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Purpose 

NEHEN is publishing this Eligibility Best Practice guide to assist our Members in understanding 
the eligibility EDI transaction, the options available to NEHEN Members for implementing this 
transaction and the best practices for eligibility verification as provided by NEHEN Payers, 
Providers, and Program Management. 

Introduction 

Across the United States, approximately 25% of all health care claims are rejected.   Of those 
rejected claims it is believed that 80% are rejected for reasons associated with eligibility 
verification.  Even among NEHEN Payers, the vast majority of claims rejected prior to reaching 
the payers’ adjudication systems are due to reasons such as “Invalid Member Id” or “Incorrect 
Date of Birth” which could be prevented by performing electronic eligibility verification and 
updating the billing system with the correct information. 

NEHEN Members have been exchanging electronic eligibility transactions since 1998 and 
currently perform approximately 1.5 million eligibility verification transactions a month – more 
than any other region in the country.  Despite the wide adoption and use of electronic eligibility, 
NEHEN members continue to see claim rejections for reason such as “Invalid Member Id” and 
denials for no referral.  This document will discuss ways to improve the effectiveness of electronic 
eligibility as well as options for getting additional value from your processes. 

Eligibility Overview 

The NEHEN technology is designed to send and receive the HIPAA designated standard for 
eligibility verification:  ASC X12N 270/271(004010X092A1).   

The Health Care Coverage and Eligibility Benefit Inquiry (270) is used by health care providers to 
determine if the payer/information source has the subscriber/dependent on file and to determine 
the health care eligibility and/or benefit information about that subscriber and/or dependent(s). 

The Health Care Coverage and Eligibility Benefit Information (271) is used by the payer/information 
source to provide data to verify an individual’s eligibility/benefit information.  It may also provide 
information about third party liability for coordination of benefits.  The transaction may not be 
used to provide a history of benefit use. 

Eligibility Search Options   

Most payers support two options for searching for a patient’s eligibility and benefit information.  
The first search option uses a Policy Number/ Member ID as the primary data element of the 
search.  The second option uses the patient’s Name as the primary data element of the search 
and usually requires other data such as Date of Birth and Gender to uniquely identify the 
patient. 

In most cases, only one search is used by the payer per request.  If you enter all information in an 
inquiry, the payer will usually do the Policy Number/Member ID search.  You must remove the 
policy number and send another request for the payer to search again using the name and other 
identifying information. 
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The following table contains the search options for the payers supported by the NEHEN 
technology. 



 
 

Table 1 – NEHEN Payer Search Options 

 

Payer Search Option 1 Search Option 2 

Harvard Pilgrim Health Care Member ID Last Name, First Name, Date of 

Birth, Gender 

Neighborhood Health Plan Member ID Last Name, First Name, Date of 

Birth, Gender 

Network, Health Member ID Last Name, First Name, Date of 

Birth, Gender 

Tufts Health Plan Member ID, Date of Birth Last Name, First Name, Date of 

Birth 

MassHealth Member ID,  Last Name, First Name, Date of 

Birth, Gender 

Medicare * proprietary Member ID, Last Name, 

First Name, Date of Birth, 

Gender 

N/A 

Aetna Member ID, Date of Birth Last Name, First Name, Date of 

Birth 

Cigna Member ID, Last Name, 

First Name, Date of Birth 

Subscriber Last Name and 

Relationship if Patient is not the 

Subscriber 

 

Eligibility Response Contents   

The NEHEN Payers have agreed to include the following information in the Eligibility Response. 

 Detailed patient demographic information including name, address, date of birth and 
gender 

 Plan information such as plan name, group name if applicable, plan type 

 Primary Care Physician information including address and phone number if 
applicable to the patient’s plan 

 Copay or Coinsurance information for the most common services such as Office Visit, 
Specialist Office Visit, Emergency Room, Hospital Admission and Pharmacy as 
applicable to the patient’s plan 
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 Visit Limits or Other Payer information such as third party responsibility or 
replacement plans 



 
 

It is important that registrars and others performing eligibility checks review all response 
information and update the registration/billing system appropriately.  The proper spelling of 
names and a date of birth that matches the payer’s system are usually required for claim 
submission.  In addition, certain types of insurance products require that patients see a 
designated primary care provider or a physician in a defined network.  If your provider is not part 
of the network, or is not the PCP of record, you may not be paid for the visit.  The eligibility 
response may also identify a replacement plan such as a Medicare HMO.  Registrars should note 
the information and do a subsequent eligibility check on the replacement plan to ensure that a 
claim is directed to the proper payer the first time. 

