
Minnesota Statutes Section 62J.50 – 62J.61 
Health Care Administrative Simplification Act of 1994 
 
 
62J.50 CITATION AND PURPOSE. 
    Subdivision 1. Citation. Sections 62J.50 to 62J.61 may be cited as the Minnesota Health  
Care Administrative Simplification Act of 1994.  
    Subd. 2. Purpose. The legislature finds that significant savings throughout the health care  
industry can be accomplished by implementing a set of administrative standards and simplified  
procedures and by setting forward a plan toward the use of electronic methods of data 
interchange.  
The legislature finds that initial steps have been taken at the national level by the federal  
Health Care Financing Administration in its implementation of nationally accepted electronic  
transaction sets for its Medicare program. The legislature further recognizes the work done by the  
workgroup for electronic data interchange and the American National Standards Institute and  
its accredited standards committee X12, at the national level, and the Minnesota administrative  
uniformity committee, a statewide, voluntary, public-private group representing payers, hospitals,  
state programs, physicians, and other health care providers in their work toward administrative  
simplification in the health care industry. 
History: 1994 c 625 art 9 s 1 
 
 
62J.51 DEFINITIONS. 
    Subdivision 1. Scope. For purposes of sections 62J.50 to 62J.61, the following definitions  
apply.  
    Subd. 2. ANSI. "ANSI" means the American National Standards Institute. 
    Subd. 3. ASC X12. "ASC X12" means the American National Standards Institute committee  
X12. 
    Subd. 3a. Card issuer. "Card issuer" means the group purchaser who is responsible for  
printing and distributing identification cards to members or insureds. 
    Subd. 4. Category I industry participants. "Category I industry participants" means the  
following: group purchasers, providers, and other health care organizations doing business in  
Minnesota including public and private payers; hospitals; claims clearinghouses; third-party  
administrators; billing service bureaus; value added networks; self-insured plans and employers  
with more than 100 employees; clinic laboratories; durable medical equipment suppliers with a  
volume of at least 50,000 claims or encounters per year; and group practices with 20 or more  
physicians. 
    Subd. 5. Category II industry participants. "Category II industry participants" means  



all group purchasers and providers doing business in Minnesota not classified as category I  
industry participants. 
    Subd. 6. Claim payment/advice transaction set (ANSI ASC X12 835). "Claim  
payment/advice transaction set (ANSI ASC X12 835)" means the electronic transaction format  
developed and approved for implementation in October 1991, and used for electronic remittance  
advice and electronic funds transfer. 
    Subd. 6a. Claim status transaction set (ANSI ASC X12 276/277). "Claim status transaction  
set (ANSI ASC X12 276/277)" means the transaction format developed and approved for  
implementation in December 1993 and used by providers to request and receive information on  
the status of a health care claim or encounter that has been submitted to a group purchaser. 
    Subd. 6b. Claim submission address. "Claim submission address" means the address to  
which the group purchaser requires health care providers, members, or insureds to send health  
care claims for processing. 
    Subd. 6c. Claim submission number. "Claim submission number" means the unique  
identification number to identify group purchasers as described in section 62J.54, with its suffix  
identifying the claim submission address.  
    Subd. 7. Claim submission transaction set (ANSI ASC X12 837). "Claim submission  
transaction set (ANSI ASC X12 837)" means the electronic transaction format developed  
and approved for implementation in October 1992, and used to submit all health care claims  
information. 
    Subd. 8. EDI or electronic data interchange. "EDI" or "electronic data interchange" means  
the computer application to computer application exchange of information using nationally  
accepted standard formats. 
    Subd. 9. Eligibility transaction set (ANSI ASC X12 270/271). "Eligibility transaction  
set (ANSI ASC X12 270/271)" means the transaction format developed and approved for  
implementation in February 1993, and used by providers to request and receive coverage  
information on the member or insured. 
    Subd. 10. Enrollment transaction set (ANSI ASC X12 834). "Enrollment transaction set  
(ANSI ASC X12 834)" means the electronic transaction format developed and approved for  
implementation in February 1992, and used to transmit enrollment and benefit information from  
the employer to the payer for the purpose of enrolling in a benefit plan. 
    Subd. 11. Group purchaser. "Group purchaser" has the meaning given in section 62J.03,  
subdivision 6 .  
    Subd. 12. ISO. "ISO" means the International Standardization Organization. 
    Subd. 13. NCPDP. "NCPDP" means the National Council for Prescription Drug Programs,  
Inc. 
    Subd. 14. NCPDP telecommunication standard format 3.2. "NCPDP telecommunication  
standard format 3.2" means the recommended transaction sets for claims transactions adopted by  



the membership of NCPDP in 1992. 
    Subd. 15. NCPDP tape billing and payment format 2.0. "NCPDP tape billing and payment  
format 2.0" means the recommended transaction standards for batch processing claims adopted  
by the membership of the NCPDP in 1993. 
    Subd. 16. Provider. "Provider" or "health care provider" has the meaning given in section  
62J.03, subdivision 8.  
    Subd. 17. Uniform billing form CMS 1450. "Uniform billing form CMS 1450" means the  
uniform billing form known as the CMS 1450 or UB92, developed by the National Uniform  
Billing Committee in 1992 and approved for implementation in October 1993, and any 
subsequent  
amendments to the form. 
    Subd. 18. Uniform billing form CMS 1500. "Uniform billing form CMS 1500" means the  
1990 version of the health insurance claim form, CMS 1500, developed by the National Uniform  
Claim Committee and any subsequent amendments to the form. 
    Subd. 19. Uniform dental billing form. "Uniform dental billing form" means the most  
current version of the uniform dental claim form developed by the American Dental Association. 
    Subd. 19a. Uniform explanation of benefits document. "Uniform explanation of benefits  
document" means the document associated with and explaining the details of a group purchaser's  
claim adjudication for services rendered, which is sent to a patient. 
    Subd. 19b. Uniform remittance advice report. "Uniform remittance advice report" means  
the document associated with and explaining the details of a group purchaser's claim adjudication  
for services rendered, which is sent to a provider. 
    Subd. 20. Uniform pharmacy billing form. "Uniform pharmacy billing form" means the  
National Council for Prescription Drug Programs/universal claim form (NCPDP/UCF). 
    Subd. 21. WEDI. "WEDI" means the National Workgroup for Electronic Data Interchange  
report issued in October 1993. 
History: 1994 c 625 art 9 s 2; 1996 c 440 art 1 s 22-25; 2000 c 460 s 2,3; 2002 c 307  
art 2 s 3; 2002 c 330 s 19; 2005 c 106 s 1,2 
 
