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Format for RFP-MQD-2021-012 
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Dental TPA RFP Notice of Intent to Propose  
 

RFP Number and Title:                 RFP-MQD-2021-012 
 
Offeror Name:  

   
 

Name and Title of the Authorized 
Individual:       

 

 

Signature and Date: 

   
 

                                             

List up to five (5) Dental TPA contact person(s) who can upload, revise or edit the Mandatory and 
Technical proposals in the DHS proposal designated electronic submission site.  DHS will provide the 
submission site address to these five (5) staff no later than ten (10) calendar days before the proposal 
due date as described in Section 1.5.  

 First Name, Last 
Name 

Title E-mail Address Contact Phone 
Number 

1     

2  
 

   

3  
 

   

4  
 

   

5  
 

   

 
 

 



Appendix C – Proposal Forms (14 documents) 
 

(01) Proposal Application Identification Form (SPO-H 200) 
(02) State of Hawaii DHS Proposal Letter 
(03) Certification for Contracts, Grants, Loans and Cooperative 

Agreements Form 
(04) Disclosure Statement (CMS Required) 
(05) Disclosure Statement (Related Party Transactions and 

Attestation) 
(06) Disclosure Statement (Ownership) 
(07) Financial Reporting Guide Forms (Organization Structure and 

Financial Planning) 
(08) Controlling Interest Form 
(09) Background Check Information 
(10) Operational Certification Submission Form 
(11) Grievance System Form 
(12) Insurance Requirements Certification Form 
(13) Wage Certification Form 
(14) Provider’s Standards of Conduct Declaration 



SPO-H 200 (Rev.9/06) 

STATE OF HAWAII 

STATE PROCUREMENT OFFICE 

PROPOSAL APPLICATION IDENTIFICATION FORM 

STATE AGENCY ISSUING RFP:        

RFP NUMBER:        

RFP TITLE:        

Check one:  

 Initial Proposal Application   

 Final Revised Proposal (Completed Items       -       only) 
 

1. APPLICANT INFORMATION 

Legal Name: 

       
Doing Business As: 

      
 

Contact person for matters involving this application:  

Name: 

       

Title: 

      

Phone Number: 

      
Fax Number:  

      

e-mail: 

      

Street Address: 

      

Mailing Address: 

      

2. BUSINESS INFORMATION 

Type of Business Entity (check one):  

  Non-Profit Corporation 

  For-Profit Corporation 

  Limited Liability Company 

  Partnership 

  Sole Proprietorship 

 

If applicable, state of incorporation and date incorporated:  

State:        Date:       

3. PROPOSAL INFORMATION 

Geographic area(s): 

      

Target group(s): 

      

4. FUNDING REQUEST 

FY               FY               

FY               FY               

FY               FY               

     Grand Total        

 

I certify that the information provided above is to the best of my knowledge true and correct. 

            

   Authorized Representative Signature  Date Signed  

   
      

 

   Name and Title  
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STATE OF HAWAII 

Department of Human Services 

PROPOSAL LETTER 

 

 

We propose to furnish and deliver any and all of the deliverables and services 

named in the attached Request for Proposal for D e n t a l  T P A .  The 

administrative rates offered herein shall apply for the period of time stated in said 

RFP. 

 

It is understood that this proposal constitutes an offer and when signed by 

the authorized State of Hawaii official will, with the RFP and any amendments 

thereto, constitute a valid and legal contract between the undersigned applicant and 

the State of Hawaii. 

 

It is understood and agreed that we have read the State's specifications 

described in the RFP and that this proposal is made in accordance with the provisions 

of such specifications. By signing this proposal, we guarantee and certify that all 

items included in this proposal meet or exceed any and all such State specifications.  

 

We agree, if awarded the contract, to deliver goods or services which meet or 

exceed the specifications. 

 

 

 

 

 

 

_____________________________________________     ________________ 

      Authorized Applicant’s Signature/Corporate Seal                    Date  



CERTIFICATION FOR CONTRACTS, GRANTS, LOANS AND 
COOPERATIVE AGREEMENTS 

1. The undersigned certifies, to the best of his or her knowledge and belief, that no Federal
appropriated funds have been paid, by or on behalf of the undersigned, to any person for
influencing or attempting to influence on officer or employee of any agency, a Member of
Congress, an officer or employee of Congress, or an employee of a Member of Congress in
connection with the awarding of any Federal contract, the making of Federal grant, the making
of any Federal loan, the entering into of any cooperative Federal contract, grant, loan or
cooperative agreement.

2. If any funds other than Federal appropriated funds have been paid or will be paid to any person for
influencing or attempting to influence an officer or employee of any agency, a Member of
Congress, an officer or employee of Congress, or an employee of a Member of Congress in
connection with this Federal contract, grant, loan or cooperative agreement, the undersigned
shall complete and submit "Disclosure Form to Report Lobbying" in accordance with its
instructions.

3. This certification is a material representation of fact upon which reliance was placed when this
transaction was made or entered into. Submission of this certification is a prerequisite for making
or entering into this transaction imposed under 31 U.S.C. §1352. Any person who fails to file the
required certification shall be subject to a civil penalty of not less than $10,000.00 and not more
than $100,000.00 for such failure.

Applicant: 

Signature: 
Title: 
Date: 
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DISCLOSURE STATEMENT (CMS REQUIRED) 

DHS may refuse to enter into a contract and may suspend or terminate an existing contract, if the 
applicant fails to disclose ownership or controlling information and related party transaction as required by 
this policy. 

a) Disclosures in accordance with 42 CFR 455 Subpart B
§ 455.104
Disclosure by Medicaid providers and fiscal agents: Information on ownership and control.
(a) Who must provide disclosures. The Medicaid agency must obtain disclosures from disclosing entities,
fiscal agents, and managed care entities.
(b) What disclosures must be provided. The Medicaid agency must require that disclosing entities, fiscal
agents, and managed care entities provide the following disclosures:
(1) (i) The name and address of any person (individual or corporation) with an ownership or control
interest in the disclosing entity, fiscal agent, or managed care entity. The address for corporate entities
must include as applicable primary business address, every business location, and P.O. Box address.
(ii) Date of birth and Social Security Number (in the case of an individual).
(iii) Other tax identification number (in the case of a corporation) with an ownership or control interest in
the disclosing entity (or fiscal agent or managed care entity) or in any subcontractor in which the disclosing
entity (or fiscal agent or managed care entity) has a 5 percent or more interest.
(2) Whether the person (individual or corporation) with an ownership or control interest in the disclosing
entity (or fiscal agent or managed care entity) is related to another person with ownership or control
interest in the disclosing entity as a spouse, parent, child, or sibling; or whether the person (individual or
corporation) with an ownership or control interest in any subcontractor in which the disclosing entity (or
fiscal agent or managed care entity) has a 5 percent or more interest is related to another person with
ownership or control interest in the disclosing entity as a spouse, parent, child, or sibling.
(3) The name of any other disclosing entity (or fiscal agent or managed care entity) in which an owner of
the disclosing entity (or fiscal agent or managed care entity) has an ownership or control interest.
(4) The name, address, date of birth, and Social Security Number of any managing employee of the
disclosing entity (or fiscal agent or managed care entity).
(c) When the disclosures must be provided.
(1) Disclosures from providers or disclosing entities. Disclosure from any provider or disclosing entity is
due at any of the following times:
(i) Upon the provider or disclosing entity submitting the provider application.
(ii) Upon the provider or disclosing entity executing the provider agreement.
(iii) Upon request of the Medicaid agency during the re-validation of enrollment process under § 455.414.
(iv) Within 35 days after any change in ownership of the disclosing entity.
(2) Disclosures from fiscal agents. Disclosures from fiscal agents are due at any of the following times:
(i) Upon the fiscal agent submitting the proposal in accordance with the State's procurement process.
(ii) Upon the fiscal agent executing the contract with the State.
(iii) Upon renewal or extension of the contract.
(iv) Within 35 days after any change in ownership of the fiscal agent.
(3) Disclosures from managed care entities. Disclosures from managed care entities (MCOs, PIHPs, PAHPs,
and HIOs), except PCCMs are due at any of the following times:
(i) Upon the managed care entity submitting the proposal in accordance with the State's procurement
process.
(ii) Upon the managed care entity executing the contract with the State.
(iii) Upon renewal or extension of the contract.
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(iv) Within 35 days after any change in ownership of the managed care entity.
(d) To whom must the disclosures be provided. All disclosures must be provided to the Medicaid agency.
(e) Consequences for failure to provide required disclosures. Federal financial participation (FFP) is not
available in payments made to a disclosing entity that fails to disclose ownership or control information as
required by this section.

§ 455.105
Disclosure by providers: Information related to business transactions.
(a) Provider agreements. A Medicaid agency must enter into an agreement with each provider under
which the provider agrees to furnish to it or to the Secretary on request, information related to business
transactions in accordance with paragraph (b) of this section.
(b) Information that must be submitted. A provider must submit, within 35 days of the date on a request
by the Secretary or the Medicaid agency, full and complete information about—
(1) The ownership of any subcontractor with whom the provider has had business transactions totaling
more than $25,000 during the 12-month period ending on the date of the request; and
(2) Any significant business transactions between the provider and any wholly owned supplier, or between
the provider and any subcontractor, during the 5-year period ending on the date of the request.
(c) Denial of Federal financial participation (FFP). (1) FFP is not available in expenditures for services
furnished by providers who fail to comply with a request made by the Secretary or the Medicaid agency
under paragraph (b) of this section or under § 420.205 of this chapter (Medicare requirements for
disclosure).
(2) FFP will be denied in expenditures for services furnished during the period beginning on the day
following the date the information was due to the Secretary or the Medicaid agency and ending on the day
before the date on which the information was supplied.

§ 455.106
Disclosure by providers: Information on persons convicted of crimes.
(a) Information that must be disclosed. Before the Medicaid agency enters into or renews a provider
agreement, or at any time upon written request by the Medicaid agency, the provider must disclose to the
Medicaid agency the identity of any person who:
(1) Has ownership or control interest in the provider, or is an agent or managing employee of the provider;
and
(2) Has been convicted of a criminal offense related to that person's involvement in any program under
Medicare, Medicaid, or the title XX services program since the inception of those programs.
(b) Notification to Inspector General. (1) The Medicaid agency must notify the Inspector General of the
Department of any disclosures made under paragraph (a) of this section within 20 working days from the
date it receives the information.
(2) The agency must also promptly notify the Inspector General of the Department of any action it takes
on the provider's application for participation in the program.
(c) Denial or termination of provider participation. (1) The Medicaid agency may refuse to enter into or
renew an agreement with a provider if any person who has an ownership or control interest in the
provider, or who is an agent or managing employee of the provider, has been convicted of a criminal
offense related to that person's involvement in any program established under Medicare, Medicaid or the
title XX Services Program.
(2) The Medicaid agency may refuse to enter into or may terminate a provider agreement if it determines
that the provider did not fully and accurately make any disclosure required under paragraph (a) of this
section.
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b) Additional information which must be disclosed to DHS is as follows: 

 
1) Names and addresses of the Board of Directors of the disclosing entity. 

 
2) Name, title and amount of compensation paid annually (including bonuses and stock 

participation) to the ten (10) highest management personnel. 
 

3) Names and addresses of creditors whose loans or mortgages are secured by a five (5) percent 
or more interest in the assets of the disclosing entity. 

 
c) Additional Related Party Transactions which must be disclosed to DHS is as follows: 
 

1) Describe transactions between the disclosing entity and any related party in which a 
transaction or series or transactions during any one (1) fiscal year exceeds the lesser 
of $10,000 or two ( 2) percent o f t h e total operating expenses o f the disclosing entity.  
List property, goods, services, and facilities involved in detail.  Note the dollar 
amounts or other consideration for each item and the date of the transaction(s). Also 
include justification of the transaction(s) as to the reasonableness, potential adverse 
impact on the fiscal soundness of the disclosing entity, and the nature and extent of any 
conflict of interest.  This requirement includes, but is not limited to, the sale or 
exchange, or leasing of any property; and the furn ishing for consideration of goods, 
services or facilities. 
 

2) Describe all transactions between the disclosing entity and any related party which 
includes the lending of money, extensions of credit or any investments in a 
related party. This type of transaction requires advance administrative review by the 
Director before being made. 
 

3) As used in this section, "related party" means one that has the power to control or 
significantly influence the applicant, or one that is controlled or significantly influenced by 
the applicant.  "Related parties" include, but are no t limited to agents, managing 
employees, persons with an ownership or controlling interest in the disclosing entity, a n d  
t h e i r  i m m e d i a t e  f a m i l i e s , subcontractors, wholly-owned subsidiaries or suppliers, 
parent companies, sister companies , holding companies,  and  other  entities  controlled  or 
managed by any of such entities or persons. 

 
 
 
§ 455.101  
Definitions. 
Agent means any person who has been delegated the authority to obligate or act on behalf of a provider.  
 
Disclosing entity means a Medicaid provider (other than an individual practitioner or group of 
practitioners), or a fiscal agent.  
 
Other disclosing entity means any other Medicaid disclosing entity and any entity that does not participate 
in Medicaid, but is required to disclose certain ownership and control information because of participation 
in any of the programs established under title V, XVIII, or XX of the Act. This includes:  
(a) Any hospital, skilled nursing facility, home health agency, independent clinical laboratory, renal disease 
facility, rural health clinic, or health maintenance organization that participates in Medicare (title XVIII);  

Appendix C (04)

C (04) - 3



 

 

(b) Any Medicare intermediary or carrier; and  
(c) Any entity (other than an individual practitioner or group of practitioners) that furnishes, or arranges 
for the furnishing of, health-related services for which it claims payment under any plan or program 
established under title V or title XX of the Act.  
 
Fiscal agent means a contractor that processes or pays vendor claims on behalf of the Medicaid agency.  
 
Group of practitioners means two or more health care practitioners who practice their profession at a 
common location (whether or not they share common facilities, common supporting staff, or common 
equipment).  
 
Health insuring organization (HIO) has the meaning specified in § 438.2.  
 
Indirect ownership interest means an ownership interest in an entity that has an ownership interest in the 
disclosing entity. This term includes an ownership interest in any entity that has an indirect ownership 
interest in the disclosing entity.  
 
Managed care entity (MCE) means managed care organizations (MCOs), PIHPs, PAHPs, PCCMs, and HIOs.  
 
Managing employee means a general manager, business manager, administrator, director, or other 
individual who exercises operational or managerial control over, or who directly or indirectly conducts the 
day-to-day operation of an institution, organization, or agency.  
 
Ownership interest means the possession of equity in the capital, the stock, or the profits of the disclosing 
entity.  
 
Person with an ownership or control interest means a person or corporation that—  
(a) Has an ownership interest totaling 5 percent or more in a disclosing entity;  
(b) Has an indirect ownership interest equal to 5 percent or more in a disclosing entity;  
(c) Has a combination of direct and indirect ownership interests equal to 5 percent or more in a disclosing 
entity;  
(d) Owns an interest of 5 percent or more in any mortgage, deed of trust, note, or other obligation secured 
by the disclosing entity if that interest equals at least 5 percent of the value of the property or assets of 
the disclosing entity;  
(e) Is an officer or director of a disclosing entity that is organized as a corporation; or  
(f) Is a partner in a disclosing entity that is organized as a partnership.  
 
Significant business transaction means any business transaction or series of transactions that, during any 
one fiscal year, exceed the lesser of $25,000 and 5 percent of a provider's total operating expenses.  
 
Subcontractor means—  
(a) An individual, agency, or organization to which a disclosing entity has contracted or delegated some of 
its management functions or responsibilities of providing medical care to its patients; or  
(b) An individual, agency, or organization with which a fiscal agent has entered into a contract, agreement, 
purchase order, or lease (or leases of real property) to obtain space, supplies, equipment, or services 
provided under the Medicaid agreeement.  
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Supplier means an individual, agency, or organization from which a provider purchases goods and services 
used in carrying out its responsibilities under Medicaid (e.g., a commercial laundry, a manufacturer of 
hospital beds, or a pharmaceutical firm).  
 
Termination means—  
(1) For a—  
(i) Medicaid or CHIP provider, a State Medicaid program or CHIP has taken an action to revoke the 
provider's billing privileges, and the provider has exhausted all applicable appeal rights or the timeline for 
appeal has expired; and  
(ii) Medicare provider, supplier or eligible professional, the Medicare program has revoked the provider or 
supplier's billing privileges, and the provider has exhausted all applicable appeal rights or the timeline for 
appeal has expired.  
(2) (i) In all three programs, there is no expectation on the part of the provider or supplier or the State or 
Medicare program that the revocation is temporary.  
(ii) The provider, supplier, or eligible professional will be required to reenroll with the applicable program 
if they wish billing privileges to be reinstated.  
(3) The requirement for termination applies in cases where providers, suppliers, or eligible professionals 
were terminated or had their billing privileges revoked for cause which may include, but is not limited to—  
(i) Fraud;  
(ii) Integrity; or  
(iii) Quality.  
 
Wholly owned supplier means a supplier whose total ownership interest is held by a provider or by a 
person, persons, or other entity with an ownership or control interest in a provider.  
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DISCLOSURE STATEMENT 

 

Instructions 
DHS is concerned with monitoring the existence of related party transactions in order to 
determine if any significant conflicts of interest exist in the offeror's ability to meet Dental Third 
Party Administrator (TPA) objectives. Related party transactions include transactions which are 
conducted in an arm's length manner or are not reflected in the accounting records at all (e.g., the 
provision of services without charge). 

 
Transactions with related parties maybe in the normal course of business or they may 
represent something unusual for the offeror.  In the normal course of business, there may be 
numerous routine and recurring transactions with parties that meet the definition of a related 
party. Although each party may be appropriately pursuing its respective best interests, this is 
usually not objectively determinable. In addition to transactions in the normal course of 
business, there may be transactions which are neither routine nor recurring and may be unusual in 
nature or in financial statement impact. 

 
1) Describe transactions between the offeror and any related party in which a transaction or 
series of transactions during any one (1) fiscal year exceeds the lesser of $10,000 or two (2) 
percent of the total operating expenses of the disclosing entity. List property, goods, services and 
facilities in detail noting the dollar amounts or other consideration for each and the date of the 
transaction(s) including a justification as to the reasonableness of the transaction(s) and its 
potential adverse impact on the fiscal soundness of the disclosing entity. 

 
a) The sale or exchange, or leasing of any property: 

 
 

Description of Transaction(s) Name of Related Party and 
Relationship 

Dollar Amount for Reporting 
Period 

 
 
 
 
 
 
 

Justification 
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2. Describe all transactions between the disclosing entity and any related party which 
includes the lending of money, extensions of credit or any investments in a related party. 
This type of transaction requires advance administrative review by the Director before 
being made. 

 
 

Description of Transaction(s) Name of Related Party and 
Relationship 

Dollar Amount for Reporting 
Period 

 
 
 
 
 
 
 
 
 
 
 

Justification 
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DISCLOSURE STATEMENT 
 
 
 
 
 
 

DENTAL TPA NAME/NO.      

DISCLOSURE STATEMENT FOR THE YEAR ENDED    

I hereby attest that the information contained in the Disclosure Statement Is current, complete and 
accurate to the best of my knowledge. I also attest that these reported transactions are reasonable, will 
not impact on the fiscal soundness of the Dental TPA, and are without conflict of interest. I understand 
that whoever knowingly and willfully makes or causes to be made a false statement or representation on 
the statement may be prosecuted under applicable state laws. In addition, knowingly and willfully 
failing to fully and accurately disclose the information requested may result in denial of a request to 
participate in Dental TPA services. 

 
 
 
 

Date Signed  Chief Executive Officer (Name and Title 
Typewritten) 

 
 
 
  

Notarized Signature 



D I S C L O S U R E   S T A T E M E N T OWNERSHIP 

Provider Name, Provider No.: 

Address (City, State, Zip): 

Telephone: 

For the period beginning:  and ending  Type 

of Provider: 

o Staff — A Provider that delivers services through a group practice established to provide
health services to Provider members; doctors are salaried,

o Group — A Provider that contracts with a group practice to provide health services; the
group is usually compensated on a capitation basis.

o IPA — A Provider that contracts with an association of doctors from various settings (some
solo practitioners, some groups) to provide health services.

o Network — A Provider that contracts with two or more group practices to provide health services.

Type of Entity: 

Sole Proprietorship For-Profit 

Partnership Not-For-Profit 

Corporation Other (specify) 
Governmental 
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455.104 Information on Ownership arid Control 

a. List the names and addresses of any individuals or organizations with an ownership or controlling
interest in the disclosing entity. "Ownership or control interest" means, with respect to the entity, an
individual or organization who (A)(l) has a direct or indirect ownership interest of 5 per centum or
more in the entity, or in the case of nonprofit corporation, is a member; or (ii) is the owner ofa
whole or part interest in any mortgage, deed or trust, note, or other obligation secured (in whole or
in part) by the entity or any of the property or assets thereof, which whole or part interest is equal to or
exceeds 5 per centum of the total property and assets of the entity; or (B) has the ability to appoint or is
otherwise represented by an officer or director of the entity, if the entity is organized as a
corporation; or (C) is a partner in the entity, if the entity is organized as a partnership.

Name Address Percent of Ownership 
Control 

b. List the names and addresses of any individuals or organizations with an ownership or controlling
interest in any subcontractor in which the disclosing entity has direct or indirect ownership of five
(5) percent or more.

Name Address 
Percent of Ownership 

Control 

c. Names of persons named in (a) and (bl above who  are  related to  another as spouse, parent,
child, or sibling of those individuals or organizations with an ownership or controlling interest.

Name Address 
Percent of Ownership 

Control 
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d. List the names of any other disclosing entity in which a person with an ownership or controlling
interest in the disclosing entity also has an ownership or controlling interest.

Name Address 
Percent of Ownership 

Control 

455.105 Information Related to Business Transactions 

e. List the ownership of any subcontractor with whom the offerer has had business transactions
totaling more than $25,000 during the 12-month period ending on the date of the request.

Describe Ownership of 
Subcontractors 

Type of Business 
Transaction with Provider 

Dollar Amount of 
Transaction 

f. List any significant business transactions between the offeror and any wholly owned supplier or
between the offerer and any subcontractor during the five-year period ending on the date of the
request.

Describe Ownership of 
Subcontractors 

Type of Business 
Transaction with Provider 

Dollar Amount of 
Transaction 
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455.106 Information on Persons Convicted of Crime 

g. List the names of any person who has ownership or controlling interest in the offeror, or
is an agent or managing employee of the offeror and has been convicted of a criminal
offense related to  that  person's  involvement  in any program under Medicare, Medicaid
or the Title XX services program since the inception of those programs.

Name Address Title 

2. Additional information which must be disclosed to DHS as follows: a. List the 

names and addresses of the Board of Director of the Health Plan.

 Name/Title  Address 
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b. Names and titles of the ten (10) highest paid management personnel including but  not
limited to the Chief Executive Officer, the Chief Financial Officer, Board of Chairman, Board of
Secretary, and Board of Treasurer:

 Name/Title  Address 

c. List names and addresses of creditors whose loans or  mortgages  exceeding five percent (5) 
and are secured by the assets of the Health Plan.

Name Address Amount of Debt Description of Security 
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Controlling Interest Form 

 

The Dental TPA must provide the name and address of any individual which 

owns or controls more than ten percent (10%) of stock or that has a 

controlling interest (i.e., ability to formulate, determine or veto business policy 

decisions, etc.).  Failure to make full disclosure may result in rejection of the 

Offeror’s proposal as unresponsive. 

 

          Has Controlling 

                 Interest? 

Name   Address  Owner or Controller  Yes No 
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Background Check Information 

 

The Dental TPA must provide national criminal background check results for all the key personnel (i.e. 

Chief Executive Officer, Medical Director, Financial Officer, etc.) to DHS. 
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Operational Certification Submission Form 

 

The Dental TPA must complete the attached certification as documentation that it shall maintain 

appointment procedures, referral procedures and other operating requirements in accordance with 

either DHS rules or policies and procedures. 

 

By signing below, the Dental TPA certifies that it shall at all times during the term of this contract provide 

and maintain appointment procedures, referral procedures, quality assurance program, utilization 

management program and other operating requirements in accordance with either DHS rule(s) or policies 

and procedures.  The Dental TPA warrants that in the event DHS discovers, through an operational review, 

that the Dental TPA has failed to maintain these operating procedures, the Dental TPA will be subject to 

a non-refundable, non-waivable sanction in accordance with DHS Rules. 

 

 

 
_____________________________________________________________________________________ 
Signature                                                                                                                                   

      Date 
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Grievance System 
Form 

 
 
 

The Dental TPA must complete the form below and submit with this proposal. 
 