 

NEHEN Technology 

The NEHEN technology allows members to send standard requests and receive eligibility 
information from other NEHEN members and non-NEHEN members supporting the 270/271 
eligibility transaction.  The following components are used to format and route eligibility 
transactions using NEHEN.   

e-Gateway validates that transactions are in standard EDI format and transports transactions 
between a provider and a payer.  The e-Gateway supports both real time transactions and batches.  
It is the used to route transaction to and from stand-alone applications as well as transactions 
generated from a member’s core information systems. 

NEHENLite is a web-based application that allows NEHEN members to interactively send 
transactions and receive and review responses.   

NEHEN “Core” is a set of programs and services that format a simple comma separated file into a 
standard EDI transaction.   NEHEN provides the specification.  This functionality is used to send 
batches of transactions to payers.  It is also used to map non-standard transactions into standard 
transactions. 

NEHEN Database stores inquiry and response information that is used to display information in 
NEHENlite and can be accessed for customized reports. 

Network Connections are necessary in order to use NEHEN technology.  To send and receive 
transactions, a provider must have a way to connect to a payer.  NEHEN supports many 
connectivity options including Frame Relay, Virtual Private Network (VPN) and Web Services. 
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NEHEN Technology Overview 
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NEHEN Payers 

NEHEN Members may use the NEHEN technology to send HIPAA Standard EDI transactions to 
NEHEN Payers and Non-NEHEN Payers alike.  NEHEN Payers use the NEHEN technology to 
route transactions back to providers and also deliver additional electronic information such as 
Claim Response Reports.   

NEHEN Payers work together to provide a common approach to using transactions in order to 
simplify the process for NEHEN Providers.  NEHEN Payers participate in the NEHEN planning 
process and decided together to develop EDI transactions well in advance of the HIPAA deadlines 
to allow both providers and payers to benefit from the move to EDI technology.   

NEHEN Payer Members: 

 Harvard Pilgrim Health Care 

 Neighborhood Health Plan of Massachusetts 

 Network Health 

 Tufts Health Plan 

NEHEN Contract Affiliates work with NEHEN Program Management to provide added value 
services to our members.  Proxymed is a NEHEN contract affiliate that allows access to 
additional payers for eligibility verification and other EDI transactions such as claims. 

Proxymed Payers: 

 Aetna 

 Cigna 

 Other-(Oxford, Anthem….) 

 www.Proxymed.com  for the complete list of payers 

NEHEN Program Management also develops services to send and receive electronic transaction 
between Non-member Payers that are significant parts of NEHEN Providers’ payer mix.  These 
include government payers such as Medicare and Medicaid and commercial non-NEHEN payers 
such as Blue Cross of Massachusetts.  Please note that NEHEN Members must have a contract 
with WebMD to access BCBSMA.  

Other Payers Supported: 

 MassHealth - Medicaid 

 Medicare - *Proprietary 
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 BCBSMA - **(requires WebMD contract) 



 
 

 

Eligibility Options 

NEHEN Members have three basic options for implementing eligibility verification:  Interactive 
Real Time (stand-alone), Batch, and Integrated into their core information systems.  The NEHEN 
technology supports all three options.   

Interactive real time – Stand-alone 

Using stand-alone interactive real time eligibility verification, the provider uses an application 
separate from the registration system to inquire on a patient’s eligibility and benefits.  NEHEN 
Members can use the intranet web application NEHENLite to access multiple payers from a 
single site and do individual eligibility checks.    Many providers also use individual payer 
websites or other commercial products to do real-time eligibility. 

Stand- alone eligibility applications are an improvement over making telephone calls or not 
checking eligibility at all and they are relatively quick and inexpensive to implement.  However, 
this type of application requires a user to type in each request and to log into another system to 
update the insurance information.  

This option for checking eligibility is best for getting up and running quickly while development is 
completed on more automated or integrated methods.  It is also useful in areas where a complete 
registration system is not available such as remote offices. 