 
62J.52 ESTABLISHMENT OF UNIFORM BILLING FORMS. 
    Subdivision 1. Uniform billing form CMS 1450. (a) On and after January 1, 1996, all  
institutional inpatient hospital services, ancillary services, institutionally owned or operated  
outpatient services rendered by providers in Minnesota, and institutional or noninstitutional home  
health services that are not being billed using an equivalent electronic billing format, must be  
billed using the uniform billing form CMS 1450, except as provided in subdivision 5. 
(b) The instructions and definitions for the use of the uniform billing form CMS 1450  
shall be in accordance with the uniform billing form manual specified by the commissioner. In  



promulgating these instructions, the commissioner may utilize the manual developed by the  
National Uniform Billing Committee, as adopted and finalized by the Minnesota Uniform  
Billing Committee. 
(c) Services to be billed using the uniform billing form CMS 1450 include: institutional  
inpatient hospital services and distinct units in the hospital such as psychiatric unit services,  
physical therapy unit services, swing bed (SNF) services, inpatient state psychiatric hospital  
services, inpatient skilled nursing facility services, home health services (Medicare part A), and  
hospice services; ancillary services, where benefits are exhausted or patient has no Medicare part  
A, from hospitals, state psychiatric hospitals, skilled nursing facilities, and home health 
(Medicare  
part B); institutional owned or operated outpatient services such as waivered services, hospital  
outpatient services, including ambulatory surgical center services, hospital referred laboratory  
services, hospital-based ambulance services, and other hospital outpatient services, skilled  
nursing facilities, home health, freestanding renal dialysis centers, comprehensive outpatient  
rehabilitation facilities (CORF), outpatient rehabilitation facilities (ORF), rural health clinics, and  
community mental health centers; home health services such as home health intravenous therapy  
providers, waivered services, personal care attendants, and hospice; and any other health care  
provider certified by the Medicare program to use this form. 
(d) On and after January 1, 1996, a mother and newborn child must be billed separately,  
and must not be combined on one claim form. 
    Subd. 2. Uniform billing form CMS 1500. (a) On and after January 1, 1996, all  
noninstitutional health care services rendered by providers in Minnesota except dental or  
pharmacy providers, that are not currently being billed using an equivalent electronic billing  
format, must be billed using the health insurance claim form CMS 1500, except as provided in  
subdivision 5. 
(b) The instructions and definitions for the use of the uniform billing form CMS 1500 shall  
be in accordance with the manual developed by the Administrative Uniformity Committee  
entitled standards for the use of the CMS 1500 form, dated February 1994, as further defined  
by the commissioner. 
(c) Services to be billed using the uniform billing form CMS 1500 include physician services  
and supplies, durable medical equipment, noninstitutional ambulance services, independent  
ancillary services including occupational therapy, physical therapy, speech therapy and 
audiology,  
home infusion therapy, podiatry services, optometry services, mental health licensed professional  
services, substance abuse licensed professional services, nursing practitioner professional  
services, certified registered nurse anesthetists, chiropractors, physician assistants, laboratories,  
medical suppliers, and other health care providers such as day activity centers and freestanding  
ambulatory surgical centers. 



    Subd. 3. Uniform dental billing form. (a) On and after January 1, 1996, all dental services  
provided by dental care providers in Minnesota, that are not currently being billed using an  
equivalent electronic billing format, shall be billed using the American Dental Association  
uniform dental billing form. 
(b) The instructions and definitions for the use of the uniform dental billing form shall be  
in accordance with the manual developed by the Administrative Uniformity Committee dated  
February 1994, and as amended or further defined by the commissioner. 
    Subd. 4. Uniform pharmacy billing form. (a) On and after January 1, 1996, all pharmacy  
services provided by pharmacists in Minnesota that are not currently being billed using an  
equivalent electronic billing format shall be billed using the NCPDP/universal claim form, except  
as provided in subdivision 5. 
(b) The instructions and definitions for the use of the uniform claim form shall be in  
accordance with instructions specified by the commissioner of health, except as provided in  
subdivision 5. 
    Subd. 5. State and federal health care programs. (a) Skilled nursing facilities and ICF/MR  
services billed to state and federal health care programs administered by the Department of  
Human Services shall use the form designated by the Department of Human Services. 
(b) On and after July 1, 1996, state and federal health care programs administered by the  
Department of Human Services shall accept the CMS 1450 for community mental health center  
services and shall accept the CMS 1500 for freestanding ambulatory surgical center services. 
(c) State and federal health care programs administered by the Department of Human  
Services shall be authorized to use the forms designated by the Department of Human Services  
for pharmacy services. 
(d) State and federal health care programs administered by the Department of Human  
Services shall accept the form designated by the Department of Human Services, and the CMS  
1500 for supplies, medical supplies, or durable medical equipment. Health care providers may  
choose which form to submit. 
(e) Personal care attendant and waivered services billed on a fee-for-service basis directly to  
state and federal health care programs administered by the Department of Human Services shall  
use either the CMS 1450 or the CMS 1500 form, as designated by the Department of Human  
Services. 
History: 1994 c 625 art 9 s 3; 2000 c 460 s 4-6; 1Sp2003 c 14 art 7 s 14,15; 2005 c 106 s 3-5 
 