 

I hereby certify that    

Dental TPA Name 

 
shall have in place on the commencement date of this contract a system for reviewing and 

adjudicating grievances and appeals by beneficiaries and providers arising from this contract in 

accordance with DHS Rules and as set forth in the Request for Proposal. 

 
I understand such a system must provide for prompt resolution of grievances and appeals, 

and assure the participation of individuals with authority to require corrective action. 

 
I further understand the Dental TPA must have a grievance and appeal policy for beneficiaries 

and providers which defines their rights regarding any adverse action by the Dental TPA. The 

grievance and appeal policy shall be in writing and shall meet the minimum standards set forth 

in this Request for Proposal. 

 
I further understand evaluation of the grievance and appeal procedures shall be conducted through 

documentation submission, monitoring, reporting, and on-site audit, if necessary, by DHS and 

deficiencies are subject to sanction in accordance with DHS rules. 

 
 
 
 
    
Authorized Signature Date 

 
 
    
Printed Name  

 

 

 
Title 
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Standards of Conduct Declaration 

Page 1 of 2 

CONTRACT NO. 

PROVIDER'S 

STANDARDS OF CONDUCT DECLARATION 

For the purposes of this declaration: 

"Agency" means and includes the State, the legislature and its committees, all executive departments, 

boards, commissions, committees, bureaus, offices; and all independent commissions and other 

establishments of the state government but excluding the courts. 

"Controlling interest" means an interest in a business or other undertaking which is sufficient in fact to 

control, whether the interest is greater or less than fifty per cent (50%). 

"Employee" means any nominated,  appointed,  or elected  officer  or employee  of the  State,  including 

members of boards, commissions, and committees,  and employees under contract to the State or of the 

constitutional  convention, but excluding legislators, delegates to the constitutional  convention, justices, 

and judges. (Section 84-3, HRS). 

On behalf of: 

(Name o]PROVIDER) 

PROVIDER, the undersigned does declare as follows: 

I.  PROVIDER   is   is not a legislator or an employee or a business in which a legislator or an 

employee has a controlling interest.  (Section 84-15(a), HRS). 

2. PROVIDER has not been represented or assisted personally in the matter by an individual who has

been an employee of the agency awarding this Contract within the preceding two years and who

participated while so employed in the matter with which the Contract is directly concerned. (Section

84-15(b), HRS).

3. PROVIDER  has not  been assisted  or  represented  by a legislator  or employee  for  a fee  or other

compensation  to  obtain  this  Contract  and  will  not  be assisted  or  represented  by a  legislator  or

employee for a fee or other compensation in the performance of this Contract, if the legislator or

employee  had  been involved  in the development  or award  of the  Contract.   (Section  84-14  (d),

HRS).

4. PROVIDER  has  not  been  represented  on  matters  related  to  this  Contract,  for  a  fee  or  other

consideration   by  an  individual  who,  within  the  past  twelve  (12)  months,  has  been  an  agency

employee,  or  in the case  of the  Legislature,  a legislator,  and  participated  while  an  employee  or

legislator on matters related to this Contract.  (Sections 84-18(b) and (c), HRS).

PROVIDER  understands that the Contract to which this document is attached  is voidable on behalf of the 

STATE  if this  Contract  was entered  into  in violation  of any  provision  of chapter  84,  Hawai'i  Revised 

Statutes, commonly  referred to as the Code of Ethics, including the provisions which are the source of the 

• Reminder to agency:  If the "is" block is checked and if the Contract involves goods or services of a value in excess of $10,000, the

Contract may not be awarded unless the agency posts a notice of its intent to award it and files a copy of the notice with the State

Ethics Commission. (Section 84-15(a), HRS).
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Standards of Conduct Declaration 

Page 2 of 2 

CONTRACT NO. 

declarations above.  Additionally, any fee, compensation, gift, or profit received by any person as a result of 

a violation of the Code of Ethics may be recovered by the STATE. 

PROVIDER 

By 
(Signature) 

Print Name 

Print Title 

Date 

AG Fonn 103F9 (10/08) 
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Appendix D – Dental TPA Financial Responsibilities 

CDT 
Procedure  

Code 
 

Description 

D7340 Vestibuloplasty-ridge extension ( secondary epithelialization) 
D7350 Vestibuloplasty-ridge extension (including soft tissue grafts, muscle 

reattachment, revision of soft tissue attachment and management of 
hypertrophied and hyperplastic tissue) 

 Excision of  Intra-Osseous Lesions 
 D7440 Excision of malignant tumor – lesion diameter up to 1.25 cm 
D7441 Excision of malignant tumor – lesion diameter over 1.25 cm 

 Removal of Cysts and Neoplasms 
D7450 Removal of benign odontogenic cyst or tumor lesion diameter up to 1.25 

cm 
D7451 Removal of benign odontogenic cyst or tumor lesion diameter over 1.25 

cm 
D7460 Removal of benign non-odontogenic cyst or tumor lesion diameter up to 

1.25 cm 
D7461 Removal of benign non-odontogenic cyst or tumor lesion diameter over 

1.25 cm 
D7465 Destruction of lesions by physical methods; electrosurgery, chemotherapy, 

cryotherapy or laser 
 Excision of Bone Tissue 

D7471 Removal of lateral exostosis – mandible or maxilla 
D7472 Removal of torus palatinus 
D7473 Removal of torus mandibularis 
D7490 Radical resection of mandible or maxilla 

 Surgical Incision 
D7511 Incision and drainage of abscess-intra oral soft-tissue-complicated 
D7520 Incision and drainage of abscess-extraoral soft tissue 
D7530 Removal of foreign body, skin, or subcutaneous alveolar tissue 
D7540 Removal of reaction-producing foreign bodies, musculoskeletal system 
D7550 Sequestrectomy for osteomyelitis 
D7560 Maxillary sinusotomy for removal of tooth fragment or foreign body 

 Treatment of Fractures - Simple 
D7610 Maxilla – open reduction (teeth immobilized if present) 
D7620 Maxilla – closed reduction (teeth immobilized if present) 
D7630 Mandible – open reduction (teeth immobilized if present) 
D7640 Mandible closed reduction (teeth immobilized if present) 
D7650 Malar and/or zygomatic arch-open reduction 
D7660 Malar and/or zygomatic arch-closed reduction 
D7670 Alveolus –  Closed reduction, may include stabilization of teeth, splinting 
D7671 Alveolus –  Open reduction, may include stabilization of teeth,  splinting 
D7680 Facial bones – complicated reduction with fixation and multiple surgical 

approaches 
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 Treatment of fractures - Compound 
D7710 Maxilla – open reduction 
D7720 Maxilla – closed reduction 
D7730 Mandible – open reduction 
D7740 Mandible – closed reduction 
D7750 Malar and/or zygomatic arch-open reduction 
D7760 Malar and/or zygomatic arch-closed reduction 
D7770 Alveolus – open reduction stabilization of teeth 
D7771 Alveolus – closed reduction stabilization of teeth 
D7780 Facial bones – complicated reduction with fixation and multiple surgical 

approaches 
 Reduction of Dislocation and Management of Other Temporomandibular 

Joint Dysfunctions 
D7810 Open reduction of dislocation 
D7820 Closed reduction of dislocation 
D7830 Manipulation under anesthesia 
D7840 Condylectomy 
D7850 Surgical discectomy, with/ without implant 
D7852 Disc repair 
D7854 Synovectomy 
D7856 Myotomy 
D7858 Joint reconstruction 
D7860 Arthrotomy 
 D7870 Arthrocentesis 
D7872 Arthroscopy – diagnosis, with or without biopsy 
D7873 Arthroscopy – surgical; lavage and lysis of adhesions 
D7874 Arthroscopy – surgical; disc repositioning and stabilization 
D7875 Arthroscopy – surgical; synovectomy 
D7876 Arthroscopy – surgical; discectomy 
D7877 Arthroscopy – surgical; debridement 
D7880 Occlusal – orthotic devise, by report 

 Other Oral Surgery – Repaid of Traumatic Wounds 
D7910 Suture of recent small wounds up to 5 cm 
D7911 Complicated suture up to 5 cm 
D7912 Complicated suture over 5 cm 
D7920 Skin grafts (identify defect covered, location and type graft) 

 Other Repair Procedures 
D7940 Osteoplasty for orthognathic deformities 
D7941 Osteotomy – mandibular rami 
D7943 Osteotomy mandibular rami with bone graft; including obtaining the graft 
D7944 Osteotomy, segmented or subapical, per sextant or quadrant 
D7945 Osteotomy, body of mandible 
D7946 Le Fort I (maxilla – total) 
D7947 Le Fort I (maxilla – segmented) 
D7948 Le Fort II or Le Fort III – (osteoplasty of facial bones for midface hypoplasia 

retrusion) without bone graft) 
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D7949 Le Fort II or Le Fort III – with bone graft 
D7950 Osseous, osteoperiosteal, or cartilage graft of the mandible or maxilla – 

autogenous or nonautogenous 
D7955 Repair of maxillofacial soft and hard tissue defects 
D7980 Sialolithotomy 
D7981 Excision of salivary glands, by report 
D7982 Sialodochoplasty 
D7983 Closure of salivary fistula 
D7990 Emergency tracheotomy 
D7990 Coronoidectomy 
D7995 Synthetic graft – mandible or facial bones, by report 
D7996 Implant – mandible for augmentation purposes (excluding alveolar ridge), 

by report 
D7997 Appliance removal (not by dentist who replaced appliance), includes 

removal or arch bar 
D7999 Unspecified oral surgery procedure, by report 

 Adjunctive General Services 
D9222 Deep Sedation/ General Anesthesia – first 15 minutes 
D9223 Deep Sedation/ General Anesthesia – each subsequent  15 minute 

increment 
D9420 Hospital or Ambulatory Surgical Center Call ( limitation: Confinement must 

be approved; only under Physician’s request; no routine follow up visits) 
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(Name of the state department, agency board or commission) 

 (Title of person signing for the STATE) 

(Name of PROVIDER)

 (Legal form of PROVIDER i.e., Corporation, Limited Liability Company, etc.)  



 (Identify state sources) 

(state funding)

(Identify federal sources) 

(federal funding)

(Legal authority for Contracts)





(Signature) 

(Signature) 



(Signature) 



APPENDIX G – Litigation Events  

 

Litigation Events 

Disclosure of Pending or Recent 
Litigation 

 

Date litigation brought against 
Entity including case title and case 
ID 

  

Name of Entity (Health Plan or 
subcontractor) 

  

Type of Contract and Contracting 
Entity (e.g., full risk managed care 
contract with State of Hawaii MQD, 
etc.) 

  

Describe nature of litigation, 
including action leading to the 
litigation. 

  

Indicate amount of damages sought 
or awarded. 

  

Does the pending or recent litigation 
have the potential to or will impair 
your organization’s performance in a 
Hawaii Medicaid managed care 
Contract? Please explain if “yes.” 

  

Indicate the status of the litigation.   
Indicate outcome of litigation, if 
resolved.  

 

 



APPENDIX H – PHI Breach Events 

 

PHI Breach Events 

Date of 
Breach 

Did the 
breach 

result in 
the 

exposure 
of PHI? 

Where 
did the 

exposure 
occur? 

(i.e. 
internal, 

subcontr
actor, 

etc.) 

How 
many 

Members
' data 

were 
included 

in the 
breach? 

How 
many 

total 
records 

of data 
were 

breached
? 

To what 
extent 

was the 
breached 

data 
seen or 

used?  

What 
steps 

were 
taken to 

mitigate 
the 

breach? 

              

              
 



APPENDIX I - DENTAL TPA BUSINESS PROPOSAL 
 

• PRICE PROPOSAL  
• BUDGET RELATED FORMS  
• BUDGET RELATED FORMS INSTRUCTIONS 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

APPENDIX I 
DENTAL TPA BUSINESS PROPOSAL 

PRICE PROPOSAL 
   
 
Business Proposal RFP-MQD-2021-012  

  
  
I,_______________________________________(Name of Official 
authorized to commit) hereby enter the official proposal prices indicated 
below on behalf _______________________________ (Name of Firm 
entering proposal), and warrant that all terms and conditions of the RFP-
MQD-2021-012 for Dental Third Party Administrator (TPA) Services for the 
State of Hawaii Medicaid Population are met.  
   
 
Cost of Contract SFY 2022:  
July 1, 2021 to June 30, 2022  
  

• On-going Operation Price                            $ _________________  
  
  

 
Cost of Contract SFY 2023:  
July 1, 2022 to June 30, 2023  
  

• On-going Operation Price                             $ ________________  
  
  

  
Cost of Contract SFY 2024:  
July 1, 2023 to June 30, 2024  
  

• On-going Operation Price                             $ _________________ 
  
  

 
 
 
 
 
 
 



Personnel Billing Rates Proposal Price                      
 
 
 
Dental TPA shall provide the hourly rate for the following contract years: 
 
 
 
 
 
Contract SFY2021 (July 1, 2021 to June 30, 2022)   $___________ 
 
 
 
 
Contract SFY2022 (July 1, 2022 to June 30, 2023)   $___________ 
 
 
 
 
Contract SFY2023 (July 1, 2023 to June 30, 2024)   $___________ 



APPENDIX I 
 
 

Summary of Budget Sheets 
 

SPO-H-205 $   

SPO-H-205A $   

SPO-H-205B $   

SPO-H-206A $   

SPO-H-206B $   

SPO-H-206C $   

SPO-H-206D $   

SPO-H-206E $   

SPO-H-206F $   

SPO-H-206G $   

SPO-H-206H $   

SPO-H-206I $   

SPO-H-206J $   



Form SPO-H-205 (Effective10/01/98)  

BUDGET 
(Period to ) 

 
 
 
 

   
 

B U D G E T Budget 
Request 

(a) 

 
 

(b) 

 
 

(c) 

 
 

(d) 
C A T E G O R I E S 

A. PERSONNEL COST 
1. Salaries 

    

2. Payroll Taxes & Assessments     

3. Fringe Benefits     

TOTAL PERSONNEL COST     

B. OTHER CURRENT EXPENSES 
1. Airfare, Inter-Island 

    

2. Airfare, Out-of-State     

3. Audit Services     

4. Contractual Services - Administrative     

5. Contractual Services - Subcontracts     

6. Insurance     

7. Lease/Rental of Equipment     

8. Lease/Rental of Motor Vehicle     

9. Lease/Rental of Space     

10. Mileage     

11. Postage, Freight & Delivery     

12. Publication & Printing     

13. Repair & Maintenance     

14. Staff Training     

15. Substance/Per Diem     

16. Supplies     

17. Telecommunication     

18. Transportation     

19. Utilities     

20     

21.     

22.     

23.     

TOTAL OTHER CURRENT EXPENSES     

C. EQUIPMENT PURCHASES     

D. MOTOR VEHICLE PURCHASES     

TOTAL (A+B+C+D)     

 
SOURCES OF FUNDING 

(a) Budget Request 

 Budget Prepared By: 

Name (Please type or print) Phone 

 (b)  

(c)  Signature of Authorized Official Date 

(d)  
Name and Title (Please type or print) 

 
TOTAL REVENUE 

 For State Agency Use Only 

Signature of Reviewer Date 

Applicant/Provider: 
RFP No.: 
Contract No. (As Applicable): 

 



Form SPO-H-205A (Effective 10/01/98)  

ORGANIZATION - WIDE BUDGET BY SOURCE OF FUNDS  
(Period to ) 

 
 

   
   
   

 
B U D G E T Total 

Funds 
(a) 

 
 

(b) 

 
 

(c) 

 
 

(d) 
C A T E G O R I E S 

A. PERSONNEL COST 
1. Salaries 

    

2. Payroll Taxes & Assessments     

3. Fringe Benefits     

TOTAL PERSONNEL COST     

B. OTHER CURRENT EXPENSES 
1. Airfare, Inter-Island 

    

2. Airfare, Out-of-State     

3. Audit Services     

4. Contractual Services - Administrative     

5. Contractual Services - Subcontracts     

6. Insurance     

7. Lease/Rental of Equipment     

8. Lease/Rental of Motor Vehicle     

9. Lease/Rental of Space     

10. Mileage     

11. Postage, Freight & Delivery     

12. Publication & Printing     

13. Repair & Maintenance     

14. Staff Training     

15. Substance/Per Diem     

16. Supplies     

17. Telecommunication     

18. Transportation     

19. Utilities     

20     

21.     

22.     

23.     

TOTAL OTHER CURRENT EXPENSES     

C. EQUIPMENT PURCHASES     

D. MOTOR VEHICLE PURCHASES     

TOTAL (A+B+C+D)     

 
SOURCES OF FUNDING 

(a) Total Funds 

 Budget Prepared By: 

Name (Please type or print) Phone 

 (b)  

(c)  Signature of Authorized Official Date 

(d) 
 

Name and Title (Please type or print) 

 
TOTAL REVENUE 

 For State Agency Use Only 

Signature of Reviewer Date 

Applicant/Provider: 
RFP No.: 
Contract No. (As Applicable): 

 



Form SPO-H-205B (Effective 10/01/98)  

ORGANIZATION - WIDE BUDGET BY PROGRAMS 
(Period to ) 

 
Applicant/Provider 
RFP No. : 
Contract No. (As Applicable):    

(a) (b) (c) (d) 

B U D G E T 
C A T E G O R I E S 

Contract/RFP#: Contract/RFP#: Contract/RFP#: Contract/RFP#: 

Program: Program: Program: Program: 

A. PERSONNEL 
1. Salaries 

COST     

 2. Payroll Taxes & Assessments     

3. Fringe Benefits     

TOTAL PERSONNEL COST     

B. OTHER CURRENT EXPENSES 
1. Airfare, Inter-Island 

    

 2. Airfare, Out-of-State     

3. Audit Services     

4. Contractual Services - Administrative     

5. Contractual Services - Subcontracts     

6. Insurance     

7. Lease/Rental of Equipment     

8. Lease/Rental of Motor Vehicle     

9. Lease/Rental of Space     

10. Mileage     

11. Postage, Freight & Delivery     

12. Publication & Printing     

13. Repair & Maintenance     

14. Staff Training     

15. Substance/Per Diem     

16. Supplies     

17. Telecommunication     

18. Transportation     

19. Utilities     

20     

21.     

22.     

23.     

TOTAL OTHER CURRENT EXPENSES     

C. EQUIPMENT PURCHASES     

D. MOTOR VEHICLE PURCHASES     

TOTAL (A+B+C+D)     

SOURCES OF FUNDING 
(a) Budget Request 

    

 (b)     

(c)     

(d)     

TOTAL REVENUE     

For State Agency Use Only Budget Prepared By: 

Signature of Reviewer Date Name (Please type or print) Phone Signature of Authorized Official Date 



BUDGET JUSTIFICATION 
PERSONNEL - SALARIES AND WAGES 

Form SPO-H-206A (Effective 10/01/98) 

 

 

 
 

Period: to   
 
 
 

   
POSITION TITLE 

FULL TIME ANNUAL SALARY % OF TIME TOTAL SALARY 
POSITION EQUIVALENT TO INCLUDING BUDGETED BUDGETED TO BUDGETED 

NO. ORGANIZATION SALARY INCREASE THE CONTRACT TO THE CONTRACT 
  A B A x B 
      

      

      

      

      

      

      

      

      

      

      

      

      

      

TOTAL:      

JUSTIFICATION/COMMENTS: 

 

Applicant/Provider:    
RFP No.:    

Contract No. (As Applicable):  
 

   Date Prepared:    
   

 



BUDGET JUSTIFICATION 
PERSONNEL - SALARIES AND WAGES 

Form SPO-H-206A (Effective 10/01/98) 

 

 



 

 

BUDGET JUSTIFICATION 
PERSONNEL: PAYROLL TAXES, ASSESSMENTS, AND FRINGE BENEFITS 

Applicant/Provider:    
 

RFP No.:    Period: to  Date Prepared:      
 

Contract No.:    
(As Applicable) 

 

 
 

TYPE 

BASIS OF 
ASSESSMENTS OR 
FRINGE BENEFITS 

% 
OF 

SALARY 

 
 

TOTAL 

PAYROLL TAXES & ASSESSMENTS:    

Social Security As required by law As required by law 
 

Unemployment Insurance (Federal) As required by law As required by law 
 

Unemployment Insurance (State) As required by law As required by law 
 

Worker's Compensation As required by law As required by law 
 

Temporary Disability Insurance As required by law As required by law 
 

    

SUBTOTAL:    

FRINGE BENEFITS:    

Health Insurance    

Retirement    

    

SUBTOTAL:    

TOTAL:    

JUSTIFICATION/COMMENTS: 

Form SPO-H-206B (Effective 10/01/98) 



BUDGET JUSTIFICATION 
TRAVEL - INTER-ISLAND 

Form SPO-H-206C (Effective 10/01/98) 

 

 

 
 

Period:  to    Date Prepared:    
 
 
 

 
 

NAME OF EMPLOYEE & TITLE 

 
 

DESTINATION 

 
NO. 

PER DIEM 
OR SUBSISTENCE 

AIR 
FARE 

 
TRANSPORTATION 

 
TOTAL 

DAYS A B C A+B+C 
       

       

       

       

       

       

       

       

       

       

 
TOTAL:  

     

JUSTIFICATION/COMMENTS: 

Applicant/Provider: 
 

RFP No.: 
Contract No. 
(As Applicable) 

 



BUDGET JUSTIFICATION 
TRAVEL - OUT OF STATE 

Form SPO-H-206D (Effective 10/01/98) 

 

 

 
 

Period:  to    Date Prepared:    
 
 
 

 
 

NAME OF EMPLOYEE & TITLE 

 
 

DESTINATION 

 
NO. 

PER DIEM 
OR SUBSISTENCE 

AIR 
FARE 

 
TRANSPORTATION 

 
TOTAL 

DAYS A B C A+B+C 
       

       

       

       

       

       

       

       

       

       

 
TOTAL:  

     

JUSTIFICATION/COMMENTS: 

Applicant/Provider: 
 

RFP No.: 
Contract No. 
(As Applicable) 

 



BUDGET JUSTIFICATION 
CONTRACTUAL SERVICES - ADMINISTRATIVE 

Applicant/Provider:    

RFP No.: 

Contract No. 

Period: to Date Prepared: 

   

Form SPO-H-206E (Effective 10/01/98) 

 

 

(As Applicable) 
 

 
NAME OF BUSINESS OR INDIVIDUAL 

 
TOTAL BUDGETED 

SERVICES 
PROVIDED 

 
JUSTIFICATION/COMMENTS 

    

    

    

    

    

    

    

    

    

    

    

    

    

TOTAL: 
   



BUDGET JUSTIFICATION 
CONTRACTUAL SERVICES - SUBCONTRACTS 

Applicant/Provider:    

RFP No.: Period: to Date Prepared: 

Contract No.    

Form SPO-H-206F (Effective 10/01/98) 

 

 

(As Applicable) 
 

 
NAME OF BUSINESS OR INDIVIDUAL 

 
TOTAL BUDGETED 

SERVICES 
PROVIDED 

 
JUSTIFICATION/COMMENTS 

    

    

    

    

    

    

    

    

    

    

    

    

    

TOTAL: 
   



 

 

BUDGET JUSTIFICATION 
DEPRECIATION 

 

   
   
   Period: to    Date Prepared:       

 
ITEM 

PLEASE IDENTIFY EACH ASSET. 
DO NOT GROUP BY ASSET TITLE. 

