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DEPARTMENT OF HEALTH AND
HUMAN SERVICES

Office of the Secretary

45 CFR Part 162

[CMS-D045-F)

RiN 0938-AH99

HIPAA Administrative Simplification:

Standard Unigue Health Identifier for
Health Care Providers

AGENCY: Centers for Medicare &
Medicaid Services, HHS.
ACTION: Finsal rule. '

SUMMARY: This final rule establishes the
standard for a unique health idengifier
for health care providers-for use inthe
health care system and snnouncesthe -
adoption of the National Provider "
Identifier (NPT} as'that standard, Tf also
~establishes the implementation

health care providers. The
implementation spemﬁcatmns set the
requirements that must be met by
“covered entities”: Health plans, health
care clearinghouses, and thoss health
care providers who transmit any health
information in electronic formin
connection with a transaction for which
the Secretary has adopted a standard
[known as “covered health care
providers”}. Covered entities must use
theddentifier in c(mnectwn thh
sta“ﬂdard transactions, - '

“Theatse of the NPI WAE impmve the
Medicare and Medicaid programs, and
other Federal health programs and
private health programs, and the
effectiveness and effac;ency of the
health care industry in general, by
simplifying the administration of the
health care system and enabling the
aefficient electronic transmission of
certain health information. This fi nal
rule implements some of the
requirements of the Administrativa
Simplification subtitle F of the Health
Insurance Portability and
Accountability Act of 1996 (HIFAA]
EFFECTIVE DATE: May 23, 20035, excapt
for the amendment to § 162.610, which
is effective on January 23, 2004, Health
care providers may apply for NPls
beginning on, but no earlier than, May
23, 2604,

FOR FURTHER INFORMATION CONTACT:
Patricia Peyvton, {410} 7861812,
SUPPLEMENTARY INFORMATION:

Copies: To order gopies of the Federal
Register containing this document, send
your request to: New Orders,
Superintendent of Documents, P.0. Box
371954, Pittsburgh, PA 15230-7954.

Specily the date of the issue requested
and enclose a check or money order
payable to the Superintendent of
Bocuments, or enclose your Visa or
Master Card number and expiration
date. Credit card orders can also be
placed by calling the order desk at (202)
512~1800 or by faxing to (2021512~
2250, The cost for sach copy is $10. As
an alternative, you can view and
photocopy the Federal Register
document at most libraries designated
as Federal Depository Libraries and at
many other public and academic
libraries throughout the country that
receive the Federal Register. This
Federal Register document is also
available from the Federal Register
online database through GPO access, a

service of the 17,5, Government Printing
Dffice. The Web site address.is http.//

WWW,CCESS.8po. gov/nara/index.html.’

*This document is also available from the
. Department’s Web site at I:tfp S
"o uspehhs, gav/admnszmp/

L. Backgrounﬁ

In order to administer its programs, a
health plan assigns identification
numbers to its providers of health care
sgrvices and its suppliers. A health plan
may be, among other things, a Federal
program such as Medicare, a State
Medicaid program, or a private health
plan. The identifiars it assigns are
frequently not standardized within a
single health plan or across health

e _pians, which results in the smﬂie heaith _

" tave provider having élffezent i
" identification nurmbers for each haaith
~“plan; and offen having muitiple billing *

aumbers issued within the same health
plan. This complicates the health care
provider’s claims submission processes

-and may result in the assignment of the

same identification munbei to different
health care providers by ﬁiffez‘ent health
plaﬂs -

A, NPI Initiative

In July 1993, the Centgrs for Medicare
& Medicaid Services (CMS]) (formerly
the Health Care Financing
Administration (HICFA)), undertook a
project to develop a health care provider
identification system to meet the needs
of the Medicars and Medicaid programs
and, ultimately, the needs of a national
identification systém for all Liealth care
providers. Active participants in the
project represented both government
and the private sector. The project
participants decided to develop a new
identifier for health care providers
hecause existing identifiers did not meet
the criteria for national standards. The
new identifier, known as the National
Provider Identifier {NPI}, did not have
the lhmitations of the existing

identifiers, and it met the criteria that
had been recommended by the
Workgroup for Electronic Data
Interchange {WEIX) and the American
National Standards institute (ANSI},

B. The Results of the NFI Initiative

As a result of the project, and before
the Health Insurance Portability and
Accountability Act of 1996 {HIPAA]),
Pub. L. 104191, which was enacted on
August 21, 1996, required the adoption
and use of a standard unique identifier
for health care providers, CMS and the
other project participants accepted the
NPI as the standard unigue health
identifier for health care providers, CMS
decided to implement the NPI for
Medicare, and began work on
developing the Natmnai Provider

-:System {(NPS), which was intended to .
‘capture haalth care provider dataandbe ©
“equipped with the'technology necessary. i

tomaintain and manags the data, The
NPS was intended 1o be able to accept
hiealth care provider datain orderto
nmqnely identify & health care provider
and assign it an NPL The NPS was
intended to be designed so it could be
used by other Federal and State
agencies, and by private health plans, if
deemed appropriate, to enumerate their
health care providers that did not
participate in Medicare.

C. Legiéf ation
The Congress included provisions to

address the need for a standard unique |
healthiidéntifier for Health care S
. 'ﬁ_-prmfléers and other health care: sys{:em
“needsin the Administrative

Simplification provisions of HK?AA
‘Through subtitle F of title If of that law,

the Congress added to title X1 of the
_Social Security Act (the Act) a new part

C,entitled *Administrative
Slmphflcailon ” [Pub. L. 104-191 affects
sevaral titles in the United States Code)

" The ptrpose of part G is to improve the

Medicare and Medicaid programsin
particalar, and the efficiency and
effectiveness of the health care system
in general, by encouraging the
development of a health information
system through the establishment of
standards and implementation
specifications to facilitate the electronic
transmission of certain heaith
information.

Part C of title XI consists of sections
1171 through 1179 of the Act. These
sections define various terms and
impose requirements on the Secretary of
the Department of Health and Human
Services (HHS), heaith plans, health
care clearinghouses, and certain health
care providers concerning the adoption
of standards and implementation
specifications relating to health
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information, Section 1173{b} of the Act
requires the Secretary to adopt
standards providing for a standard
unique health identifier for each
individual, employer, health plan, and
health care provider for use'in the
health care system and to specify the
purposes for which the identifiers may
be used, It also requires the Secretary to
consider multiple locations and
specialty classifications for health care
providers in developing the standard
health identifier for health care
providers. We discussed other general
aspects of the HIPAA statute in greater
detail in the May 7, 1998, propased rule
(63 FR 25320).

D. Plan for Implementing
Administrative Sjmph ﬁcatwn
Standdrds

On May 7,1998, we. proposed 8
standard unique health identifier for
health care providers and requirements
concerning its implemeritation (63 FR
25320} That proposed rule also set forth
requirements that health plans; health
care clearinghouses, and covered health
care pzswéers wonild have to meet
concerning the use of the standard. On
May 7, 1998, we also proposed
standards for transactions and code sets
{63 FR 25272). We publlsheti the final
rule, entitled Health Insurance Reform:
Standards for Electronic Transactions
{the Transactions Rule), on August 17,
2000 {65 FR 50312}, On May 31, 2002,
in two separate pmémse& rules, we

. published propose immdiﬁﬁa’{mns i0:the:

“Staniards for Eleéstronic Transactions,
We'published afinal rile adopting”
modifications to the Transactions Rule
on February 20, 2003 (68 FR 8381).

On Noveimber 3, 1999, we proposed
standards for privacy of individually
identifiable health information (64 FR
59918). We published the final rule,
entitled Standards for Privacy of
Individually Identitiable Health
Information (the Privacy Rule), on
December 28, 2000 (65 FR 82462). O
March 27, 2002, we proposed
modifications to the Privacy Rale. On
August 14, 2002, we published
modifications to the Privacy standards
in & final rule, entitled *'Standards for
Privacy ef Individually Identifiable
Health Information” (the Privacy Rule
Modifications} {67 FR'53182).

Omn June 16, 1998, we proposed the
standard unique employer identifier (63
FR 32784). On May 31, 2002, we
published the final rule, entitled
“Standard Unigque Emplover Identifier”
{67 FR 38008),

On August 12, 1998, we proposed
standards for security and electronic
signatures {63 FR 43242}, On February
20, 2003, we published the final rule on

security standards {the Security Rule)
{68 FR 8334).

On April 17, 2003, we published an
interim final rule adopting procedures
for the investigation and imposition of
civil money penaities and the conduct
of hearings when the imposition of a
penalty is challenged {68 FR 18895).
The interim final rule is the first
installment of a larger rule, known as
the Enforcement Rule, the rest of which
is to be proposed at a later date.

We will be proposing standards for
the unique health plan identifier and
claims attachments,

inthe May 7, 1998, proposed rule for
the standard unique health identifier for
health care providers, we proposed to
add a new part 142 to title 45 of the
Code of Federal Regulations ((FR) for

-the administrative simplification

standards and requirements. We have

- decided to codify the final ritles in 45

CFR part 162 ingtead of part 142. The
Transactions Rule (65 FR 50312)
explains why we made this change and
lists the- subparts and sections
comprising part 162, In this final rule,
we reference the proposed text using
part 142, and reference the final text
using part 162.

In the Transactions Rule, we
addressed {at 65 FR 50314) the
comments that were made on Issues that
were common to the proposed rules on
standards for electronic transactions, the
standard employer identifier, the
standards for security and electronic

" signatures, and the standard health care -
e pmv;éer identifier. Those issues telata
to applicability, definitions, géneral

effective dates. new and revised
standards, and the aggregate impact
analysis. In that finai rule, we set out
the general requiréments in part 160
sibpart A and part 162 subpart A. We
refer the reader to that rule for more
information on all but cur discussion of
issues pertinent to the standard unique
health identifier for health care
providars and the definition of health
care provider.

E. Emplover Identifier Standard: Waiver
of Proposed Rulemaking and Effective
Date for Uses of Emplover Identifier

As stated in section LD, “Plan for
implementing Administrative
Simplification Standards,” of this
preambile, we published the final rule
that adopted the standard unique
smployer identifier on May 31, 2002 (67
FR 38009;. The Employer Identifier was
adopted as that standard effective July
30, 2002, We amend § 162.610 as
explained below,

We ordinarily publish a correcting
amendment of proposed rulemaking in
the Federal Register and invite public

comment on the correcting amendment
before its provisions can take effect, We
also ordinarily provide a delay of 30
days in the effective date of the final
rule. We can waive notice and comment
procedure and the 30-day delay in the
effective date, however, if we find good
cause that a notice and comment
procedure is impracticable,
unnecessary, or contrary to the public
interest and we incorporate a statement
in the cerrecting amendment of this
finding and the reasons supporting that
finding.

We find that seeking public commaent
on and delaying the effective date of this
correcting amendment would be
contrary to the public interest. Section
1173(b)2) of the Act requu es that the
standards regarding unique health care
identifiers specify the purposes for -
which they may be used, Section
162:630 requires.a covered entity to use
the standard unique employer :
identifier—the employer identification
number (EiN] assigned by the Internal
Revenue Serviges {IRS), U.S.
Department of the Treasury—in
standard transactions that require an
employer identifier. Unless § 162.610 is
amended to permit use of the standard
unigue employer identifier for all cther
lawtul purposes, the Act could be read
to subject covered entities that use their
EIN for other purposes to civil money
pensalties under section 1176 of the Act

-and-criminal penalties under section ..+ -
1177 of the Act;aresultthatwe did not " 7
“intend. The IRS requires any taxpayer

assigned an EIN to usé the EIN as its
taxpayer identifying number. Statutes
and regulations also authorize or require
other Federal agencies, including the
Departments of Agriculture, Commerces,
Education, Housing and Lirban
Development, and Labor, to collect EINs
in connection with administering
various Federal programs and laws.
Since some of these agencies may
conduct transactions with covered
entities or may be covered entities in
their own right, failure to promptly
publish the correcting amendment
could cause conflict between § 162.610
and other statutory and regulatory
directives, generating uncertainty for
covered entities and potentially
disrupting the administration of other
Federal programs and laws. We believe
that it is necessary to eliminate that
uneertainty and potential disruption
and to do so as soon as practicable by
amending § 162.610 to include as
permitted uses of the EIN all other
lawful purposes. Therefore, we find
good cause to waive the notice and
comment procedure and the 30-day
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delay in the effective date as being
contrary 1o the public interest.