 
62J.53 ACCEPTANCE OF UNIFORM BILLING FORMS BY GROUP PURCHASERS. 
On and after January 1, 1996, all category I and II group purchasers in Minnesota shall  
accept the uniform billing forms prescribed under section 62J.52 as the only nonelectronic billing  



forms used for payment processing purposes.  
History: 1994 c 625 art 9 s 4 
 
 
62J.535 UNIFORM BILLING REQUIREMENTS FOR CLAIM TRANSACTIONS. 
    Subdivision 1.[Repealed, 2002 c 307 art 2 s 9; 2002 c 330 s 35] 
    Subd. 1a. Electronic claim transactions. Group purchasers, including government  
programs, not defined as covered entities under United States Code, title 42, sections 1320d to  
1320d-8, as amended from time to time, and the regulations promulgated under those sections,  
that voluntarily agree with providers to accept electronic claim transactions, must accept them  
in the ANSI X12N 837 standard electronic format as established by federal law. Nothing in  
this section requires acceptance of electronic claim transactions by entities not covered under  
United States Code, title 42, sections 1320d to 1320d-8, as amended from time to time, and the  
regulations promulgated under those sections. Notwithstanding the above, nothing in this section  
or other state law prohibits group purchasers not defined as covered entities under United States  
Code, title 42, sections 1320d to 1320d-8, as amended from time to time, and the regulations  
promulgated under those sections, from requiring, as authorized by Minnesota law or rule,  
additional information associated with a claim submitted by a provider. 
    Subd. 1b. Paper claim transactions. All group purchasers that accept paper claim  
transactions must accept, and health care providers submitting paper claim transactions must  
submit, these transactions with use of the applicable medical and nonmedical data code sets  
specified in the federal electronic claim transaction standards adopted under United States  
Code, title 42, sections 1320d to 1320d-8, as amended from time to time, and the regulations  
promulgated under those sections. The paper claim transaction must also be conducted using  
the uniform billing forms as specified in section 62J.52 and the identifiers specified in section  
62J.54, on and after the compliance date required by law. Notwithstanding the above, nothing in  
this section or other state law prohibits group purchasers not defined as covered entities under  
United States Code, title 42, sections 1320d to 1320d-8, as amended from time to time, and the  
regulations promulgated under those sections, from requiring, as authorized by Minnesota law or  
rule, additional information associated with a claim submitted by a provider.  
    Subd. 2. Compliance. Subdivision 1a is effective concurrent with the date of required  
compliance for covered entities established under United States Code, title 42, sections 1320d  
to 1320d-8, as amended from time to time. 
History: 1999 c 245 art 2 s 8; 2000 c 483 s 16; 2000 c 488 art 11 s 1; 2002 c 307 art 2 s  
4-6,8; 2002 c 330 s 20-22,33 
 
 



62J.54 IDENTIFICATION AND IMPLEMENTATION OF UNIQUE IDENTIFIERS. 
    Subdivision 1. Unique identification number for health care provider organizations. 
(a) Not later than 24 months after the date on which a national provider identifier is made  
effective under United States Code, title 42, sections 1320d to 1320d-8 (1996 and subsequent  
amendments), all group purchasers and any health care provider organization that meets the  
definition of a health care provider under United States Code, title 42, sections 1320d to 1320d-8,  
as amended, and regulations adopted thereunder shall use a national provider identifier to identify  
health care provider organizations in Minnesota, according to this section, except as provided in  
paragraph (b). 
(b) Small health plans, as defined by the federal Secretary of Health and Human Services  
under United States Code, title 42, section 1320d-4 (1996 and subsequent amendments), shall use  
a national provider identifier to identify health provider organizations no later than 36 months  
after the date on which a national provider identifier is made effective under United States Code,  
title 42, sections 1320d to 1320d-8 (1996 and subsequent amendments). 
(c) The national provider identifier for health care providers established by the federal  
Secretary of Health and Human Services under United States Code, title 42, sections 1320d to  
1320d-8 (1996 and subsequent amendments), shall be used as the unique identification number  
for health care provider organizations in Minnesota under this section. 
(d) All health care provider organizations in Minnesota that are eligible to obtain a national  
provider identifier according to United States Code, title 42, sections 1320d to 1320d-8, as  
amended, and regulations adopted thereunder shall obtain a national provider identifier from the  
federal Secretary of Health and Human Services using the process prescribed by the Secretary. 
(e) Only the national provider identifier shall be used to identify health care provider  
organizations when submitting and receiving paper and electronic claims and remittance advice  
notices, and in conjunction with other data collection and reporting functions. 
(f) Health care provider organizations in Minnesota shall make available their national  
provider identifier to other health care providers when required to be included in the 
administrative  
transactions regulated by United States Code, title 42, sections 1320d to 1320d-8, as amended,  
and regulations adopted thereunder. 
(g) The commissioner of health may contract with the federal Secretary of Health and  
Human Services or the Secretary's agent to implement this subdivision. 
    Subd. 2. Unique identification number for individual health care providers. (a) Not later  
than 24 months after the date on which a national provider identifier is made effective under  
United States Code, title 42, sections 1320d to 1320d-8 (1996 and subsequent amendments), all  
group purchasers in Minnesota and any individual health care provider that meets the definition  
of a health care provider under United States Code, title 42, sections 1320d to 1320d-8, as  
amended, and regulations adopted thereunder shall use the national provider identifier to identify  