   
ACQUISITION 

DATE 

   
ACQUISITION 

COST 

  
USEFUL 

LIFE 

METHOD 
OF 

DEPRECIATION 

PREVIOUS 
DEPRECIATION 

TAKEN 

   
DEPRECIATION 

EXPENSE 

   
% 

ALLOCATED 

   
DEPRECIATION 

ALLOCATED 
         

         

         

         

         

         

         

         

         

         

         

         

         

   
Total: 

        

JUSTIFICATION/COMMENTS: 

 

Form SPO-H-206G (Effective 10/01/98) 

Applicant/Provider: 
RFP No.: 
Contract No. (As Applicable): 

 



BUDGET JUSTIFICATION 
PROGRAM ACTIVITIES 

 

 

 
 
 

Applicant/Provider:    

 
RFP No.: 

 
Period: 

 
to  

 
Date Prepared: 

Contract No. :    
   

(As Applicable)    

 
DESCRIPTION 

 
AMOUNT 

 
JUSTIFICATION/COMMENTS 

   

   

   

   

   

   

   

   

   

   

   

   

   

Total:   
 

Form SPO-H-206H (Effective 10/01/98) 



BUDGET JUSTIFICATION 
EQUIPMENT PURCHASES 

Applicant/Provider:   

   Period: to     RFP No.: Date Prepared:     

Contract No.:  

Form SPO-H-206I (Effective 10/01/98) 

 

 

(As Applicable) 

 
DESCRIPTION 

OF EQUIPMENT 

NO. 
OF 

ITEMS 

COST 
PER 
ITEM 

 
TOTAL 
COST 

 
TOTAL 

BUDGETED 
     

     

     

     

     

     

     

     

     

JUSTIFICATION/COMMENTS: 

 



BUDGET JUSTIFICATION 
MOTOR VEHICLE 

Applicant/Provider:   

   Period: to     RFP No.: Date Prepared:     

Contract No.:  

Form SPO-H-206J (Effective 10/01/98) 

 

 

(As Applicable) 

 
DESCRIPTION 

OF MOTOR VEHICLE 

NO. 
OF 

ITEMS 

COST 
PER 
ITEM 

 
TOTAL 
COST 

 
TOTAL 

BUDGETED 
     

     

     

     

     

     

     

     

     

JUSTIFICATION/COMMENTS: 

 



COST PROPOSAL (BUDGET) FORMS

(INSTRUCTIONS AND SAMPLES)

ON

PURCHASES OF HEALTH AND HUMAN SERVICES

(Chapter 103F, Hawaii Revised Statutes)

Form No. Form Title

SPO-H-205 Budget

SPO-H-205A Organization-Wide Budget by Source of Funds

SPO-H-205B Organization-Wide Budget by Programs

SPO-H-206A Budget Justification-Personnel:  Salaries & Wages

SPO-H-206B
Budget Justification-Personnel: Payroll Taxes, Assessments & Fringe 
Benefits

SPO-H-206C Budget Justification-Travel:  Inter-Island

SPO-H-206D Budget Justification-Travel: Out of State

SPO-H-206E Budget Justification-Contractual Services:  Administrative

SPO-H-206F Budget Justification-Contractual Services:  Subcontracts

SPO-H-206G Budget Justification-Depreciation

SPO-H-206H Budget Justification-Program Activities

SPO-H-206I Budget Justification-Equipment Purchases

SPO-H-206J Budget Justification-Motor Vehicle



SPO-H 10/01/98

Instructions for Completing
FORM SPO-H-205 BUDGET

Applicant/Provider: Enter the Applicant's legal name.

RFP#: Enter the Request for Proposal (RFP) identifying number for this service 
activity.

Column (a)

Budget Request

Budget Request.  Enter the requested budget amounts for each cost item 
listed.  Use the Cost Principles included in the RFP as a guide to 
determine which costs are allowed.

TOTAL (A+B+C+D) Sum the subtotals for Budget Categories A, B, C and D, for columns (a) 
through (d).

SOURCES OF 
FUNDING:
(a)
(b)
(c)
(d)

Identify all sources of funding to be used for this service activity.

TOTAL REVENUE Enter the sum of all revenue sources cited above.
Budget Prepared by: Type or print the name of the person who prepared the budget request 

and their telephone number.  If there are any questions or comments, this 
person will be contacted for further information and clarification.
Provide signature of Applicant's authorized representative, and date of 
approval.

SPECIAL INSTRUCTIONS:

Column (b):

Column (c):

Column (d):



BUDGET
(Period _______________ to _________________)

RFP No.: ABC-123
Contract No. (As Applicable): DHS-97-001

B U D G E T Budget

C A T E G O R I E S Request
(a) (b) (c) (d)

A. PERSONNEL COST

 1.  Salaries 70,250

 2.  Payroll Taxes & Assessments 7,643

 3.  Fringe Benefits 11,451

TOTAL PERSONNEL COST 89,344

B. OTHER CURRENT EXPENSES

 1.  Airfare, Inter-Island 500

 2.  Airfare, Out-of-State 800

 3.  Audit Services 500

 4.  Contractual Services - Administrative 900

 5.  Contractual Services - Subcontracts 900

 6.  Insurance 2,000

 7.  Lease/Rental of Equipment

 8.  Lease/Rental of Motor Vehicle

 9.  Lease/Rental of Space

10.  Mileage 400

11.  Postage, Freight & Delivery 200

12.  Publication & Printing 100

13.  Repair & Maintenance 200

14.  Staff Training 100

15.  Substance/Per Diem 1,200

16.  Supplies 1,000

17.  Telecommunication 1,200

18.  Transportation 215

19.  Utilities 3,000

20

21.

22.

23.

 TOTAL OTHER CURRENT EXPENSES 13,215

C. EQUIPMENT PURCHASES 500

D. MOTOR VEHICLE PURCHASES 9,750

TOTAL  (A+B+C+D) $112,809
Budget Prepared By:

SOURCES OF FUNDING Joe E. Hawai'i 999-9999
(a)  Budget Request $112,809 Name (Please type or print) Phone

(b)  Funds Raised 02/14/97
(c)  Program Income Signature of Authorized Official Date

Dee B. Boss, Executive Director
(d) Name and Title (Please type or print)

For State Agency Use Only

TOTAL REVENUE $112,809
Signature of Reviewer Date

Applicant/Provider: XYZ Hawai'i, Inc.

Form SPO-H-205  (Effective 10/01/98)



SPO-H  10/01/98

Instructions for Completing
FORM SPO-H-205A  ORGANIZATION - WIDE BUDGET BY

SOURCE OF FUNDS

Applicant/Provider: Enter the Applicant's legal name.

RFP#: Enter the Request For Proposal (RFP) identifying number of this service
activity.

For all columns
(a) thru (d)

Report your total organization-wide budget for this fiscal year by source
of funds.  Your organization's budget should reflect the total budget of the
"organization" legally named.  Report each source of fund in separate
columns, by budget line item.

For the first column on the first page of this form, use the column heading,
"Organization Total".

For the remaining columns you may use column headings such as:
Federal, State, Funds Raised, Program Income, etc.  If additional columns
are needed, use additional copies of this form.

Columns (b), (c) & (d) Identify sources of funding in space provided for column titles.
TOTAL (A+B+C+D) Sum the subtotals for Budget Categories A, B, C and D, for columns (a)

through (d).
SOURCE OF FUNDING:
(a)
(b)
(c)
(d)

Identify all sources of funding to be used by your organization.

TOTAL REVENUE Enter the sum of all revenue sources cited above.
Budget Prepared by: Type or print the name of the person who prepared the budget request and

their telephone number.  If there are any questions or comments, this
person will be contacted for further information and clarification.
Provide signature of Applicant's authorized representative, and date of
approval.



ORGANIZATION - WIDE BUDGET BY SOURCE OF FUNDS
(Period ________________ to _________________)

Applicant/Provider: XYZ Hawai'i, Inc.

RFP No.: ABC-123
Contract No. (As Applicable): DHS-97-001

B U D G E T Total State Privately Raised Program

C A T E G O R I E S Funds Funds Funds Income
(a) (b) (c) (d)

A. PERSONNEL COST

 1.  Salaries 200,504 70,250 79,105 51,149

 2.  Payroll Taxes & Assessments 21,810 7,643 7,624 6,543

 3.  Fringe Benefits 32,682 11,451 13,923 7,308

TOTAL PERSONNEL COST 254,996 89,344 100,652 65,000

B. OTHER CURRENT EXPENSES

 1.  Airfare, Inter-Island 2,288 500 1,788

 2.  Airfare, Out-of-State 6,488 800 5,688

 3.  Audit Services 2,955 500 45 2,410

 4.  Contractual Services - Administrative 2,195 900 1,295

 5.  Contractual Services - Subcontracts 2,195 900 1,295

 6.  Insurance 5,141 2,000 3,141

 7.  Lease/Rental of Equipment

 8.  Lease/Rental of Motor Vehicle

 9.  Lease/Rental of Space

10.  Mileage 1,055 400 655

11.  Postage, Freight & Delivery 785 200 585

12.  Publication & Printing 5,550 100 5,450

13.  Repair & Maintenance 598 200 398

14.  Staff Training 245 100 145

15.  Substance/Per Diem 3,678 1,200 2,478

16.  Supplies 4,905 1,000 3,905

17.  Telecommunication 3,232 1,200 2,032

18.  Transportation 885 215 670

19.  Utilities 4,235 3,000 1,235

20

21.

22.

23.

 TOTAL OTHER CURRENT EXPENSES 46,430 13,215 28,215 5,000

C. EQUIPMENT PURCHASES 500

D. MOTOR VEHICLE PURCHASES 9,750

TOTAL  (A+B+C+D) $301,426 $112,809 $128,867 $70,000
Budget Prepared By:

SOURCES OF FUNDING Joe E. Hawai'i 999-9999
(a)  Total Funds $301,426 Name (Please type or print) Phone

(b)  State Funds $112,809 02/14/97
(c)  Privately Raised Funds $128,867 Signature of Authorized Official Date

Dee B. Boss, Executive Director
(d)  Program Income $70,000 Name and Title (Please type or print)

For State Agency Use Only

TOTAL REVENUE $301,426
Signature of Reviewer Date

Form SPO-H-205A  (Effective 10/01/98 Rev.12/04)



SPO-H  10/01/98

Instructions for Completing
FORM SPO-H-205B  ORGANIZATION - WIDE BUDGET BY PROGRAMS

Applicant/Provider: Enter the Applicant's legal name.
Columns (a) thru (d)

Contract/RFP #

Report your total organization-wide budget by programs.  Enter the name
of the program, and the contract number or RFP number if applicable, at
the top of the column.  Enter anticipated expenditures for each program by
line item.  Include expenditures from all sources of funding to be used by
your organization for this program (including the contract amount).  If
additional columns are needed, use additional copies of this form.

For the first column on the first page of this form, use the column heading,
"Organization Total".

SOURCE OF FUNDING:
(a)  Budget request
(b)
(c)
(d)

Identify all sources of funding to be used by your organization.

TOTAL REVENUE Enter the sum of all revenue sources cited above.
Budget Prepared by: Type or print the name of the person who prepared the budget request and

their telephone number.  If there are any questions or comments, this
person will be contacted for further information and clarification.
Provide signature of Applicant's authorized representative, and date of
approval.



ORGANIZATION - WIDE BUDGET BY PROGRAMS
(Period _________________ to _________________)

Contract No. (As Applicable): DHS-97-001
(a) (b) (c) (d)

B U D G E T
Contract/RFP#:
ABC-123

Contract/RFP#:
DEF-456

Contract/RFP#:
GHI-789

C A T E G O R I E S Program:
Total

Program:  ABC 
Service

Program: Special 
#1

Program: Special 
#2

A.  PERSONNEL COST

 1.  Salaries 200,500 70,250 65,125 65,125

 2.  Payroll Taxes & Assessments 21,815 7,643 7,086 7,086

 3.  Fringe Benefits 32,681 11,451 10,615 10,615

TOTAL PERSONNEL COST 254,996 89,344 82,826 82,826

B.  OTHER CURRENT EXPENSES

 1.  Airfare, Inter-Island 2,288 500 899 899

 2.  Airfare, Out-of-State 6,488 800 2,789 2,899

 3.  Audit Services 2,955 500 2,455

 4.  Contractual Services - Administrative 2,195 900 1,295

 5.  Contractual Services - Subcontracts 2,195 900 1,295

 6.  Insurance 5,141 2,000 3,141

 7.  Lease/Rental of Equipment

 8.  Lease/Rental of Motor Vehicle

 9.  Lease/Rental of Space

10.  Mileage 1,055 400 655

11.  Postage, Freight & Delivery 785 200 585

12.  Publication & Printing 5,550 100 5,450

13.  Repair & Maintenance 598 200 398

14.  Staff Training 245 100 145

15.  Substance/Per Diem 3,678 1,200 1,235 1,243

16.  Supplies 4,905 1,000 2,345 1,560

17.  Telecommunication 3,232 1,200 1,574 458

18.  Transportation 885 215 545 125

19.  Utilities 4,235 3,000 1,235

20

21.

22.

23.

 TOTAL OTHER CURRENT EXPENSES 46,430 13,215 26,041 7,184

C.  EQUIPMENT PURCHASES 500 500

D.  MOTOR VEHICLE PURCHASES 9,750 9,750

TOTAL  (A+B+C+D) 311,676 112,809 108,867 90,010

SOURCES OF FUNDING

(a)  Budget Request 112,809 112,809

(b)  Funds Raised 128,867 100,000 30,000

(c)  Program Income 70,000 10,000 60,000

(d)

TOTAL REVENUE 311,676 112,809 110,000 90,000
For State Agency Use Only Budget Prepared By:

Joe E. Hawai'i        999-9999 02/14/97
Signature of Reviewer                                                          Date Name (Please type or print)                   Phone Signature of Authorized Official                 Date

RFP No. : ABC-123

Applicant/Provider: XYZ Hawai'i, Inc.

Form SPO-H-205B (Effective 10/01/98)



SPO-H  10/01/98

Instructions for Completing
FORM SPO-H-206A  BUDGET JUSTIFICATION

PERSONNEL - SALARIES & WAGES

Applicant/Provider: Enter the Applicant's legal name.
Period: Enter the time period for which this budget will cover; usually, this will

cover a fiscal year.
Date Prepared Enter the date this justification was prepared.
POSITION NO. Enter each employee's position number.

POSITION TITLE Enter the position title for each identified position.

FULL TIME
EQUIVALENT to
Organization.

Enter the full-time equivalency of employees to the organization (i.e., full-
time is 1.0; half-time is 0.5).  If the employee is employed on an hourly
basis, estimate the FTE and indicate it is an estimation in the
justification/comments section.

ANNUAL SALARY 
Including Budgeted
Salary Increase
         (A)

Enter the employee's annual salary.  If part-time, report what employee
actually earns for the year.  If employed on an hourly basis, estimate the
annual salary and indicate the hourly wage in the comments section (e.g.,
$6.00/hr).

% OF TIME BUDGETED
to the Contract
         (B)

Enter the percentage of employees' time charged to the budget for this
contract.  (e.g., if the employee is employed by the organization at 0.5 FTE
and half of that time is for this contract, the percentage will be 50%).

TOTAL SALARY
BUDGETED to the
Contract
        (AxB)

Enter the salary budgeted.  This should be the result of multiplying (A) x
(B).  If it is not, a full explanation must be given.  At the bottom of this
column, enter the TOTAL of this column.  It must correspond to the
Salaries budgeted for the contract.

JUSTIFICATION/
COMMENTS:

Provide any other comments or explanations.  Attach additional sheets, if
necessary.
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SPO-H  10/01/98

Instructions for Completing
FORM SPO-H-206B  BUDGET JUSTIFICATION

PERSONNEL:  PAYROLL TAXES, ASSESSMENTS, & FRINGE BENEFITS

Applicant/Provider: Enter the Applicant's legal name.
Period: Enter the time period for which this budget will cover; usually, this will

cover a fiscal year.
Date Prepared Enter the date this justification was prepared.
TYPE
Payroll Taxes-Social Security
and Unemployment

Assessments  - Workers'
Compensation & TDI

Indicate the total amount for Social Security and Unemployment
Insurance.

Indicate the total amount charged for Workers' Compensation and
Temporary Disability Insurance assessments.

BASIS OF FRINGE
ASSESSMENTS

  Health Insurance

  Retirement

Indicate the basis of the fringe benefit assessment for health insurance. 
For example, if an employer is contributing toward the cost of a health
insurance plan for its employees and is passing the cost on to the budget,
the basis for the assessment to the budget should be indicated, e.g., the
percentage of the employer's contribution toward the plan.

Indicate the basis of the fringe benefit assessment for retirement.  For
example, if an employer is making a contribution towards a retirement
plan for employees, the basis for the assessment to the budget should be
indicated, e.g., the employer's contribution toward the plan based on a
percentage (specify) of employee's salaries.

JUSTIFICATION/
COMMENTS:

Provide any other comments or explanations.  Attach additional sheets, if
necessary.
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SPO-H  10/01/98

Instructions for Completing
FORM SPO-H-206C  BUDGET JUSTIFICATION

TRAVEL - INTER-ISLAND

Applicant/Provider: Enter the Applicant's legal name.
Period: Enter the time period for which this budget will cover; usually, this will 

cover a fiscal year.
Date Prepared Enter the date this justification was prepared.
NAME OF EMPLOYEE
& TITLE

Enter name and/or position title for individual(s) who will be traveling.

DESTINATION Enter destination and purpose of travel (e.g., training, provision of 
services, etc.)  Travel must be directly related to the program.

NO. DAYS Enter the estimated number of days of travel.
PER DIEM

A
Enter the per diem or subsistence amount requested (i.e., per diem rate 
multiplied by the number of days of travel.)  Per diem should be based on 
the applicant's per diem policy and should not exceed the maximum
allowed by the state purchasing agency.

AIR FARE
B

Enter the cost of airfare.  First-class travel is not allowed.

TRANSPORTATION
C

Enter the estimated cost of ground transportation, based on the applicant's
ground transportation policy.

TOTAL Enter column totals for columns A, B and C and the total travel cost 
(A+B+C).  If the purpose of travel relates to two or more programs, costs 
for the per diem or subsistence, airfare, and taxi/bus/car should be 
prorated in accord with a cost allocation method approved by the state
purchasing agency.

JUSTIFICATION/
COMMENTS:

Justify the need for travel for the delivery of this service activity.  Enter 
additional explanations.  Attach additional sheets, if necessary.
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SPO-H  10/01/98

Instructions for Completing
FORM SPO-H-206D  BUDGET JUSTIFICATION

TRAVEL - OUT OF STATE

Applicant/Provider: Enter the Applicant's legal name.
Period: Enter the time period for which this budget will cover; usually, this will

cover a fiscal year.
Date Prepared Enter the date this justification was prepared.
NAME OF EMPLOYEE
& TITLE

Enter name and/or position title for individual(s) who will be traveling.

DESTINATION Enter destination and purpose of travel (e.g., training, provision of
services, etc.)  Travel must be directly related to the program.

NO. DAYS Enter the estimated number of days of travel.

PER DIEM
     A

Enter the per diem or subsistence amount requested (i.e., per diem rate
multiplied by the number of days of travel.)  Per diem should be based on
the applicant's per diem policy and should not exceed the maximum
allowed by the state purchasing agency. 

AIR FARE
     B

Enter the cost of airfare.  First-class travel is not allowed.

TRANSPORTATION
     C

Enter the estimated cost of ground transportation, based on the applicant's
ground transportation policy.

TOTAL Enter column totals for columns A, B and C and the total travel cost
(A+B+C).  If the purpose of travel relates to two or more programs, costs
for the per diem or subsistence, airfare, and taxi/bus/car should be
prorated in accord with a cost allocation method approved by the state
purchasing agency.

JUSTIFICATION/
COMMENTS:

Explain need for travel, for delivery of this service activity.  Attach
additional sheets, if necessary.  Prior approval from the state purchasing
agency is needed for out-of-state travel.
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SPO-H  10/01/98

Instructions for Completing
FORM SPO-H-206E  BUDGET JUSTIFICATION

CONTRACTUAL SERVICES - ADMINISTRATIVE

Applicant/Provider: Enter the Applicant's legal name.
Period: Enter the time period for which this budget will cover; usually, this will

cover a fiscal year.
Date Prepared Enter the date this justification was prepared.
NAME OF BUSINESS OR
INDIVIDUAL

Enter the business or individual you are contracting with.  If the firm or
individual is not known at the time of preparation, enter "(UNKNOWN, to
be selected)"

TOTAL BUDGETED Enter the projected cost to be charged to the budget.

SERVICES PROVIDED Identify the specific service(s) you are contracting for, with the business or
individual (e.g., payroll services, occupational therapy, physical therapy,
etc.)

TOTAL Add the "Total Budgeted" column and enter the sum of the amounts listed.
JUSTIFICATION/
COMMENTS:

Justify the need for contractual services in the delivery of this service
activity.  Enter additional comments.  Attach additional sheets, if
necessary.
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SPO-H  10/01/98

Instructions for Completing
FORM SPO-H-206F  BUDGET JUSTIFICATION

CONTRACTUAL SERVICES - SUBCONTRACTS

Applicant/Provider: Enter the Applicant's legal name.
Period: Enter the time period for which this budget will cover; usually, this will

cover a fiscal year.
Date Prepared Enter the date this justification was prepared.
NAME OF
ORGANIZATION OR
INDIVIDUAL

Enter the organization or individual you are contracting with.  If the firm
or individual is not known at the time of preparation, enter "(UNKNOWN,
to be selected)"

TOTAL BUDGETED Enter the projected cost to be charged to the budget.

SERVICES PROVIDED Identify the specific service(s) you are contracting for, with the
organization or individual (e.g., payroll services, occupational therapy,
physical therapy, etc.)

TOTAL Add the "Total Budgeted" column and enter the sum of the amounts listed.
JUSTIFICATION/
COMMENTS:

Justify the need for contractual services in the delivery of this service
activity.  Enter additional comments.  Attach additional sheets, if
necessary.
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SPO-H  10/01/98

Instructions for Completing
FORM SPO-H-206G  BUDGET JUSTIFICATION

DEPRECIATION

Applicant/Provider: Enter the Applicant's legal name.
Period: Enter the time period for which this budget will cover; usually, this will

cover a fiscal year.
Date Prepared Enter the date this justification was prepared.
ITEM Identify the item to be depreciated individually.  Do not group items by

asset title.
AQUISITION COST Purchase price paid to acquire the item(s).
AQUISITION DATE Date item was acquired.
USEFUL LIFE Estimate the useful life of the item as determined by Internal Revenue

Service guidelines.
METHOD OF DEPREC. Use the straight line method of depreciation.  Other methods require prior

approval from the state purchasing agency.
PREVIOUS DEPREC.
TAKEN

Enter total amount of any depreciation claim previously taken (i.e.,
depreciation taken on income tax returns.)

DEPRECIATED
EXPENSE

Enter the amount for each depreciation expense item.

PERCENT
ALLOCATED

Enter the percentage of the depreciation allocated to this proposal.

DEPRECIATION
ALLOCATED

Enter the amount requested for each depreciation expense item.  This
should be the depreciated expense multiplied by the percent allocated.

JUSTIFICATION/
COMMENTS:

Describe the need for the depreciated items, for the delivery of the
contracted service.  Explain why depreciation of the expense is
appropriate.  Provide other comments or explanations.  Attach additional
sheets, if necessary.
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SPO-H  10/01/98

Instructions for Completing
FORM SPO-H-206H  BUDGET JUSTIFICATION

PROGRAM ACTIVITIES

Applicant/Provider: Enter the Applicant's legal name.
Period: Enter the time period for which this budget will cover; usually, this will

cover a fiscal year.
Date Prepared Enter the date this justification was prepared.
DESCRIPTION Identify item(s) individually.  Do not group by category titles.

AMOUNT Enter the dollar amount of the item that will be charged to the budget for
this service activity.

TOTAL Enter total amount.

JUSTIFICATION/
COMMENTS:

Justify the need for the item, for delivery of this service activity.  Enter
additional comments.  Attach additional sheets, if necessary.
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SPO-H  10/01/98

Instructions for Completing
FORM SPO-H-206I  BUDGET JUSTIFICATION

EQUIPMENT PURCHASES

Applicant/Provider: Enter the Applicant's legal name.
Period: Enter the time period for which this budget will cover; usually, this will

cover a fiscal year.
Date Prepared Enter the date this justification was prepared.
DESCRIPTION OF
EQUIPMENT

Identify the type of equipment to be purchased.

NO. OF ITEMS Enter the number of unit(s) to be purchased.
COST PER ITEM Enter the estimated costs for each unit.
TOTAL COST Calculate the total cost for each type of equipment, by multiplying number

of units by cost per unit.
TOTAL BUDGETED Enter the dollar amount of the equipment costs that will be charged to the

budget for this service activity.  This amount will be entered as budget
"category C.  EQUIPMENT" in your budget.

JUSTIFICATION/
COMMENTS:

Justify the need for equipment for the delivery of this service activity. 
Enter additional explanations.  Attach additional sheets, if necessary.
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SPO-H  10/01/98

Instructions for Completing
FORM SPO-H-206J  BUDGET JUSTIFICATION

MOTOR VEHICLE

Applicant/Provider: Enter the Applicant's legal name.
Period: Enter the time period for which this budget will cover; usually, this will

cover a fiscal year.
Date Prepared Enter the date this justification was prepared.
DESCRIPTION OF
MOTOR VEHICLE

Enter make and model of vehicle; or, provide a brief specification such as
type of vehicle (i.e., sedan, van, pick-up truck), and no. of passengers (i.e.,
8-passenger van).  Indicate whether a new or used vehicle will be
purchased, whether another vehicle will be traded-in, and indicate the
approximate trade-in value, if applicable.