1L Provisions of the Regulations and
Biscussion of Public Comments

Within each section of this final rule,
we set forth the proposed provision
contained.in the May 7, 1988, propesed
rule, summarize and respond {if
appropriate] o the comments we
received on the proposed provision, and
present the final provision.

It should be noted that the proposed
rule contained multiple proposed
“requirements.” In this final rule, we
replace the term “requivement’ with the
term “‘implementation specification,”
where appropriate. We do this to
maintain consistency with the use of
those ferms as they appear in the statute

- and:the other published HIPAA rules.
Within the comment and response
‘portion-of this final Tule, for. purposes of
contmmt}, howevsr, we-use the term
“requirement”’ whan we are roferring ..
specifically to matters from the -
proposed rile. In all Gther instances, we
use the term * 1mpiementatmn
spacification.” -

In the May 7, 1998, proposed rule, we
proposed a standard uniqie health
identifier for health care providers. We
listed the kinds of identifying
information that would be collected
about each health care provider in order
to assign the identifier.

In addition to the requirement that
health care providers use the standard, .

- .the May 7, 1998, proposed rule also

fprapc}sed other requlrements for: heaith
care providers:

+ Each health care provider must
obtain, by &ppiisation it necessary, an
NPIL

» Fach health care provider must
accept and transmit NPIs whenever
required on 'all standard transactions it
accepts or transmits electronically.

s Bach health care provider must
communicate to the National Provider
System {NPS} any changes to the data
elements in its record in the NPS within
60 days of the change.

» Hach health care provider may
receive and use only one NPL An NPI
is inactivated upon death or dissolution
of the health care provider.

A. General Provisions
1. Applicability

The May 7, 1898, proposed rule for
the standard unique health identifier for
health care providers discussed the
applicability of HIPAA to covered
entities. The proposed rule provided
that section 262 [Administrative

Simplification] of HIFAA applies to
health plans, health care clearinghouses,

and health care providers when health
care providers elettronically transmit
any of the transactions to which section
1173{a){1} of the Act refers, Comments
received with respect to Applicability
are discussed in sections 1. A. 2.,
"Definition of Health Care Provxdei‘,”
and 1L A. 5., “Implementation
Specifications for Health Care Providers,
Health Plans, and Health Care
Clearinghouses” of this preamble.

2. Definition of Health Care Provider

in the Transactions Rule, we
summarized the comments we received
on the definitions we proposed in the
May 7, 1998, NPI proposed rule (at 63
FR 25324), with the exception of the
definition of “health care provider.” We
codified all of the definitions in 45 CFR
160103 and 45 CFR 162.103.

" 8pecifically, we codified the definition

of “health care.provider’ at 45 OFR
160,103, "'We are responding in this
preamble to the comments we received
on the definition of “*health care
provider,” as we believe that these
comments present issues that are more
relevant to the standard unigue health
identifier for heaith care providers. As
appropriate, cur responses refer to
discussions and decisions that wers
published in the Privacy Rule (85 FR
82462). This final rule does not change
the definition of “health care provider”
at § 160,103, This final Tule adds the
definition of “covered health care

_ _pmméer” at §162.402.

' _Pmpcs@d mesmﬂs f; § 1 42 103]

In'the'May 7,-1508; pr0§oseé ruIe we
propased to define “health care
provider” as a provider of services as
defined in section 1861{u} of the Act, a
provider of medical or other health
serviees as defined in section:1861{s) of
the Act; and sny other person who
furnishes or bills and is paid for health
care in the-normal course of business -
{63 FR 25325), We based the proposed
definition on section 1171{3} of the Act
for the reasons we stated in the May 7
1998, proposed rule.

Comments and Responses on the
Defirition of “Health Care Provider”

Comment: We received many
comments concerning the kinds of
entities that should receive NPIs. Some
of these comments recommended that
the definition: of & “health care
provider” be constructed narrowly to
restrict the kinds of entities that would
be eligible to receive NPIs; others
recommendsd that the definition be
constracted broadly. Commenis did not
reflect a consensus or majority view
across all commenters or even within
the two groups of commenters who

recommended & narrow or a broad
definition of “health care provider.”

Commenters favoring a narrow
definition of “lealth care provider”
gave the following examples of entities
to which NPIs should or should not be
issued:

s Only to those licensed to furnish
health care.

s Only to individuals and entities
that furnish health care,

» Only to billing health care
providers.

» Only to'licensed health care
providers that furnish vare, bill, and are
paid by third party pavers for services,

+ Not to physicians who have opted
out of government medical programs.

+ Not to groups, parmerships, or
corporations,

* Not to entities that bill or are paid
for health care services farnished by
other health care providers. A billing or
pay-to entity shotild be identified bv its
taxpayer identifying number, not by an

* Not toclearinghouses,
administrative services only vendors,
billing services, or health care provider
service jocations.

Commenters favoring a broad
definition of “health care provider”
gave the following examgples of entities
to which NPIs should be issued:

« Any health care provider that has 2
taxpayeridentifying number.

* Any individual or organization,
including Independent Practice
Associations and ‘clearinghouses, that

‘ever has custody. of or transmits‘a health :

care claim ior encoufiter feiord. -

e All health care provider grou}}s

+ Each billing health care provider,
health care provider billing location,
pay-to provider, performing health care
provider, health care provider service
location, and health care providar
spécialt

. Eac{l mcor;aorated individual and
“doing business as” name of an
organization.

¢ The lowest organizational level of
an entity that needs to be identified,

Response: Although there was no
consensus from commenters as to which
entities should receive NPls, several
principles can be infarred.

Many commenters who favored a
narrow definition of “health care
provider” want to simplify the current
situation for health care providers; that
is, & health care provider may have
many health care provider mumbers
assigned by health plans for different
business functions. The health care
provider numbers sometimes represent
the actual health care provider that
furnishes health care, but may also
represent the health care pravider’s
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service locations, corporate
headquarters, specialties, pay-to
arrangements, or coniracts, Those who
favored & narrow definition generally
helieved the NPI should represent only
the health care provider that furnishes
health care.

Commenters who favored a broad
definition of “health care provider”
recognized the many business functions
and uses in health care transactions
fuifilled by health care provider
numbers today. These business
functions will continue to need to be
performed after the implementation of
the NPL In order for the NPI to replace
the multiple, proprietary health care
provider numbers assigned by health
plans today, the NPI must be assigned
so that the business functions can
continue, Those who favored a broad
definition believed that if the NPI is not
able o identify the health care provider
entities that must be Identified in an
electronic health care claim or
equivalent encounter information
transaction, health plans wiil be forced
to continue to use their existing
proprietary health care provider
numbers and the NFI wiil add to, rather
than replace or simplify, health care
provider numbering systems currently
in use.

The varving needs for health care
provider numbers puided our decisions
on which entities would be eligible to
receive NPIs. Our general rule is that all
health care providers,-as we define that
ferm in‘the regnlations, will be eligible
to'receiveNPls, We discussthis in ¢
detail later in this section,

It is important to note that not all
nealth care providers whe are eligible to
receive NPIs will necessarily be
required to comply with the HIPAA
regulations. This is because some health
care providers are not covered entities
under HIPAA. The fact that a health’
care provider obtains an NPT does not
impose covered entity status on that
health care provider. Only those entities
that (1) mest the definition of health
care provider at § 160,103, and {2)
transmit health information in
electronic form on their own behalf, or
that use a business associate to transmit
health information in electronic form on
their behalf, in connection with a
transaction for which the Secretary has
adopted a standard {2 covered
transaction} are health care providers
who are required to comply with the
HIPAA regulations. These health care
providers are covered health care
providers and are considered “covered
entities” under HIPAA. As noted above,
we add a definition of “‘covered health
care provider” at § 182.402.

The following discussion clarifies the
eligibility of health care providers to be
assigned NPIs and distinguishes
between those that are covered entities
under HIPAA and those that are not.

“Health care provider” is defined in
the regulations at § 160.103 as follows
“Health care provider means a provider
of services as defined in section 1861{u]j
of the Act, 42 U.8.C. 1395X(u), a
provider of medical or health services as
defined in section 1861(s) of the Act, 42
11.5.C. 1385x(s), and any other person or
organization who furnishes, bills, or is
paid for health care in the normal
course of business.” Examples of health
care providers included in this
definition are: Physicians and other
practitioners; hospitals and other
institutiona} providers; suppliers of
durable medical equipment, supplies
related to health care, prosthetics, and
orthotics; pharmacies [including on-line
pharmacies) and pharmacists; and group
practices, Additional examples are
health maintenance organizations that
may he considered health care providers
as well as health plans if they also
provide health care.

There ars individuals and
organizations that furnish atypical or
nontraditional services that are
indirectly health care-related, such as
taxi, home and vehicle modifications,
insect contrel, habilitation, and respite
services, These types of services are
discussed in the Transactions Rule at 65
FR 50315, As stated in that Rule, many
of these services do not qualify as health
care services becausethe services do not
fall within our definition of “heslth
care.” An individual or erganization
must determine if it provides any
services that fall within our definition of
“health care” at § 160.103. If it does
provide those services, it is considered
4 health care provider and would be
eligible for an NPL I it does not, and
does not provide other services or
supplies that hring it within the
definition of "*health care provider,” it
would not be a health care provider
under HIPAA, and would not be eligible
fo receive an NPL

The nonhealth care services of some
atypical or nontraditional service
providers are reimbursed by some
heaith plans. Nevertheless, there is no
requirement under HIPAA to use the
standard transactions when submitting
electronic claims for these types of
services, because claims for these
services are not claims for health care.
[Health plans, however, are free to
establish their own requirements for
submitting claims in these
circumstances, which means that &
health plan could require atypical and
nontraditional service providers to

subinit standard transactions. The
health plans could not require these
entities to obtain NFis to use in those
fransactions, however, hecause those
entities are not eligible to receive NPIs.}

There are other individuals and
organizations that, in the normal course
of business, bill or receive payment for
health care that is furnished by health
carve providers. These individuals and
organizations may include billing
services, value-added networks, and
repricers. While these entities bill for
heaith care, we do not read the statutory
definition of “health care provider’” as
encompassing them, Rather, they would
usually be acting as agents of health care
providers in performing the billing
function, or as health care
clearinghousss assuming that they
perform the data translation function
described in the definition of “health
care clearinghouse” at § 160,103, The
definition of “health care
clearinghouse” spacifically lists these
antities as examples of haalth care
clearinghouses, The health care industry
does not consider these types of entities
to be health care providers. Further, we
do not balieve that the Congress
intended for them to be considered as
such, as the statutory definition of
“"health care provider” refers only to
“other person furnishing health care
services or supplies” and thus would
exclude persons who onky hill for, but
do not furnish, health care services or
supplies, Thus, this final rule does not
inciude billing services and similar
entities as health care providers. -
Therefors, because these kinds of
entities are not health care providers,
they will not be eligible for NPIs.

