individuals who have enrolled in your plan(s)
subsequent to January 1, 2009 even if their coverage has since been terminated.
Information must also be supplied for individuals who are currently enrolled at the time
of the report.

At least one record is to be supplied for each individual who qualifies as an Active
Covered Individual, including the subscriber, the subscriber’s spouse, and every other
dependent that fits the definition of an Active Covered Individual. If an individual had
multiple periods of coverage during this timeframe, multiple records must be submitted
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with the applicable Effective and Termination (end) Dates (Fields 10 and 11). The
Effective Date should reflect when the coverage was initially effective even if that
occurred prior to January 1, 2009. If the coverage is current and open at the time of the
report, the record should reflect an open-ended coverage by putting zeroes in the
Termination Date (Field 11). Termination Dates should only be supplied when the actual
coverage reported has ended. (Note: The date submitted in the Coverage Termination
Date (Field 11) should be the last day that the Active Covered Individual is covered
through a GHP due to current employment (with the exception of situations involving
ESRD). Please see Section 7.2.6.1 How to Report a Coverage Termination Date for
Active Covered Individuals for additional information. Yearly renewals of the same
coverage are not to be reported as separate records. If the coverage remains the same
from year to year, a new record does not need to be reported since the previous report
should have had an open-ended Termination Date.

Your initial MSP Input File will obviously be larger than your subsequent update files
since it will contain the entire population of your Active Covered Individuals for whom
you must report. All records on your initial file will be “add” records and have a value of
zero (‘0%) in the Transaction Type (Field 7).

When you register for Section 111 reporting, you will be assigned a production live date
and a 7-day window for your quarterly file submission. The production live date is the
first day of your first quarterly submission timeframe and your initial MSP Input File
must be received inside that 7 day window.

You must submit a TIN Reference File prior to or with your initial MSP Input File
submission.

7.2.6 Quarterly Update MSP Input File Submissions

Each subsequent quarter after your initial MSP Input File submission, you must send an
update MSP Input File to reflect any changes from the last submission, including new
enrollees (subscribers and dependents) who are Active Covered Individuals, existing
subscribers and dependents who are now Active Covered Individuals, changes to
previously submitted records, corrections to previously submitted records, and updates to
report on a coverage termination date.

Note that you may not have reported on an individual in your plan(s) previously since
they were not an Active Covered Individual at that time. Each quarter you must check to
see if they now fit that definition (i.e., have reached the age threshold, diagnosed with
ESRD, been identified as a Medicare beneficiary though the query process, etc.) and send
them on your quarterly update file.

If you are reporting any new TINs on your MSP Input File, submit a TIN Reference File
with records for each new TIN with your update MSP Input File submission.

If you have nothing to report for a given quarter, you may either submit an “empty file”
with a header record, no detail records and a trailer record with a zero record count or
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submit no file at all. Empty files are not required. If an empty file is submitted, you will
not receive an MSP Response File.

7.2.6.1 Add, Delete, Update Transactions
Add Transactions

An “add” record or transaction is defined with a *0’ (zero) in the Transaction Type
(Field 7). An add is a new record of coverage information that the BCRC has not
posted to the Medicare CWF or MBD as an MSP occurrence. Records accepted and
added as an MSP occurrence to the CWF or MBD receive a ‘01’ disposition code in
your MSP Response File you receive back from the BCRC. An add transaction could
be a record never sent before or a record that was sent before but not accepted due to
errors or the individual not being a Medicare beneficiary during the GHP coverage
period at the time of processing.

Example: Mr. John X. Smith has not yet been included on an MSP Input File.
Although he had health insurance as a covered benefit through his employer, Mr.
Smith was not yet 45years of age. Mr. Smith reaches age 45. Consequently, in the
next quarterly update MSP Input File, a record for Mr. Smith is sent as an add
transaction if he was still covered under the plan after age 45. Note that as an
alternative, the RRE may submit a query record for Mr. Smith and determine whether
to include him on the MSP Input File based on whether his information was matched
to a Medicare beneficiary or not.

Example: Information about Mr. John Jones, an Active Covered Individual, was
included on a previous MSP Input File as an add transaction, but the record did not
include enough of Mr. Jones’ required personal identification data elements. The
BCRC could not determine whether the name and SSN submitted belonged to a
Medicare beneficiary, and so this attempt to add Mr. Jones was rejected. With the
next quarterly update MSP Input File, an add transaction is sent with complete
personal identification data elements for Mr. John Jones. The record now includes
enough information for the BCRC to confirm that he is a beneficiary and is accepted.