NO. OF ITEMS Enter the number of vehicles to be purchased.

COST PER ITEM Enter the estimated cost per vehicles.

TOTAL COST Calculate the total cost for each type of vehicle, by multiplying number of
units by cost per unit.

TOTAL BUDGETED Enter the dollar amount of the motor vehicle costs that will be charged to
the budget for this service activity.  This amount will be entered as budget
"category D. MOTOR VEHICLE" in your budget.

JUSTIFICATION/
COMMENTS:

Explain purpose for the vehicle(s) as it relates to the delivery of the
contracted service.  Enter additional explanations.  Attach additional
sheets, if necessary.
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APPENDIX J 

 

CLIENT 
REFERENCES 

The Dental TPA is required to supply the State with names, addressed, and telephone 
numbers of three (3) customers for which the Dental TPA has supplied products and services 
that are similar to those being requested in this RFP. All work for these references must have 
been performed within the past two- (2) years.  Only three (3) references should be submitted 
in the proposal submission packet. 

 
1. Client Name:  __________________________________ 

 
Client Address: __________________________________ 
 
   __________________________________ 
 
Reference Name: __________________________________ 
 
Current Phone: __________________________________ 
 
 
 

 
2. Client Name: __________________________________ 

 
Client Address: __________________________________ 
 
   __________________________________ 

  
Reference Name: __________________________________ 
 
Current Phone: __________________________________ 

 
 
 
 

3. Client Name: __________________________________ 
 

Client Address: __________________________________ 
 
   __________________________________ 
 
Reference Name: __________________________________ 
 
Current Phone: __________________________________ 
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Preface 
Companion Guides (CG) may contain two types of data, instructions for 
electronic communications with the publishing entity 
(Communications/Connectivity Instructions) and supplemental information for 
creating transactions for the publishing entity while ensuring compliance with the 
associated ASC X12 IG (Transaction Instructions). Either the 
Communications/Connectivity component or the Transaction Instruction 
component must be included in every CG. The components may be published as 
separate documents or as a single document. 

The Communications/Connectivity component is included in the CG when the 
publishing entity wants to convey the information needed to commence and 
maintain communication exchange. 

The Transaction Instruction component is included in the CG when the publishing 
entity wants to clarify the IG instructions for submission of specific electronic 
transactions. The Transaction Instruction component content is limited by 
ASCX12’s copyrights and Fair Use statement. 
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Transaction Instruction (TI) 
1. TI Introduction

1.1 Background 
1.1.1 Overview of HIPAA Legislation 

The Health Insurance Portability and Accountability Act (HIPAA) 
of 1996 carries provisions for administrative simplification. This 
requires the Secretary of the Department of Health and Human 
Services (HHS) to adopt standards to support the electronic 
exchange of administrative and financial health care 
transactions primarily between health care providers and plans. 
HIPAA directs the Secretary to adopt standards for translations 
to enable health information to be exchanged electronically and 
to adopt specifications for implementing each standard 
HIPAA serves to: 
• Create better access to health insurance
• Limit fraud and abuse
• Reduce administrative costs

1.1.2 Compliance according to HIPAA 
The HIPAA regulations at 45 CFR 162.915 require that covered 
entities not enter into a trading partner agreement that would do 
any of the following: 
• Change the definition, data condition, or use of a data

element or segment in a standard.
• Add any data elements or segments to the maximum defined

data set.
• Use any code or data elements that are marked “not used” in

the standard’s implementation specifications or are not in the
standard’s implementation specification(s).

• Change the meaning or intent of the standard’s
implementation specification(s).

1.1.3 Compliance according to ASC X12 
ASC X12 requirements include specific restrictions that prohibit 
trading partners from: 
• Modifying any defining, explanatory, or clarifying content

contained in the implementation guide.
• Modifying any requirement contained in the implementation

guide.
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1.2 Intended Use 
The Transaction Instruction component of this companion guide must 
be used in conjunction with an associated ASC X12 Implementation 
Guide. The instructions in this companion guide are not intended to be 
stand-alone requirements documents. This companion guide conforms 
to all the requirements of any associated ASC X12 Implementation 
Guides and is in conformance with ASC X12’s Fair Use and Copyright 
statements. 

2. Included ASC X12 Implementation Guides
Unique ID Name 
005010X220 Benefit Enrollment and Maintenance (834) 
005010X218 Payroll Deducted and Other Group Premium Payment for Insurance Products 

(820) 

3. Instruction Tables
3.1 834 Benefit Enrollment and Maintenance 

Loop ID Reference Name Codes Notes/Comments 
1000A N1 Sponsor Name 
1000A N102 Name MED-QUEST 
1000A N104 Identification Code 996001089 
2300 HD Health Coverage 
2300 HD03 Insurance Line Code HMO 

AK 
DCP 

PLAN-TYPE dependent on 834 Receiver 

2750 N1 Reporting Category 
2750 N102 Name Action Code Populated with literal “Action Code” 
2750 REF Reporting Category 

Reference 
2750 REF02 Reference Identification Populated with an Action Code 
2750 N1 Reporting Category 
2750 N102 Name CFA Code Populated with literal “CFA Code” 
2750 REF Reporting Category 

Reference 
2750 REF02 Reference Identification 

MC 
MR 
PI 

CFA codes for: 
Micronesia 
Marshall Islands 
Palau 

2750 N1 Reporting Category 
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Loop ID Reference Name Codes Notes/Comments 
2750 N102 Name Prior Plan 

New Plan 

Populated with literal “Prior Plan” only 
when last member enrollment was within 
90 days and with a different plan. 

Populated with literal “New Plan” only 
when member is enrolled in a different 
plan the day after the term date. 

2750 REF Reporting Category 
Reference 

2750 REF02 Reference Identification Prior Plan uses: 
PRIOR PLAN ID (6) + 
PRIOR PLAN NAME (25) 

New Plan uses: 
HMO PLAN ID (6) +  
HMO PLAN NAME (25) 

2750 N1 Reporting Category 
2750 N102 Name Nursing Home Populated with literal “Nursing Home” 
2750 REF Reporting Category 

Reference 
2750 REF02 Reference Identification NURSING HOME ID (6) + NURSING 

HOME NAME (25) 
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3.2 820 Payroll Deducted and Other Group Premium 
Payment for Insurance Products 

Loop ID Reference Name Codes Notes/Comments 
2300B RMR Individual Premium 

Remittance Detail 
2300B RMR02 Insurance Remittance 

Reference Number 
Med-QUEST strings the following fixed-
length fields: 
CONTRACT TYPE (1) + 
ISLAND CODE (2) + 
RATE CODE (4) + 
VOUCHER NUMBER (9) + 
VOUCHER DATE (8) 
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4. TI Additional Information
4.1 Business Scenarios 

4.1.1 834 Transaction Notes 

Element Identifier 
Description 

HI 
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INTERCHANGE 
ISA11 Repetition 

Separator 
^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ 

ISA12 Interchange 
Control Version 
Number 

00501 00501 00501 00501 00501 00501 00501 00501 00501 00501 00501 00501 00501 

FUNCTIONAL 
GROUP 

GS01 Functional 
Identifier Code 

BE BE BE BE BE BE BE BE BE BE BE BE BE 

GS08 Version / Release 
/ Industry 
Identifier Code; 
no addenda 

005010X
220A1 

005010X
220A1 

005010X
220A1 

005010X
220A1 

005010X
220A1 

005010X
220A1 

005010X
220A1 

005010X
220A1 

005010X
220A1 

005010X
220A1 

005010X
220A1 

005010X
220A1 

005010X
220A1 

HEADER 
ST Transaction Set 

Header 
ST01 Transaction Set 

Identifier Code 
834 834 834 834 834 834 834 834 834 834 834 834 834 

ST02 Transaction Set 
Control Number 
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Element Identifier 
Description 

HI 
Note 
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ST03 Implementation 
Convention 
Reference 

005010X
220A1 

005010X
220A1 

005010X
220A1 

005010X
220A1 

005010X
220A1 

005010X
220A1 

005010X
220A1 

005010X
220A1 

005010X
220A1 

005010X
220A1 

005010X
220A1 

005010X
220A1 

005010X
220A1 

BGN Beginning 
Segment 

BGN01 Transaction Set 
Purpose Code 

00 00 00 00 00 00 00 00 00 00 00 00 00 

BGN02 Reference 
Identification 

BGN03 Date PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 
BGN04 Time 
BGN05 Time Code 
BGN08 Action Code 2 2 2 2 2 2 2 2 2 2 2 4 4 
REF Transaction Set 

Policy Number 
REF01 Reference 

Identification 
Qualifier 

38 38 38 38 38 38 38 38 38 38 38 38 38 

REF02 Reference 
Identification 

HP ID HP ID HP ID HP ID HP ID HP ID HP ID HP ID HP ID HP ID HP ID HP ID HP ID 

DTP File Effective 
Date 

DTP01 Date/Time 
Qualifier 

303 303 303 303 303 303 303 303 303 303 303 303 303 

DTP02 Date Time Period 
Format Qualifier 

D8 D8 D8 D8 D8 D8 D8 D8 D8 D8 D8 D8 D8 

DTP03 Date Time Period PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 
QTY Transaction Set 

Control Totals 
QTY01 Quantity Qualifier Use 

'TO' 
TO TO TO TO TO TO TO TO TO TO TO TO TO 
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Element Identifier 
Description 

HI 
Note 
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QTY02 Quantity INS 

Count 
INS 
Count 

INS 
Count 

INS 
Count 

INS 
Count 

INS 
Count 

INS 
Count 

INS 
Count 

INS 
Count 

INS 
Count 

INS 
Count 

INS 
Count 

INS 
Count 

INS 
Count 

1000A 
SPONSOR 
NAME( 1 ) 

N1 Sponsor Name 
N101 Entity Identifier 

Code 
P5 P5 P5 P5 P5 P5 P5 P5 P5 P5 P5 P5 P5 

N102 Name MED-
QUEST 

MED-
QUEST 

MED-
QUEST 

MED-
QUEST 

MED-
QUEST 

MED-
QUEST 

MED-
QUEST 

MED-
QUEST 

MED-
QUEST 

MED-
QUEST 

MED-
QUEST 

MED-
QUEST 

MED-
QUEST 

N103 Identification 
Code Qualifier 

FI FI FI FI FI FI FI FI FI FI FI FI FI 

N104 Identification 
Code 

9960010
89 

9960010
89 

9960010
89 

9960010
89 

9960010
89 

9960010
89 

9960010
89 

9960010
89 

9960010
89 

9960010
89 

9960010
89 

9960010
89 

9960010
89 

1000B PAYER 
( 1 ) 

N1 Payer 
N101 Entity Identifier 

Code 
IN IN IN IN IN IN IN IN IN IN IN IN IN 

N102 Name HP 
NAME 

HP 
NAME 

HP 
NAME 

HP 
NAME 

HP 
NAME 

HP 
NAME 

HP 
NAME 

HP 
NAME 

HP 
NAME 

HP 
NAME 

HP 
NAME 

HP 
NAME 

HP 
NAME 

N103 Identification 
Code Qualifier 

FI FI FI FI FI FI FI FI FI FI FI FI FI 

N104 Identification 
Code 

HP TAX 
ID 

HP TAX 
ID 

HP TAX 
ID 

HP TAX 
ID 

HP TAX 
ID 

HP TAX 
ID 

HP TAX 
ID 

HP TAX 
ID 

HP TAX 
ID 

HP TAX 
ID 

HP TAX 
ID 

HP TAX 
ID 

HP TAX 
ID 

2000 MEMBER 
LEVEL DETAIL( 
>1 )

INS Member Level 
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Element Identifier 
Description 

HI 
Note 
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Detail 
INS01 Yes/No Condition 

or Response 
Code 

Y Y Y Y Y Y Y Y Y Y Y Y Y 

INS02 Individual 
Relationship 
Code 

18 18 18 18 18 18 18 18 18 18 18 18 18 

INS03 Maintenance 
Type Code 

021 024 001 001 001 001 001 001 001 001 Daily: 
001 

Monthly: 
030 

030 030 

INS04 Maintenance 
Reason Code 

02 - 
Birth 
22 - Plan 
Change 
28 – 
Initial 
Enrollme
nt 
41 - Re-
enrollme
nt 

03 - 
Death 
07 – 
Terminat
ion of 
Benefits 
14 - 
Voluntar
y 
Withdra
wal 
22 - Plan 
Change 
AH - 
Patient 
Moved 

43 - 
Change 
of 
location 

25 - 
Change 
in 
Identifyin
g Data 
Element 

25 - 
Change 
in 
Identifyin
g Data 
Element 

22 - Plan 
Change 

07-
Terminat
ion of 
Benefits 
22 - Plan 
Change 
33-
Personn
el Data 

33 - 
Personn
el Data 
AH - 
Patient 
moved 
to a new 
location 
AI - No 
Reason 
Given 

33-
Personn
el Data 

29 - 
Benefit 
Selectio
n 

Daily: 
33-
Personn
el Data 
Monthly: 
XN-
Notificati
on Only 

XN - 
Notificati
on Only 

XN - 
Notificati
on Only 

INS05 Benefit Status 
Code 

A A A A A A A A A A A A A 

INS06-1 Medicare Plan 
Code 

MED-
CODE 

MED-
CODE 

MED-
CODE 

MED-
CODE 

MED-
CODE 

MED-
CODE 

MED-
CODE 

MED-
CODE 

MED-
CODE 

MED-
CODE 

MED-
CODE 

MED-
CODE 

INS08 Employment 
Status Code 

AC TE AC AC AC AC AC AC AC AC AC AC AC 

INS11 Date Time Period 
Format Qualifier 

D8 
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Element Identifier 
Description 

HI 
Note 
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INS12 Date Time Period Use for 
Date of 
Death 
only, if 
presen
t 

DAT OF 
DTH 

REF Subscriber 
Identifier 

REF01 Reference 
Identification 
Qualifier 

0F-
Subscr
iber 
Numbe
r 

0F 0F 0F 0F 0F 0F 0F 0F 0F 0F 0F 0F 0F 

REF02 Reference 
Identification 

HAWI ID HAWI ID HAWI ID HAWI ID HAWI ID HAWI ID HAWI ID HAWI ID HAWI ID HAWI ID HAWI ID HAWI ID "No 
Data" 

REF POLICY 
NUMBER-SEE 
2700 CAP RATE 
CODE, PREG, 
ARREARS, 
ACTION CODE. 
CTY CD-SEE 
ADDRESS 

REF Member 
Supplemental 
Identifier 
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Element Identifier 
Description 

HI 
Note 
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REF01 Reference 
Identification 
Qualifier 
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Sectio
n/Unit 
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.  
F6 - 
Medica
re 
Claim 
ID 
3H- 
Case 
ID+Rel
ationsh
ip code 
ZZ-
Primar
y client 
ID 
17-
Vouch
er 

DX 
F6 
3H 
ZZ 
17 

17 F6 3H 

17 

DX 
F6 
3H 
ZZ 
17 

REF02 Reference 
Identification 

SEC/UN
IT/WRK
R 
MEDICA
RE ID 
CASE 
ID+REL 
CODE 
PRIM ID 
VOUCH
ER ID 

VOUCH
ER 

MEDICA
RE ID 

CASE 
ID+REL 
CODE 

SEC/UN
IT/WRK
R 
MEDICA
RE ID 
CASE 
ID+REL 
CODE 
PRIM ID 
VOUCH
ER ID 

DTP Member Level 
Dates 
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Element Identifier 
Description 

HI 
Note 

A
D

D
 

D
IS

EN
R

O
LL

 

A
D

D
R

ES
S 

C
H

A
N

G
E 

D
O

B
/G

EN
D

ER
 

C
H

A
N

G
E 

(D
B

 o
r S

X 
or

 C
3 

ac
tio

ns
)  

   
   

N
A

M
E 

D
O

B
 G

EN
D

ER
 

C
H

A
N

G
E 

(C
1 

or
 C

2 
or

 C
4 

or
 

N
C

 o
r P

N
 a

ct
io

ns
) 

H
EA

LT
H

 P
LA

N
 

C
H

A
N

G
E 

(H
C

; F
O

R
 

B
H

S 
O

N
LY

) 

M
H

 C
H

A
N

G
E 

(M
C

) 
O

R
 T

ER
M

 (T
M

) 
C

H
A

N
G

E 
IN

 
M

ED
IC

A
R

E 
(C

M
) 

O
TH

ER
 C

H
A

N
G

E 
(E

R
, O

C
, S

C
, N

H
, L

O
, 

PZ
, L

A
, A

R
, E

M
) 

PR
EG

N
A

N
T 

(P
G

) 
M

ED
IC

A
L 

C
O

N
D

IT
IO

N
 (M

E)
 

R
A

TE
 C

O
D

E 
C

H
A

N
G

E 
(R

C
) (

La
st

 
D

ai
ly

) 

C
O

B
 (S

ep
ar

at
e 

fr
om

 
R

O
S 

re
co

rd
) 

M
O

N
TH

LY
 

EM
PT

Y 
D

A
IL

Y 

DTP01 Date/Time 
Qualifier 

356 
357 

356 
357 

303 303 303 303 303 303 303 356 
357 

303 356 

DTP02 Date Time Period 
Format Qualifier 

D8 D8 D8 D8 D8 D8 D8 D8 D8 D8 D8 D8 

DTP03 Date Time Period ENROLL 
BEG 

ENROLL 
END 

ENROLL 
BEG 

ENROLL 
END 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

PROCE
SS 

DATE 

ENROLL 
BEG 

ENROLL 
END 

PROCE
SS 

DATE 

ENROLL 
BEG 

2100A MEMBER 
NAME 
( 1 ) 

NM1 Member Name 
NM101 Entity Identifier 

Code 
IL IL IL IL 74 

IL for 
'PN' 

Action 
code 

IL IL IL IL IL IL IL IL 

NM102 Entity Type 
Qualifier 

1 1 1 1 1 1 1 1 1 1 1 1 1 

NM103 Name Last or 
Organization 
Name 

LAST 
NAME 

LAST 
NAME 

LAST 
NAME 

LAST 
NAME 

LAST 
NAME 

LAST 
NAME 

LAST 
NAME 

LAST 
NAME 

LAST 
NAME 

LAST 
NAME 

LAST 
NAME 

LAST 
NAME 

"No Last 
Name" 

NM104 Name First FIRST 
NAME 

FIRST 
NAME 

FIRST 
NAME 

FIRST 
NAME 

FIRST 
NAME 

FIRST 
NAME 

FIRST 
NAME 

FIRST 
NAME 

FIRST 
NAME 

FIRST 
NAME 

FIRST 
NAME 

FIRST 
NAME 

"No First 
Name" 

NM105 Name Middle MIDDLE 
INIT 

MIDDLE 
INIT 

MIDDLE 
INIT 

MIDDLE 
INIT 

MIDDLE 
INIT 

MIDDLE 
INIT 

MIDDLE 
INIT 

MIDDLE 
INIT 

MIDDLE 
INIT 

MIDDLE 
INIT 

MIDDLE 
INIT 

MIDDLE 
INIT 

*END*

PER Member 
Communications 
Numbers 

PER01 Contact Function 
Code 

IP IP IP IP 

PER03 Communication 
Number Qualifier 

TE TE TE TE 
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Element Identifier 
Description 

HI 
Note 

A
D

D
 

D
IS

EN
R

O
LL

 

A
D

D
R

ES
S 

C
H

A
N

G
E 

D
O

B
/G

EN
D

ER
 

C
H

A
N

G
E 

(D
B

 o
r S

X 
or

 C
3 

ac
tio

ns
)  

   
   

N
A

M
E 

D
O

B
 G

EN
D

ER
 

C
H

A
N

G
E 

(C
1 

or
 C

2 
or

 C
4 

or
 

N
C

 o
r P

N
 a

ct
io

ns
) 

H
EA

LT
H

 P
LA

N
 

C
H

A
N

G
E 

(H
C

; F
O

R
 

B
H

S 
O

N
LY

) 

M
H

 C
H

A
N

G
E 

(M
C

) 
O

R
 T

ER
M

 (T
M

) 
C

H
A

N
G

E 
IN

 
M

ED
IC

A
R

E 
(C

M
) 

O
TH

ER
 C

H
A

N
G

E 
(E

R
, O

C
, S

C
, N

H
, L

O
, 

PZ
, L

A
, A

R
, E

M
) 

PR
EG

N
A

N
T 

(P
G

) 
M

ED
IC

A
L 

C
O

N
D

IT
IO

N
 (M

E)
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at
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R
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EM
PT

Y 
D

A
IL

Y 

PER04 Communication 
Number 

HOME 
PHONE 

HOME 
PHONE 

HOME 
PHONE 

HOME 
PHONE 

PER05 Communication 
Number Qualifier 

EM EM EM EM 

PER06 Communication 
Number 

EMAIL EMAIL EMAIL EMAIL 

N3 Member 
Residence Street 
Address 

N301 Address 
Information 

2015-
0060-
05-ED:
Addres
s
Increa
se to
55
charac
ters,
11/10/
2015
LG

RES 
STR1 

RES 
STR1 

RES 
STR1 

N302 Address 
Information 

2015-
0060-
05-ED:
Addres
s
Increa
se to
55
charac
ters,
11/10/
2015
LG

RES 
STR2 

RES 
STR2 

RES 
STR2 
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Element Identifier 
Description 

HI 
Note 

A
D

D
 

D
IS

EN
R

O
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A
D

D
R
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A
N

G
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D
O

B
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D
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 C
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R
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 (M
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C
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C
O

B
 (S

ep
ar

at
e 

fr
om

 
R

O
S 

re
co

rd
) 

M
O

N
TH

LY
 

EM
PT

Y 
D

A
IL

Y 

N4 Member 
Residence City, 
State, ZIP Code 

N401 City Name CITY CITY CITY 

N402 State or Province 
Code 

STATE STATE STATE 

N403 Postal Code ZIP ZIP ZIP 

N405 Location Qualifier CY CY CY 
N406 Location Identifier ISLAND 

CODE 
ISLAND 
CODE 

ISLAND 
CODE 

DMG Member 
Demographics 

DMG01 Date Time Period 
Format Qualifier 

D8 D8 D8 D8 D8 D8 D8 

DMG02 Date Time Period DOB DOB DOB DOB DOB DOB DOB 

DMG03 Gender Code GENDE
R 

GENDE
R 

GENDE
R 

GENDE
R 

GENDE
R 

GENDE
R 

GENDE
R 

DMG04 Marital Status 
Code 

MARITA
L STA 

MARITA
L STA 

DMG05-
1 

Race or Ethnicity 
Code 

RACE RACE RACE 

DMG05-
2 

Code List qualifier RET RET RET 

DMG05-
3 

Race or Ethnicity 
Code 

Hispan
ic or 
Latino 
= 
2135-2 
Non-
Hispan
ic or 
Latino 

ETHNICI
TY 

ETHNICI
TY 

ETHNICI
TY 
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Element Identifier 
Description 

HI 
Note 

A
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R
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B

 o
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 C
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 (S
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at
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O
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re
co

rd
) 

M
O

N
TH

LY
 

EM
PT

Y 
D

A
IL

Y 

= 
2186-5 

LUI Member 
Language 

LUI01 Identification 
Code Qualifier 

LE LE LE 

LUI02 Identification 
Code 

LANGU
AGE 

LANGU
AGE 

LANGU
AGE 

LUI04 Use of Language 
Indicator 

7 - 
Langu
age 
Spoke
n 

7 7 7 

LUI Member 
Language 

LUI01 Identification 
Code Qualifier 

LE LE LE 

LUI02 Identification 
Code 

LANGU
AGE 

LANGU
AGE 

LANGU
AGE 

LUI04 Use of Language 
Indicator 

5 - 
Langu
age 
Read 

5 5 5 
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Element Identifier 
Description 

HI 
Note 

A
D

D
 

D
IS

EN
R
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D
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r P

N
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io
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H
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 P
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H

A
N
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E 
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O
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B
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O

N
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 C
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ER
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at
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O
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co

rd
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M
O

N
TH

LY
 

EM
PT

Y 
D

A
IL

Y 

2100B 
INCORRECT 
MEMBER NAME( 
1 ) 

NM1 Incorrect 
Member Name 

NM101 Entity Identifier 
Code 

70 70 

NM102 Entity Type 
Qualifier 

1 1 

NM103 Name Last or 
Organization 
Name 

LAST-
NAME 

PRIOR-
LNAME 
else 
LAST-
NAME 

NM104 Name First FNAME PRIOR-
FNAME 
else 
FIRST-
NAME 

NM105 Name Middle PRIOR-
MI 

PRIOR-
MI 

DMG Incorrect 
Member 
Demographics 

Used 
when 
Action 
codes 
DB, SX, 
or C3 

Used 
when 
Action 
codes 
NC, C1, 
C2, or 
C4 

DMG01 Date Time Period 
Format Qualifier 

D8 D8 
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Element Identifier 
Description 