Cominent: The Workgroup for
Electrenic Data Interchange (WEDI)
commented that the NPI should be the
only identifier for health care providers
when the HIPAA fransactions require
provider identification. WEDI suggested
that, to the extent provider-payer
contracts require locations, location
codes, and contract references. these
should be handled outside of the NPS.
To the extent numbers associated with
providers {for example, Taxpaver
Identifying Number {TIN} and Drug
Enforcement Administration {DEA]
number] are required for specific
purposes other than provider
identification, the HIPAA transactions
should accommodate those numbers
(and qualifiers] in the appropriate
segments of the transactions.

WEDI recommended that:

» Health care providers who are
individual human beings obtain one and
only one NPT for life;

» Health care providers endeavor to
have only one NPI per organization, bt
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that the final decision on how many
NPIs are necessary for an organization
health care provider be left to the health
care provider; and

* Alaminimum, and as the mast
critical critarion, the NPS data
associated with any additional NPIs that
an erganization decides to abtain must
not be identical to those associated with
atry other NPT in use by the
organization.

Some commenters supported our
proposal that, if a separate physical
lovation of an organtzation health care
provider, member of a chain, or subpart
of an organization health care provider
neads to be separately identified, it
wauld be eligible to get a separate NPL
A few commenters stated that different
physical locations or.subparts of an

-organization health care provider
should not get separate NPIs, One
comimenter recommended that the NPS
issua separate NPs for separate physical
locations, members of 2 chain, or
subparts of an organization health care
provider only if these are separately
licensed or certified. The commenter
believes that the issuance of separate
licenses and certifications justifies their
recognition as separate health care
providers. Another commenter
recomimended that the NPS issue
separate NPIs for these entities if
Medicare considerg the entities to be
separate health cars providers. A
number of large health plans consider
each physical location of a supplier of

“health carg-related suppliestobe a

separate health care provider in.order to |

uniquely identify it on'claifns 16 enable
accurate pricing and reimbursement,

Response: We agree in concept with
the recommendations made by WEDL

At the time we published the
proposed rule’and received public
comments on it, the Secretary had not
vet adopted standards for any of the
HIPAA Administrative Simplification
provisions. Since that time, and as
noted in section 1. T, “Plan for
Implementing Administrative
Simplification Standards” of this
preamble, the Secretary has adopted a
number of Administrative
Simplification standards, including the
Privacy and Security standards. The
following discussion describes the
assignment of NPIs to certain
organization health care providers and
the relationship, if any, of the
assignment methodology 1o the
standards and implementation
specifications adopted in the Privacy
and Security Rules,

Many health care providers that are
organizations (such as hospitals and
chains of suppliers of health care-
ralated supplies, pharmaeies, and

others) are made up of components or
separate physical locations. Many of
these components or separate physical
locations are separately certified or
licensed by States as health care
providers.

+ Examples of hospital components
inciude outpatient departments, surgical
centers, psychiatric units, and
taboratories. These components are
often separately licensed or certified by
States and may exist at physical
locations other than that of the hospital
of which they are a component. Many
health plans consider these components
to be health care providers in their own
right. Many of these components bil
indepandently of the hospital of which
they are a component, =~

« Organizationhealth care providers
that are chains generally have a.
corporate headquarters and'a nomber of
separate physical locations. A durable
medical equipment supplier chain, for
example, has a corporate-headquarters
and separate physical locations at which
durable medical equipment is dispensed
to patients, The separate physical
locations are generally separately
licensed or certified by States. They
often operate independently of each
other and usually do their own billing.
Many health plans consider each
separate physical location to be a heaith
care provider itself; and many of these
health plans, including Medicare,
reimburse for these items hased on the

-geographic location where the items are
-dispensed to patients and not on the
- geographic location-of the corporate

headguarters.

An entity that meets certain Federal
statutory implementation specifications
and regulations is eligible to participate
in the Medicare program. Our definition
of “‘health care provider” at § 160,103
inchides those aligible to participate in
Medicare as described in Federal statute
(that is, in §1861{s}and § 1861(u) of the
Social Security Act), These entities,
according to Federal statute and
regulations, must be issued their own
identification numbers in order to bill
and receive payments from Medicare.
The Federal statutes and regulations
similarly affect the Medicaid program.

Health care providers that are cavered
entities {see the definition at § 160.103)
are required to comply with this final
rule. Thus, while all health care
providers (as defined in § 160.103) are
eligible 1o be assigned NPIs and may.
therefore, abtain NPIs, health care
providers that are covered entities must
obtain NPIs. As mentioned earlier in
this section, a health care provider that
is not a covered entity and which has
been assigned an NPT does not become

a covered entity as a result of NPI
assignment.

We refer to the components and
separate physical locations described in
the bulleted examples above as
“subparts” of organization health care
providers.

We use the term “‘subpart” to avoid
confusion with the term “health care
component’” in the Privacy and Security
Rules, We discuss terms and concepts in
the Privacy and Security Rules later in
this section.

Section 1173{h)(1) of the Act provides
that the Secretary “shall take into
account multiple uses for identifiers and
multiple locations and specialty
classifications for health care
providers.” This language indicates that
Congress realized that certain health
care providers operate at multiple .
locations and/or provide multiple types
of health care services, and intended
that the identifier standard take these
varialions in circumstance into account.
We accommodate this language by
requiring covered health care providers
to obtain NPIs for subparts of their
organizations that would otherwise
mest the tests for being a covered health
care provider themselves if they were
separate legal entities, and permitting
health care providers to obtain NPIs for
subparts that do not meei these tests but
otherwise qualify for assignment of an
NPL For example, a subpart may qualify
for agsipnment of an NP] based on such
factors as the subpart having a location

.and licensure separate from the

organization health care provider of
which it i a subpart. Licensure is often
indicative of specialty (Healthcare
Provider Taxonomy) classification,
Thus, the assignment scheme created by
this final rule provides flexibility in
addressing the varied circumstances of
health care providers, as Congress
intended.

A *"subpart” described in this final
rule may differ from a “health care
component” described in the Privacy
and Security Rules. Therefore, it is
appropriate to discuss these concepts
and their relationship, if any, to the
assignment of NPIs as estabiished by
this final rule.

Standareds and implementation
specifications for the Privacy and
Security standards fall under part 164—
Security and Privacy, of 45 CFR,
whereas the implementation
specifications for the standard unigue
hezlth identifier for health care
providers {and for the other identifiers
mandated by HIPAA) are within part
162-—Administrative Implementation
Specifications, of 45 CFR. The broad
concepts of ownership, contrel, and
structure of covered entities are refevant
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to determining the scope of, and
defining responsibility for,
implementing the Privacy and Security
standards; therefore, we addressed those
concepts in those rules, On the other
hand, the concepts &f ownership,
control, and stucture are of no
s1gmﬁcant value or'importance in
determining the health care providers
that may be eligible to obtain NPIs,
which is why those concepts are not
discussed in this final rule,

The term “hybrid entity” is defined in
part 164, which is applicable to the
Privacy and Security Rules, and may be
a factor in determining 1‘esp0nsibi]ity for
the implementation of the Privacy and
Security standards and implementation
spemfmatmﬁs 1t iz defined in §164.103
and is discussed in the Privacy Ruleat
65 FR 82502, Tt is possible that an
organization health care provider may
be a hybrid entity and, as such, may
“designate health care components for
purposes of 1mpiementmg the Privacy
and'Security Rules. Tt is possible and,
indeed, ltkely that subparts‘as described
earlier in this preamble may be health
care components of a hybrid entity, It is
also possible that the subparts may not
align precisely with the designated
health care components. There is no
necessary correlation betwean what is a
subpart and what is a health care
component, and there need not be
because, as stated above, thenature and
function of the Privacy and Security
standards differ from those of the health
. care provider identifier standard. Tbe
“level of assignment of NPIs initst be -

adequate’to enumerate ﬂnt;tles ‘that meet
the definition of “*health care provider”
at § 160.103. It is, therefore, possible
that a designated health care component
may in‘essence be assigned muitlpIe
NPIs if the health care chmponent is
made up of multipie health care
providers or subparts, as descni}ad
earlier.

The term * ‘organized heaith care
arrangement’ is discussed in the
Security and Privacy Rules and is
defined at § 160.103. It is possible that
subparts that are also health care
components may elect to come together
to form an organized health care
arrangement. Whether or not subparts
participate in an organized heaith care
arrangement for purposes of
implementing the Privacy or Security
standards has no-effect on their
eligibility to be assigned NPIs,

It must be kept in mind, with respect
to the subparts as described in this
preamble, that the organization heaith
care provider is a legal entity and is the
covered entity under HIPAA ifit (ora
subpart or component} transmits health
information in electronic form {or uses

& business associate to de so] in
connection with a covered transaction.
The subparts are simply parts of the
legal entity, Thelegal entity-—the
covered entity—is ultimately
responsible for complying with the
HIPAA rules and for ensuring that its
subparts and/or Bealth care components
are in compliance. The organization
health care provider, of which the
subpart is a part, is respensible for
ensuring that the subpart complies with
the implementation specifications in
this final rule. The organization health
care provider is responsxble for
determining if its subpart or subparts
must be assigned NPIs, as discussed
above in this section of the preamblie.
The organization health care provider is
also rﬂspﬁnsﬂ)le for applying for NPis
forits subparts or for instructing its

: '-sui}paris to apply for NPIs themselves.

" {That is, it is not necessary:that an
application for an NPI be made by the

' organization health care provider on
‘behalf of its subpart.} .

Comment: Some commenters
expressed concern that the professional
claim or equivalent encounter
information transaction be abls to
accommodate address or location
information associated with billing, pay-
to, and furnishing health care providers.

Response: The "ASC X12N 837 Health
Care Claim: Professional, adopted in the
Transactions Rule, accommodates
addresses for all these entities,

Comment: Some commenters stated

 their desire'for an identifier'to represent’

each service addréss; for the parpose.of
reporting the location of service ona
professional health care claim.

Besponse: We believe that the
location of service can properly be
reported by use of data elements in the
standard prﬂfessmnai health care claim
or ec;mvaient encounter information
transaction! The address where service
wais furnished (if different from the-
billing or pay-to provider's address and
if not at the patient’s home) is
accommadated in the X12N 837
Professional Claim in the Service
Facility Location loop. For these
reasons, we do not believe & health cars
provider identifier needs to be assigned
to every address at which a service can
be provided. If health plans need service
location data il addition to the data that
are accommodated in the standard
health care claim transaction, they
should netify the organization
responsible for that transaction {see
§162.910 and § 162,1102).

Comment: Several commenters named
specific kinds of practitioners or entities
that should be eligible to receive NPIs.
These commenters eited practitioners
who write prescriptions, home health

~that the term “madical care”

housekeepers, long-term care providers,
providers of home health services,
meals on wheels, and transportation.

Response: Entities that do not furnish
Liealth care, and do not meet the
definition of health care provider, will
not be eligible to receive NPIs. A title
does not necessarily indicate that an
entity does or does not furnish health
care. Entities who are unsure as to
whether they are health care providers
should check the definition of “health
care” in § 160.103 to determine whether
the kinds of services they furnish are
health care services.

Cominent: Some commenters stated
that billing services should not receive
NPIs. None of these commenters gave a
definition or criteria to distinguish
billing services from entities that would
be eligible to be assigned NPIs. Other
commenters stated that these definitions
and criteria would be difficult to apply.

Response: As stated earlier in this
section, billing services do not meet our
regulatory definition of health care
provider and, therefore, will not be
eligible for NPIs. Generally, the health
care provider that furnished health care
is the “Billing provider” on the X12N
837 transaction and would identify
itself with an NPL ¥f a billing service
needs to be identified as the **Billing
provider,” it would identify itself with
either an Emplover Identification
Number {EIN} or a Sccial Security
Number {85N).