 

Eligibility Options:  Interactive Real Time:  NEHENLite 
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Batch 

NEHEN members use batch eligibility to inquire on multiple patients without doing the data 
entry.  The business process takes place behind the scenes, in the background, by the computer.   

An extract of the required data for the eligibility transaction is taken from the 
Scheduling/Registration/Billing System.  This data is formatted as individual EDI transactions 
and then sent to the payer.  The responses are returned and stored for later reporting. 

NEHEN supports this option for eligibility by allowing providers to format the inquiries in simple 
“flat file” format.  The NEHEN core technology takes the file and formats the EDI transactions.  
Each transaction is stored in the NEHEN database and the response is matched and stored when 
returned by the payer.  Providers may then use NEHENLite to view the responses or develop 
reports out of the stored transactions in the relational database. 

Using batch, providers have the ability to increase the number of eligibility inquiries performed 
while reducing the required time and labor.  The provider may choose to only work the 
“exceptions” or report on data that will help ensure claims are sent cleanly to the correct payer the 
first time. 

Implementing a batch option requires changes to existing business processes and requires the 
provider to invest in the development of extracts, reports, and processes to update the core 
registration/billing system.  NEHEN provides a guide to setting up batch eligibility. 

 

Eligibility Options:  Batch Eligibility Process 
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Integrated 

Integrated EDI transactions are programmed into the provider’s core Hospital Information 
System.  The system allows real time inquiries as part of the normal workflow or can be 
automatically programmed to send batches of scheduled patients.  The responses are stored along 
with all the patient registration/claim information.  Reports are either provided with the system 
or are easily customizable. 

Integrating EDI transactions into core systems is the ideal way to ensure that all information 
regarding a patient is stored in the same place.  It also minimizes the training required.  Although 
the eligibility transaction is generated from the core system, the response does not necessarily 
populate the registration/billing record.  Therefore, a registrar must review the response 
information and choose to correct discrepancies from the core registration record. 

In order to integrate eligibility verification into a core system, the provider must purchase or 
develop the additional EDI module for their core system and do customization and/or 
programming and testing before general use.  

 

 

Eligibility Options:  Integrated Eligibility Verification - Example 
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Eligibility in the Revenue Cycle – When and how often to inquire? 

Eligibility verification is useful at many points in the revenue cycle from the point when a patient 
schedules an appointment to researching claim denials.  Since the NEHEN payers do not incur 
transaction fees, NEHEN encourages members to utilize available transactions as often as 
necessary to provide information to ensure that claims are correct the first time and paid in a 
timely manner. 

Since each organization has different business practices and system capabilities, we do not 
recommend a single process for verifying eligibility but identify the points in the revenue cycle 
where there are definite benefits to checking eligibility.  We also encourage NEHEN Members to 
take advantage of the entire “suite” of options available for checking eligibility from integrated to 
payer websites and the use the best option for their business process. 

 

Eligibility Verification in the Revenue Cycle 
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Scheduling 

When scheduling appointments, providers have their first opportunity to obtain correct insurance 
information.  Information provided at previous visits cannot be relied upon since insurance 
information can change at any time.  At a minimum, schedulers should ask for and record current 
health insurance information.   

Ideally, provider staff has the ability to record insurance information and other required data for 
an eligibility check and perform a real time eligibility check while on the phone with the patient.  
This ensures that the insurance information and other data required for billing is entered 
correctly in advance.  Scheduling staff may also remind patients of co-pay collection policies or 
refer them to the financial office if they require assistance. 

Checking eligibility at scheduling also allows the provider to review PCP information and inform 
the patient that they must call their Health Plan if they need to change the PCP information on 
record.  The provider may also remind the patient to obtain a referral if required by the plan 
verified during the eligibility check. 

Most payers provide the option for a name search so a patient or person making the appointment 
need not have an insurance card in front of them to make the appointment as long as they have 
name, date of birth, and gender information. 

Best option at scheduling:  integrated real time. 

Pre-Registration 

Even if eligibility is checked at scheduling, there are benefits to checking again 3-7 days prior to 
the appointment date.   Many times appointments are scheduled months in advance and 
insurance information may have changed.   Information recorded at scheduling may be 
incorrectly entered in registration systems or not updated.  