HI 
Note 
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 C
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R
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at
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O
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co

rd
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M
O

N
TH

LY
 

EM
PT

Y 
D

A
IL

Y 

DMG02 Date Time Period PRIOR 
DOB 

PRIOR 
DOB 

DMG03 Gender Code PRIOR 
GENDE

R 

PRIOR 
GENDE

R 
DMG04 Marital Status 

Code 
DMG05 Race or Ethnicity 

Code 

2100C MEMBER 
MAILING 
ADDRESS 
( 1 ) 

Only 
presen
t if 
differe
nt from 
Reside
ntial 
Addres
s 

NM1 Member Mailing 
Address 

NM101 Entity Identifier 
Code 

31 31 31 

NM102 Entity Type 
Qualifier 

1 1 1 

N3 Member Mail 
Street Address 

N301 Address 
Information 

11/10/
2015 / 
2015-
0060-
05-ED:
Addres
s
Increa
se to
55

MAIL 
STR1 

MAIL 
STR1 

MAIL 
STR1 
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Element Identifier 
Description 

HI 
Note 

A
D

D
 

D
IS

EN
R

O
LL

 

A
D

D
R

ES
S 
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H

A
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D
O

B
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D
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C
H

A
N

G
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(D
B

 o
r S
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D
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N
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or
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or
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or
 

N
C

 o
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io
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H
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O

N
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 C
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R
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C
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C
O

B
 (S

ep
ar

at
e 

fr
om

 
R

O
S 

re
co

rd
) 

M
O

N
TH

LY
 

EM
PT

Y 
D

A
IL

Y 

charac
ters, 
10/21/
2015 
LG 

N302 Address 
Information 

11/10/
2015 / 
2015-
0060-
05-ED:
Addres
s
Increa
se to
55
charac
ters,
10/21/
2015
LG

MAIL 
STR2 

MAIL 
STR2 

MAIL 
STR2 

N4 Member Mail 
City, State, Zip 

N401 City Name MAIL 
CITY 

MAIL 
CITY 

MAIL 
CITY 

N402 State or Province 
Code 

MAIL ST MAIL ST MAIL ST 

N403 Postal Code MAIL 
ZIP 

MAIL 
ZIP 

MAIL 
ZIP 

2100G 
RESPONSIBLE 
PERSON 
( 13 ) 

1st 
occurr
ence - 
MED-
PAYE
E 

For 'OC' 
Other 

Change 
Action 
code 
only 

NM1 Responsible 
Person 
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Element Identifier 
Description 

HI 
Note 

A
D

D
 

D
IS

EN
R

O
LL

 

A
D

D
R

ES
S 

C
H

A
N

G
E 

D
O

B
/G

EN
D

ER
 

C
H

A
N

G
E 

(D
B

 o
r S

X 
or

 C
3 

ac
tio

ns
)  

   
   

N
A

M
E 

D
O

B
 G

EN
D

ER
 

C
H

A
N

G
E 

(C
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or
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2 
or

 C
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or
 

N
C

 o
r P

N
 a
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io
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) 

H
EA

LT
H

 P
LA

N
 

C
H

A
N

G
E 

(H
C

; F
O

R
 

B
H

S 
O

N
LY

) 

M
H

 C
H

A
N

G
E 

(M
C
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R
 T

ER
M

 (T
M
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A

N
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E 
IN
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IC

A
R

E 
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M
) 

O
TH

ER
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N
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E 
(E

R
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C
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C
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H
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O
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M
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EG
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G

) 
M

ED
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H
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C
O

B
 (S

ep
ar

at
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fr
om

 
R

O
S 

re
co

rd
) 

M
O

N
TH

LY
 

EM
PT

Y 
D

A
IL

Y 

NM101 Entity Identifier 
Code 

QD QD QD QD 

NM102 Entity Type 
Qualifier 

1 1 1 1 

NM103 Name Last or 
Organization 
Name 

MED 
PAYEE 
LNAME 

MED 
PAYEE 
LNAME 

MED 
PAYEE 
LNAME 

MED 
PAYEE 
LNAME 

NM104 Name First MED 
PAYEE 
FNAME 

MED 
PAYEE 
FNAME 

MED 
PAYEE 
FNAME 

MED 
PAYEE 
FNAME 

NM105 Name Middle MED 
PAYEE 

MI 

MED 
PAYEE 

MI 

MED 
PAYEE 

MI 

MED 
PAYEE 

MI 

NM108 Identification 
Code Qualifier 

NM109 Identification 
Code 

N3 Responsible 
Person Street 
Address 

N301 Address 
Information 

MED 
PAYEE 
ADDR1 

MED 
PAYEE 
ADDR1 

MED 
PAYEE 
ADDR1 

MED 
PAYEE 
ADDR1 

N302 Address 
Information 

MED 
PAYEE 
ADDR2 

MED 
PAYEE 
ADDR2 

MED 
PAYEE 
ADDR2 

MED 
PAYEE 
ADDR2 

N4 Responsible 
Person City, 
State, Zip 
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Element Identifier 
Description 

HI 
Note 
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 C
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R

E 
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M
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at
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O
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re
co

rd
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M
O

N
TH

LY
 

EM
PT

Y 
D

A
IL

Y 

N401 City Name MED 
PAYEE 
CITY 

MED 
PAYEE 
CITY 

MED 
PAYEE 
CITY 

MED 
PAYEE 
CITY 

N402 State or Province 
Code 

MED 
PAYEE 

ST 

MED 
PAYEE 

ST 

MED 
PAYEE 

ST 

MED 
PAYEE 

ST 
N403 Postal Code 5 or 9 

digit 
Zip 
Code 

MED 
PAYEE 

ZIP 

MED 
PAYEE 

ZIP 

MED 
PAYEE 

ZIP 

MED 
PAYEE 

ZIP 

2100G 
RESPONSIBLE 
PERSON 
( 13 ) 

2nd 
occurr
ence - 
CASE 
NAME 

For 'OC' 
Other 

Change 
Action 
code 
only 

NM1 Responsible 
Person 

NM101 Entity Identifier 
Code 

9K 9K 9K 9K 

NM102 Entity Type 
Qualifier 

1 1 1 1 

NM103 Name Last or 
Organization 
Name 

CASE 
LNAME 

CASE 
LNAME 

CASE 
LNAME 

CASE 
LNAME 

NM104 Name First CASE 
FNAME 

CASE 
FNAME 

CASE 
FNAME 

CASE 
FNAME 
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Element Identifier 
Description 

HI 
Note 
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 C
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IN
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R

E 
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M
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TH

ER
 C

H
A
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G
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(E

R
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M
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C
O

B
 (S

ep
ar

at
e 

fr
om

 
R

O
S 

re
co

rd
) 

M
O

N
TH

LY
 

EM
PT

Y 
D

A
IL

Y 
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MI 

CASE 
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CASE 
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NM108 Identification 
Code Qualifier 

NM109 Identification 
Code 

N3 Responsible 
Person Street 
Address 

N301 Address 
Information 

N302 Address 
Information 

N4 Responsible 
Person City, 
State, Zip 

N401 City Name 

N402 State or Province 
Code 

N403 Postal Code 5 or 9 
digit 
Zip 
Code 

2300 HEALTH 
COVERAGE( 99 ) 

HMO 
LOOP 
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Element Identifier 
Description 

HI 
Note 
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HD03 Insurance Line 
Code 

PLAN-
TYPE 
depen
dent 
on 834 
Receiv
er: 
HMO=
Medica
l 
AK=M
ental 
Health 
DCP=
Dental 

HMO 
AK 

DCP 

HMO 
AK 

DCP 

HMO 
AK 

DCP 

HMO 
AK 

DCP 

DTP Health Coverage 
Dates 

DTP01 Date/Time 
Qualifier 

348 
349 

348 
349 

303 348 

DTP02 Date Time Period 
Format Qualifier 

D8 D8 D8 D8 

DTP03 Date Time Period BEGIN/
END 

DATE 

BEGIN/
END 

DATE 

PROCE
SS 

DATE 

BEGIN 
DATE 

AMT Health Coverage 
Policy 

AMT01 Amount Qualifier 
Code 

AMT02 Monetary Amount 

REF Health Coverage 
Policy Number 
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Element Identifier 
Description 

HI 
Note 
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Identification 
Qualifier 

CE CE CE 

REF02 Reference 
Identification 

Contract 
Type 

Contract 
Type 

Contract 
Type 

2320 
COORDINATION 
OF BENEFITS 
( 5 ) 

COB 
Loop 
1 
TPLs 
1-5
(Does
not
includ
e
Medic
are
record
s)

COB Coordination of 
Benefits 

D: Last 
mod 
date 
M: Only 
active 
and TPL 
dates 
intersec
ts parm 
date 

COB01 Payer 
Responsibility 
Sequence 
Number Code 

U-
Unkno
wn 

U U 

COB02 Reference 
Identification 

TPL 
POLICY 

TPL 
POLICY 
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Element Identifier 
Description 

HI 
Note 
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COB03 Coordination of 
Benefits Code 
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Unkno
wn 

5 5 

REF Additional 
Coordination of 
Benefits 
Identifiers 

REF01 Reference 
Identification 
Qualifier 

6P-
Group 
Numbe
r 

6P 6P 

REF02 Reference 
Identification 

TPL-
INS-TYP 

TPL 
COVG 
TYPE 

TPL-
INS-TYP 

TPL 
COVG 
TYPE 

REF Additional 
Coordination of 
Benefits 
Identifiers 

REF01 Reference 
Identification 
Qualifier 

6P-
Group 
Numbe
r 

6P 60 

REF02 Reference 
Identification 

Chang
e 
Reaso
n: ER-
Entere
d in 
error 
(does 
not 
apply 
to 
Medica

ER 
(mainfra

me 
generate 

this?, 
map 
does 
TPL-
CHG-
RSN) 

TPL-
CHG-
RSN 
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Element Identifier 
Description 

HI 
Note 
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DTP Coordination of 
Benefits 
Eligibility Dates 

DTP01 Date/Time 
Qualifier 

344 
345 

344 

DTP02 Date Time Period 
Format Qualifier 

D8 D8 

DTP03 Date Time Period BEGIN/
END 

DATE 

TPL-
BEG-
DAT 

2330 
COORDINATION 
OF BENEFITS 
RELATED 
ENTITY( 3 ) 

NM1 Coordination of 
Benefits Related 
Entity 

Note: 
This 
segme
nt 
partiall
y 
existed 
in  
4010 
at 
2320/N
1. 

NM101 Entity Identifier IN- IN IN 
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Element Identifier 
Description 

HI 
Note 
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Code Insurer 
NM102 Entity Type 

Qualifier 
2-Non-
Person
Entity

2 2 

NM103 Name Last or 
Organization 
Name 

TPL 
CODE+ 
TPL 
DESC+ 
TPL 
SEQUE
NCE+ 
ABSENT 
PAREN
T IND 

TPL-
CAR-
INFO 

N3 Coordination of 
Benefits Related 
Entity Address 

N301 Address 
Information 

N302 Address 
Information 

N4 Coordination of 
Benefits Other 
Insurance 
Company City, 
State, ZIP Code 

N401 City Name 

N402 State or Province 
Code 

N403 Postal Code 

PER Administrative 
Communications 
Contact 
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Element Identifier 
Description 

HI 
Note 
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PER01 Contact Function 
Code 

PER03 Communication 
Number Qualifier 

PER04 Communication 
Number 

2300 HEALTH 
COVERAGE 
( 99 ) 

SOC 
LOOP 

HD Health Coverage 
HD01 Maintenance 

Type Code 
001 001 

030 
HD03 Insurance Line 

Code 
LTC LTC LTC 

HD04 Plan Coverage 
Description 

SHARE 
OF 

COST/S
PENDD
OWN 

SHARE 
OF 

COST/S
PENDD
OWN 

SHARE 
OF 

COST/S
PENDD
OWN 

DTP Health Coverage 
Dates 

DTP01 Date/Time 
Qualifier 

348 348 
348 

DTP02 Date Time Period 
Format Qualifier 

D8 D8 D8 

DTP03 Date Time Period SOC 
Begin 
Date 

SOC 
Begin 
Date 

SOC 
Begin 
Date 

AMT Health Coverage 
Policy 

AMT01 Amount Qualifier 
Code 

C1 C1 C1 

AMT02 Monetary Amount SOC-
AMT 

SOC-
AMT 

SOC-
AMT 
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Element Identifier 
Description 

HI 
Note 
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REF Health Coverage 
Policy Number 

REF01 Reference 
Identification 
Qualifier 

REF02 Reference 
Identification 

2300 HEALTH 
COVERAGE 
( 99 ) 

COB 
LOOP

2 
TPLs 
6-10

HD Health Coverage 
HD01 Maintenance 

Type Code 
001 

HD03 Insurance Line 
Code 

Disting
uishes 
the 
COB 
loop 
MM-
Major 
Medica
l 

HMO 
AK 

DCP 

DTP Health Coverage 
Dates 

DTP01 Date/Time 
Qualifier 

303 

DTP02 Date Time Period 
Format Qualifier 

D8 

DTP03 Date Time Period PROCE
SS 

DATE 
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Element Identifier 
Description 

HI 
Note 
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AMT Health Coverage 
Policy 

AMT01 Amount Qualifier 
Code 

AMT02 Monetary Amount 

REF Health Coverage 
Policy Number 

REF01 Reference 
Identification 
Qualifier 

ZZ 

REF02 Reference 
Identification 

ACTION
-CD

2320 
COORDINATION 
OF BENEFITS 
(> 5 TPL ) 

COB Coordination of 
Benefits 

COB01 Payer 
Responsibility 
Sequence 
Number Code 

U 

COB02 Reference 
Identification 

TPL 
POLICY 

ID 
COB03 Coordination of 

Benefits Code 
5-
Unkno
wn 

5 
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Element Identifier 
Description 

HI 
Note 
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Parent-
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REF01 Reference 
Identification 
Qualifier 
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Element Identifier 
Description 

HI 
Note 
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Medica
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CHG-
RSN) 

DTP Coordination of 
Benefits 
Eligibility Dates 

DTP01 Date/Time 
Qualifier 

344 
345 

DTP02 Date Time Period 
Format Qualifier 

D8 

DTP03 Date Time Period BEGIN/
END 

DATE  

2330 
COORDINATION 
OF BENEFITS 
RELATED 
ENTITY 
( 3 ) 

NM1 Coordination of 
Benefits Related 
Entity 

NM101 Entity Identifier 
Code 

IN 

NM102 Entity Type 2 
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Element Identifier 
Description 

HI 
Note 
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Concat
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TPL-
CAR-
INFO 
[Carrie
r Code 
x(5), 
Carrier 
Name 
x(45)] 
+ 
TPL-
SEQ-
NO 
x(2) + 
TPL-
ABS-
PARE
NT 
x(1) 

TPL-
SEQ-NO 

x(2) + 
TPL-
ABS-

PAREN
T x(1) + 

TPL-
CAR-
INFO 
x(50) 

N3 Coordination of 
Benefits Related 
Entity Address 

N301 Address 
Information 

N302 Address 
Information 

N4 Coordination of 
Benefits Other 
Insurance 
Company City, 
State, ZIP Code 
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Element Identifier 
Description 

HI 
Note 
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N401 City Name 

N402 State or Province 
Code 

N403 Postal Code 

PER Administrative 
Communications 
Contact 

PER01 Contact Function 
Code 

PER03 Communication 
Number Qualifier 

PER04 Communication 
Number 

END 

2700 
ADDITIONAL 
REPORTING 
CATEGORIES( 1 
) 

LS Additional 
Reporting 
Categories 

LS01 Loop Identifier 
Code 

2700 2700 2700 2700 2700 2700 2700 2700 2700 2700 2700 

2710 MEMBER 
REPORTING 
CATEGORIES 
( >1 )

ACTIO
N 
CODE 

LX Member 
Reporting 
Categories 
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Element Identifier 
Description 

HI 
Note 
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LX01 Assigned Number Increm
enting 
numbe
r 

2750 
REPORTING 
CATEGORY 
( 1 ) 

N1 Reporting 
Category 

N101 Entity Identifier 
Code 

75 75 75 75 75 75 75 75 75 75 

N102 Name "Action 
Code" 

"Action 
Code" 

"Action 
Code" 

"Action 
Code" 

"Action 
Code" 

"Action 
Code" 

"Action 
Code" 

"Action 
Code" 

"Action 
Code" 

"Action 
Code" 

REF Reporting 
Category 
Reference 

REF01 Reference 
Identification 
Qualifier 

ZZ ZZ ZZ ZZ ZZ ZZ ZZ ZZ ZZ ZZ 

REF02 Reference 
Identification 

ACTION 
CODE 

ACTION 
CODE 

ACTION 
CODE 

ACTION 
CODE 

ACTION 
CODE 

ACTION 
CODE 

ACTION 
CODE 

ACTION 
CODE 

ACTION 
CODE 

ACTION 
CODE 

DTP Reporting 
Category Date 

DTP01 Date/Time 
Qualifier 

DTP02 Date Time Period 
Format Qualifier 

DTP03 Date Time Period 

2710 MEMBER 
REPORTING 
CATEGORIES 
( >1 )

RATE 
CODE 
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Element Identifier 
Description 

HI 
Note 
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LX Member 
Reporting 
Categories 

LX01 Assigned Number Increm
enting 
numbe
r 

2750 
REPORTING 
CATEGORY 
( 1 ) 

N1 Reporting 
Category 

N101 Entity Identifier 
Code 

75 75 75 75 

N102 Name "Rate 
Code" 

"Rate 
Code" 

"Rate 
Code" 

"RATE 
CODE" 

REF Reporting 
Category 
Reference 

REF01 Reference 
Identification 
Qualifier 

9V 9V 9V 9V 

REF02 Reference 
Identification 

RATE 
CODE 

RATE 
CODE 

RATE 
CODE 

RATE 
CODE 

DTP Reporting 
Category Date 

DTP01 Date/Time 
Qualifier 

007 007 

DTP02 Date Time Period 
Format Qualifier 

D8 D8 

DTP03 Date Time Period BEGIN 
DATE 

BEGIN 
DATE 
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Element Identifier 
Description 

HI 
Note 
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2750 
REPORTING 
CATEGORY 
( 1 ) 

RENE
WAL 
DATE 

For 'OC' 
Other 

Change 
Action 
code 
only 

N1 Reporting 
Category 

N101 Entity Identifier 
Code 

75 75 75 

N102 Name "RENE
WAL 

DATE" 

"RENE
WAL 

DATE" 

"RENE
WAL 

DATE" 
REF Reporting 

Category 
Reference 

REF01 Reference 
Identification 
Qualifier 

REF02 Reference 
Identification 

DTP Reporting 
Category Date 

DTP01 Date/Time 
Qualifier 

007 007 007 

DTP02 Date Time Period 
Format Qualifier 

D8 D8 D8 

DTP03 Date Time Period RENEW
AL 

DATE 

RENEW
AL 

DATE 

RENEW
AL 

DATE   

2710 MEMBER 
REPORTING 
CATEGORIES 
( >1 )

CFA 
EXCE
PTION 
CODE 
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Element Identifier 
Description 

HI 
Note 
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Reporting 
Categories 

LX01 Assigned Number Increm
enting 
numbe
r 

2750 
REPORTING 
CATEGORY 
( 1 ) 

N1 Reporting 
Category 

N101 Entity Identifier 
Code 

75 75 

N102 Name CFA 
CODE 

CFA 
CODE 

REF Reporting 
Category 
Reference 

REF01 Reference 
Identification 
Qualifier 

PID-
Progra
m 
Identifi
cation 
Numbe
r 

PID PID 

REF02 Reference 
Identification 

MC-
Micron
esia 
MR-
Marsh
all 
Islands 
PL-
Palau 

MC, MR, 
OR PL 

MC, MR, 
OR PL 
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Element Identifier 
Description 

HI 
Note 
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DTP Reporting 
Category Date 
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DTP02 Date Time Period 
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DTP03 Date Time Period 

2710 MEMBER 
REPORTING 
CATEGORIES 
( >1 )
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LX Member 
Reporting 
Categories 

LX01 Assigned Number Increm
enting 
numbe
r 

2750 
REPORTING 
CATEGORY 
( 1 ) 

N1 Reporting 
Category 

N101 Entity Identifier 
Code 

75 
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Element Identifier 
Description 

HI 
Note 
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at
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A
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N102 Name ADD - 
Use 
Prior 
Plan 
only 
when 
last 
memb
er 
enroll
ment 
was 
within 
90 
days 
and 
with a 
differe
nt 
plan. 
DISEN
ROLL - 
Use 
New 
Plan 
only 
when 
memb
er is 
enrolle
d in a 
differe
nt plan 
the 
day 
after 
the 
term 

"Prior 
Plan" 
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Element Identifier 
Description 

HI 
Note 
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D

A
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date. 

REF Reporting 
Category 
Reference 

REF01 Reference 
Identification 
Qualifier 

18 

REF02 Reference 
Identification 

ADD - 
Use 
Prior 
Plan 
only 
when 
last 
memb
er 
enroll
ment 
was 
within 
90 
days 
and 
with a 

PRIOR 
PLAN ID 

(6) +
PRIOR
PLAN
NAME
(25)
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Element Identifier 
Description 

HI 
Note 
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 C
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R
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M
) 

O
TH

ER
 C

H
A

N
G

E 
(E
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O

B
 (S

ep
ar

at
e 

fr
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O
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M
O

N
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LY
 

EM
PT

Y 
D

A
IL

Y 

differe
nt 
plan. 
DISEN
ROLL - 
Use 
New 
Plan 
only 
when 
memb
er is 
enrolle
d in a 
differe
nt plan 
the 
day 
after 
the 
term 
date. 