Comment; Several commenters noted
‘tvour
descriptions of individual and:
organization health care pmmders
should be replaced with the term
“health care.” They were concerned that
one could construe “medical cate’ to
medn only care that was physician-
supplied.or physician-authorized.

Hesponse: We agree with the
comment and have replaced the term
“medical care” with “heaith care” in
our-discussion of individual and
organization heslth care providers.

Comment: A majority of commenters
stated that the NPS should not
distinguish between organization health
care providers and group health care
providers. The NPS should eollect the
same data for both, A few other
cornmenters suggested a definition for
group, but did not suggest that different
data should be coliected for a group
health care provider than for an
organization health care provider,

Response: As described in the
proposed rule {at 83 FR 25325), group
health care providers are entities
composed of one or more individuals
(members), generally created to provide
coverage of patients’ needs in terms of
office hours, professional backup and
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support, or range of services resulimg in
specific billing or payment
arrangements, Organization health care
providers are health care providers who
are not individual health care providers
(that is, health care providers who are
human beings). Examplesof
organization health care providers are
hospitals, pharmacies, and nursing
homes. For purposes of this rule, we
consider group health care providers to
he orgamzatmn health care providers.
There is additional information about
these health care providers in section
ILC.1.{d) of this preamble.

We agrep with the majority of
Commenters that the NPS should collect
the same data for group and
organization health care providers.
Beaause the same data are collected,
there isino need for separate definitions
of group'and erganization health care -
providers for NPT enumeratmn
purpoges. =

Comiment: Several commenters _
sﬂggeszed fhat an NPLsoffix or sub-
identifier {sub-ID) be used to idéntify
physical locations or subparts of a
health care provider. Two commenters
suggested that we explore the need for
an eieetmmc data interchange (8D1)
identifier for transaction routing.

Response: We considered allowing
each health.care provider, if # so chose,
to establish sub-Ds under its NPL The
health care provider might usethe sub-
IDs for different physical locations,
subparts, EDI transaction routing, or

“:other purpeses; We decided not o

1 establish sub<IDs because our decisions.”

" regarding which'entities would be
eligible to receive NPIs (inchuding
separate physical logations and subparts
of pertain kinds of organization health
“care providers) obviate the need for'-
them. Sub-IDs may beuseful asw later
implementation feature that would
support EDI routing or other purposes.
We will consider an expansion at a later
time to inclide them, if wi determine
that they would be beneficial_

Comment: Many commenters stated
that all health care providers should be
able to obtain NPIs, whether they
conduct health care transactions
electronically or on paper. Some
commenters stated that health care
providers that do not conduct any of the
transactions named in HIPAA should be
able to obtain NPIs.

Response: Ail health care providers.
as we define that term—may obtain
NPis. Only covered health care
providers are required to oblain and use
NPIs in standard transactions.

Comment: Many commenters statad
that NPIs should be mandatory for paper
and fax transactions, as well as
electronic.

Response: In the May 7, 1998,
proposed rule, we did not propose to
apply this standard to paper
transactions. Therefore, we focus en
standards for electronic transactions,
Most of the paper forms currently in use
taday cannot accommaodate all of the
data content included in the standard
transactions. This does not prevent
health plans from requiring for paper
transactions the same data, including
identifiers, as are required by the
HIPAA repulations for electronic
transactions.

Final Provisions (§ 160.103)

As defined by section 1171(3) of the
Act, a “health care provider” is a
provider of services as defined in
section 1861{u) of the Act, a provider of
medical or other health services as .
definied in section 1881(s} of the Act,
and any other person who furnishes
health care services or suppliss, Section
160.103 defines “*health care provider”
a$ the statute does and glarifies that the
definition of a “health care provider”
includes any other person or
organization that furnishes, bills, oris
paid for health care in the normal
course of business.

Section 1173(b}{1] of the Act requires
the Secretary fo adopt standards
providing for a standard unigue health
identifier for each health care provider,
and te take into account mulitiple uses,
locations, and speciaity classifications

 for Eleaith cara providers, Al heaith care
- providers who mestour.definition of
“health care provider” at §160.103,:
" régardless of whether they conduct

transactions electronically or on paper
or conduct any covered transactions
will be eligible to-apply for }ma}th care
provider identifiers.

‘We define “covered health care
pmmder“ at §.162.402. Subparts of
organization health care providers, as
described earlier in this section, may be
assigned NPIs. .

Registered nurses, dental hyglemsts,
and technicians are examples of entities
who furnish health care but who do not
necessarily conduct covered
transactions. They are eligible to recaive
NPIs becanse they are health care
providers.

We define two categories of health
care providers for enumeration
purposes. A data element, the “Entity
type code,” in the NPS record for each
health care provider will indicate the
appropriate category.

« NPIs with an “Entity type code” of
1 will be issued to health care providers
who are individual human beings.
Examples of health care providers with
an “Entity type code” of 1 are
physicians, dentists, nurses,

chiropractors, pharmacists, and physzcal
therapists.

«NPIs with an “Entity type code” of
2 will be issued to health care providers
other than individual human beings,
that is, organizations. Examples of”
health care provider organizations with
an “Entity type code™ of 2 are: hasplt&]s;
home health agencies; clinies; nursing
homes; residential treatment centers;
laboratories; ambulance companies;
group practices; health maintenance
organizations; sappliers of durable
medical equipment, supplies related to
health care, prosthetics, and orthotics;
and pharmacies,

Entities that ‘participate in the
Medicare program and many that
participate in the Medicaid program are
eligible for NPIs. (Note, however, our.
dlscussmn of atypu:al and. - i
nontraditional service providers ear%;er
in‘this section.)} Many subpartsof
organization health care providers (s
discussed earlier in thissection) are = .
eligible fo be assigned NPIs, and an NPJ
must be obtained for, or'by, them if they
would beconsidered a covered health
care provider if they were a separate
legal entity. By definition, subparts are
not themselves logal entities; the legal
entity is the organization health care
provider of which they are a subpart.
Organization health care provider
sabparts—because they too are
organizations—will be issued NPIs with
"Entity type code” of 2.

We do not consider individuals who

" “are health care providers (that is, dhey
“meet our definition of “health care =
“provider” at'§ 160:103) and wha are

members ar employees of an

organizatien health care provider to be
“subparts” of those organization health

care providers, as describsd eariier in’

this section. Individuals who are health .~

care providers are legal entities in their
owii right. The eligibility for an “Entity
type code 17 NPT of an ‘individual wha
is-a health care provider and a member
or an employee of an organization
health care provider is not dependent
on & decision by the organization health
care provider as to whether or not an
NPI should be obtained for, or by, that
individual, The eligibility for an “Entity
type code 17" NPT of & health care
provider who is an individual is
separate and apart from that’
individual's membership or
employment by an organization health
care provider, If such an individual is a
covered health care provider, he or she
is required to obtain an NPL An
example of the above discussion isa
physician who is a member of a group
practice. Both are health care providers
and, therefore, both may apply for NPIs,
but the physician would receive an
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“Entity type code 17 NP, while the
group practice would receive an “Entity
type code 2" NPL If either is a covered
health care provider, that covered health
care provider must ap ly for an NF1.

“Entity type code” éj terminations
will be made according to the following:

» Anindividual human heing
furnishes health care. The described
individual is a health care provider and
will be assigned an NPI with an “Entity
type code” of 1.

* An organization furnishes health
care. The described organization is a
health care provider and will be
assigned an NPI with an “Entity type
code” of 2.

» An organization health care provider
subpart, as described earlier in this
section, is a health care provider and
will he ‘asgigned an NPI with an “Entity
type code” of 2;

Heréafter in this preambie we include
these sitbparts in our teferences fo |
health care providers unless there is a
reason to distinguish them.

An NPI will fre used to identify the
health care provider oi a health care
claim or equivalent encounter
information transaction. If an
organization health care provider
consists of subparts that are identified
with their own unique NPIs, a health
plan may decide to enroll none, one, or
a limited number of them (and 1o use
only the NPI{s} of the one(s) it enroils).
A health plan may not require a health
care provider or a subpart of an
organization hedlth care'provider that
_has an NPI to abtain another NPI for any
“purpose. Litks among the various NPT
types may be made and maintained by
health plans and other users of the NPS
data, but wﬁ} not be maintained in the
NPS.

The data to be collected %Jy the NP3
for health care providers are described
in section IL G, 2, of this preamble,
“Tata Elements and'Data
Dissemination.” The NPS will capture
data elements for health care providers
with an “Entity type code™ of 1
{individuals} that ave different from
those that it will capture for those with
an “Entity type code” of 2
{organizations) because the data
available to search for duplicates (for
example, date and place of birth} are
different. The NPS will ensure the
uniqueness of the NPI by assigning only
one NPI to a health care provider with

a distinet string of data in the NPS. The
NPS will contain the kinds of data
necessary to adequately categorize sach
entity to which it assigns an NPL An
NPT will be a kasting identifier for the
health care provider to which it has
been assigned. For health care providers
with an “Entity type code” of 1, the NPY

will be a permanent identifier, assigned
for life, unless circumstances justify
deactivation, such as a health care
provider who finds that his or her NP}
has been used fraudulently by another
entity. In that situation, the health
provider can apply, and will be eligible,
for a new NPL and the previously
assigned NPI will be deactivated. For
health care providers with an “Entity
type code” of 2, the NPI will alsa be
considered permanent, except in certain
situations such as when a health care
provider does not wish to continue an
association with a previously used NPL,
or when a health care provider’s NPI has
been used frandulently by another. In
those situations, the health care
provider that holds the NPI can apply,
and be aligible for, a new NP, and ths
previously assigned NPT will he
deactivated. A-new NPl will not be
reguired for change of ownership,
change from parinershlp to corporation,
or change in the State where'an
organization health care provider is
incorporated; indeed, cwnership and
incorporation information will not be
contained in the NPS. A new NPI will
not be required when there is a change
in an organization health care provider's
name, Employer [dentification Number,
address, Healthcare Provider Taxonomy
classification, State of licensure, or State
Heense number. Instead. the health care
provider will supply that information to
the NPS and the data in the NPS about
these entities will be upﬁa{ed Aftera

: c:orporate merger, the swrviving
organization may continueto- 116 its

NP1 A health care provider's NP{ will
not be deactivated if that health cars
provider is sanctioned or barred from
one or more health plans, When an
organization health care provider is
disbanded, the organization health care
provider’s NPI will be deactivated. If a
previously deactivated organization
health care provider is later reactivated,
its previous NPI will be reactivated.

3, N¥PI Standard

FProposed Provisions (§ 142.402{a})

The May 7, 1898, proposed rule (at 63
FR 25328) described our proposal for
the standard health care provider
identifier, We proposed the NPI
standard as an 8-position alphanumeric
identifier, It would include as the 8th
position a numeric check digit to assist
in identifying erroneous or invalid NPIs.
The check digit would he a recognized
International Standards Organization
{1580 standard. The check digit
algorithm would be computed from an
all-numeric base number. Therefore, any
alpha characters that may be part of the
NPI would be transiated to a specific

numeric before the calculation of the
check digit. The NPI format would
allow for the creation of approximately
20 billion unique identifiers. It would
be an intelligence-free identifier. In the
May 7, 1998 propc«sed rule, we also
proposed the type of data included in
the file containing identifying
information for each health care
provider.

In addition to the description of the
NPI standard, this section of the May 7,
1898, proposed rule discussed several
other points on which we received
comments:

We noted that we propased the 8-
position alphanumeric format rather
than a Jonger numeric-only format in
ordet to keep the identifier as short as
puossible while providing for an
identifier pool that would serve the
industry’s needs for a long time.