an individual health care provider in Minnesota, according to this section, except as provided in  
paragraph (b). 
(b) Small health plans, as defined by the federal Secretary of Health and Human Services  
under United States Code, title 42, section 1320d-4 (1996 and subsequent amendments), shall  
use the national provider identifier to identify an individual health care provider no later than 36  
months after the date on which a national provider identifier for health care providers is made  
effective under United States Code, title 42, sections 1320d to 1320d-8 (1996 and subsequent  
amendments). 
(c) The national provider identifier for health care providers established by the federal  
Secretary of Health and Human Services under United States Code, title 42, sections 1320d to  
1320d-8 (1996 and subsequent amendments), shall be used as the unique identification number  
for individual health care providers. 
(d) All individual health care providers in Minnesota that are eligible to obtain a national  
provider identifier according to United States Code, title 42, sections 1320d to 1320d-8, as  
amended, and regulations adopted thereunder shall obtain a national provider identifier from the  
federal Secretary of Health and Human Services using the process prescribed by the Secretary. 
(e) Only the national provider identifier shall be used to identify individual health care  
providers when submitting and receiving paper and electronic claims and remittance advice  
notices, and in conjunction with other data collection and reporting functions. 
(f) Individual health care providers in Minnesota shall make available their national provider  
identifier to other health care providers when required to be included in the administrative  
transactions regulated by United States Code, title 42, sections 1320d to 1320d-8, as amended,  
and regulations adopted thereunder. 
(g) The commissioner of health may contract with the federal Secretary of Health and  
Human Services or the Secretary's agent to implement this subdivision. 
    Subd. 3. Unique identification number for group purchasers. (a) Not later than 24 months  
after the date on which a unique health identifier for employers and health plans is adopted or  
established under United States Code, title 42, sections 1320d to 1320d-8 (1996 and subsequent  
amendments), all group purchasers and health care providers in Minnesota shall use a unique  
identification number to identify group purchasers, except as provided in paragraph (b). 
(b) Small health plans, as defined by the federal Secretary of Health and Human Services  
under United States Code, title 42, section 1320d-4 (1996 and subsequent amendments), shall use  
a unique identification number to identify group purchasers no later than 36 months after the date  
on which a unique health identifier for employers and health plans is adopted or established under  
United States Code, title 42, sections 1320d to 1320d-8 (1996 and subsequent amendments). 
(c) The unique health identifier for health plans and employers adopted or established by  
the federal Secretary of Health and Human Services under United States Code, title 42, sections  
1320d to 1320d-8 (1996 and subsequent amendments), shall be used as the unique identification  



number for group purchasers. 
(d) Group purchasers shall obtain a unique health identifier from the federal Secretary of  
Health and Human Services using the process prescribed by the Secretary. 
(e) The unique group purchaser identifier, as described in this section, shall be used for  
purposes of submitting and receiving claims, and in conjunction with other data collection and  
reporting functions. 
(f) The commissioner of health may contract with the federal Secretary of Health and Human  
Services or the Secretary's agent to implement this subdivision. 
    Subd. 4. Unique patient identification number. (a) Not later than 24 months after the  
date on which a unique health identifier for individuals is adopted or established under United  
States Code, title 42, sections 1320d to 1320d-8 (1996 and subsequent amendments), all group  
purchasers and health care providers in Minnesota shall use a unique identification number to  
identify each patient who receives health care services in Minnesota, except as provided in  
paragraph (b). 
(b) Small health plans, as defined by the federal Secretary of Health and Human Services  
under United States Code, title 42, section 1320d-4 (1996 and subsequent amendments), shall  
use a unique identification number to identify each patient who receives health care services  
in Minnesota no later than 36 months after the date on which a unique health identifier for  
individuals is adopted or established under United States Code, title 42, sections 1320d to  
1320d-8 (1996 and subsequent amendments). 
(c) The unique health identifier for individuals adopted or established by the federal  
Secretary of Health and Human Services under United States Code, title 42, sections 1320d to  
1320d-8 (1996 and subsequent amendments), shall be used as the unique patient identification  
number, except as provided in paragraphs (e) and (f). 
(d) The unique patient identification number shall be used by group purchasers and health  
care providers for purposes of submitting and receiving claims, and in conjunction with other data  
collection and reporting functions. 
(e) Within the limits of available appropriations, the commissioner shall develop a proposal  
for an alternate numbering system for patients who do not have or refuse to provide their Social  
Security numbers, if: 
(1) a unique health identifier for individuals is adopted or established under United States  
Code, title 42, sections 1320d to 1320d-8 (1996 and subsequent amendments); 
(2) the unique health identifier is the Social Security number of the patient; 
(3) there is no federal alternate numbering system for patients who do not have or refuse to  
provide their Social Security numbers; and 
(4) federal law or the federal Secretary of Health and Human Services explicitly allows a  
state to develop an alternate numbering system for patients who do not have or refuse to provide  
their Social Security numbers. 