DTP Reporting 
Category Date 

DTP01 Date/Time 
Qualifier 

DTP02 Date Time Period 
Format Qualifier 

DTP03 Date Time Period 

2710 MEMBER 
REPORTING 
CATEGORIES 
( >1 )

MEDIC
AL 
ENRO
LLME
NT 
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Element Identifier 
Description 

HI 
Note 
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 C
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PZ
, L

A
, A

R
, E

M
) 

PR
EG

N
A

N
T 

(P
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 (S
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at
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O
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re
co

rd
) 

M
O

N
TH

LY
 

EM
PT

Y 
D

A
IL

Y 

LX Member 
Reporting 
Categories 

LX01 Assigned Number Increm
enting 
numbe
r 

2750 
REPORTING 
CATEGORY 
( 1 ) 

Health 
plans 
listed 
in 
2700 
loop is 
other 
than 
receiv
er of 
834 

N1 Reporting 
Category 

N101 Entity Identifier 
Code 

75 75 75 

N102 Name "MEDIC
AL" 

"MEDIC
AL" 

"MEDIC
AL" 

REF Reporting 
Category 
Reference 

REF01 Reference 
Identification 
Qualifier 

XX1 XX1 XX1 

REF02 Reference 
Identification 

MEDICA
L PLAN 
NAME 

MEDICA
L PLAN 
NAME 

MEDICA
L PLAN 
NAME 

DTP Reporting 
Category Date 

DTP01 Date/Time 
Qualifier 

007 007 007 
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Element Identifier 
Description 

HI 
Note 
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at
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EM
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D

A
IL
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DTP02 Date Time Period 
Format Qualifier 

D8 
RD8 

D8 
RD8 

D8 

DTP03 Date Time Period BEGIN 
DATE 
END 

DATE 

BEGIN 
DATE 
END 

DATE 

BEGIN 
DATE 

 

2710 MEMBER 
REPORTING 
CATEGORIES 
( >1 )

DENT
AL 
PLAN 
(Inclu
des 
PACE 
DENT
AL) 

LX Member 
Reporting 
Categories 

LX01 Assigned Number Increm
enting 
numbe
r 

2750 
REPORTING 
CATEGORY 
( 1 ) 

N1 Reporting 
Category 

N101 Entity Identifier 
Code 

75 75 75 

N102 Name "DENTA
L" 

"DENTA
L" 

"DENTA
L" 

REF Reporting 
Category 
Reference 

REF01 Reference 
Identification 

XX1 XX1 XX1 
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Element Identifier 
Description 

HI 
Note 
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Qualifier 

REF02 Reference 
Identification 

DENTAL 
PLAN 
NAME 

DENTAL 
PLAN 
NAME 

DENTAL 
PLAN 
NAME 

DTP Reporting 
Category Date 

DTP01 Date/Time 
Qualifier 

007 007 007 

DTP02 Date Time Period 
Format Qualifier 

D8 
RD8 

D8 D8 

DTP03 Date Time Period BEGIN 
DATE 
END 

DATE 

BEGIN 
DATE 

BEGIN 
DATE 

2710 MEMBER 
REPORTING 
CATEGORIES 
( >1 )

BHS 
ENRO
LLME
NT 
(FOR 
MEDIC
AL 
PLAN 
ONLY) 

LX Member 
Reporting 
Categories 

LX01 Assigned Number Increm
enting 
numbe
r 

2750 
REPORTING 
CATEGORY 
( 1 ) 

N1 Reporting 
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Element Identifier 
Description 

HI 
Note 
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Category 
N101 Entity Identifier 

Code 
75 75 75 

N102 Name "BHS" "BHS" "BHS" 

REF Reporting 
Category 
Reference 

REF01 Reference 
Identification 
Qualifier 

XX1 XX1 XX1 

REF02 Reference 
Identification 

BHS 
PLAN 
NAME 

BHS 
PLAN 
NAME 

BHS 
PLAN 
NAME 

DTP Reporting 
Category Date 

DTP01 Date/Time 
Qualifier 

007 007 007 

DTP02 Date Time Period 
Format Qualifier 

D8 
RD8 

D8 
RD8 

D8 

DTP03 Date Time Period BEGIN 
DATE 
END 

DATE 

BEGIN 
DATE 
END 

DATE 

BEGIN 
DATE 

 

2710 MEMBER 
REPORTING 
CATEGORIES 
( >1 )

NURSI
NG 
HOME 

LX Member 
Reporting 
Categories 

LX01 Assigned Number Increm
enting 
numbe
r 
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Element Identifier 
Description 

HI 
Note 
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2750 
REPORTING 
CATEGORY 
( 1 ) 

N1 Reporting 
Category 

N101 Entity Identifier 
Code 

75-
Partici
pant 

75 75 75 

N102 Name "NURSI
NG 

HOME" 

"NURSI
NG 

HOME" 
or 

"NURSI
NG 

HOME 
REMOV

ED" 

"NURSI
NG 

HOME" 

REF Reporting 
Category 
Reference 

REF01 Reference 
Identification 
Qualifier 

ZZ-
Mutuall
y 
Define
d 

ZZ ZZ ZZ 

REF02 Reference 
Identification 

NURSIN
G 

HOME 
ID (6) + 
NURSIN

G 
HOME 
NAME 
(25) 

NURSIN
G 

HOME 
ID (6) + 
NURSIN

G 
HOME 
NAME 
(25) 

NURSIN
G 

HOME 
ID (6) + 
NURSIN

G 
HOME 
NAME 
(25) 

DTP Reporting 
Category Date 
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Element Identifier 
Description 

HI 
Note 
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D

A
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DTP01 Date/Time 
Qualifier 

007 007 007 

DTP02 Date Time Period 
Format Qualifier 

CCYY
MMDD
-
CCYY
MMDD 

RD8 RD8 RD8 

DTP03 Date Time Period NH-
START-
DAT 
NH-
END-
DAT  

NH-
START-
DAT 
NH-
END-
DAT  

NH-
START-
DAT 
NH-
END-
DAT   

2710 MEMBER 
REPORTING 
CATEGORIES 
( >1 )

PENA
LIZED 
NH 

LX Member 
Reporting 
Categories 

LX01 Assigned Number Increm
enting 
numbe
r 

2750 
REPORTING 
CATEGORY 
( 1 ) 

N1 Reporting 
Category 

N101 Entity Identifier 
Code 

75 75 75 
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Element Identifier 
Description 

HI 
Note 
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at
e 

fr
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N102 Name "PENALI
ZED 

NURSIN
G 

HOME" 

"PENALI
ZED 

NURSIN
G 

HOME" 
or 

"PENALI
ZED 

NURSIN
G 

HOME 
REMOV

ED" 

"PENALI
ZED 

NURSIN
G 

HOME" 

REF Reporting 
Category 
Reference 

REF01 Reference 
Identification 
Qualifier 

REF02 Reference 
Identification 

DTP Reporting 
Category Date 

DTP01 Date/Time 
Qualifier 

007 007 007 

DTP02 Date Time Period 
Format Qualifier 

RD8 RD8 RD8 

DTP03 Date Time Period BEGIN/
END 

DATE 

BEGIN/
END 

DATE 

BEGIN/
END 

DATE   

2710 MEMBER 
REPORTING 
CATEGORIES 
( >1 )

NH 
LEVEL 
OF 
CARE 
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Element Identifier 
Description 

HI 
Note 
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at
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D

A
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LX Member 
Reporting 
Categories 

LX01 Assigned Number Increm
enting 
numbe
r 

2750 
REPORTING 
CATEGORY 
( 1 ) 

N1 Reporting 
Category 

N101 Entity Identifier 
Code 

75 75 75 

N102 Name If NHL-
DEL-IND 

= "Y", 
Autoplug 
'NURSI

NG 
HOME 
LEVEL 

OF 
CARE 

REMOV
ED', 
else 

when 
BLANK, 
Autoplug 
"NURSI

NG 
HOME 
LEVEL 

OF 
CARE" 

If NHL-
DEL-IND 

= "Y", 
Autoplug 
'NURSI

NG 
HOME 
LEVEL 

OF 
CARE 

REMOV
ED', 
else 

when 
BLANK, 
Autoplug 
"NURSI

NG 
HOME 
LEVEL 

OF 
CARE" 

"NURSI
NG 

HOME 
LEVEL 

OF 
CARE" 
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Element Identifier 
Description 

HI 
Note 
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at
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REF Reporting 
Category 
Reference 

REF01 Reference 
Identification 
Qualifier 

17 17 17 

REF02 Reference 
Identification 

Use 
NHL-

APPRO
VAL-

STA  + 
NHL-
NUM-
RISK-
PTS. If 
NHL-

APPRO
VAL-

STA or 
NHL-
NUM-
RISK-

PTS are 
blank 
then 

'NA'. If 
both are 

blank 
REF*17 

has 
REF02 = 
"NANA". 

Use 
NHL-

APPRO
VAL-

STA  + 
NHL-
NUM-
RISK-
PTS. If 
NHL-

APPRO
VAL-

STA or 
NHL-
NUM-
RISK-

PTS are 
blank 
then 

'NA'. If 
both are 

blank 
REF*17 

has 
REF02 = 
"NANA". 

Use 
NHL-

APPRO
VAL-

STA  + 
NHL-
NUM-
RISK-
PTS. If 
NHL-

APPRO
VAL-

STA or 
NHL-
NUM-
RISK-

PTS are 
blank 
then 

'NA'. If 
both are 

blank 
REF*17 

has 
REF02 = 
"NANA". 

DTP Reporting 
Category Date 

DTP01 Date/Time 
Qualifier 

007 007 007 
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Element Identifier 
Description 

HI 
Note 
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at
e 

fr
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R
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M
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EM
PT
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D

A
IL

Y 

DTP02 Date Time Period 
Format Qualifier 

RD8 RD8 RD8 

DTP03 Date Time Period NHL-
START-

DAT 
NHL-
END-
DAT      

NHL-
START-

DAT 
NHL-
END-
DAT      

NHL-
START-

DAT 
NHL-
END-
DAT        

2710 MEMBER 
REPORTING 
CATEGORIES 
( >1 )

LTE 
ELIGI
BILITY 

LX Member 
Reporting 
Categories 

LX01 Assigned Number Increm
enting 
numbe
r 

2750 
REPORTING 
CATEGORY 
( 1 ) 

N1 Reporting 
Category 

N101 Entity Identifier 
Code 

75 75 75 

N102 Name When 
Interpr
eter 
Indicat
or=Y 

"INTERP
RETER 
REQUE
STED" 

LTC 
DELETE 

IND 

LTC 
DELETE 

IND 

REF Reporting 
Category 
Reference 
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Element Identifier 
Description 

HI 
Note 
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at
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A
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REF01 Reference 
Identification 
Qualifier 

REF02 Reference 
Identification 

DTP Reporting 
Category Date 

DTP01 Date/Time 
Qualifier 

007 007 

DTP02 Date Time Period 
Format Qualifier 

RD8 RD8 

DTP03 Date Time Period LTC-
START-

DAT 
LTC-
END-
DAT      

LTC-
START-

DAT 
LTC-
END-
DAT        

2710 MEMBER 
REPORTING 
CATEGORIES 
( >1 )

INTER
PRET
ER 

LX Member 
Reporting 
Categories 

LX01 Assigned Number Increm
enting 
numbe
r 

2750 
REPORTING 
CATEGORY 
( 1 ) 

N1 Reporting 
Category 

N101 Entity Identifier 75 75 75 
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Element Identifier 
Description 

HI 
Note 
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at
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R
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Code 
N102 Name When 

Interpr
eter 
Indicat
or=Y 

"INTERP
RETER 
REQUE
STED" 

"INTERP
RETER 
REQUE
STED" 

"INTERP
RETER 
REQUE
STED" 

REF Reporting 
Category 
Reference 

REF01 Reference 
Identification 
Qualifier 

REF02 Reference 
Identification 

DTP Reporting 
Category Date 

DTP01 Date/Time 
Qualifier 

DTP02 Date Time Period 
Format Qualifier 

DTP03 Date Time Period 

2710 MEMBER 
REPORTING 
CATEGORIES 
( >1 )

ARRE
ARS 

LX Member 
Reporting 
Categories 

LX01 Assigned Number Increm
enting 
numbe
r 
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Element Identifier 
Description 

HI 
Note 
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at
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A
IL

Y 

2750 
REPORTING 
CATEGORY 
( 1 ) 

N1 Reporting 
Category 

N101 Entity Identifier 
Code 

75 75 75 

N102 Name When 
Arrear
s 
Indicat
or=Y 

"ARREA
RS" 

"ARREA
RS" 

"ARREA
RS" 

REF Reporting 
Category 
Reference 

REF01 Reference 
Identification 
Qualifier 

REF02 Reference 
Identification 

DTP Reporting 
Category Date 

DTP01 Date/Time 
Qualifier 

DTP02 Date Time Period 
Format Qualifier 

DTP03 Date Time Period 

2710 MEMBER 
REPORTING 
CATEGORIES 
( >1 )

EXPE
CTED 
DELIV
ERY 

DATE 
(UP 
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Element Identifier 
Description 

HI 
Note 

A
D

D
 

D
IS

EN
R

O
LL

 

A
D

D
R

ES
S 

C
H

A
N

G
E 

D
O

B
/G

EN
D

ER
 

C
H

A
N

G
E 

(D
B

 o
r S

X 
or

 C
3 

ac
tio

ns
)  

   
   

N
A

M
E 

D
O

B
 G

EN
D

ER
 

C
H

A
N

G
E 

(C
1 

or
 C

2 
or

 C
4 

or
 

N
C

 o
r P

N
 a

ct
io

ns
) 

H
EA

LT
H

 P
LA

N
 

C
H

A
N

G
E 

(H
C

; F
O

R
 

B
H

S 
O

N
LY

) 

M
H

 C
H

A
N

G
E 

(M
C

) 
O

R
 T

ER
M

 (T
M

) 
C

H
A

N
G

E 
IN

 
M

ED
IC

A
R

E 
(C

M
) 

O
TH

ER
 C

H
A

N
G

E 
(E

R
, O

C
, S

C
, N

H
, L

O
, 

PZ
, L

A
, A

R
, E

M
) 

PR
EG

N
A

N
T 

(P
G

) 
M

ED
IC

A
L 

C
O

N
D

IT
IO

N
 (M

E)
 

R
A

TE
 C

O
D

E 
C

H
A

N
G

E 
(R

C
) (

La
st

 
D

ai
ly

) 

C
O

B
 (S

ep
ar

at
e 

fr
om

 
R
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TO 3 
OCCU

RS) 

LX Member 
Reporting 
Categories 

LX01 Assigned Number Increm
enting 
numbe
r 

2750 
REPORTING 
CATEGORY 
( 1 ) 

N1 Reporting 
Category 

N101 Entity Identifier 
Code 

75 75 75 

N102 Name "EXPEC
TED 

DELIVE
RY 

DATE" 

"EXPEC
TED 

DELIVE
RY 

DATE" 

"EXPEC
TED 

DELIVE
RY 

DATE" 
REF Reporting 

Category 
Reference 

REF01 Reference 
Identification 
Qualifier 

REF02 Reference 
Identification 

DTP Reporting 
Category Date 

DTP01 Date/Time 
Qualifier 

007 007 007 
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Element Identifier 
Description 

HI 
Note 
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DTP02 Date Time Period 
Format Qualifier 

D8 D8 D8 

DTP03 Date Time Period EDD EDD EDD 

2710 MEMBER 
REPORTING 
CATEGORIES 
( >1 )

MEDIC
AL 

CONDI
TION 
(UP 
TO 3 

OCCU
RS) 

LX Member 
Reporting 
Categories 

LX01 Assigned Number Increm
enting 
numbe
r 

2750 
REPORTING 
CATEGORY 
( 1 ) 

N1 Reporting 
Category 

N101 Entity Identifier 
Code 

75 75 75 

N102 Name "MEDIC
AL 

CONDIT
ION" 

"MEDIC
AL 

CONDIT
ION" 

"MEDIC
AL 

CONDIT
ION" 

REF Reporting 
Category 
Reference 

REF01 Reference 
Identification 
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Element Identifier 
Description 

HI 
Note 
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Qualifier 

REF02 Reference 
Identification 

DTP Reporting 
Category Date 

DTP01 Date/Time 
Qualifier 

7 7 7 

DTP02 Date Time Period 
Format Qualifier 

D8 or 
RD8 

D8 or 
RD8 

D8 or 
RD8 

DTP03 Date Time Period Begin/E
nd Date 

Begin/E
nd Date 

Begin/E
nd Date 

2710 MEMBER 
REPORTING 
CATEGORIES 
( >1 )

Homel
ess 
CIS 

Status 
Code 
(UP 
TO 3 

OCCU
RS) 

LX Member 
Reporting 
Categories 

LX01 Assigned Number Increm
enting 
numbe
r 

2750 
REPORTING 
CATEGORY 
( 1 ) 

N1 Reporting 
Category 

N101 Entity Identifier 75 75 
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Element Identifier 
Description 

HI 
Note 
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Code 
N102 Name If "CIS-

DEL-
IND" = 

"Y", 
Autoplug  
"HOMEL

ESS 
CODE 

REMOV
ED" else 
"HOMEL

ESS 
PROJE

CT'' 

If "CIS-
DEL-

IND" = 
"Y", 

Autoplug  
"HOMEL

ESS 
CODE 

REMOV
ED" else 
"HOMEL

ESS 
PROJE

CT'' 
REF Reporting 

Category 
Reference 

REF01 Reference 
Identification 
Qualifier 

PID PID 

REF02 Reference 
Identification 

Use 
either 

CIS-CD: 
H1, H2, 
H3, H4, 
H5, H6, 
H7, H8 

Use 
either 

CIS-CD: 
H1, H2, 
H3, H4, 
H5, H6, 
H7, H8 

DTP Reporting 
Category Date 

DTP01 Date/Time 
Qualifier 

7 7 7 
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Element Identifier 
Description 

HI 
Note 

A
D

D
 

D
IS

EN
R

O
LL

 

A
D

D
R

ES
S 

C
H

A
N

G
E 

D
O

B
/G

EN
D

ER
 

C
H

A
N

G
E 

(D
B

 o
r S

X 
or

 C
3 

ac
tio

ns
)  

   
   

N
A

M
E 

D
O

B
 G

EN
D

ER
 

C
H

A
N

G
E 

(C
1 

or
 C

2 
or

 C
4 

or
 

N
C

 o
r P

N
 a

ct
io

ns
) 

H
EA

LT
H

 P
LA

N
 

C
H

A
N

G
E 

(H
C

; F
O

R
 

B
H

S 
O

N
LY

) 

M
H

 C
H

A
N

G
E 

(M
C

) 
O

R
 T

ER
M

 (T
M

) 
C

H
A

N
G

E 
IN

 
M

ED
IC

A
R

E 
(C

M
) 

O
TH

ER
 C

H
A

N
G

E 
(E

R
, O

C
, S

C
, N

H
, L

O
, 

PZ
, L

A
, A

R
, E

M
) 

PR
EG

N
A

N
T 

(P
G

) 
M

ED
IC

A
L 

C
O

N
D

IT
IO

N
 (M

E)
 

R
A

TE
 C

O
D

E 
C

H
A

N
G

E 
(R

C
) (

La
st

 
D

ai
ly

) 

C
O

B
 (S

ep
ar

at
e 

fr
om

 
R

O
S 

re
co

rd
) 

M
O

N
TH

LY
 

EM
PT

Y 
D

A
IL

Y 

DTP02 Date Time Period 
Format Qualifier 
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D8 or 
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DTP03 Date Time Period Begin/E
nd Date 

Begin/E
nd Date 

Begin/E
nd Date 

LE Additional 
reporting 
Categories Loop 
Termination 

LE01 Loop Identifier 
Code 

2700 2700 2700 2700 2700 2700 2700 2700 2700 2700 2700 
 

TRAILER 
SE Transaction Set 

Trailer 
SE01 Number of 

Included 
Segments 

SE02 Transaction Set 
Control Number 
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4.1.2 820 Examples 

4.1.2.1 Normal 820 Example 
Member #1 – Normal capitation payment of $89.30 for 10/01/09-10/14/09 
Member #2 – Recoupment amount of $-94.06 for 10/01/09-10/31/09 and a capitation 
payment of $54.62 for 10/01/09-10/18/09. 
Note that Member #2 has one occurrence of the 2000B/ENT loop with multiple 
2300/RMR loops.  This is a change from the 4010 to the 5010. 

Element Identifier Description Values 
ISA11 Repetition Separator ^ 
ISA12 Interchange Control Version Number 00501 
GS01 Functional Identifier Code RA 
GS02 Application Sender’s Code MQD996001089 
GS03 Application Receiver’s Code MQDPLN 
GS04 Functional group creation date CCYYMMDD 
GS05 Time 02190182 
GS06 Group Control Number 294021901 
GS07 Responsible Agency Code X 
GS08 Version / Release / Industry Identifier 

Code; no addenda 
005010X218 

ST 820 Header 
ST01 Transaction Set Identifier Code 820 
ST02 Transaction Set Control Number 000000001 
ST03 Implementation Convention Reference 005010X218 

BPR Financial Information 
BPR01 Transaction Handling Code I - Remittance Info Only 
BPR02 Total Premium Payment Amount 49.86 
BPR03 Credit/Debit Flag Code C 
BPR04 Payment Method Code NON - Non-payment Data 
BPR10 Originating Company Identifier 1996001089 
BPR16 Check Issue or EFT Effective Date 20091028 

TRN Re-association Trace Number 
TRN01 Trace Type Code 3 - Financial Re-association Trace 

Number 
TRN02 Reference Identification 000000000075939 
TRN03 Originating Company Identifier 1996001089 

REF Premium Receivers Identification 
Key 

REF01 Reference Identification Qualifier 14-Master Account Number
REF02 Premium Receiver Reference Identifier MQDPLN 

DTM Coverage Period 
DTM01 Date/Time Qualifier 582 - Report Period 
DTM05 Date Time Period Format Qualifier RD8 
DTM06 Coverage Period 20091001-20091031 

1000A PREMIUM RECEIVER’S 
NAME 

N1 Premium Receiver’s Name 
N101 Entity Identifier Code PE-Payee 
N102 Premium Receiver’s Last or 

Organization Name 
HI HEALTH PLAN 

N3 Premium Receiver’s Address 
N301 Address Information 123 ADDRESS1 ST 
N302 Address Information SUITE #99 

N4 Premium Receiver’s City, State, and 
Zip Code 
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Element Identifier Description Values 
N401 City Name KAPOLEI 
N402 State or Province Code HI 
N403 Postal Code 96707 

1000B PREMIUM PAYER’S NAME 
N1 Premium Payer’s Name 

N101 Entity Identifier Code PR 
N102 Premium Payer Name HAWAII MEDICAID 

N3 Premium Payer’s Address 
N301 Premium Payer Address Line 1001 KAMOKILA BLVD 

N4 Premium Payer’s City, State, Zip 
Code 

N401 City Name KAPOLEI 
N402 State or Province Code HI 
N403 Postal Code 96707 

2000B INDIVIDUAL REMITTANCE MEMBER #1 
ENT Individual Remittance 

ENT01 Assigned Number 1 
ENT02 Entity Identifier Code 2J - Individual 
ENT03 Identification Code Qualifier EI – Employee Identification Number 
ENT04 Identification Code 0001234567 

2100B INDIVIDUAL NAME 
NM1 Individual Name 

NM101 Entity Identifier Code IL - Insured/Subscriber ID 
NM102 Entity Type Qualifier 1 - Person 
NM103 Name Last or Organization Name REGAN 
NM104 Name First RONALD 
NM105 Name Middle A 
NM108 Identification Code Qualifier N - Insured's Unique Identification 

Number 
NM109 Identification Code   0001234567 

2300B INDIVIDUAL PREMIUM 
RMR Individual Premium Remittance Detail 

RMR01 Reference Identification Qualifier AZ - Health Insurance Policy Number 
RMR02 Insurance Remittance Reference 

Number 
A01GM16H0037918220091001 

RMR04 Detail Premium Payment Amount 89.30 
DTM Individual Coverage Period 

DTM01 Date/Time Qualifier 582 - Report Period 
DTM05 Date Time Period Format Qualifier RD8 
DTM06 Date Time Period 20091001-20091014 

2000B INDIVIDUAL REMITTANCE MEMBER#2 
ENT Individual Remittance 

ENT01 Assigned Number 2 
ENT02 Entity Identifier Code 2J - Individual 
ENT03 Identification Code Qualifier EI – Employee Identification Number 
ENT04 Identification Code 0007654321 

2100B INDIVIDUAL NAME 
NM1 Individual Name 

NM101 Entity Identifier Code IL - Insured/Subscriber ID 
NM102 Entity Type Qualifier 1 - Person 
NM103 Name Last or Organization Name REGAN 
NM104 Name First NANCY 
NM105 Name Middle A 
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Element Identifier Description Values 
NM108 Identification Code Qualifier N - Insured's Unique Identification 

Number 
NM109 Identification Code   0007654321 

2300B INDIVIDUAL PREMIUM OCCURRENCE #1 
RMR Individual Premium Remittance Detail 

RMR01 Reference Identification Qualifier AZ - Health Insurance Policy Number 
RMR02 Insurance Remittance Reference 

Number 
A01GF16H0037944520091001 

RMR04 Detail Premium Payment Amount -94.06
DTM Individual Coverage Period 

DTM01 Date/Time Qualifier 582 - Report Period 
DTM05 Date Time Period Format Qualifier RD8 
DTM06 Date Time Period 20091001-20091031 

2300B INDIVIDUAL PREMIUM OCCURRENCE #2 
RMR Individual Premium Remittance Detail 

RMR01 Reference Identification Qualifier AZ - Health Insurance Policy Number 
RMR02 Insurance Remittance Reference 

Number 
A01GF16H0037944520091001 

RMR04 Detail Premium Payment Amount 54.62 
DTM Individual Coverage Period 

DTM01 Date/Time Qualifier 582 - Report Period 
DTM05 Date Time Period Format Qualifier RD8 
DTM06 Date Time Period 20091001-20091018 

SE Transaction Set Trailer 
SE01 Number of Included Segments 
SE02 Transaction Set Control Number 

4.1.2.2 Empty File Example 
Element Identifier Description Values 

ISA11 Repetition Separator ^ 
ISA12 Interchange Control Version Number 00501 
GS01 Functional Identifier Code RA 
GS02 Application Sender’s Code MQD996001089 
GS03 Application Receiver’s Code MQDPLN 
GS04 Functional group creation date CCYYMMDD 
GS05 Time 02190182 
GS06 Group Control Number 294021901 
GS07 Responsible Agency Code X 
GS08 Version / Release / Industry Identifier 

Code; no addenda 
005010X218 

ST 820 Header 
ST01 Transaction Set Identifier Code 820 
ST02 Transaction Set Control Number 000000001 
ST03 Implementation Convention Reference 005010X218 

BPR Financial Information 
BPR01 Transaction Handling Code I - Remittance Info Only 
BPR02 Total Premium Payment Amount 0 
BPR03 Credit/Debit Flag Code C 
BPR04 Payment Method Code NON - Non-payment Data 
BPR10 Originating Company Identifier 1996001089 
BPR16 Check Issue or EFT Effective Date 20091028 

TRN Re-association Trace Number 
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Element Identifier Description Values 
TRN01 Trace Type Code 3 - Financial Re-association Trace 

Number 
TRN02 Reference Identification “NO DATA” 
TRN03 Originating Company Identifier 1996001089 

REF Premium Receivers Identification Key 
REF01 Reference Identification Qualifier 14-Master Account Number
REF02 Premium Receiver Reference Identifier MQDPLN

DTM Coverage Period 
DTM01 Date/Time Qualifier 582 - Report Period 
DTM05 Date Time Period Format Qualifier RD8 
DTM06 Coverage Period 20091015-20091015 

1000A PREMIUM RECEIVER’S NAME 
N1 Premium Receiver’s Name 

N101 Entity Identifier Code PE-Payee 
N102 Premium Receiver’s Last or Organization 

Name 
“NO CAPITATION PAYMENT” 

1000B PREMIUM PAYER’S NAME 
N1 Premium Payer’s Name 

N101 Entity Identifier Code PR 
N102 Premium Payer Name HAWAII MEDICAID 

N3 Premium Payer’s Address 

N301 Premium Payer Address Line 1001 KAMOKILA BLVD 
N4 Premium Payer’s City, State, Zip Code 

N401 City Name KAPOLEI 
N402 State or Province Code HI 
N403 Postal Code 96707 

SE Transaction Set Trailer 
SE01 Number of Included Segments 
SE02 Transaction Set Control Number 
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4.2 Payer Specific Business Rules and Limitations 
4.2.1 834 Enrollment Transaction 
The 834 Enrollment Transactions transmit enrollment information from 
the sponsor of the insurance coverage (Med-QUEST) to a health care 
payer (a Med-QUEST Health Plan) on a daily and monthly basis. The 
daily version of this transaction provides data on initial enrollments, 
enrollment terminations, and subsequent changes to member-level 
enrollment data. The monthly version provides a listing of active 
members that is the basis for the health plan’s monthly capitation pre-
payment. 