We listed selection criteria for the
standard and discussed candidate
identifiers, including the National
Association of Boards of Pharmacy
number, the Social Security Number,
and the Employer Identification
Number.

We noted that the 1JSA Registration
Cormmittee approved the NPl as an
International Standards Organization
card issuer identifier in August 1996 for
use on standard health identification
cards,

Comments and Responses on the NP
Standard

Comment: Several commenters on the
format of the NP1 expressed general
support for our proposal or specific™
support for an 8-position alphanumeric
identifier, Very few of these commenters
gave a reason for support of the 8-
position alphanumeric format. A strong
majority of commenters recommendead
instead that the NP1 be a 10-position
numeric identifier, because a 10~
position identifier would yvield an
adequate poo! of identifiers and wounld
not exceed the length permitted for
identifiers in the standard transactions
proposed under HIPAA. A few other
commenters recommended a 9-position
numeric identifier. Several commenters
who favored a numeric identifier stated
that if additional capacity for NPis were
needed in the future, additional
numeric digits should be added at that
time. Commenters who preferred 2
numeric identifier were very specific in
listing its advantages. They stated that a
numeric identifier—

¢ Is more quickly and accurately
keyed in data-entry applications;

» Is more easily used in telephone
keypad applications;

» Does not require translation before
application of the check digit algorithm,
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and thus uses the full ability of the
check digit algarithm to detect keying
eITOrs;

s Is compatible with ISO
identification card standards for a card
issuer identifier {discussed below],
while an alphanumeric identifier is not;
and

« Will require less change for systems
that currently use a numetic identifier.

Besponse: We find the stated
advantages of a 10-position numeric
identifier convincing. We have revised
proposaed § 142,402 (now § 162.406(a})
to provide that the NPI will be a 10-
position muneric identifier, with the
10th position being an ISO standard
check digit. The use of a 10-digit
numaeric NPI and our initial assignment
strategy will allow for 200 million
unique NPIs. We estimate 200 miliion
NPis would last approximately 200
vears, allowing for health'care provider
growth, as discusgsed later inthe
preamble of this final rale in section
V.10, “Specific Tmpact of the NPL" If
additional capacity for NPIs is needed
in the future, additional numeric digits
will be added to the identifier at that
time. A modification to the NP format
would be accomplished through
rulemaking. A-10-position numeric
identifier is specified in § 162.406{a).

Commeni: Some commenters asked
that we clarify how the NPl would
appear when used as a card issuer
tdentifier on a standard health care
identification card. Commenters also

“asked thet'we clarify any modification

~made to:the check digit algorithm to’
allow.the NPItorbe used as acard issuer
identifier,

Hesponse: In December 1997, an
American National Standard for a

Uniform Healthcare Identification Card

was approved by the National
Comnmittee for Information Technology
Standards (NCITS) which is a
standards-developing organization
aceredited by the American National
Standards Institute. The specification
for this standard, NCITS.284, is
available from the American National
Standards Institute, 11 West 42nd
Street, New York, New York 10036, One
identifier field on the standard health
care identification card is the card
issuer identifier. A card issuer identifier
is an identiffer for an entity that issues

a health care identification card. In most
cases, the entity issuing a health care
identification card would be a health
plan; in some cases, however, the entity
could be a health care provider. We note
that, under HIPAA, health care
providers arve neither required to issue
heaith care identification cards, nor to
use the NCITS.284 standard card. The
NCITS.284 standard requires that the

first five digits of the card issuer
identifier be “80840," where the initial
two digits, 86, signify health
applicdtions, the next three digits, 830,
signify United States. The remainder of
the card issuer identifier identifies the
entity that issued the card. In August
1096, the USA Registration Committee,
a standards-developing organization
accredited by the American National
Standards Institute, approved the NPl as
an identifier for a card issuer for use on
a standard health care identification
card. If the NPI is used to identify the
card issuer on a card that complies with
NCITS.284, the card issuer identifier
would consist of 15 positions as follows:
80840, signifying health applications
in the United States, followed by the 10-
position NP (the 9-position identifier
portion of the NP, followed by the NPT
check digit}. - = -

We:note that the initial five digits
'80840" would be required with the
NPI only when the NFI is used as a card
issueridentifier on a standard health
care identification card. However, in
arder that any NPJ could potentially be
used as & component of the card issuer
identifier on: a standard health care
identification card, the NPI check digit
calculation must always be performed
as though the NPI is preceded by
"'80840.” This is easily accomplished by
including a constant in the check digit
calculation when the NP1 is used
without this prefix. The NPI check digit
is caleulated using the IS0 standard

-Luhn check digit algorithm; a modulus .
“ 10 double-add-double’ algorithm. The
specification for'calculation of the NPI

check digit will be made available on
the UMS Web site (hitp://
www.cmg.hhs.gov}. The specification
will explain how to compute the check

digit and how to verify an NP1 using the

chack digit, both'when the *“80840"
prefix is present and when itds not.

Commeni: A strong majority of
commeriters supported our proposal
that the NPI be intelligence-free. A fow
commenters stated that an intelligence-
tree identifier would not meet their
needs because their systems use the
facility provider type, which is coded as
part of the identifier in some current
systams,

Response: If the NP were to include
intelligence, that is, coded information
about the health care provider, as part
of the identifier, a new NPI would have
to be issued any time the coded
information about the health care
provider changed. This would
undermtine the lasting nature of the NPL
For this reason we agree with the large
majority of commenters that the NPI not
contain intelligence about the health
care provider.

Comment: A small number of
commenters stated that the Taxpayer
identifying Number (TIN} should be
selected, or reconsidered, as the
standard unique health identifier for
health care providers.

Response: The TIN is the identifier
under which the health care provider
reports a United States tax return to the
Internal Revenue Service (IRS). 1t can be
an SSN, assigned by the Social Security
Administration, or an IRS Individual
Taxpayer Identification Number (ITIN},
assigned hy the IRS, or an EiN, assigned
by the IRS, A large number of
commenters on the “Data™ section of the
May 7, 1998, NPI proposed rule stated
their opposition to dissemination of the
S8N except in strictly cantrolled
situations that fully comply with the
Privacy Act. Use of the 85N or the TIN
as the standard unigue health {dentifier
for health care providers would require
the wide dissemination and use of the
S5N or TIN in the HIPAA transactions -
under conditiens that would not be
protected by the Privacy Act. The
majority of comumenters did not support
the use of the SSN as the standard
unique health identifier for health care
providers for individuals,

Comment: The National Council for
Prescription Drug Programs requested
that we make several clarifications
regarding our reference to the National
Association of Boards of Pharmacy
(NABP) number, which we discussed as
a candidate identifier in the May 7,

'1998, proposed Tule. .. oo T
- Response; As reguested, we note that-- - -

the NABP nurtiber has hisen renamed the
National Council for Prescription Drug
Programs (NCPDP) Provider Number. In
1997, the NCPDP and the NABP
mutnally severed the contract made in
1977. The NCPDP has full responsibility
for maintenance 'of the pharmacy file.
The NCPDP Provider Number is issued
solely by NCPDP, All veferences to the
NABP number should be changed
instead to the NCPDP Provider Number.

Comment: A small number of
commenters stated that the proposed
NPI would not meet one or more of the
selection criteria for standards or would
nat be consistent with the law because
it would not reduce the administrative
costs of providing and paying for health
care. These kinds of comments cited the
high costs of developing and operating
a new systemn for health care provider
enumeration,

Response: Elsewhere i this preamble,
we discuss how the collection of health
care provider data and the enumeration
of health care providers can be
satisfactorily accomplished with the NPI
and how those associated costs can be
kept to & minimum, We acknowledge
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that organizations will incur costs in the
move to a standard enumeration
process, After the initial
implementation, however, we believe
that the costs will diminish
significantly, and that long-term use of
a standard identifier will be cost-
effective.

Final Provisions (§ 162 406{a)}

We are adopting the NPI format of an
all-numeric identifier, 10 positions in
length, with an ISO standard check-digit
in the 10th position (§ 162.406(a)). The
NP will not contain intelligence about
the health care provider, This format
and our assignment strategy will allow
for at feast 200 million unique NPIs.

4. Effective Date and Compliance Dates
Proposed Provisions (§ 142.410)

The May 7, 1998, proposed rule
proposed the compliance dates for the
standard unigue health identifier for
health care providers.

The May 7. 1998, pmpos&d rule
proposed that:

¢ Bach health plan that is not a small
health plan must comply with the
requirements of § 142.104 and § 142.404
by 24 months after the effective date of
the final rule.

» Each small health plan must
comply with the requirements of
§142.104 and § 142.404 by 36 months
atter the effective date of the final rule.

'» Fach health care clearinghouse and
healthcare provider must begm using
the NPI by 24 momnths after the effeciive
date of the final rule;: :

Comments and Responses on Effective
Date and Compliance Dates

Comment: An overwhalming number
of commenters requested that there be
an extended peciod of time between the
publication.of the NP1 final rule and the
date'the implementation period for the
NPI would begin. Commenters stated
that their resources were fully
committed to millenpivm issues and
that those resources could not be used
to address the numereus changes
needed to implement the NPI antil after
the millennium work was satisfactorily
completed. Some commenters asked
that we publish the final rule on
Standards for Electronic Transactions
before any of the other rules.

Response: Work on the millennivm is
complete. Many commenters are
undoubtedly expending resources at
this time in implementing the HIPAA
Privacy Rule {65 FR 82462 and 67 FR
53182}, the Transactions Rule (65 FR
50312 and 68 FR 8381), the Security
Rule (68 FR 8334} and the Employer
Identifier Rule (67 FR 3800%). The

reader should note that we published
the Transactions Rule (65 FR 50312)
before any of the other HIPAA final
rules, The National Provider System
{NPS) will be a large, complex system,
Its development cannot be finalized
until publication of this final rule, The
NP8 must operate efficiently and be
capable of performing many operations.
It must undergo testing to ensure proper
operation of all functions and must pass
a variety of stress tests. To ensure
adequate time for completion of system
development and testing, we set the
effective date of this final rule to be 16
months after publication in the Federal
Register. Covered entities will need to
be in compliance no later than 24
months after the effective date (36
maonths for small health plans). While
the purpose of this extended effective
date is to' allow HHS sufficient tfite for
NPS development and testing, it will
also permit health care entities
sufficient time to accommodate nhanges
needed in order to implenient the NFL

Final Provisions (§ 162.404)

We set the effective date and
compliance dates as follows:

a. Effective date of this final rule. The
effactive date of the NPI is May 23,
2005. The effective date of this final rule
marks the beginning of the
implementation period for the NPL

b. Compliance dates of the NPI. We
adopt the reguirement that covered

. . entities {except small-health plans).must
- obtaiian NPLand: rxustuse the NPLin: -

stanidard ‘transactions no Jater than May |
23, 2067, Small health plans must do so
no later than May 23, 2008.

If the Secretary adopts a modification
to this standard, the complianee date of
the modification would be no earlier
than the 180th day following the
adoption of the_modzflcatmn The
Secretary would determine the actual
date, taking into aceount the time
needed to comply due to the nature and
extent of the modification. The
Secretary would be able to extend the
time for compliance with any
modification by small health plans by
rilemaking, if he determines that an
extension is appropriate.