(f) If an alternate numbering system is developed under paragraph (e), patients who use  
numbers issued by the alternate numbering system are not required to provide their Social  
Security numbers and group purchasers or providers may not demand the Social Security 
numbers  
of patients who provide numbers issued by the alternate numbering system. If an alternate  
numbering system is developed under paragraph (e), group purchasers and health care providers  
shall establish procedures to notify patients that they can elect not to have their Social Security  
number used as the unique patient identifier. 
(g) The commissioner of health may contract with the federal Secretary of Health and  
Human Services or the Secretary's agent to implement this subdivision. 
History: 1994 c 625 art 9 s 5; 1995 c 234 art 5 s 17; 1996 c 440 art 1 s 26-28; 1997 c  
228 s 2; 1Sp1997 c 5 s 16; 2005 c 106 s 6,7 
 
 
62J.55 PRIVACY OF UNIQUE IDENTIFIERS. 
(a) When the unique identifiers specified in section 62J.54 are used for data collection  
purposes, the identifiers must be encrypted, as required in section 62J.321, subdivision 1.  
Encryption must follow encryption standards set by the National Bureau of Standards and  
approved by the American National Standards Institute as ANSIX3. 92-1982/R 1987 to protect 
the  
confidentiality of the data. Social Security numbers must not be maintained in unencrypted form 
in  
the database, and the data must never be released in a form that would allow for the identification  
of individuals. The encryption algorithm and hardware used must not use clipper chip technology.  
(b) Providers and group purchasers shall treat medical records, including the Social Security  
number if it is used as a unique patient identifier, in accordance with section 144.335. The Social  
Security number may be disclosed by providers and group purchasers to the commissioner as  
necessary to allow performance of those duties set forth in section 144.05.  
History: 1994 c 625 art 9 s 6; 1995 c 234 art 5 s 18 
 
 
62J.56 IMPLEMENTATION OF ELECTRONIC DATA INTERCHANGE STANDARDS. 
    Subdivision 1. General provisions. (a) The legislature finds that there is a need to advance  
the use of electronic methods of data interchange among all health care participants in the state in  
order to achieve significant administrative cost savings. The legislature also finds that in order to  
advance the use of health care electronic data interchange in a cost-effective manner, the state  
needs to implement electronic data interchange standards that are nationally accepted, widely  
recognized, and available for immediate use. The legislature intends to set forth a plan for a  



systematic phase in of uniform health care electronic data interchange standards in all segments  
of the health care industry. 
(b) The commissioner of health, with the advice of the Minnesota Health Data Institute and  
the Minnesota Administrative Uniformity Committee, shall administer the implementation of  
and monitor compliance with, electronic data interchange standards of health care participants,  
according to the plan provided in this section. 
(c) The commissioner may grant exemptions to category I and II industry participants from  
the requirements to implement some or all of the provisions in this section if the commissioner  
determines that the cost of compliance would place the organization in financial distress, or if the  
commissioner determines that appropriate technology is not available to the organization. 
    Subd. 2. Identification of core transaction sets. (a) All category I and II industry  
participants in Minnesota shall comply with the standards developed by the ANSI ASC X12  
for the following core transaction sets, according to the implementation plan outlined for each  
transaction set. 
(1) ANSI ASC X12 835 health care claim payment/advice transaction set. 
(2) ANSI ASC X12 837 health care claim transaction set. 
(3) ANSI ASC X12 834 health care enrollment transaction set. 
(4) ANSI ASC X12 270/271 health care eligibility transaction set. 
(5) ANSI ASC X12 276/277 health care claims status request/notification transaction set. 
(b) The commissioner, with the advice of the Minnesota Health Data Institute and the  
Minnesota Administrative Uniformity Committee, and in coordination with federal efforts, may  
approve the use of new ASC X12 standards, or new versions of existing standards, as they 
become  
available, or other nationally recognized standards, where appropriate ASC X12 standards are  
not available for use. These alternative standards may be used during a transition period while  
ASC X12 standards are developed. 
    Subd. 3. Implementation guides. (a) The commissioner, with the advice of the Minnesota  
Administrative Uniformity Committee, and the Minnesota Center for Health Care Electronic Data  
Interchange shall review and recommend the use of guides to implement the core transaction sets.  
Implementation guides must contain the background and technical information required to allow  
health care participants to implement the transaction set in the most cost-effective way. 
(b) The commissioner shall promote the development of implementation guides among  
health care participants for those business transaction types for which implementation guides are  
not available, to allow providers and group purchasers to implement electronic data interchange.  
In promoting the development of these implementation guides, the commissioner shall review  
the work done by the American Hospital Association through the national Uniform Billing  
Committee and its state representative organization; the American Medical Association through  
the Uniform Claim Task Force; the American Dental Association; the National Council of  



Prescription Drug Programs; and the Workgroup for Electronic Data Interchange. 
History: 1994 c 625 art 9 s 7; 1996 c 440 art 1 s 29 
 
 
62J.57 MINNESOTA CENTER FOR HEALTH CARE ELECTRONIC DATA  
INTERCHANGE. 
(a) It is the intention of the legislature to support, to the extent of funds appropriated for that  
purpose, the creation of the Minnesota Center for Health Care Electronic Data Interchange as a  
broad-based effort of public and private organizations representing group purchasers, health care  
providers, and government programs to advance the use of health care electronic data interchange  
in the state. The center shall attempt to obtain private sector funding to supplement legislative  
appropriations, and shall become self-supporting by the end of the second year. 
(b) The Minnesota Center for Health Care Electronic Data Interchange shall facilitate the  
statewide implementation of electronic data interchange standards in the health care industry by: 
(1) coordinating and ensuring the availability of quality electronic data interchange education  
and training in the state; 
(2) developing an extensive, cohesive health care electronic data interchange education  
curriculum; 
(3) developing a communications and marketing plan to publicize electronic data interchange  
education activities, and the products and services available to support the implementation of  
electronic data interchange in the state; 
(4) administering a resource center that will serve as a clearinghouse for information  
relative to electronic data interchange, including the development and maintenance of a  
health care constituents database, health care directory and resource library, and a health care  
communications network through the use of electronic bulletin board services and other network  
communications applications; and 
(5) providing technical assistance in the development of implementation guides, and in other  
issues including legislative, legal, and confidentiality requirements. 
History: 1994 c 625 art 9 s 8 
 