The Daily 834 Enrollment Transaction is used to identify: 

 New members for whom the health plan is responsible for
 Terminated or deceased members for whom the health plan is

no longer responsible
 Demographic changes for each member such as changes in

name, address or date of birth
 Other changes for each member such as changes in Rate

Code, TPL coverage or Spend down/Share of Cost.

The Monthly 834 Enrollment Transaction is used to: 

 Reconcile health plan and Med-QUEST member files
 Audit updates to health plan data applied from Daily 834

Transactions during the previous month
 Identify the current month's Spend down/Share of Cost
 Obtain cumulative Spend down/Share of Cost for every month

that a recipient has Spend down/Share of Cost (limited to a
maximum of the last 6 months)

Data elements on both Daily and Monthly 834 Transactions carry 
Voucher Numbers when they result in capitation payments or 
adjustments. Corresponding Voucher Numbers also appear on 
payment lines in the 820 Capitation Payment Transaction and can be 
used to link enrollments to member level capitation payments. 

4.2.2  820 Capitation Transaction 
The 820 Capitation Transaction is a monthly file that provides each 
Med-QUEST health plan with an electronic remittance advice for its 
capitation payments. Med-QUEST makes all capitation payments on a 
monthly basis with an electronic payment or check to each health 
plan. The Monthly 820 can accumulate and report capitation payments 
generated during the prior month by Daily Rosters, Monthly Rosters, 
and Mass Adjustment runs. Settlements, financial sanctions and other 
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payments to and recoupments from health plans that are not member 
specific can also be carried on the 820. 

The Med-QUEST Fiscal Agent, Affiliated Computer Services (ACS) 
produces checks to the health plans through the Financial System. 
ACS specifies the Check Numbers (derived from Voucher Numbers 
generated in HPMMIS) for each monthly payment. Check Numbers 
are available to the 820 creation process by manual entry from ACS 
payment data. 

The 820 Transaction is used to: 

 Show monthly capitation pre-payments for each health plan
member

 Show pro-rated payments for each health plan member who
joined during the previous month

 Show positive or negative adjustments that reflect changes to
previous capitation payments

 Show positive or negative payment adjustments based on
retroactive capitation rate changes by Med-QUEST, usually
done through a mass adjustment
Show Med-QUEST payments, and other adjustments that are
not member specific

4.3 Frequently Asked Questions 
None available at this time. 



State of Hawaii, Department of Human Services, Med-QUEST Division Companion Guide 

December 2020 ● 005010 68 

4.4 Other Resources 
4.4.1 Med-QUEST Action Code Translation Table 

Action 
Type 

Maintenance 
Type Code 

Action 
Code 

Description 834 Translation/Maintenance Reason 
Code Value 

A 021 AA Algorithm Assigned 28 – Initial Enrollment 
A 021 AI Admin-In 28 – Initial Enrollment 
A 021 BI Enrollment Block In 28 – Initial Enrollment 
A 021 CI County Move-In 28 – Initial Enrollment 
A 021 EC Enrollment Choice 28 – Initial Enrollment 
A 021 EI Open Enrollment-In 22 – Plan Change 
A 021 FI Family Continuity Enrollment 28 – Initial Enrollment 
A 021 NB Newborn 02 – Birth 
A 021 NE Normal Enrollment 28 – Initial Enrollment 
A 021 PA End of Contract-In - Auto Assign 22 – Plan Change 
A 021 RA Retroactive Enrollment 28 – Initial Enrollment 
A 021 RE Re-Enrollment 41 – Re-enrollment 

C 001 AC Address Change 43 – Change of location 
C 001 AR Number of At-Risk Points 33 – Personnel Data 
C 001 C1 "Combination Action Code" 

DB, NC, SX 
25 – Change in Identifying Data Element 

C 001 C2 "Combination Action Code" 
DB, NC 

25 –Change in Identifying Data Element 

C 001 C3 "Combination Action Code" 
DB, SX 

25 –Change in Identifying Data Element 

C 001 C4 "Combination Action Code" 
NC, SX 

25 –Change in Identifying Data Element 

C 001 CM Change in Medicare 33 – Personnel Data 
C 001 CS Community Integrated Services 33 – Personnel Data 
C 001 DB Date of Birth Change 25 –Change in Identifying Data Element 
C 001 EM Email Change 33 – Personnel Data 
C 001 ER Ethnicity and/or Race Change 33 – Personnel Data 
C 001 HC Acute Health Plan Change 22 – Plan Change 
C 001 LA Level of Care Approval Status 33 – Personnel Data 
C 001 LE LTC Eligibility Change AI – No Reason Given 
C 001 LO Level of Care Change AI – No Reason Given 
C 001 MC Mental Health Change 22 – Plan Change 
C 001 ME Medical Condition Change 33 – Personnel Data 
C 001 NC Name Change 25 – Change in Identifying Data Element 
C 001 NH Nursing Home Change AH – Moved to New Location 
C 001 OC Other Change 33 – Personnel Data 
C 001 PG Pregnant Women 21 – Disability 
C 001 PM Prospective Medicare 33 – Personnel Data 
C 001 PN Payee Name Change 33 – Personnel Data 
C 001 PZ Penalized Nursing Home Change AI – No Reason Given 
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Action 
Type 

Maintenance 
Type Code 

Action 
Code 

Description 834 Translation/Maintenance Reason 
Code Value 

C 001 RC Rate Code Change 29 – Benefit Selection 
C 001 SC Share of Cost / Spend down Change 33 – Personnel Data 
C 001 SX Sex Change 25 – Change in Identifying Data Element 
C 001 TM Mental Health Termination 07 – Termination of Benefits 

D 024 AG Age Term 07 – Termination of Benefits 
D 024 AO Admin Out 07 – Termination of Benefits 
D 024 BO Enrollment Block Out 07 – Termination of Benefits 
D 024 CG 90-Day Grace Period Disenroll 22 – Plan Change 
D 024 CH Eligibility Change - Disenroll 07 – Termination of Benefits 
D 024 CO County Move-Out 07 – Termination of Benefits 
D 024 DE Deceased 03 – Death 
D 024 EO Open Enrollment-Out 22 – Plan Change 
D 024 IE Ineligible 07 – Termination of Benefits 
D 024 IN Incarcerated/Institutionalized 07 – Termination of Benefits 
D 024 OS Out of State Move 07 – Termination of Benefits 
D 024 PT End of Contract-Out - %, AA, 22 – Plan Change 
D 024 RD Retroactive Disenrollment 07 – Termination of Benefits 
D 024 VW Voluntary Withdrawal 14 – Voluntary Withdrawal 
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5. TI Change Summary

# Location & Section Revision 
0.6 Draft Version 

1.0 Pages 1-2 • Removed DRAFT watermark
• Removed copyright box

1.0 Pages 5-7 3.1 & 3.2 • Reformat Instruction Tables for readability
1.0 Pages 8-33 4.1.1 • Format Changes

o Rename table from Crib Notes to Transaction Notes
o Removed columns 3-5 (usage, ID, Min/Max) & reformat table

1.0 Pages 28-30 4.1.1 • Corrected 2700 Loops for Medical, Dental, and BHS for 2750/DTP to
include 'RD8' Date Range for Add, Health Plan change and Mental
Health Change actions

1.0 Pages 17 4.1.1 • 2320/COB - Added note "Does not include Medicare records"
1.0 Pages 10 4.1.1 • COB only:

• INS03: Daily: 001 
• Monthly: 030
• INS04: Daily: 33-Personnel Data
• Monthly: XN-Notification Only
• Added 'END'

1.0 Pages 12 & 14 4.1.1 • DOB-Gender Change and Name, DOB, Gender tabs: Updates to 2100A
and 2100B loops

1.0 Pages 13 4.1.1 • RCR01 - 2100A/N3/N4 Remove Member Residence Address due to
Errata change from Required to Situational

• For Tabs: Disenroll, DOB/Gender change, Name/DOB/Gender change,
Health plan change, MH Change/Term or Change in Medicare, Other
Change, Pregnancy change, Rate code change, COB.

• 2330/N3/N4 COB Only - Remove sending TPL address
1.0 Pages 11 4.1.1 • Other Change column: 2000/REF*17-Remove Voucher ID. No payments

associated with these actions
1.0 Pages 27-28 4.1.1 • Health Plan change column: Added 2750 loop for Dental plan

1.0 Pages 20 4.1.1 • Add action: Remove 2300/HD loop for Share of Cost/Spend Down. This
data will not be sent on an Add.

1.0 Pages 17 4.1.1 • Disenroll: Added 2300/HD loop for end date (correction)
1.0 Pages 18,19 4.1.1 

21,22 

• COB Only:
• 2320/REF#1 - Use '6P' for TPL Insurance type
• 2320/REF#2 - Use '60' for TPL Change reason
• 2330/NM103 - Concatenated TPL Sequence number and Absent parent

indicator to TPL Carrier info
1.0 Pages 11-12 4.1.1 • 2000/Member Supplemental ID/REF02

• Rate code change: Voucher ID is not sent on Rate code changes.
They are only on Add, Disenroll and Monthly
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1.0 Pages 12 4.1.1 • Name/DOB/Gender Change:
• 2100A/NM101 If ACTION-CD = "PN", use "IL"

1.0 Pages 14-15 4.1.1 • Insured/Subscriber;
• 2100B/DMG-Added note: Used when Action code when NC, C1, C2, or

C4; not used on monthly
1.0 Pages 15-16 4.1.1 • Name/DOB/Gender Change:

• 2100G/N3/N4 Removed Med-Payee Address due to Errata change from
Required to Situational

1.0 Pages 36-39 4.1.2 • Clean up 820 Examples
1.0 Pages 42-43 4.4.1 • Reformat table for readability
1.1 Page 25 4.1.1 • Renewal Date - New 2700 loop

o Add action column
o Other change column with note "For 'OC' Other Change Action

code only"
o Monthly column

1.1 Page 8 4.1.1 • Documentation correction: 005010X220 to 005010X220A1
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Staffing Change Notification Form 10/2020 

STAFFING CHANGE NOTIFICATION FORM 

Use this form (Notification Form) to notify Med-QUEST Division (MQD) of staffing changes, for which written notification to MQD is a 

requirement under the Request for Proposal (RFP).  The submission to MQD of this Notification Form, will serve as written notification to MQD.  

Complete a Notification Form for each position affected for which written notification is required.  (See sample Notification Form provided.)  If 

this Notification Form is not adequate to describe, or is not applicable to, the staffing change to be reported, please notify MQD using written 

correspondence that explains the staffing change in detail. 

1.  Date Notification Form is submitted to MQD:   

2.  Date Dental TPA has knowledge of the subject staffing change:   
(For example: the date of the employee’s resignation letter; the date of the decision to terminate an employee; the date an applicant accepts the offer of 

employment; or the date an employee receives the promotion to a new position.) 

 

3.   DENTAL         

4.  Dental TPA Position Title and FTE:   

5.  RFP Position Title and Required FTE (as listed in the RFP):   

6.  Name of person exiting the above position:   

7.  Name & contact information of person entering the above position and FTE this person will serve in the position 

& program:   
                         (If there is no entering person at this time, please provide information for the Interim Contact Employee below in item #10.) 

 

Name: 
FTE: 
Phone: 
Email: 

 

8.   

• Does the entering person reside in the State of Hawaii?   Yes       No 

• Does the entering person work in the State of Hawaii?    Yes       No 

• **Submit to MQD, a current RESUME of the entering person, along with this Notification Form.  (This resume 

submission may not apply to the above position.  Please refer to the RFP.) 

9.  Describe the staffing change:   

(For example:  “Jane Doe is retiring and will no longer be the QI Member Services Director as of 11/1/20.  Effective 11/1/20, Bob Sox will be the QI Member 
Services Director.  Bob Sox accepted the promotion to the QI Member Services Director (Officer, Medicaid Member Services) position, from his position as 
the QI Member Grievance Coordinator.  A separate Notification Form will be submitted for the QI Member Grievance Coordinator position that Bob Sox will be 
vacating.”)  (Complete separate Notification Forms for each position affected that requires a written notification.) 
 

 

 

10.  Interim Contact Employee (if applicable):   

Name: 
Position Title: 
Phone:   
Email:   

  

11.  Name, position title, and contact information of the person who completed this Notification Form:  
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STAFFING CHANGE NOTIFICATION FORM (10/20) 

INSTRUCTIONS 

PURPOSE: 

The purpose of this form (Notification Form) is to notify Med-QUEST Division (MQD) of staffing changes, for which written 

notification to MQD is a requirement under the Request for Proposal (RFP).  The submission to MQD of this Notification Form, will 

serve as written notification to MQD.  Complete a Notification Form for each position affected for which written notification is 

required.  (See SAMPLE Notification Form provided.)  If this Notification Form is not adequate to describe, or is not applicable to, the 

staffing change to be reported, please notify MQD using written correspondence that explains the staffing change in detail. 

FORM INSTRUCTIONS: 

1.  Date Notification Form is submitted to MQD 

      Enter the date that this Notification Form is submitted to MQD. 

2.  Date Dental TPA has knowledge of the subject staffing change 

Enter the date that the Health Plan is informed of, or decides upon, the staffing change being reported.  Health Plans must notify 

MQD in writing within seven (7) days of learning of a change in the status of particular positions. 

 

3.   DENTAL       

 Check the box next to the program to which the staffing change being reported applies.  Only one box shall be checked.  If 

“Other” is checked, provide the name of the applicable program in the space provided. 

 

4.  Dental TPA Position Title and FTE 

If more than one position is affected by the staffing change, select one to be the “subject position” for this Notification Form, and 

complete separate Notification Forms for each position affected that requires written notification.  Enter the official name of the 

subject position given by the Health Plan.  Also, enter the full-time equivalent (FTE) assignment from the Health Plan for the 

subject position.  The FTE indicates the extent to which an individual serving in the subject position is required by the Health Plan 

to dedicate work to that position as it relates to the program specified above (QI, CCS, or Other).  For example, a 1.0 FTE 

assignment by a Health Plan regarding QI, indicates that its employee serving in the subject position is specifically designated and 

assigned to perform only the work of the position as it relates to QI, in an amount equal to a full-time schedule.  Likewise, a 0.6 

FTE assignment by a Health Plan regarding QI, of a full-time employee indicates that the full-time employee serving in the subject 

position, may perform other work not pertaining to the QI program or QI position, in an amount equal to 40% of a full-time 

schedule. 

5.  RFP Position Title and Required FTE (as listed in the RFP) 

Enter the name of the position listed in the RFP (as it is listed in the RFP) to which the subject position of this Notification Form 

corresponds.  Also, enter the FTE requirement (if any) for this position as stated in the RFP. 

6.  Name of person exiting the above position 

      Enter the name of the person leaving the subject position. 

7.  Name & contact information of person entering the above position and FTE this person will serve in the position & 

program 

Enter the name, phone number, and email address of the person hired or promoted to officially fill the subject position.  Also, 

enter the FTE this person is required by the Health Plan to dedicate toward this position and program.  If no one has yet been 

hired or promoted to fill the subject position, provide information for the Interim Contact Employee in item #10.) 
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8. 

• Does the entering person reside in the State of Hawaii?  Yes       No 

• Does the entering person work in the State of Hawaii?   Yes       No 

Check one box for each question.  For some positions, the RFP requires that the employee reside and work in the State of Hawaii. 

• **Submit to MQD, a current RESUME of the entering person, along with this Notification Form 

Submit to MQD along with this Notification Form, an updated resume of the person officially hired or promoted to fill the subject 

position.  Most positions for which a staffing change notification is required, also require the submission of a resume.  If a resume 

for the person officially hired or promoted to fill the subject position has already been submitted to MQD within the past year, 

and there are no updates for the resume, then state so below in the space provided for “Describe the staffing change”, and re-

submission of the same resume is not necessary. 

9.  Describe the staffing change 

In the space provided, briefly describe the staffing change. 

For example:  “Jane Doe is retiring and will no longer be the QI Member Services Director as of 11/1/20.  Effective 11/1/20, Bob 

Sox will be the QI Member Services Director.  Bob Sox accepted the promotion to the QI Member Services Director (Officer, 

Medicaid Member Services) position, from his position as the QI Member Grievance Coordinator.  A separate Notification Form 

will be submitted for the QI Member Grievance Coordinator position that Bob Sox will be vacating.” 

(Note:  Complete separate Notification Forms for each position affected that requires a written notification.) 

10.  Interim Contact Employee (if applicable) 

Complete this section only if the subject position has not been officially filled.  Enter the name, position title, phone number, 

and email address of the person designated as the Interim Contact for the subject position while the subject position remains 

vacant. 

11.  Name, position title, and contact information of the person who completed this Notification Form 

Enter the name, position title, phone number, and email address of the person who filled-out this form. 
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**SAMPLE**STAFFING CHANGE NOTIFICATION FORM**SAMPLE** 

Use this form (Notification Form) to notify Med-QUEST Division (MQD) of staffing changes, for which written notification to MQD is a 

requirement under the Request for Proposal (RFP).  The submission to MQD of this Notification Form, will serve as written notification to MQD.  

Complete a Notification Form for each position affected for which written notification is required.  (See sample Notification Form provided.)  If 

this Notification Form is not adequate to describe, or is not applicable to, the staffing change to be reported, please notify MQD using written 

correspondence that explains the staffing change in detail. 

1.  Date Notification Form is submitted to MQD:   

2.  Date Dental TPA has knowledge of the subject staffing change:   
(For example: the date of the employee’s resignation letter; the date of the decision to terminate an employee; the date an applicant accepts the offer of 

employment; or the date an employee receives the promotion to a new position.) 

 

3.   DENTAL       

4.  Health Plan Position Title and FTE:   

5.  RFP Position Title and Required FTE (as listed in the RFP):   

6.  Name of person exiting the above position:   

7.  Name & contact information of person entering the above position and FTE this person will serve in the position 

& program:   
                         (If there is no entering person at this time, please provide information for the Interim Contact Employee below in item #10.) 

 

Name: Bob Sox 
FTE: 1.0 FTE 
Phone: 808-123-4567 
Email: B.sox@healthplan.org  

 

8.   

• Does the entering person reside in the State of Hawaii?   Yes       No 

• Does the entering person work in the State of Hawaii?    Yes       No 

• **Submit to MQD, a current RESUME of the entering person, along with this Notification Form.  (This resume 

submission may not apply to the above position.  Please refer to the RFP.) 

9.  Describe the staffing change:   

Jane Doe is retiring and will no longer be the QI Member Services Director as of 11/1/20.  Effective 11/1/20, Bob Sox will be the QI Member 
Services Director.  Bob Sox accepted the promotion to the QI Member Services Director (Officer, Medicaid Member Services) position, from 
his position as the QI Member Grievance Coordinator.  A separate Notification Form will be submitted for the QI Member Grievance 
Coordinator position that Bob Sox will be vacating.  (Complete separate Notification Forms for each position affected that requires a written 
notification.) 
 

 

 

10.  Interim Contact Employee (if applicable):   

Name:  N/A  
Position Title: N/A 
Phone:  N/A 
Email:  N/A 

 

11.  Name, position title, and contact information of the person who completed this Notification Form:  

10/18/20 

10/14/20 

 

   Officer, Medicaid Member Services          (1.0 FTE)                                                          

Member Services Director          (1.0 FTE) 

Jane Doe 

Charles Brown     QI Compliance Officer     808-222-5555     C.brown@healthplan.org  

 

 

 

mailto:B.sox@healthplan.org
mailto:C.brown@healthplan.org
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EXHIBIT A 

BUSINESS ASSOCIATE AGREEMENT  

 

The State of Hawaii Department of Human Services (STATE) is a Covered Entity or a 

Health Care Component of a Covered Entity under the Health Insurance Portability and 

Accountability Act of 1996, Public Law 104-191 (HIPAA), as amended, and its implementing 

regulations at 45 CFR parts 160 and 164 (the HIPAA Rules).   

The CONTRACTOR (BUSINESS ASSOCIATE), under the CONTRACT will provide to 

STATE certain services described in the CONTRACT to which this Exhibit A is attached, and 

may have access to Protected Health Information (PHI) (as defined below) in fulfilling its 

responsibilities under the CONTRACT.  To the extent BUSINESS ASSOCIATE needs to create, 

receive, maintain or transmit PHI to perform services under the CONTRACT, it will be acting as 

a Business Associate1 of STATE and will be subject to the HIPAA Rules and the terms of this 

Business Associate Agreement (this Agreement).   

 In consideration of STATE’s and BUSINESS ASSOCIATE’s (collectively referred to as 

“the Parties”) continuing obligations under the CONTRACT, and the provisions below, the 

Parties agree as follows: 

1. DEFINITIONS.    

Except for terms otherwise defined herein, and unless the context indicates otherwise, any 

capitalized terms used in this Agreement and the terms “person,” “use,” and “disclosure” 

shall have the same meaning as defined by the HIPAA Rules.  An amendment to the HIPAA 

Rules that modifies any defined term, or which alters the regulatory citation for the 

definition, shall only be incorporated into this Agreement by written ratification of the 

Parties. 

Breach2 means the acquisition, access, use, or disclosure of PHI in a manner not permitted 

under the HIPAA Privacy Rule or as provided for by this Agreement, which compromises 

the security or privacy of the PHI.   

 

An acquisition, access, use, or disclosure of PHI in a manner not permitted by the Privacy 

Rule is presumed to be a breach unless the BUSINESS ASSOCIATE demonstrates to the 

STATE’s satisfaction that there is a low probability that the PHI has been compromised 

based on a risk assessment that identifies at least the following: (i) the nature and extent of 

the PHI involved, including the types of identifiers and the likelihood of re-identification; (ii) 

the unauthorized person who used the PHI or to whom the disclosure was made; (iii) whether 

the PHI was actually acquired or viewed; and (iv) the extent to which the risk to the PHI has 

been mitigated.   

 

 
1  Business Associate is defined at 45 CFR §160.103 
2  Breach: 45 CFR §164.402. 
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Breach excludes: 

A. Any unintentional acquisition, access or use of PHI by a Workforce member or person 

acting under the authority of the BUSINESS ASSOCIATE if such acquisition, access, or 

use was made in good faith and within the scope of authority and does not result in 

further use or disclosure in a manner not permitted under the Privacy Rule. 

 

B. Any inadvertent disclosure by a person who is authorized to access PHI at the 

BUSINESS ASSOCIATE to another person authorized to access PHI at the same 

BUSINESS ASSOCIATE, and the information received as a result of such disclosure is 

not further used or disclosed in a manner not permitted under the Privacy Rule. 

 

C. A disclosure of PHI where the BUSINESS ASSOCIATE has a good faith belief that an 

unauthorized person to whom the disclosure was made would not reasonably have been 

able to retain such information. 