5. Implementation Specifications for
Health Care Providers, Health Plans,
and Health Care Clearinghouses

Proposed Provisions {§ 142.404,
§ 142,408, and § 142.408]

In section 1L E., “Reguirements,” of
the preambie of the May 7, 1998,
proposed rule {63 FR 25330}, we
discussed the requirements that health
plans, health care clesringhouses, and
covered health care providers would

have to meet in implementing the NPL
The proposed regulation text, in
§142.404, stated that health plans
would be required to accept and
transmit, directly or through a health
care clesringhouse, the NP1 on all
standard transactions wherever
required. The proposed regulation text,
in §142.406, stated that health care
clearinghouses would be required to use
the NPI wherever a standard electronic
transaction requires it,

The preamble of the May 7, 1998,
proposed rule (63 FR 25330) states: “In
§142.408, Requirements: Health care
providers, we would require each health
care provider that needs an NP for
HIPAA transactions to obtain, by
application if necessary, an NPI * * *7
Section 142.408(a) of the proposed
regulation text states: “Each health care
provider mmist obtain, by application if
necessary, a national provider
idgntifier.” The'text of the proposed
rule states, in § 142,408(ch
care provider must communicate any |
changes to the data elements in its file
in the national provider system to an
enumerator of national provider
identifiers within 80 days of the
change.”

Comments and Responses on
Requirements for Health Care Providess,
Heaith Plans, and Health Care
Clearinghouses

We believe that the Gongress intended
that each health care provider be

aligibleforan MPU'and intended fo -

authorize the Secretary to require

“covered health care providers to obtain

one. HIPAA requires the adoption of a
standard unigue health identifier for
health care providers and directs the
Secretary to specify the purposes for
which the identifier may be used. The
statut_e sets forth the maximum amount
of time by which all covered entities
must comply with the standards,
leaving discretion to the Secretary te
designate campliance dates fwithin the
limitations of the law). We proposed in
the May 7, 1998, proposed rule, and
require in this final rule, that covered
entities must be in compliance with the
standards no later than 2 yvears (3 years
for small health plans] from the effective
date of the regulation. Thus, as of the
compliance date, a covered health care
provider must have obiained and begun
o use an NPT

Conument: Some commenters
recormmended that all data about a
health care provider in the NPS be
required to be updated; others stated
that only certain data elements should
be required fo be updated. Most
indicated that data needed for unique
identification should be kept current.

“Each health -
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Response: In the proposed rule, the
NP3 was proposed to include many data
elements that we have since decided not
to include. {See section 11, C. 2. of this
preamble, “Data Elements and Data -
Dissemination.”) We have decided that
the NPS will consist entirsly of data
alements about a health care provider
that are needed for administrative
{communications) purposes and for the
unigue identification of the health care
provider, We believe it is appropriate
and necessary for the health care
providers to notify-the NPS of changes
in their required NPS data; but, given
limits on our statitory authority, we can
require such notification only of
covered health care providers.

.. . Comment: We received many

-comments concerning the length of time

"~ a health care provider should e

allowed before it must notify the NPS of
changes to/its NPS data. Most - .

.'- commenters thought that the 60-day

;period'was too long and believed & 15-
to-30-day period was more appropriate,
Response: The May 7, 1998, proposed
rule at § 142.408{c} proposed 60 days to
allow reasonable flexibility in the time
required for a health care provider to
complete a paper form {the NPI
application/update form) containing the
update(s) and forward it to the NPS. We
will attempt to design the NPS to be .
responsive and easy to use, We will
consider.a design that will allow &
health care provider {or possibly a

- representative {seesectisn I BL 2.,

--“Health Care Provider Enameratzan,” of
this preamble)) to communicate the
healith care provider's changes directly
into the NPS over the Internet, using a
secure Web-based transaction: A paper
form {the NP{ application/update form)
will be developed for this same purpiose
and will be available from the NPS and
from the GMS Web site (hip//
wwiv.ems.hhs.gov) for use by health cars
providers. We realize that many health
care providers may prefer to send
electronic updates i the capability
exists. According to the majority of
commenters, health care providers
should be required to communicate
changes in their NPS data in for less
than 80 days, We agree. Therefore, we
adopt in this final rule a requirement
that covered health care providers notify
the NP5 of changes in their required
NPS data within 30 calendar days of the
changes {§ 162.410{a)(4)}.

Comment: Several commenters
indicated that health plans will need to
know about changes in health care
provider information. Commenters did
not believe it would be fair for health
care providers to have to notify both the

NFS and the health plans in which they
are enrolled of chinges,

Response: We agree that health plans
will need to know of changes in the data
associated with their enrolled health
care providers. Most health plans collect
more information about a health care
provider than the NPS will collect.
Therefore, we expect that health plans
will still require health care providers to
notify them of changes in this
information. The NPS will have the
capability to provide listings or reports
of changes in NP'S data in accordance
with section II. C. 2. of this preamble,
“Data Elements and Data
Dissemination.”

Comment: Several commenters stated
that the NPS should be required to
apply updates within a specified period
of time after receipt of the updated

-information from a health care provider.

- Response: We expect that the update

‘process will be designed in a way that
" 'will allow the system 1o process updates

within 2 reasonable timeframe (for
example, 10 business days from receipt).
The volume of updates at.any given
time may tmpact system performance. If
changes are unable to be made ffor
example, the health care provider
furnishing updates does not appear to
match any health care provider in the
NP8}, the health care provider will
receive g message that will indicate why
the NPS is unable to update the record.
The message will request that the

... problem be resolved and the
- information be resubmitted.

‘Commerit; Several commenters asked
if health plans'should take ‘any action to
notify the NPS of changes 1o health care
provider data if they become aware of
these changes. '

Response: Although health plans
would not be required to provide
information to the NPS to update health
care provider data, we sncourage health
plans toinstruct and remind their
enrolied health care providers 1o notify
the NPS of changes in their data.

Comment: There were numerous

comments about penalties for non-use of

the NPI:

» IfNPIs could not be assigned to
covered health care providers before the
compliance date for those health care
providers, and sufficiently ahead of that
time 1o enable the health care providers
to be capable of using the NPl in
standard transactions, penalties should
not be enforced for nonuse’'of the NPL

* Sufficient time should elapse to
ensure adequate experience in using the
NPI before penalties are assessed.

» Financial penalties for
noncompliance sheuld not be assessed
uniil 1 year after the NPI compliance
dates.

+ The method of enforcing
compliance with the standard should be
made public.

* The penalties for nonuse of a single
standard and nonuse of multiple
standards should be clarified.

* When noncompliance forces
nonpayment, the entity expecting
payment will resolve the issue,

Response: NFIs will be assigned to
health care providers as quickly as
possible and within the parameters of
the performance criteria that are in
effect, {See earlier comment and
response for additional information,}
HHS is preparing, and has issued in
part, a separate regulation on
enforcement of the HIPAA standards.
This regulation. is expacted o address
all but perhaps the last concern of these
commenters. The regulation cannot
placerequirements on entities that are
not covered entities, and the entities
involvedinthe situation described in
the last bullet may not be covered
antities. -

Comment: Many commenters
suggested that (1) health care providess
not be required to use the NPI within
the first year after the effective date of
its adoption, although willing trading
partners could use the NPI by mutual
agreement at any time after the effective
date; and (2] health plans should give
their health care providers at lsast 6
months’ notice before requiring them to
use the NPL

“Response: Upontheeffective date of

“the ‘adaption of this standard {which "
Cwill be 16 months afier the date'it is

published), health care providers may
apply for NPIs. Covered entities (except
for small health plans} must hegin using
the NPLin' standard transactions.no later
than 24 months after the ‘effective date.

* {Small health plans have 36 months to

begin using NPIs.) These'are statitary
mqmrements that we have mcazpcuated
intothis final rule. We believe these -
timeframes enable more than sufficient
time for covered health care providers to
become aware of their responsibilities
under this final ruls, to apply for and be
assigned their NPIs, and to complete
work needed to begin using their NPIs.
Applying for an NPT up to 18 months
after the effective date of the adoption
of this standard will still give health
care providers 6 months before the
statutory compliance date arrives, We
ancourage health plans to give health
care providers & months’ notice befors
requiring them to use NPIs; however, we
do not require that action by the health
plans. How soon health care providers
could use NPIs would depend on when
they obtained the NPIs, and health plans
have no direct control over that action.
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We enccurage all parties to work
together to ensure a smooth transition.

Final Provisions [§162.410, § 162.412,
§162.414)

All health care providers are eligible
for NPs.

We require each coversd health care
provider to obtain an NPI from the NPS,
by application if necessary, for itself and
for its subparts, if appropriate, and te
use its NPI in standard transactions.
Covered health care providers must
disclose their NPIs to other entities that
nead those health care providers’ NPIs
for use in standard transactions.
Coverad health care providers must
commiunicate to the NPS any changes in
their required data elements within 30
days of the change. If covered health
care providersuse business associates to
conduct standard transactions on their
‘behalf, they must require their business
associates to use NP'ls appropriately as
reguired by the fransactions the
businass asspeiates conduct on its
behalf,

Situations exist in which a standard
transaction must identify a health care
provider that is not a covered entity. An
organization health care provider
subpart may need to be identified in a
standard transaction but the
organization health care provider may
not be required to obtain an NP for the
subpart. A noncovered health care
pravider may or may not have applied
for and received an NPL In the latter
case, and inthe case of the sulipart

" described aboye, an:NPI would not be

available for tge'inthe standard
transaction. We encourage every health
care provider to apply for an NPI, and
encourage all health care providers to
diselose their NPIs to any entity that
needs that health care provider’s NPI for
use in a standard transaction. Obtaining
NPIs and disclosing them to entities so
they can be used by those entities in
standard transactions will greatly
enhance the efficiency of health care
transactions throughout the health care
industry. If subparts are assigned NPIs,
the covered health care provider must
ansure that the subpart's NPLis
disclosed, when requested, to any eniity
that needs fo use the subpart’s NPl in a
standard transaction.

Here are examples that illustrate the
desirability for a health care provider
that is not required fo be enumerated to
obtain and disclose an NPL:

(1} A pharmacy claim that is a
standard transactien must include the
identifier {which, as of the compliance
date, would be the NPT} of the
prescriber, Therefore, the pharmacy
needs to know the NPI of the prescriber
in order to submit the pharmacy claim.

The prescriber may be a physician or
other practitioner who does not conduct
standard transactions. The prescriber is
sncouraged to obtain an NPI so it can be
furnished to the pharmacy for the
pharmacy to use on the standard
pharmacy claim.

{2} A hospital claim is a standard
transaction and it may need to identify
an attending physician. The attending
physician may be a physictan who does
not conduct standard transactions. The
physician is encouraged to obtain an
NP1 so it can be furnished to the
hospital for the hospital to use on the
standard institutional claim,

It the examples above, the NPl of &
health care provider thatisnota
covered entity is needed for inclusion in
a standard transaction. The absence of
NPIs when required in those claims by
the implementation specifications may
delay preparation or processing of those
claims, or both. Therefore, we strongly
encourage health care providers that
need ta be identified in standard
transactions to obtain NPIs and make
them available to antities that need to
usge them in those fransactions.

Under § 162.410 (Implementation
specifications: Health care providers),
we require each covered health care
provider to:

s Obtain from the NPS, by
application if necessary, an NP1 for itself
and, if appropriate, for its subparts.

» Use the NPT it obtained from the
NPS to identify itself in all standard
transactions that it conducts where its
health care provider identifier is
required,

» Disclose its NPIL, when requested, to
any entity that needs the NPI to identify
that health care provider in a standard
transaction.

+ Communicate to the NPS any
changes to its required data elements in
the NPS within 30 days of the change.

» If it uses one or more business
associates to conduct standard
transactions on its behalf, require s
business associate{s) to use its NPLand
the NFIs of other health care providers
appropriately as required by the
frangactions the business associate(s)
conducts on its behalf, (For example, a
claim for & laboratory service will
require the NPI of the laboratory and
may also require the NPI of the referring
physician. If a business associate
prepares the laboratory claim, the
business associate must use the
labaratory’s and the referring
physician’s NPIs. If the business
associate does not already know the NPI
of the referring physician, it may have
to contact the referring physician to
abtain his or her NPL)

« If it has been assigned NPIs for one
or mare subparts, comply with the
above requirements with respect {o each
of those NPIs.