Sending a batch of eligibility transactions 3-7 days prior to a visit provides enough time to contact 
a patient if there is an issue.  At a minimum, the eligibility checks that are invalid should be 
worked prior to the appointment date.  You may also want to look at the data for patients in 
managed care plans to ensure PCP information is correct and referrals are received.   

Another use of a pre-visit eligibility check is to ensure critical data stored in the 
registration/billing system matches the payer’s response.  An invalid date of birth or incorrect 
spelling of a name may result in a claim rejection and rework at the back end. 

If the payer’s data is incorrect the patient or employer must contact the payer to correct the 
information.  Beginning that process earlier will ensure a clean claim is submitted earlier.   

Best option 3-7 days prior to visit:  batch 

Registration 

Eligibility should be checked at every visit.  Again, insurance information can change at any time 
and some Health Plans such as Medicaid require that you check eligibility on the day of the 
appointment.  Checking eligibility during registration also ensures that same day appointments 
are verified. 
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The person registering the patient should compare the results of the eligibility check with the data 
stored in the system and ensure that discrepancies are corrected.  



 
 

To keep things moving, refer problems such as ineligible, no insurance, mismatched data,  and 
incorrect PCP to a “specialist” to resolve.  A specialist should know all the options for verifying 
eligibility and be willing to assist the patient in calling the health plan if information such as PCP 
needs to be changed. 

Best option for registrations:  integrated real time 

Post -Visit 

There are times when you may also want to verify eligibility after a visit.  This is done to 
compensate for scheduled or unscheduled time when on-line eligibility in unavailable, to verify 
issues identified during registration have been resolved or to provide feedback to individual 
registrars or an entire department/location on performance.     

Best options for post-visit:  integrated real time/batch 

Pre-Billing 

Sometimes information is not available until after a visit has occurred.  Providers can check 
eligibility prior to generating a bill if there are situations where the patient never registered such 
as emergency room visits or lab specimens submitted by a physician’s office.  Also, if a patient has 
applied for assistance such as Medicaid but a decision was not available during the visit, the 
provider may check prior to submitting a bill.  You may also want to flag other self-pay patients 
for further investigations such as minors/young adults unaware of a parent’s health insurance 
coverage. For larger claims, providers may want to again check that the information on the bill 
matches the payer information to ensure the claim is not rejected and payment delayed. 

Best options for post-visit:  integrated real time/batch 

Collections Management 

When providers fail to obtain correct information prior to or during registration, the collections 
staff must follow up upon claim rejection or denial.  The goal of every provider organization 
should be to minimize the amount of follow-up work after a claim has been generated. 

If a claim is rejected or denied due to incorrect date of birth, name, or member id, providers use a 
real-time eligibility option to resolve the discrepancy and resubmit the claim.  Payer web sites 
may provide additional search options if an eligibility issue is discovered.  Be sure to advise staff 
to update the permanent registration information if discovered after a bill is submitted to prevent 
the same problem from occurring again. 

Providers should track the frequency and reasons for eligibility related rejections and denials.  
Look for patterns where eligibility is either not verified or information not updated correctly prior 
to billing.  Communicate with registration staff and propose solutions to improve eligibility 
verification processes.   
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Best option upon claim rejection or denial:  Integrated Real Time, Payer Web Sites 



 
 

 

Payer Lessons Learned 

Using NEHEN technology, providers get eligibility information directly from payer systems.  
Therefore, there are slight differences among payers.  We have covered the differences in search 
criteria previously.  Additional differences will be noted in this section as well as other 
information that will help you understand and use a payer’s response.   Providers should review 
the 270/271 Companion Guides available at payer web sites for additional payer-specific 
information.    

All Payers 

Patient Search:  Most payers perform only one search per inquiry.  For example, if the Member ID 
is provided and the search fails, the system does not search again using name and other 
identifying data.  In general, providers should remove the Member ID/Policy number to search on 
name.  Exceptions to this are noted in the payer-specific sections below. 