Note: If rejected again, the record must continue to be sent as an add transaction (or
re-queried using the finder file method) until you receive a response file from the
BCRC indicating the individual is a Medicare beneficiary and an MSP occurrence
was posted, until the individual no longer satisfies the definition of an Active Covered
Individual, or the individual is no longer covered by the plan.

Update Transactions

An “update” record or transaction is defined with a ‘2’ in the Transaction Type (Field
7). An update transaction is sent when you need to change information on a record
previously accepted and added as an MSP occurrence to the Medicare CWF or MBD
by the BCRC for which you received a ‘01’ disposition code in your MSP Response
File. An update is only to be used if the record was previously accepted with a ‘01’
disposition code. If a record with coverage that needs to be reported has not yet been
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accepted with a *01’ disposition code, it must be submitted as an add transaction.
Please see the information on disposition codes in Section 7.2.8.

To successfully update a previously added record, the BCRC must be able to match
on the key fields of the MSP occurrence. Please refer to the Record Matching Criteria
in Section 7.2.3 of this guide. The BCRC will use this criterion for update and delete
transactions you send. You must save the HICN returned to you on the response files
in your internal file so it can be used in subsequent update and delete transactions.
Report the actual GHP effective date for the individual. The BCRC will make the
necessary calculations to match to the GHP effective date to the effective date of the
corresponding MSP occurrence.

Example: In January, an add transaction was sent for an Active Covered Individual
identified as a Medicare beneficiary, and a MSP occurrence was created and posted
for the individual by the BCRC. Subsequently, the individual stopped working and
retired. His last day of employment was July 15th. On the next quarterly update MSP
Input File, an update transaction is sent with July 15th in the termination date (i.e., the
last day of current employment). The BCRC updates the MSP occurrence previously
posted with this termination date which will result in an indication that Medicare is
the primary payer subsequent to July 15th. Note that an update record is sent to report
the termination date, not a delete record.

Delete Transactions

A “delete” record or transaction is defined with a 1’ in the Transaction Type (Field
7). A delete transaction is sent to remove an erroneous MSP occurrence previously
posted to the CWF or MBD by the BCRC. Records accepted and added as a MSP
occurrence to the CWF or MBD receive a ‘01’ disposition code in your MSP
Response File you receive back from the BCRC. If your add transaction did not result
in a ‘01’ disposition code, there’s no need to delete it even if it was previously sent in
error.

To successfully delete a previously added record, the BCRC must match on the key
fields of the MSP occurrence. Please refer to the Record Matching Criteria section in
Section 7.2.3 of this guide. The BCRC will use this criterion for update and delete
transactions you send. You must save the HICN returned to you on the response files
in your internal system and use it in subsequent update and delete transactions to
assure a match. Aside from the transaction type and possibly the HICN (if it wasn’t
supplied on the original add record), a delete transaction should be submitted with the
same values in other fields that were submitted on the original.

Example: A record was previously sent to the BCRC and an MSP occurrence posted
indicating that a GHP was a primary payer based on the individual’s current
employment status. Subsequently, it is discovered that the individual was not
employed and that Medicare should have been the primary payer. The original record
was sent and posted in error. A delete transaction is sent on the next quarterly update
MSP Input File and the BCRC removes the MSP occurrence from the CWF or MBD.
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Note: Delete transaction only need to be submitted for records that resulted in a ‘01’
disposition code on a previous corresponding response file record. If the record was
not returned with a ‘01’ then an MSP occurrence was not created and there is nothing
to delete from Medicare’s files. In addition, deletes are only to be used to remove an
MSP occurrence created in error. Please review the following information concerning
reporting Termination Dates, correcting and changing information carefully.

How to Report a Coverage Termination Date for Active Covered Individuals

The Coverage Termination Date is the last day that the Active Covered Individual is
covered through a GHP due to current employment (with the exception of situations
involving ESRD). Even though GHP coverage may continue past their last day of
employment, (e.g., the covered individual stops working mid-month but retains
coverage until the end of the month), the submitted coverage termination date should
be the last day that the Active Covered Individual was employed). Medicare becomes
primary payer once current employment ends.

Example #1:

Covered individual retires on June 10, 2013 but retains GHP coverage until June 30,
2013. The RRE must submit the last day of current employment (June 10, 2013) in
the Coverage Termination Date (Field 11). Do not submit the day after the last
date th