 
62J.58 IMPLEMENTATION OF STANDARD TRANSACTION SETS. 
    Subdivision 1. Claims payment. Six months from the date the commissioner formally  
recommends the use of guides to implement core transaction sets pursuant to section 62J.56,  
subdivision 3 , all category I industry participants and all category II industry participants, except  
pharmacists, shall be able to submit or accept, as appropriate, the ANSI ASC X12 835 health  
care claim payment/advice transaction set (draft standard for trial use version/release 3051) for  
electronic submission of payment information to health care providers.  



    Subd. 2. Claims submission. Six months from the date the commissioner formally  
recommends the use of guides to implement core transaction sets pursuant to section 62J.56,  
subdivision 3 , all category I and category II industry participants, except pharmacists, shall be  
able to accept or submit, as appropriate, the ANSI ASC X12 837 health care claim transaction  
set (draft standard for trial use version/release 3051) for the electronic transfer of health care  
claim information.  
    Subd. 2a. Claim status information. Six months from the date the commissioner formally  
recommends the use of guides to implement core transaction sets under section 62J.56,  
subdivision 3 , all category I and II industry participants, excluding pharmacists, may accept or  
submit the ANSI ASC X12 276/277 health care claim status transaction set (draft standard for  
trial use version/release 3051) for the electronic transfer of health care claim status information.  
    Subd. 3. Enrollment information. Six months from the date the commissioner formally  
recommends the use of guides to implement core transaction sets pursuant to section 62J.56,  
subdivision 3 , all category I and category II industry participants, excluding pharmacists, shall  
be able to accept or submit, as appropriate, the ANSI ASC X12 834 health care enrollment  
transaction set (draft standard for trial use version/release 3051) for the electronic transfer of  
enrollment and health benefit information.  
    Subd. 4. Eligibility information. Six months from the date the commissioner formally  
recommends the use of guides to implement core transaction sets pursuant to section 62J.56,  
subdivision 3 , all category I and category II industry participants, except pharmacists, shall be  
able to accept or submit, as appropriate, the ANSI ASC X12 270/271 health care eligibility  
transaction set (draft standard for trial use version/release 3051) for the electronic transfer of  
health benefit eligibility information.  
    Subd. 5. Applicability. This section does not require a group purchaser, health care provider,  
or employer to use electronic data interchange or to have the capability to do so. This section  
applies only to the extent that a group purchaser, health care provider, or employer chooses  
to use electronic data interchange. 
History: 1994 c 625 art 9 s 9; 1995 c 234 art 5 s 19; 1996 c 440 art 1 s 30 
 
 
62J.581 STANDARDS FOR MINNESOTA UNIFORM HEALTH CARE  
REIMBURSEMENT DOCUMENTS. 
    Subdivision 1. Minnesota uniform remittance advice report. (a) All group purchasers shall  
provide a uniform remittance advice report to health care providers when a claim is adjudicated.  
The uniform remittance advice report shall comply with the standards prescribed in this section. 
(b) Notwithstanding paragraph (a), this section does not apply to group purchasers not  
included as covered entities under United States Code, title 42, sections 1320d to 1320d-8, as  
amended from time to time, and the regulations promulgated under those sections. 



    Subd. 2. Minnesota uniform explanation of benefits document. (a) All group purchasers  
shall provide a uniform explanation of benefits document to health care patients when an  
explanation of benefits document is provided as otherwise required or permitted by law. The  
uniform explanation of benefits document shall comply with the standards prescribed in this  
section. 
(b) Notwithstanding paragraph (a), this section does not apply to group purchasers not  
included as covered entities under United States Code, title 42, sections 1320d to 1320d-8, as  
amended from time to time, and the regulations promulgated under those sections. 
    Subd. 3. Scope. For purposes of sections 62J.50 to 62J.61, the uniform remittance advice  
report and the uniform explanation of benefits document format specified in subdivision 4 shall  
apply to all health care services delivered by a health care provider or health care provider  
organization in Minnesota, regardless of the location of the payer. Health care services not paid  
on an individual claims basis, such as capitated payments, are not included in this section. A  
health plan company is excluded from the requirements in subdivisions 1 and 2 if they comply  
with section 62A.01, subdivisions 2 and 3.  
    Subd. 4. Specifications. The uniform remittance advice report and the uniform explanation of  
benefits document shall be provided by use of a paper document conforming to the specifications  
in this section or by use of the ANSI X12N 835 standard electronic format as established under  
United States Code, title 42, sections 1320d to 1320d-8, and as amended from time to time for  
the remittance advice. The commissioner, after consulting with the Administrative Uniformity  
Committee, shall specify the data elements and definitions for the uniform remittance advice 
report  
and the uniform explanation of benefits document. The commissioner and the Administrative  
Uniformity Committee must consult with the Minnesota Dental Association and Delta Dental  
Plan of Minnesota before requiring under this section the use of a paper document for the uniform  
explanation of benefits document or the uniform remittance advice report for dental care services. 
    Subd. 5. Effective date. The requirements in subdivisions 1 and 2 are effective June 30,  
2007. The requirements in subdivisions 1 and 2 apply regardless of when the health care service  
was provided to the patient. 
History: 2000 c 460 s 7; 2002 c 307 art 2 s 7; 2002 c 330 s 23; 2005 c 106 s 8 
 