Date of Service:  Most payers allow you to check eligibility for a date of service in the past or in the 
future.  Eligibility information for future dates of service is subject to change and therefore less 
reliable.  MassHealth/Medicaid and Medicare will not accept a future date of service in an 
eligibility check.    When a date range for dates of service is submitted, the payers generally use 
the first date of service provided.  The transaction date is used if no specific date of service is 
provided. 

Availability:  Most payers keep their eligibility service up 24/7.  There are some scheduled 
downtimes and Medicare has less availability as detailed in the Medicare section below.  Inform 
users of eligibility of the scheduled/unscheduled downtimes for the payers and the procedure to 
be followed when electronic eligibility is unavailable. 

If you are planning to submit batches of eligibility inquiries, it is usually best to schedule them for 
times outside of normal business hours.  Please notify the payers of your plans and ask for the 
best time to schedule a batch.  Payer contact information is included in the back of this document. 

Responses:  Understand the available responses to the eligibility transaction and how meanings 
may differ among payers.  Information about responses can usually be found in Companion 
Guides to the 270/271 transaction available at the payer web sites. 

 Unable to Respond  - This response is most often seen when sending transactions 
to Medicare or Proxymed payers.  If you receive this response from Medicare it 
means that the transactions was successfully received but the Medicare system is 
unavailable.  You will have to send another transaction when Medicare is available to 
receive eligibility information.  When you receive this information from a Proxymed 
Payer, it means that the transaction was received but the response could not be 
processed/read by the NEHEN Technology. 
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Subscriber/Dependent/Patient:  When programming for Eligibility for NEHEN Payers keep in 
mind that the NEHEN Payers identify each member with a Unique Member ID.  Therefore, 
they typically do not use the Dependent Loop of the 270.  Most payers will only respond back 
referencing the eligibility of the member identified in the subscriber loop and some payers will 
not accept requests with a Dependent Loop.  This information is important if you are working 



 
 

with a vendor to integrate eligibility into your core systems.  Vendors should understand the 
differences among your major payers and program to shield registration staff from the 
differences. 

Harvard Pilgrim Health Care 

Date of Service:  Harvard Pilgrim validates eligibility for future and past (up to 13 months) dates 
of service.  If a date span is entered, Harvard Pilgrim uses only the first date to determine 
eligibility. 

Helpful Hints:   

 Member and provider information submitted on an eligibility inquiry does not update 
the member and provider information stored in Harvard Pilgrim’s claim processing 
system.  If the member is found and eligible, Harvard Pilgrim will return the member 
and provider information that is stored in the Harvard Pilgrim claim processing 
system. 

 If more than one member meets the search criteria, Harvard Pilgrim follows HIPAA 
recommendations for privacy and security and returns a “member not found” 
message instead of multiple records. 

  

Neighborhood Health Plan 

Date of Service:  Neighborhood Health Plan does not allow eligibility checks on dates of service in 
the future.  If you submit a future DOS you will get an error “Date of Service in Future” response.  
You may submit a past DOS.  

Network Health 

Date of Service:  Network Health does not allow eligibility checks on dates of service in the future.  
If you submit a future DOS you will get an error “Date of Service in Future” response.  You may 
submit a past DOS.  

Tufts Health Plan 

Date of Service:  Tufts Health Plan will accept eligibility inquiries on any past date of service 
provided.  Tufts Health Plan will accept future dates of service up to 90 from the transaction date.  
Beyond the 90 days Tufts HP will reject the transaction for “Date of Service in Future”. 

Availability:  Tufts Health Plan performs scheduled maintenance from Wednesday 10:00pm until 
Thursday 2:00 am. 

Responses:  PCP Information – If not PCP information exists, the following messages will appear: 

 HMO, POS, EPO Members – “No PCP Selected” 
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 PPO Members – “No PCP required” 

 

 



 
 

MassHealth (Medicaid) 

Date of Service:  MassHealth (Medicaid) does not allow eligibility checks on dates of service in the 
future.  If you submit a future DOS you will get an error “Date of Service in Future” response.  You 
may submit a past DOS up to 6 months in the past.  A DOS greater than 6 months in the past will 
give the error response “Date of Service Not Within Allowable Limits”. 

Availability:  MassHealth (Medicaid) eligibility is unavailable Monday through Saturday from 
4:00am – 4:45am and from 2:00am – 6:00 am on Sunday. 