 

Designated Record Set means records, including but not limited to PHI maintained, 

collected, used, or disseminated by or for the STATE relating to (i) medical and billing 

records about Individuals maintained by or for a covered Health Care Provider, (ii) 

enrollment, Payment, claims adjudication, and case or medical management records systems 

maintained by or for a Health Plan, or (iii) that are used in whole or in part by the STATE to 

make decisions about Individuals.3  

 

Electronic Protected Health Information (EPHI) means PHI that is transmitted by Electronic 

Media or maintained in Electronic Media.4 

 

HIPAA Rules shall mean the Privacy, Security, Breach Notification, and Enforcement Rules 

in 45 CFR Parts 160 and 164. 

 

Individual shall have the same meaning as defined in 45 CFR §160.103, and shall include a 

person who qualifies as a personal representative as provided by 45 CFR §164.502(g). 

 

Privacy Rule means the HIPAA Standards for Privacy of Individually Identifiable Health 

Information found at 45 CFR part 160, and part 164, subparts A and E. 

 

Protected Health Information (PHI) means any oral, paper or electronic information, data, 

documentation, and materials, including, but not limited to, demographic, medical, genetic, 

and financial information that is created or received by a Health Care Provider, Health Plan, 

Employer, or Health Care Clearinghouse, and relates to the past, present, or future physical 

or mental health or condition of an Individual; the provision of health care to an Individual; 

or the past, present, or future payment for the provision of health care to an Individual; and 

that identifies the Individual or with respect to which there is a reasonable basis to believe the 

information can be used to identify the Individual.  For purposes of this Agreement, the term 

 
3 Designated Record Set: 45 CFR §164.501. 
4 Electronic Protected Health Information:  45 CFR §160.103 
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Protected Health Information is limited to the information created, maintained, received, or 

transmitted by BUSINESS ASSOCIATE on behalf of or from the STATE under the 

CONTRACT.    Protected Health Information includes without limitation EPHI, and 

excludes education records under 20 U.S.C. §1232(g), employment records held by the 

STATE as an employer, and records regarding an Individual who has been deceased for more 

than 50 years.5 For purposes of this Agreement, PHI also includes information required to be 

safeguarded by the STATE pursuant to 42 C.F.R. §431, Subpart 300.  

 

Security Incident means the attempted or successful unauthorized access, use, disclosure, 

modification, or destruction of information or interference with system operations in an 

information system under 45 CFR §164.304. 

 

Security Rule means the HIPAA Security Standards for the Protection of Electronic 

Protected Health Information found at 45 CFR part 160, and part 164, subpart C. 

 

Unsecured Protected Health Information means protected health information that is not 

rendered unusable, unreadable, or indecipherable to unauthorized persons through the use of 

technology or methodology specified by the Secretary in the guidance issued under section 

13402(h)(2) of Public Law 111-5.6  

 

2. BUSINESS ASSOCIATE'S OBLIGATIONS.   

BUSINESS ASSOCIATE agrees to: 

 

a. Not use or disclose PHI other than as permitted or required by this Agreement or as 

Required by Law.  In no event may BUSINESS ASSOCIATE use or further disclose PHI 

in a manner that would violate the Privacy Rule if done by the STATE, except as 

expressly provided in this Agreement and as required by 45 CFR §§ 164.502(a)(3), 

164.502(a)(4) and 164.504(e)(2(ii)(A).  

b. Implement appropriate safeguards, and comply, where applicable, with the Security Rule 

to ensure the confidentiality, integrity, and availability of all EPHI the BUSINESS 

ASSOCIATE creates, receives, maintains, or transmits on behalf of the STATE; protect 

against any reasonably anticipated threats or hazards to the security or integrity of such 

information; prevent uses or disclosures of such information other than as provided for by 

this Agreement or as Required by Law; and ensure compliance with the HIPAA Rules by 

BUSINESS ASSOCIATE’s Workforce. 7  These safeguards include, but are not limited 

to:   

(i) Administrative Safeguards.  BUSINESS ASSOCIATE shall implement 

policies and procedures to prevent, detect, contain, and correct security 

violations, and reasonably preserve and protect the confidentiality, integrity 

 
5  Protected Health Information: 45 CFR §160.103 
6  45 CFR §164.402.    
7  45 CFR §164.306(a) 
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and availability of EPHI, and enforce those policies and procedures, 

including sanctions for anyone not found in compliance; 

(ii) Physical Safeguards.  BUSINESS ASSOCIATE shall implement appropriate 

physical safeguards to protect PHI, including, but not limited to, facility 

access, facility security, workstation use, workstation security, device and 

media controls, and disposal;8 

(iii) Technical Safeguards. BUSINESS ASSOCIATE shall implement 

appropriate technical safeguards to protect PHI, including, but not limited 

to, access controls, authentication, and transmission security;9 and 

(iv) Security Awareness and Training.  BUSINESS ASSOCIATE shall provide 

training to relevant workforce members, including management, on how to 

prevent the improper access, use, or disclosure of PHI; and update and repeat 

training on a regular basis.10 

c. In accordance with 45 CFR §164.316, document the required policies and procedures and 

keep them current, and cooperate in good faith in response to any reasonable requests 

from STATE to discuss, review, inspect, and/or audit BUSINESS ASSOCIATE’s 

safeguards.  BUSINESS ASSOCIATE shall retain the documentation required for six (6) 

years from the date of its creation or the date when it last was in effect, whichever is 

later.11 

d. Comply with the provisions found in 45 CFR §164.308 (a)(1) (ii)(A) and (B), requiring 

BUSINESS ASSOCIATE to conduct an accurate and thorough risk analysis, and to 

periodically update the risk analysis (no less than once every 3 years); and to implement 

risk management measures to reduce the risk and vulnerabilities to a reasonable and 

appropriate level to comply with 45 CFR §164.306(a). 

e. As applicable only to the PHI that BUSINESS ASSOCIATE receives from STATE, 

BUSINESS ASSOCIATE shall ensure that any subcontractor of BUSINESS 

ASSOCIATE that creates, receives, maintains, or transmits PHI on behalf of BUSINESS 

ASSOCIATE agrees in writing to the same restrictions, conditions, and requirements that 

apply to BUSINESS ASSOCIATE through this Agreement with respect to such PHI.12 

f. BUSINESS ASSOCIATE shall provide STATE with copies of all business associate 

agreements between BUSINESS ASSOCIATE and BUSINESS ASSOCIATE’s 

subcontractor within 14 calendar days of execution.  

 
8 45 CFR §164.310 
9  45 CFR §§ 164.310, 164.312 
10  45 CFR §164.308(a)(5) 
11  45 CFR §§164.306 – 164.316; 164.504(e)(2)(ii)(B) 
12  45 CFR §§164.308(b), 164.314(a)(2), 164.502(e), 164.504(e)(2)(ii)(D) 
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g. Notify the STATE following discovery of any use or disclosure of PHI not permitted by 

this Agreement of which it becomes aware, or any Breach of Unsecured PHI.13  

(i) BUSINESS ASSOCIATE shall immediately notify the STATE's HIPAA 

Privacy or Security Officer verbally. 

(ii) BUSINESS ASSOCIATE shall subsequently notify the STATE's HIPAA 

Privacy or Security Officer in writing, without unreasonable delay, and in no 

case later than two (2) business days following discovery of the 

impermissible use or disclosure of PHI, or Breach of Unsecured PHI.  

(iii) A Breach of Unsecured PHI shall be treated as discovered by the BUSINESS 

ASSOCIATE as of the first day on which such breach is known to the 

BUSINESS ASSOCIATE or, by exercising reasonable diligence, would have 

been known to the BUSINESS ASSOCIATE.  BUSINESS ASSOCIATE 

shall be deemed to have knowledge of a Breach if the Breach is known, or by 

exercising reasonable diligence would have been known, to any person, other 

than the person committing the Breach, who is an employee, officer, or other 

agent of the BUSINESS ASSOCIATE.14 

h. Take prompt corrective action to mitigate, to the extent practicable, any harmful effect 

that is known to BUSINESS ASSOCIATE of a Security Incident or a misuse or 

unauthorized disclosure of PHI by BUSINESS ASSOCIATE in violation of this 

Agreement, and any other action pertaining to such unauthorized disclosure required by 

applicable Federal and State laws and regulations.  BUSINESS ASSOCIATE shall 

reasonably cooperate with the STATE’s efforts to seek appropriate injunctive relief or 

otherwise prevent or curtail potential or actual Breaches, or to recover its PHI, including 

complying with a reasonable corrective action plan.15 

i. Investigate such Breach and provide a written report of the investigation and resultant 

mitigation to STATE's HIPAA Privacy and/or Security Officer within thirty (30) calendar 

days of the discovery of the Breach. 

j. Provide the following information with respect to a Breach of Unsecured PHI, to the 

extent possible, as the information becomes available, to the STATE’s HIPAA Privacy or 

Security Officer: 

(i) The identification of each Individual whose Unsecured PHI has been, or is 

reasonably believed by BUSINESS ASSOCIATE to have been accessed, 

acquired, used, or disclosed during the breach; and 

 
13  45 CFR §§164.314(a)(2), 164.410(a), 164.504(e)(2)(ii)(C)   
14  45 CFR §164.410(a)(2) 
15  45 CFR §§164.308(a)(6)(ii); 164.530(f) 
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(ii) Any other available information that the STATE is required to include in 

notification to the Individual under the HIPAA Rules, including, but not 

limited to the following:16  

A. Contact information for Individuals who were or who may have been 

impacted by the HIPAA Breach (e.g., first and last name, mailing 

address, street address, phone number, and email address);  

B. A brief description of the circumstances of the Breach, including the 

date of the Breach and date of discovery, if known;  

C. A description of the types of Unsecured PHI involved in the Breach 

(such as whether the full name, social security number, date of birth, 

address, account number, diagnosis, disability and/or billing codes, or 

similar information was involved);  

D. A brief description of what the BUSINESS ASSOCIATE has done or is 

doing to investigate the Breach, mitigate harm to the Individual(s) 

impacted by the Breach, and protect against future Breaches; and  

E. Contact information for BUSINESS ASSOCIATE’s liaison responsible 

for investigating the Breach and communicating information relating to 

the Breach to the STATE.  

k. Promptly report to STATE's HIPAA Privacy and/or Security Officer any Security 

Incident of which BUSINESS ASSOCIATE becomes aware with respect to EPHI that is 

in the custody of BUSINESS ASSOCIATE, including breaches of Unsecured PHI as 

required by 45 CFR §164.410, by contacting the STATE’s HIPAA Privacy and/or 

Security Officer.17 

l. Prior to submitting any report to the Office of Civil Rights, BUSINESS ASSOCIATE 

will provide to STATE a reasonable opportunity to review a finalized draft of the report.  

m. Provide the applicable notifications to individuals or media in the event of a breach of 

unsecured PHI.18 

n. Implement reasonable and appropriate measures, including training, to ensure compliance 

with the requirements of this Agreement by Workforce members who assist in the 

performance of functions or activities on behalf of the STATE under this Agreement and 

use or disclose PHI, and discipline such Workforce members who intentionally violate 

 
16  45 CFR §§164.404(c)(1), 164.408, 164.410(c)(1) and (2) 
17  45 CFR §§164.314(a)(2), 164.410 
18 45 CFR §§164.404, 164.406 
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any provisions of these special conditions, which may include termination of 

employment.19  

o. Make its internal policies, procedures, books, and records relating to the use and 

disclosure of PHI received from or created or received by BUSINESS ASSOCIATE on 

behalf of the STATE available to the Secretary of Health and Human Services or to 

STATE if necessary or required to assess BUSINESS ASSOCIATE's or the STATE’s 

compliance with the HIPAA Rules.  BUSINESS ASSOCIATE shall promptly notify 

STATE of communications with the U.S. Department of Health and Human Services 

(HHS) regarding PHI provided by or created by STATE and shall provide STATE with 

copies of any information BUSINESS ASSOCIATE has made available to HHS under 

this paragraph.20 

p. Upon notice from STATE, accommodate any restriction to the use or disclosure of PHI 

and any request for confidential communications to which STATE has agreed in 

accordance with the Privacy Rule.21 

q. Make available PHI held by BUSINESS ASSOCIATE, which the STATE has 

determined to be part of its Designated Record Set, to the STATE as necessary to satisfy 

the STATE’s obligations to provide an Individual with access to their PHI under 45 CFR 

§164.524, in the time and manner designated by the STATE.22   

r. Make available PHI held by BUSINESS ASSOCIATE, which the STATE has 

determined to be part of its Designated Record Set, for amendment, and incorporate any 

amendments to PHI that the STATE directs or agrees to in accordance with 45 CFR 

§164.526, upon request of the STATE or an Individual, subject to State law and 

BUSINESS ASSOCIATE policies regarding amending vital records. 

s. Document disclosures of PHI made by BUSINESS ASSOCIATE, which are required to 

be accounted for under 45 CFR §164.528(a)(1), and make this information available as 

necessary to satisfy the STATE’s obligation to provide an accounting of disclosures to an 

Individual within two (2) business days notice by the STATE of a request by an 

Individual of a request for an accounting of disclosures of PHI.  If an Individual directly 

requests an accounting of disclosures of PHI from BUSINESS ASSOCIATE, BUSINESS 

ASSOCIATE shall notify STATE's HIPAA Privacy and/or Security Officer of the 

request within two (2) business days, and STATE shall either direct BUSINESS 

ASSOCIATE to provide the information directly to the Individual, or it shall direct that 

the information required for the accounting be forwarded to STATE for compilation and 

distribution to the Individual.23 

 
19  45 CFR §§164.308(a), 164.530(b) and (e) 
20  45 CFR §164.504(e)(2)(ii)(I) 
21  45 CFR §164.522 
22  45 CFR §§164.504(e)(2)(ii)(E), 164.524 
23  45 CFR §§164.504(e)(2)(ii)(G) and (H), 164.528; HAR ch. 2-71, subch. 2. 
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t. Comply with any other requirements of the HIPAA Rules not expressly specified in this 

Agreement, as and to the extent that such requirements apply to Business Associates 

under the HIPAA Rules. 

3. PERMITTED USES AND DISCLOSURES BY BUSINESS ASSOCIATE.  

BUSINESS ASSOCIATE may, except as otherwise limited in this Agreement: 

a. General Use and Disclosure:  Create, receive, maintain or transmit PHI only for the 

purposes listed in the CONTRACT and this Agreement, provided that the use or 

disclosure would not violate the HIPAA Rules or other applicable privacy rules if done 

by the STATE or violate the Minimum Necessary requirements applicable to the 

STATE.24 

b. Limited Use of PHI for BUSINESS ASSOCIATE’s Benefit.  Use PHI received by the 

BUSINESS ASSOCIATE in its capacity as the STATE’s BUSINESS ASSOCIATE, if 

necessary, for the proper management and administration of the BUSINESS 

ASSOCIATE or to carry out the legal responsibilities of the BUSINESS ASSOCIATE.  

BUSINESS ASSOCIATE’s proper management and administration does not include the 

use or disclosure of PHI by BUSINESS ASSOCIATE for Marketing purposes or for sale 

of PHI. 25 

c. Limited Disclosure of PHI for BUSINESS ASSOCIATE’s Benefit.  Disclose PHI for 

BUSINESS ASSOCIATE’s proper management and administration or to carry out its 

legal responsibilities only if the disclosure is Required by Law, and the person notifies 

BUSINESS ASSOCIATE of any instances of which it is aware in which the 

confidentiality of PHI has been breached. 26 BUSINESS ASSOCIATE must maintain a 

record of these disclosures with all applicable information and provide an audit to the 

STATE upon request by the STATE, upon termination of the CONTRACT, and on an 

annual basis if the CONTRACT continues for longer than one year. 

d. Minimum Necessary.  BUSINESS ASSOCIATE shall only request, use, and disclose the 

minimum amount of PHI necessary to accomplish the purpose of the request, use, or 

disclosure.27 

e. Data Aggregation.  Use PHI to provide Data Aggregation services relating to the 

STATE’s Health Care Operations as permitted by 45 CFR §164.504(e)(2)(i)(B). 

f. Disclosures by Whistleblowers:  Disclose PHI to report violations of law to appropriate 

Federal and State authorities, consistent with 45 CFR §164.502(j)(1). 

 
24  45 CFR §§164.502(a) and (b), 164.504(e)(2)(i) 
25  45 CFR §§164.502(a)(5)(ii), 164.504(e)(2)(i)(A), 164.504(e)(4)(i), 164.508(a)(3) and (a)(4) 
26  45 CFR §164.504(e)(4)(ii) 
27  45 CFR §164.502(b) 
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4. STATE'S OBLIGATIONS.  

a. STATE shall not request BUSINESS ASSOCIATE to use or disclose PHI in any manner 

that would not be permissible under the Privacy Rule if done by STATE.   

b. STATE shall not provide BUSINESS ASSOCIATE with more PHI than is minimally 

necessary for BUSINESS ASSOCIATE to provide the services under the CONTRACT 

and STATE shall provide any PHI needed by BUSINESS ASSOCIATE to perform under 

the CONTRACT only in accordance with the HIPAA Rules. 

5. TERM AND TERMINATION.   

a. This Agreement shall be effective as of the date of the CONTRACT or CONTRACT 

amendment to which this Agreement is attached and shall terminate on the date the 

STATE terminates this Agreement or when all PHI is destroyed or returned to STATE. 

b. In addition to any other remedies provided for by this Agreement or the CONTRACT, 

upon the STATE's knowledge of a material Breach by BUSINESS ASSOCIATE of this 

Agreement, the BUSINESS ASSOCIATE authorizes the STATE to do any one or more 

of the following, upon written notice to BUSINESS ASSOCIATE describing the 

violation and the action it intends to take:   

(i) Exercise any of its rights to reports, access and inspection under this Agreement 

or the CONTRACT;  

(ii) Require BUSINESS ASSOCIATE to submit a plan of monitoring and reporting, 

as STATE may determine necessary to maintain compliance with this Agreement; 

(iii) Provide BUSINESS ASSOCIATE with a reasonable period of time to cure the 

Breach, given the nature and impact of the Breach; or 

(iv) Immediately terminate this Agreement if BUSINESS ASSOCIATE has breached 

a material term of this Agreement and sufficient mitigation is not possible.28   

c. Effect of Termination.29   

(i) Upon any termination of this Agreement, until notified otherwise by the STATE, 

BUSINESS ASSOCIATE shall extend all protections, limitations, requirements 

and other provisions of this Agreement to all PHI received from or on behalf of 

STATE or created or received by BUSINESS ASSOCIATE on behalf of the 

 
28  45 CFR §164.504(e)(2)(iii) 
29  45 CFR §164.504(e)(2)(ii)(J) 
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STATE, and all EPHI created, received, maintained or transmitted by BUSINESS 

ASSOCIATE on behalf of the STATE. 

(ii) Except as otherwise provided in subsection 5(c)(iii) below, upon termination of 

this Agreement for any reason, BUSINESS ASSOCIATE shall, at the STATE’s 

option, return or destroy all PHI received from the STATE, or created or received 

by the BUSINESS ASSOCIATE on behalf of the STATE, that the BUSINESS 

ASSOCIATE still maintains in any form, and BUSINESS ASSOCIATE shall 

retain no copies of the information.  This provision shall also apply to PHI that is 

in the possession of subcontractors or agents of BUSINESS ASSOCIATE.  

BUSINESS ASSOCIATE shall notify the STATE in writing of any and all 

conditions that make return or destruction of such information not feasible and 

shall provide STATE with any requested information related to the STATE’s 

determination as to whether the return or destruction of such information is 

feasible.  

(iii) If the STATE determines that returning or destroying any or all PHI is not 

feasible or opts not to require the return or destruction of such information, the 

protections of this Agreement shall continue to apply to such PHI, including but 

not limited to the protections in the Section 2. BUSINESS ASSOCIATE’S 

OBLIGATIONS and Section 6. MISCELLANEOUS regarding Interpretation, 

Determination of Breach, Costs Related to Breach, and Subpoenas. In addition, 

BUSINESS ASSOCIATE shall limit further uses and disclosures of PHI to those 

purposes that make the return or destruction infeasible, for so long as BUSINESS 

ASSOCIATE maintains such PHI.  STATE hereby acknowledges and agrees that 

infeasibility includes BUSINESS ASSOCIATE's need to retain PHI for purposes 

of complying with its work product documentation standards.   

6. MISCELLANEOUS. 

a. Amendment.  BUSINESS ASSOCIATE and the STATE agree to take such action as is 

necessary to amend this Agreement from time to time for compliance with the 

requirements of the HIPAA Rules and any other applicable law. 

b. Interpretation.  In the event that any terms of this Agreement are inconsistent with the 

terms of the CONTRACT, then the terms of this Agreement shall control.  In the event of 

an inconsistency between the provisions of this Agreement and mandatory provisions of 

the HIPAA Rules, as amended, the HIPAA Rules shall control.  Where provisions of this 

Agreement are different than those mandated in the HIPAA Rules, but are nonetheless 

permitted by the HIPAA Rules, the provisions of this Agreement shall control.  Any 

ambiguity in this Agreement shall be resolved to permit STATE to comply with the 

HIPAA Rules.  Notwithstanding the foregoing, nothing in this Agreement shall be 

interpreted to supersede any federal or State law or regulation related to confidentiality of 

health information or vital record information that is more stringent than the HIPAA 

Rules. 
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c. Determination of Breach. If STATE and BUSINESS ASSOCIATE are in conflict as to 

whether BUSINESS ASSOCIATE committed a breach or otherwise disclosed PHI 

inconsistent with this Agreement, then the STATE in its sole discretion shall decide 

whether BUSINESS ASSOCIATE committed a breach or otherwise disclosed PHI 

inconsistent with this agreement. 

d. Indemnification. BUSINESS ASSOCIATE shall defend, indemnify, and hold harmless 

the STATE and STATE's officers, employees, agents, contractors and subcontractors to 

the extent required under the Contract for incidents that are caused by or arise out of a 

Breach or failure to comply with any provision of this Agreement or the HIPAA Rules by 

BSUSINESS Associates or any of BUSINESS ASSOCIATE’s officers, employees, 

agents, contractors or subcontractors. 

e. Costs Related to Breach.  BUSINESS ASSOCIATE shall be responsible for any and all 

costs incurred by the STATE as a result of any Breach of PHI by BUSINESS 

ASSOCIATE, its officers, directors, employees, contractors, or agents, or by a third party 

to which the BUSINESS ASSOCIATE disclosed PHI under this Agreement, including but 

not limited to notification of individuals or their representatives of a Breach of Unsecured 

PHI,30 civil monetary penalties, and the cost of mitigating any harmful effect of the 

Breach.31  

f. Response to Subpoenas.  In the event BUSINESS ASSOCIATE receives a subpoena or 

similar notice or request from any judicial, administrative, or other party which would 

require the production of PHI received from, or created for, the STATE, BUSINESS 

ASSOCIATE shall promptly forward a copy of such subpoena, notice or request to the 

STATE to afford the STATE the opportunity to timely respond to the demand for its PHI 

as the STATE determines appropriate according to its State and federal obligations. 

g. Survival.  The respective rights and obligations of STATE and BUSINESS ASSOCIATE 

under sections 5.c., Effect of Termination, 6.c., Indemnification, and 6.d., Costs Related 

to Breach, shall survive the termination of this Agreement. 

h. Notices:  Whenever written notice is required by one party to the other under this 

Agreement, it should be mailed, faxed, or e-mailed to the appropriate address noted 

below.  If notice is sent by e-mail, then a confirming written notice should be sent by 

mail or fax within two (2) business days after the date of the e-mail.  The sender of any 

written notice required under this Agreement is responsible for confirming receipt by the 

recipient.  

  

BUSINESS ASSOCIATE: 

 
30 45 CFR Part 164, Subpart D 
31 45 CFR §164.530(f) 
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STATE: 

 

DHS Information Security / HIPAA  

Compliance Manager 

P.O. Box 700190 

Kapolei, Hawaii 96709-0190 

Fax: (808) 692-8173  

Email: LYong@dhs.hawaii.gov 
 

______________________________ 

______________________________ 

______________________________ 

Fax: (_____) ___________________ 

Email: ________________________ 

  

IN WITNESS WHEREOF, the Parties have executed this Agreement effective as of the 

date and year first written above. 

 

 

 

 

    BUSINESS ASSOCIATE 

 

 

    Dated: ______________ By ________________________________________ 

      

       Representative  

 

 

    DEPARTMENT OF HUMAN SERVICES, STATE OF HAWAII 

 

 

 

   Dated: _____________ By _________________________________________ 

     

       Director 
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