 
62J.59 IMPLEMENTATION OF NCPDP TELECOMMUNICATIONS STANDARD FOR  
PHARMACY CLAIMS. 
(a) Beginning January 1, 1996, all category I and II pharmacists licensed in this state shall  
accept the NCPDP telecommunication standard format 3.2 or the NCPDP tape billing and  
payment format 2.0 for the electronic submission of claims as appropriate. 
(b) Beginning January 1, 1996, all category I and category II group purchasers in this state  



shall use the NCPDP telecommunication standard format 3.2 or NCPDP tape billing and payment  
format 2.0 for electronic submission of payment information to pharmacists. 
History: 1994 c 625 art 9 s 10 
 
 
62J.60 MINNESOTA UNIFORM HEALTH CARE IDENTIFICATION CARD. 
    Subdivision 1. Requirements for identification card. All individuals with health care  
coverage shall be issued Minnesota uniform health care identification cards by group purchasers  
as of January 1, 1998, unless the requirements of section 62A.01, subdivisions 2 and 3, are  
met. If a health benefit plan issued by a group purchaser provides coverage for prescription  
drugs, the group purchaser shall include uniform prescription drug information on the uniform  
health care identification card issued to its enrollees on or after July 1, 2003. Nothing in this  
section requires a group purchaser to issue a separate card containing uniform prescription  
drug information, provided that the Minnesota uniform health care identification card can  
accommodate the information necessary to process prescription drug claims as required by this  
section. The Minnesota uniform health care identification cards shall comply with the standards  
prescribed in this section.  
    Subd. 1a. Definition; health benefit plan. For purposes of this section, "health benefit plan"  
means a policy, contract, or certificate offered, sold, issued, or renewed by a group purchaser for  
the coverage of medical and hospital benefits. A health benefit plan does not include coverage  
that is: 
(1) limited to disability or income protection coverage; 
(2) automobile or homeowners medical payment coverage; 
(3) liability insurance or supplemental to liability insurance; 
(4) accident-only coverage; 
(5) credit accident and health insurance issued under chapter 62B; 
(6) designed solely to provide dental or vision care; 
(7) designed solely to provide coverage for a specified disease or illness; 
(8) coverage under which benefits are payable with or without regard to fault and that is  
statutorily required to be contained in any liability insurance policy or equivalent self-insurance; 
or 
(9) hospital income or indemnity. 
    Subd. 2. General characteristics. (a) The Minnesota uniform health care identification card  
must be a preprinted card constructed of plastic, paper, or any other medium that conforms with  
ANSI and ISO 7810 physical characteristics standards. The card dimensions must also conform to  
ANSI and ISO 7810 physical characteristics standard. The use of a signature panel is optional.  
The uniform prescription drug information contained on the card must conform with the format  
adopted by the NCPDP and, except as provided in subdivision 3, paragraph (a), clause (2), must  



include all of the fields required to submit a claim in conformance with the most recent pharmacy  
identification card implementation guide produced by the NCPDP. All information required to  
submit a prescription drug claim, exclusive of information provided on a prescription that is  
required by law, must be included on the card in a clear, readable, and understandable manner.  
If a health benefit plan requires a conditional or situational field, as defined by the NCPDP, the  
conditional or situational field must conform to the most recent pharmacy information card  
implementation guide produced by the NCPDP. 
(b) The Minnesota uniform health care identification card must have an essential  
information window on the front side with the following data elements: card issuer name,  
electronic transaction routing information, card issuer identification number, cardholder (insured)  
identification number, and cardholder (insured) identification name. No optional data may be  
interspersed between these data elements.  
(c) Standardized labels are required next to human readable data elements. 
    Subd. 2a. Issuance. A new Minnesota uniform health care identification card must be issued  
to individuals upon enrollment. Except for the medical assistance, general assistance medical  
care, and MinnesotaCare programs, a new card must be issued upon any change in an individual's  
health care coverage that impacts the content or format of the data included on the card or no later  
than 24 months after adoption of any change in the NCPDP implementation guide or successor  
document that affects the content or format of the data included on the card. Anytime that a card 
is  
issued upon enrollment or replaced by the medical assistance, general assistance medical care, or  
MinnesotaCare program, the card must conform to the adopted NCPDP standards in effect and to  
the implementation guide in use at the time of issuance. Newly issued cards must conform to the  
adopted NCPDP standards in effect at the time of issuance and to the implementation guide in use  
at the time of issuance. Stickers or other methodologies may be used to update cards temporarily. 
    Subd. 3. Human readable data elements. (a) The following are the minimum human  
readable data elements that must be present on the front side of the Minnesota uniform health  
care identification card: 
(1) card issuer name or logo, which is the name or logo that identifies the card issuer. The  
card issuer name or logo may be located at the top of the card. No standard label is required  
for this data element; 
(2) complete electronic transaction routing information including, at a minimum, the  
international identification number. The standardized label of this data element is "RxBIN."  
Processor control numbers and group numbers are required if needed to electronically process a  
prescription drug claim. The standardized label for the process control numbers data element is  
"RxPCN" and the standardized label for the group numbers data element is "RxGrp," except that  
if the group number data element is a universal element to be used by all health care providers,  
the standardized label may be "Grp." To conserve vertical space on the card, the international  