Helpful Hints:  MassHealth (Medicaid) will provide you with the name of replacement insurers 
such as NHP or Network Health.  Be sure to recheck eligibility with the other insurer to get 
correct member id, PCP, etc. 

Medicare 

Eligibility Process:  Until a 270/271 EDI transaction is available from Medicare; NEHEN will 
continue to use a proprietary process to access eligibility information. 

The NEHEN Medicare service is performing screen-scraping events to retrieve the eligibility.  
This means that the NEHEN service emulates a person entering a request into Medicare’s Fiscal 
Intermediary Standard System (FISS) to access the data in the common working file.  The 
NEHEN service then retrieves information from the response screens.   

Because the service is using screen scraping and not a standard 270/271, the process is much 
slower than with other payers.  Requests queue up in the NEHEN queue and can become backed 
up.  In addition, the screen scraping application cannot easily translate all of the system error 
messages into a 271 response, sometimes leading to uninformative “system unavailable” messages 
when the screen scraper cannot figure out what is wrong. 

Providers should define processes for eligibility users to follow when Medicare is unavailable and 
when the response time is very long 

Date of Service:  Medicare will not accept a future date of service in an eligibility check. 

Availability:  Medicare ‘s host system is available between 7 am and 7 pm Monday Through Friday 
and from 7am – 12:00 noon on Saturday.  Medicare’s host system is down all day Sunday.  When 
Medicare’s system is down, providers can’t check eligibility.  They will receive an “Unable to 
Respond” message if a request is sent.   

Helpful Hints:  Useful Data – Medicare provides users with the name of replacement insurers such 
as HPHC’s First Seniority, and THP’s Secure Horizons.  Be sure to recheck eligibility with other 
insurer to get correct member id, PCP, etc. 

Aetna 

Date of Service:  Aetna will accept eligibility inquiries on past dates of service within 6 months of 
the transaction date.  Aetna will accept future dates of service up to 30 days  from the transaction 
date.   

Availability:  Aetna performs scheduled maintenance Sundays from 4:00am – 12 :00pm.  
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Cigna 

Date of Service:  Cigna will accept eligibility inquiries on past dates of service within 6 months of 
the transaction date.  Cigna will accept future dates of service up to 30 from the transaction date.   

Availability:  Cigna’s core system is available 7:00am – 10:00pm M-F, 7:00am –4:40pm Saturday, 
and 2_oopm – 7:00pm Sunday.  

Helpful Hints: Following Cigna's interpretation of the HIPAA requirements, all dependent 
inquiries must contain the following information: 

Subscriber Policy Number, Subscriber Last Name, Patient Last Name, Patient First Name, Patient 
Date of Birth, Patient's Relationship to the Subscriber. 

If this information is not present for a dependent inquiry, Cigna will return a “Patient Not Found” 
response.   A dependent Cigna patient policy number contains 11 digits; a subscriber policy 
number contains 9 digits.  Therefore, for all Cigna patients that have an 11-digit policy number, 
the inquiry must contain a subscriber and dependent loop with all of the aforementioned data 
elements present. 

If the patient is a dependent, Aetna and Cigna may return Subscriber demographic information in 
addition to the patient information.   

Other Payers through Proxymed 

Other payers such as Oxford and Anthem are available through Proxymed.  The full list of 
Proxymed Payers is available at their web site www.Proxymed.com.  Contact your NEHEN 
Administrator if you would like to add these payers to your processes.    

Blue Cross Blue Shield of MA 

Some members access BCBSMA eligibility information through WebMD.   To the end user, the 
eligibility verification process works exactly the same as with the NEHEN payers.  They use 
NEHENLite, NEHEN Batch or core systems integration to format the 270 request and send it 
over a connection to WebMD and the response comes back as though it was from a NEHEN 
payer. 

Provider Best Practices 

NEHEN Members have been using the 270/271 EDI transaction to check eligibility since 1998.  
This section contains helpful hints and lessons learned from the experience of NEHEN Providers 
and NEHEN Program Management.   