Under § 162.412 (Implementation
specifications: Health plans), we require
heaith plans to: use the NPI of any
health care provider {inchuding subparts
of organization health care providers)
that has been assigned an NP[ 1o
identify that health care provider {(or
subpart) in ali standard transactions
where the health care provider’s {or
subpart’s) identifier is required. Health
plans may not require health care
providers that bave been assigned NPIs
to obtain additional NPIs.

Under § 162.414 (hmplementation
specifications: Health care
clearinghouses), we require health care
clearinghouses to use the NPI of any
health care provider {including subparts
of organization health care providers)
that has been assigned an NPJ to
identify that health care provider (or
subpart] in all standard transactions
where that health care provider’s {or
subpart’s) identifier is required.

B. Implementation of the NPI
1. The National Provider System
Propuosed Provisions (§ 142.402)

The May 7. 1998, proposed rule (at 63
FR 25331} described the National
Provider System {NPS] as a central
electronic enumerating system. The
system would be a comprehensive,
uniform system for identifying and
uwniguely enumerating health care
providers at the national level. The
Department of Health and Haman
Services (HHS) would exercise overall
responsihility for oversight and
management of the system.

Comments and Responses on the
National Provider System

We did not receive comments specific
to our description of the NPS. However,
commenters were emphatic that the
NPS be fully tested before it began
assigning NPIs, and that the system
ensurs that the same NPI would not be
issued to more than one health cars
provider. Commenters also suggested
that an option be made availabis by
which health care providers could apply
for NPIs electronically in Heu of
completing a paper application form.
This comment is addressed in section
IL B. 2. of this preamble, “Health Care
Provider Enumeration.”

Final Provisions (§ 162.408{a}]

NPIs will be assigned to health care
providers by the NPS, which will be a
central electronic enumerating system
operating under Federal direction. The
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NPS will uniquely identify and
enumerate health care providers at the
national level. The NPS may enumerate
subparts of organization health care
providers.

The NPS will be designed to be easy
to use. The design will employ the latest
technological advances wherever
feasible for capturing health care
provider data and making information
available to users, This is diseussed in
section II. C. 2, of this preamble, “Data
Elements and Data Dissemination.”

HHS will exercise overall
responsibility for oversight and
management of the NPS. The NPS will
include a database that will store the
identifying and administrative
information about health cars providers
that are assigned NPIs. The data
elements comprising the NPS are
described and listed in'section IL. C. 2.
of this preamble, “Data Elaments and
Data Dissemination.”

Identifying and uniguely enumeratmg
health care providers for purposes of the
NP1 is separate from the process that
health plans foliow in enrolling health
care providers in their health programs.
The NPS will assign NFIs to health care
providers. However, the assignment of
the NPI will not eliminate the process
that health plans follow in receiving and
verifyving information from health care
providers that apply to them for
enroliment in their health programs.

Health care providers will submit
applications for NPIs to HHS. As health

_care providér data.are ‘entered intofhe -
NPS from the application, the NPS Wlli
check the data for consisteicy,
standardize addresses, and validate the
Social Security Number (SSN] if the
individnal applying for an NPI provides
it; the NPS will vatidate the date of birth
only if the S8N is validated. {If a health
care provider chooses not to furnish his
or her 85N when applying for an NP1,
the assignment of an NPI to that health
care provider may be delayed and
additional information may be
requested from that health care provider
in order to establish uniqueness.] If the
NPS encounters problems in processing
the application, appropriate messages
will be communicated {o the appheam
If problems are not encountered, the
NFS will then search its database to
determine whether the health care
provider already has an NPL If a health
care provider has already been issued an
NP1, an appropriate message will be
communicated. If not, an NP will be
assigned. If the health care provider is
similar {but not identical) to an already-
enumerated health care provider, the
situation will be investigated. Once an
NPI is assigned, the health care provider
will be notified of its NPI.

2. Health Care Provider Enumeration

in section HI of the preamble of the
May 7, 1998, NP1 proposed rule,
“Implementation of the NPT [at 63 FR
25331), we asked for comments on the
entity or entities that would be
rasponsible for assigning NPIg to health
care providers. We explained that the
HIPAA legislation did not contain a
specific funding mechanism for
activities related to enumeration. We
asked for comments on how the
enumeration activity and the NPS itself
could be funded, and how the costs of
emnmeration could be kept as low as
practicable. We presented two options
for the enumeration of health care
providers: (1] All health care providers,
except existing Medicare providers,
would be enumerated by a-single entity.
Existing Medicare providers would
automatically be enumerated and would

- not have to apply for NPIs; (2} Federal

health plans and Medicaid would
enrumerate their enrolled health care
praviders, and a federally-directed
registry would enumerate all remaining
health care providers. We also presented
a phased approach to enumeration and
requested public comment on it In the
phased approach, we praposed that
enumeration would occur in the
following order: {1) Medicare providers;
(2) Medicaid, other Federal providers,
and health care providers that do not
conduct business with Federal health
plans or Medicaid hut that do conduct

. ﬁeleczmnmaily any 'of the ransactions
: sgemﬁed in HIPAA and {3Yall -

femaining health care providers. The
May 7, 3998, proposed rule also stated
that phase three would not begin until
phases one and twe were completed.

Comments and Responses on Provider
Enumeration

Cominent: Several commenters stated
that it would cost more than our
estimate of $50 to enumerate a health
care provider: others believed sur
estimate of $50 to be reasonable. Some
commenters pointed out that Federal
and Medicaid health plans de not
maintain all of the information about
health care providers that would be
required to assign NPIs; thus, if those
health plans’ prevalidated health care
provider files were to be used to
populate the NPS, costs might excead
350 per health care provider in order to
obtain the missing information needed
to assign NPIs. Commenters also
pointed out that the cost to enumerate
an entity that furnishes atypical or
nentraditional services would exceed
$50.

Response: We respond to these issues
as follows:

« We agree with the comment that
there may be situations where
information in addition to what is
contained in existing health cars
provider files will be required in order
to assign NPIs, For example, we have
found that some Medicatd and Medicare
provider files do not contain all of the
information required to assign an NPL
Populating the NPS with existing files
that lack certain reguired NPS data
elements increases the cost of
entumeration because additional
resources wauld be needed to collect
the missing information.

* Any inconsistencies or errors that
are present in health care provider files
that are considered to be used to
populate the NPS would be imported
into the NPS as part of that process.
Resolving these inconsistencies and
errors before loading these files will
require resources and time, This will
increase the cost of enumeration and
possibly slow the process.

» Where the format or structure of a
health care provider file being
considered for use in popnlating the
NPS differs from the format or structure
of the NPS, additional costs will be
incarred in attempting to conform that
source file to the NPS.

» As discussed in section IL C. 2. of
this preamble, “Data Elements and Data
Dissemination,” we are reducing the
amount of health care provider
information being captured by the NPS
to only that which is required.to
uniquely 1dent1fy and communicate
with the health care provider, Some of
the information that will not be
collected is the kind that is costly to
collect, such as membership in groups,
certification and school information.
Naot collecting these hsalth care provider
data lowers the cost of enumeration.

» On applications for NPIs from
individuals, the NPS will verify the 58N
if it is furnished on the appllcatlen

¢ Problems in processing the
applications will have to be resolved.
This will increase the cost of
enumerafion.

* The NPS will be designed,
wherever feasible, to take advantage of
technologies that will make its
aperation efficient. This may include
the use of the Internet to accept
applications and updates from health
care providers, While up-front costs will
be higher for some designs, the more
afficient the design and operation of the
NPS, the lower the cost of enumeration
and ongoing operations.

Medicare Part B carriers indicated in
comments that it costs about §50 to
enroll a health care provider in the
Medicare program. This process
involves reviewing and validating a
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paper application containing far more
information than will be collected and
validated on the NPI application/update
form. The NPS will verify the S8N only
if it is furnished in applying for an NPI;
the date of birth will be verified only if
the SSN is furnished. The NPS will run
various ediis and consistency checks
and will check for duplicate records to
ensure that only one NPI is assigned to
a health care provider and that the same
NP1 is not assigned to more than one
health care provider. Enabling the
receipt of Web-based applications and
the Hmited validation will make the cost
of enumerating a health care provider
far less than enrolling a health care
provider in s health plan. The majority
of atypical and nontraditional service
providers are not considered health care
providers and, therefore, woild not be
eligible for NPIs. The useé of modern
technology to receive and process
applications for NPIs makes it difficult
if not impossible to attach a dollar value
to the enumeration of a siitgle provider.
Implicit in enumeration are the costs of
software, licenses, salaries, training, and
overhead. We estimate that the
combination of all of tha above factors
would reflect an average cost of
enumerating a single health care
provider to be closer to $10.

Comment: The majority of
commenters favored enumeration
option 1, where a single entity would
enwmerate all health care providers
except existing Medicare prowders
© (who would automatically be
sfumerated), {The May 7, 1998,
proposed rule recommended
enumeration eption 2, which would
have required Federal health plans and
Medicaid to enwmerate their enrolled
health care providers, with a federaily-
directed registry enumerating all
remaining health care providers.) The
supporters of a single enumeration
entity cited the following advantages of
option 1: (1) It would be Tess costly than
multiple enumeration entities; {2] it
waould ensure uniform operation of the
enumeration process, reducing
inconsistencies that could lead to
duplicate assignment of NPIs; {3] it
would be less confusing to health care
providers, particularly those that
participate in multiple health plans; (4}
it would be a single point of contact
with which to do business and seek
help and mformation; and (3] it would
ensure uniformity in resclving problems
and would bs more capable and
efficient in regponding to data integrity
issues that may require investigation.
Comments from Federal health plans
and Medicaid State agencies {which
were the proposed enumeration entities

under option 2) stated that they
preferred not to have arole as an
enumerator. Some Federal health plans
anticipated that too many health care
providers would request that they
handle their updates and changes.
Medicaid State agencies indicated that
they would require additional Federal
fanding to assume the responsibilities of
enumeration.

Nonetheless, some commenters did
suppart option 2, They stated that
having Federal health plans and
Medicaid State agencies entmerate their
cwn health care providers had several
advantages: (1) These entities already
conduct a significant amount of
enumeration activity in their health
plan enrollment processas, which
would bring a wealth of experience to
the NP enumeration process; (2] much
of the information required 1o assign an
NP1 to a health care provider is already
collacted by these entities; (3} fraud
detection would be enhanced because,
as enumeration entities, they would
have access to the data in the NPS; and
(4] the initial cost of enumerating health
care providers would be incremental to
these entities, & major factor in making
option 2 Jess costly than option 1.

Response; After analyzing all the
comments and reviewing our
computations as to the costs of
snumeration under both options, we
have determined that a single entity,
under HHS direction, should handie the
enumeration functions, We believe that

" enumeration by.a smgle entliy wﬂl he

the most éfficient option’

While supporters of option 2 c;teé
several advantages, the reluctance of the
Federal health plans and Medicaid State
agencies to undertake ennmeration
functions ‘was 4 major factor causing us
to support 4 single entity. Selection of
option 2 would have required those
Faderal health plans and Medicaid State
agencies to perform functions they were
not willing to perform. Another factor in
our decisicn to choose option 1 was an
oversight in our cost computations.
While our narrative discussion of costs
indicated that prevalidated Medicare
provider files would populate the NPS
under both options, Table 5 in the
Impact Analysis portion of the May 7,
1998, proposead rule did not reflect those
savings in the cost of optica 1. If those
savings had been reflected, the cost of
option 1 would have been less. (Please
see the next comment and response
regarding Medicare provider files.} Costs
for option 2 did not include the
expenses that would be incurred by
Faderal heahth plans and Medicaid State
agencies in resolving problems found in
their health care provider records that
would prevent some of those records

from being loaded into the NPS for
enumeration of the health care
providers, This would have increased
the cost of option 2. Had we applied
both of these cost factors, both options
would cost about the same.