identification number and the processor control number may be printed on the same line; 
(3) cardholder (insured) identification number, which is the unique identification number  
of the individual card holder established and defined under this section. The standardized label  
for the data element is "ID"; 
(4) cardholder (insured) identification name, which is the name of the individual card holder.  
The identification name must be formatted as follows: first name, space, optional middle initial,  
space, last name, optional space and name suffix. The standardized label for this data element  
is "Name"; 
(5) care type, which is the description of the group purchaser's plan product under which the  
beneficiary is covered. The description shall include the health plan company name and the plan  
or product name. The standardized label for this data element is "Care Type"; 
(6) service type, which is the description of coverage provided such as hospital, dental,  
vision, prescription, or mental health; and 
(7) provider/clinic name, which is the name of the primary care clinic the card holder  
is assigned to by the health plan company. The standard label for this field is "PCP." This  
information is mandatory only if the health plan company assigns a specific primary care provider  
to the card holder. 
(b) The following human readable data elements shall be present on the back side of the  
Minnesota uniform health care identification card. These elements must be left justified, and no  
optional data elements may be interspersed between them: 
(1) claims submission names and addresses, which are the names and addresses of the  
entity or entities to which claims should be submitted. If different destinations are required for  
different types of claims, this must be labeled; 
(2) telephone numbers and names that pharmacies and other health care providers may call  
for assistance. These telephone numbers and names are required on the back side of the card only  
if one of the contacts listed in clause (3) cannot provide pharmacies or other providers with  
assistance or with the telephone numbers and names of contacts for assistance; and 
(3) telephone numbers and names; which are the telephone numbers and names of the  
following contacts with a standardized label describing the service function as applicable: 
(i) eligibility and benefit information; 
(ii) utilization review; 
(iii) precertification; or 
(iv) customer services. 
(c) The following human readable data elements are mandatory on the back side of the  
Minnesota uniform health care identification card for health maintenance organizations: 
(1) emergency care authorization telephone number or instruction on how to receive  
authorization for emergency care. There is no standard label required for this information; and 
(2) one of the following: 



(i) telephone number to call to appeal to or file a complaint with the commissioner of  
health; or 
(ii) for persons enrolled under section 256B.69, 256D.03, or 256L.12, the telephone number  
to call to file a complaint with the ombudsperson designated by the commissioner of human  
services under section 256B.69 and the address to appeal to the commissioner of human services.  
There is no standard label required for this information.  
(d) All human readable data elements not required under paragraphs (a) to (c) are optional  
and may be used at the issuer's discretion. 
    Subd. 4. Machine readable data content. The Minnesota uniform health care identification  
card may be machine readable or nonmachine readable. If the card is machine readable, the card  
must contain a magnetic stripe that conforms to ANSI and ISO standards for Tracks 1. 
    Subd. 5. Annual reporting. As part of an annual filing made with the commissioner of  
health or commerce on or after January 1, 2003, a group purchaser shall certify compliance with  
this section and shall submit to the commissioner of health or commerce a copy of the Minnesota  
uniform health care identification card used by the group purchaser. 
History: 1994 c 625 art 9 s 11; 1996 c 440 art 1 s 31,32; 1997 c 205 s 17; 1997 c 225 art 2 s  
62; 2000 c 460 s 8; 2001 c 110 s 1; 2006 c 255 s 22,23 
 
 
62J.61 RULEMAKING; IMPLEMENTATION. 
    Subdivision 1. Exemption. The commissioner of health is exempt from chapter 14, including  
section 14.386, in implementing sections 62J.50 to 62J.54, subdivision 3, and 62J.56 to 62J.59.  
    Subd. 2. Procedure. (a) The commissioner shall publish proposed rules in the State Register  
or, if the commissioner determines that publishing the text of the proposed rules would be unduly  
cumbersome, shall publish notice of the proposed rules that contains a detailed description of  
the rules along with a statement that a free copy of the entire set of rules is available upon  
request to the agency. 
(b) Interested parties have 30 days to comment on the proposed rules. After the commissioner  
has considered all comments, the commissioner shall publish notice in the State Register that the  
rules have been adopted 30 days before they are to take effect. 
(c) If the adopted rules are the same as the proposed rules, the notice shall state that the rules  
have been adopted as proposed and shall cite the prior publication. If the adopted rules differ  
from the proposed rules, the portions of the adopted rules which differ from the proposed rules  
shall be included in the notice of adoption together with a citation to the prior State Register  
that contained the notice of the proposed rules. 
(d) The commissioner may use rulemaking to implement sections 62J.54, subdivision 4,  
62J.55, and 62J.60.  
    Subd. 3. Restrictions. The commissioner shall not adopt any rules requiring patients to  



provide their Social Security numbers unless and until federal laws are modified to allow or  
require such action nor shall the commissioner adopt rules which allow medical records, claims,  
or other treatment or clinical data to be included on the health care identification card, except as  
specifically provided in this chapter. 
    Subd. 4. Patient privacy. The commissioner shall seek comments from the Ethics and  
Confidentiality Committee of the Minnesota Health Data Institute and the Department of  
Administration, Public Information Policy Analysis Division, before adopting or publishing final  
rules relating to issues of patient privacy and medical records. 
    Subd. 5. Biennial review of rulemaking procedures and rules. The commissioner shall  
biennially seek comments from affected parties about the effectiveness of and continued need for  
the rulemaking procedures set out in subdivision 2 and about the quality and effectiveness of 
rules  
adopted using these procedures. The commissioner shall seek comments by holding a meeting  
and by publishing a notice in the State Register that contains the date, time, and location of the  
meeting and a statement that invites oral or written comments. The notice must be published at  
least 30 days before the meeting date. The commissioner shall write a report summarizing the  
comments and shall submit the report to the Minnesota Health Data Institute and to the Minnesota  
Administrative Uniformity Committee by January 15 of every even-numbered year. 
History: 1994 c 625 art 9 s 12; 1997 c 187 art 4 s 3; 1998 c 254 art 1 s 14 
 