Plan for Unscheduled Downtime 

NEHEN Payers are available for eligibility verification 7 days a week and nearly 24 hours a day.  
On occasion there is a problem in the network that causes a delay in the eligibility response or an 
“Unable to Respond” response.  The problems can occur in the payer’s system, the network 
connection between the payer and provider, the provider’s core system or the e-Gateway. 
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Notify the NEHEN Administrator at the provider site to troubleshoot the problem.  End 
users are the first to notice a problem and should report them as soon as possible.  The NEHEN 
Administrator will contact NEHEN Technical Support or the Payer Technical Support if he/she 
cannot resolve the problem. 



 
 

Registrars and other end users should have a process for scheduled and unscheduled downtime.  
They may use the phone, the Internet or identify patients that should be verified later when the 
systems are available. 

NEHEN Queues Transactions    

The NEHEN e-Gateway routes transactions between payers and providers.  It maintains a queue 
of requests to each payer and processes the transactions based on when they were received in the 
queue.  Most of the time, the end user is unaware of the queue because responses are returned 
within seconds of the inquiry.  

Occasionally, the queue backs up due to a payer’s gateway being down or another technical issue.  
If the NEHEN e-Gateway is unable to deliver the transaction, it holds the transaction in the queue 
and checks constantly to see if it is able to deliver the transactions.  Once the payer can receive the 
transactions and generate a response, the queued transactions are sent and the queue is cleared.   

The end user only knows that no response has been received.  Re-sending the transaction adds 
additional transactions to the queue and will delay the time that it takes to return to normal 
operation. 

End users should contact follow their organizations procedure for contacting the on-site NEHEN 
Administrator to notify him/her of possible issues. 

For cases where the end user receives an “Unable to Respond” response, the NEHEN e-Gateway 
successfully delivered the transaction and it is not longer in the queue.  In this case, the payer has 
received the transaction but the back-end process that processes the transaction may be 
unavailable as is the case when Medicare is down.  The end user must therefore resend the 
transaction when the payer system is available.   

If end users receive the “Unable to Respond” transaction outside of the known Medicare 
downtime, they should contact he on-site NEHEN Administrator. 

Patient Not Found – When to keep trying 

In addition to reviewing data when an eligibility response is successfully returned, registrars 
should be trained to double check information on the inquiry when the first response results in 
“Patient not Found”.  Train the registrars to double check the Member ID, to remove the ID and 
do a name search, check spelling of the last name and date of birth. 

Often Patient Accounts Analysts know all the options for discovering a patient’s eligibility and are 
an excellent resource to the people training the Patient Access staff. 

Understand how your system is programmed  

NEHEN Program Management has programmed NEHENLite and the NEHEN Batch process to 
account for the variations in NEHEN Payer and other supported payer processing.  It is important 
that someone in your organization understand how your core system has been programmed to 
send an eligibility inquiry and receive a response.  You may have to train end users to account for 
the variations in payer requirements/responses if your system is not programmed to take into 
consideration these variations.  Some questions to consider include: 

Does it do a Member Id search first?  A name search automatically? 
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Does eligibility response information update the registration information? 



 
 

If you update information for the visit does is update the permanent record?  

Is the patient always the subscriber in the Eligibility Search? 

How does your system create the 270? 

Use your claim results to measure how well the Eligibility processes are working 

Have you implemented on-line eligibility yet still experiencing large numbers of rejections for 
invalid Member id/date of birth/invalid name?   

Do you have denials for no referral or not your patient?  

Keep track of the rejections and denials received in order to pinpoint where eligibility processes 
may be improved. 

Communicate your findings 

Follow up with departments/areas where improved processes could produce fewer claim 
rejections and denials.   

Share results with NEHEN Members.  Inform NEHEN Payers of discrepancies or issues and 
remember to keep NEHEN Program Management in the loop. 

Claims of Discrepancies of data 

Sometime providers claim they get a different response if they use a payer web site vs. their 
NEHEN connected system.  If you encounter a discrepancy between systems, print the screens 
from each system and highlight the inconsistent data.  Document the problem and contact your 
NEHEN Administrator, NEHEN Technical Support and the Payer Technical Support.   

Revenue Cycle e-Transaction Specialist 

There are many details to learn in order for organizations to use their NEHEN and other e-
transactions effectively.  We recommend making it someone’s job to understand the business 
processes and rules surrounding the e-transactions such as eligibility verification and also 
understand enough of the technical requirements to make recommendations to the organization. 

The Revenue Cycle e-Transaction Specialist would have the following responsibilities: 

 Educate:  Train others on the options and best practices for utilizing the electronic 
transactions. 

 Automate:  Use knowledge of the e-transaction technology, options and best 
practices to automate existing business processes or design new processes to improve 
results. 

 Evaluate:  Review the results of existing business processes and make 
recommendations for improvement. 
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 Communicate:  Assist members of the organization by being the aggregator of 
lessons learned and best practices.  Communicate information internally and 
externally to payers and NEHEN Members. 



 
 

 

Contact and Support Information 

NEHEN Members can contact NEHEN technical support or program management if they have 
questions.  Remember that you are connecting directly to payer systems so if you have problems 
you may want to contact the payer directly.   

NEHEN Payer Contact Information 

Harvard Pilgrim Healthcare 

 www.HarvardPilgrim.org 

 Harvard Pilgrim EDI Team 

o 800-708-4414 (Option 7) 

o Edi-team@hphc.org 

 

Neighborhood Health Plan 

 www.NHP.org 

 NHP E-Commerce 

o 800-43305556 

o Ecomm@nhp.org 

 

Network Health 

 www.Network-Health.org 

 EDI Team 

o 888-257-1985  

o Peter.Bristol@Network-

Health.org 

 

Tufts Health Plan 

 www.Tufts-Health.com 

 Tufts HP EDI Operations 

o 888-880-8699 x4042  

o EDI_Operations@Tufts-

Health.com

 

Please contact NEHEN Directly if you have problems with Medicare, MassHealth/Medicaid or 
Proxymed Payers. 

 

NEHEN Contact Information 

 

Sira Cormier 

 NEHEN Program Manager, 
CSC Global Health Solutions 

 781-290-1300 

 scormier@csc.com 

Laurance Stuntz 

 NEHEN Technical Architect,  
CSC Global Health Solutions 

 781-290-1479 

 lstuntz@csc.com 

Bonez Dupre 

 Technical Support Consultant,  
CSC Consulting 

 781-290-1255 

 bdupre@csc.com 

AnnMarie Errico 

 Business Process Consultant, 
CSC Consulting 

 781-290-1326 
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 aerrico@csc.com



 
 

 

NEHEN Website:  www.NEHEN.org 

The NEHEN website is where NEHEN Members can find useful information for technical support 
and best practices.  These items are found in section titled “Support and Resources”.  Here are 
some of the documents relating to eligibility that can be found on the website: 

 Batch Eligibility Verification Setup Document 

 NEHENLite Eligibility Training Guide 

 Eligibility Best Practices 
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CSC's Role as the common NEHEN Program Manager  
CSC is the coordinator and facilitator for NEHEN, in particular: 

 Creating strategy & direction  

 Organizing and supporting participant meetings and discussions  

 Developing and piloting core technologies  

 Coordinating implementation plans  

 Resolving implementation issues  

 Recruiting new members  

 Providing impetus and momentum - keeping the ball rolling 

As Program Manager, CSC provides support and guidance to Managers in carrying-out and 
implementing NEHEN's goals and priorities. CSC is also the Technical Architect responsible for 
the design, implementation and the technical support of NEHEN's core technologies. 
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About CSC 
Computer Sciences Corporation helps clients achieve strategic goals and profit from the use of 
information technology. 
 
With the broadest range of capabilities, CSC offers clients the solutions they need to manage 
complexity, focus on core businesses, collaborate with partners and clients, and improve 
operations. 
 
CSC makes a special point of understanding its clients and provides experts with real-world 
experience to work with them. CSC is vendor-independent, delivering solutions that best meet 
each client’s unique requirements. 
 
For more than 40 years, clients in industries and governments worldwide have trusted CSC with 
their business process and information systems outsourcing, systems integration and consulting 
needs. 
 
The company trades on the New York Stock Exchange under the symbol “CSC.” 
Copyright © 2004 Computer Sciences Corporation. All rights reserved. 
 
 
 
 
 
 
 
 
 
 
 
 

Computer Sciences Corporation 
NEHEN Program Manager 

Global Health Solutions Consulting 
275 Second Avenue 

Waltham, MA 02451 

   

781.890.7446 