The use of one entity, under HHS
direction, to enumerate heaith care
providers will ensure uniform operation
of the NPS. Health care providers will
have a single contact point for
applications, updates, and questions.
Problems will be resolved in a uniform
manner. These factors make a single
enumerator the move efficient option.

Comment: Several commentsrs
cautioned against loading pre-existing
health care provider files into the NPS.
They indicated that any errors present
in those files would be carried
undetected into the NPS. Commenters
cautivned that any data to be loaded
intothe NPS should be validated,
accurate, and up to date.

Response! We agreé with the
commaenters’ recommendation that
accurate, current data should be
inchided in the NPS. After publication
of the May 7, 1998 proposed rule, we
reexamined the existing Medicare
provider files in anticipation of using
them to populsate the NP3, Our
resxamination revealed that some
mandatory NPS data elements are not
present in some of the Medicare files. In
addition, data integrity problems have
been identified, and reformatting some
of the Medicare files to make them .

‘consistent with the structure of the NPS

may be more difficult than first-
expected, Tt-may require considerable
time to update and reformat these files
for NPS purposes.

It is important to note that we are
undertaking steps fo update our existing
Medicare provider files for independent
business reasons. i we find it is feasible
to use updated, accurate Medicare
provider files to populate the NPS, we
will do s0, and we will notify the
affected Medicare providers that they
will not have to apply for NPIs, The
NPS will notify the affected providers of
their NPIs.

Comment: Nearly all commenters
recornmended that the emumeration
funection and operation of the NPS be
federally funded becauss a Federal
statute mandates the adoption and use
of a standard unique health identifier
for health care providers. Many

commenters stated that the costs cannot

be borne directly by health care
providers or indirectly by health care
provider organizations and clearly
stated that health care providers should
recaive NPIs at no cost. Some stated that
if fees nead to be assessad, they should
come from the health plans, not the
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Lealth cars providers, as the health
plans will receive the most benefit from
the use of the standard. There was some
support for the collection of initial fees
from health plans, health care
clearinghouses, and other nonprovider
entities to obtain data from the NPS; the
fees would help ofiset the cost of
maintaining the database. Another
commenter recommended that the
public sector and large health plans pay
fees to a public-private sector trust
organization. The fees would represent
their proportion of the total health
benefit dollars; the trust organization
would administer various databases
required by the HIPAA standards (not
solely the NPS), One commenter
suggested Federal funds be used
initially, with the emumeration entity
eventually becoming self-sufficient.

-Response: HIPAA did not provide the
authority to charge health care providers
anser feeto obtain an NPL Federal
funds will support the enumeration
process and the NPS, at least initially.
After the NPI is implemented, HHS will
investigate the use of other fanding
mechanisms, The data dissemination
process is discussed in section I11.C.2.,
“Data Elements and Data
Dissemination,” of this preamble.

Comment: Some commenters
supported the phases of enumeration as
described in the May 7, 1998, proposed
rule. Many commenters supported
assignment of NPIs to existing Medicare
‘providers first for these reasons: {1)

" These'health care providers arethe *-
majority of the health care providers
that eonduct standard transactions; {2)
the NPS is being developed by HHS;
and (3} Medigare provider information
is already available in HHS in the
Centers for Medicare & Medicaid
Services [CMS).

Many commenters stated that health
care providers that do not conduet the
transactions specified in HIFPAA should
be enumerated at the same time as all
other health care providers—all health
care providers must be squally able to
receive NPIs. Many of these commenters
believed that costly dual systems would
have to be maintained {one for health
care providers with NPIs and one for
those without) and confusion in the
marketplace would be created if paper
processors did not alse receive NFis
within the same time frame as electronic
PIOCESSOTS,

Other commenters suggested that
NPIs be issued on a first-come, first-
served basis,

Some commenters suggested
enumeration phases by health care
provider tvpe or by geographical region
of the country.

Response: The NPS will be stress
tested, but even successful passage of
the stress test will not enable all haalth
care providers to apply for and be
assigned NPIs at the same time.

Covered health care providers are
required to use NPIs where those
identifiers are required in standard
transactions. We expect that covered
health care providers will be the first to
apply for NPIs. We estimate that, on the
effective date of the NP1, approximately
2.3 million health care providers will be
ready to apply for NPIs, They may apply
for NPIs beginning an the effective date,
which is May 23, 2005, Covered health
care providers must begin to use their
NPIs in standard transactions no later
than May 23, 2007.

We estimate that, on the effective date
of the NP, the number of health care
providers that typically do not conduct
standard transactions will be
approximately 3.7 million. A few
examples of these health care providers
are registered nurses smployed by
hospitals‘or other facilities, X-ray and
other technicians, and dental hygienists.
These health care providers may apply
for NPIs at any time after the effective
date of this final rule. However, because
there is no requirement for these health
care providers to use NPIs, we do not
expect them to apply for NPIs as soon
as those that conduct standard
transactions or those that must be
identified in standard transactions.

Ttmay be determined some time after
publication of this final rule that “bulk
enumeration” ef some health care
providers is feasible. Bulk enumeration
is a term used to mean mass-
enumeration of a large number of health
care providers, all at one time, from a
database or file that uniquely identifies
them in a way consistent with the
identification criteria in this final rule.
Bulk snumeration would eliminate the
need for those health care providers to
apply for NPIs. For example, bulk
enumeration might involve a specific
classification of health care providers
that comprises the membership of a
large professional organization, or it
could involve different classifications of
health care providers that are employed
by ona large organization health cars
provider. In both of these examples, the
health care providers to be enumerated
ray or may not be covered entities, This
enumeration could occur at any time, i
it is feasible. HHS, along with the other
affected entities, and working within the
requirements of the Privacy Act, will
datermine the feasibility of bulk
enumeration. Any health care provider
that would be emumerated in this way
will be notified.

The NPS will process applications for
NPls as they are received,

It is true that some health plans may
have to maintain—{for internal
purposes—cual health care provider
numbers: the NPI and the number{s}
issued to health care providers by the
health plans themselves, Health plans
impose this burden on themselves in
accommodating their own internal
operational neads. We expect that
health plans may decide to use NPIs for
additionel purposes beyond those
required in this final rule.

Comment: The majority of
commenters made it clear that NP|s
must be assigned and the NPS fully and
successiuily tested well before the
compliance date.

Response: We agree. The NPS will
have been fully tested before it begins to
assign NPIs. The speed of assignment of
NPIs will be dependent in part on the
complete, correct, and timely
submission of the NPI applications.

Comment: Several commenters stated
that the application forms for NPIs
should be retained indefinitely in a
manner where the signatures or
certification statements could be
verified if necessary. Commenters stated
that signatures or certification
statements could be useful in
prosecuting a health care provider that
knowingly requested more than one NPI
for itself.

Response: The NP1 application forms
will'éontain a statement whereby the
signer attests to the accuracy of the
information on the application. Paper
applications will be maintained
indefinitely for signature or certification
statement verification and audit
purposes. Applications completed
electronically will be processed only if
the person completing the application
attested to the accuracy of the
information by “checking” a designated
box appearing in the on-line
application. Those electronic
applications that are successfully
processed (that is, the health care
provider is assigned an NPI} will be
maintained indefinitely in a manner
whereby certifieation statements can be
verified if required.

Comment: Severa! cominenters asked
that the NPI applicatien form be
designed to accommedate updates to
health care provider data.

Response: We believe this is a good
suggestion, particularly because all of
the information that will be required on
the application for an NPI will have to
he updated if changes occur. Therefore,
we will attempt to design a form that
can serve both application and update
purposes.
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Final Provisions

One entity will be given enumeration
functions under the direction of HHS
{option 1 as presented in the May 7,
1098, proposed rule) to emmerate all
eligible health care providers who apply
for NPIs. There are many advantages in
using a single entity, which were
discussed in the comment and response
section above,

The emumeration function and the
development and opsration of the NPS
will be federally funded, at least for the
foreseeable future, Under this final rule,
health care providers will not be
charged a fee to be assigned NPIs or to
update their NP5 data.

if feasible, we will populate the NPS
with Medicare provider files.

Health care providers will apply for
NPis, and coversd health care providers
must apply for NPis, " -

We will attempt to design the NPI
application form in erder to also
accommodate updates, The form will be
available from the NPS and via the
Internet (hitp://www.cms.fihs.gov).

We will attempt to design the NPS so
that it can receive and accept NP1
applications and updates on paper or
over the Internet,

We expect that the use of modern
technology to receive and process
applications for NPIs and to apply
updates to the NPS records of
enumerated heaith care providers will
greatly reduce our earlier estimates. In

o addition, the limited validation by the -
NP8 of data reported by healthcare -~ -

providers:will further teduce. NPS costs,
We discuss the cost of operating the
NPS in section V, “Regulatory Impact
Analysis,” of this preamble,

Before enumeration beging, the NPS
will be fully tested: We will strive to
ensure that the NP5 funictions properly
and guards against assigning the same
NPI to more thanone health care
provider, assigning more than one NPI
to the same health care provider, and re-
using NPIs (assigning to a health care
provider an NP1 that had at one time
been issued to another).

Health care providers may apply for
NPIs beginning on the effective date of
this final rule.

At this time, we do not expect bulk
enumeration of health care providers,
except possibly of Medicare providers,
as discussed earlier. HHS will explore
the feasibility of other such
enumerations. If considered feasible, the
affected health care providers will be
notified and will not have to apply for
NPis.

We will consider the feasibility of
allowing health care providers fo
designate authorized representatives to

handle their NPI applications and
updates.

Applications for NPIs and updates
will be retained by HHS indefinitely in
a manner in which signatures on paper
applications or certification statements
on electronic applications can be
verified if required.

We will make available as much
information as possible about the
implementation of the NP} on the CMS
Web site {http://www.cms hhs.gov).

The web site will include information
ahout the availability and submission of
tha NPT application/update form.

3. Approved Uses of the NPI

‘The preamble of the May 7, 1998,
proposed rule discussed approved uses
of the NP1 We did not receive
comments that chiected to those uses,

By:24 months after the effective date
of this-final rule, covered health care
providers, health plans {except for small
health plans), and healthcare’
clearinghouses must use the NPLin
standard transactions. Small health
plans must do so within 36 months of
the effective date. Covered health care
providers must disclose their NFis to
other entities when these entities need
to include those health care providers’
NPIs in standard transactions. We
encourage ail other health care
providers to do the same.

The NPI may also be used for any
other lawfal purpose requiring the
uniqueddentification’of a health care

providef, Imay not be'used i any.

activity otherwise prohibited by law. -

Examples of permissible uses include,
in addition to the above, the following:

» The NPI may be used as a cross-
reference in health care provider fraud
and abuse files and other program
integrity files. S

¢ The NP may be used to identify
health care providers for debt collection
under the provisions of the Debt
Collection Improvement Act of 1996
{Pub. L. 104134, enacted on April 26,
1996) and the Balanced Budget Act of
1997 (Pub, L. 105-33, enacted on
August 5, 1987).

 Health care providers may use their
own NPIs to identify themselves in
nonstandard health care transactions
and on related correspondence:

+ Health care providers may use other
health care providers NPIs to identify
those other health care providers in
health care ransactions and on related
correspondence.

« Health plans may use NPis in their
internal health care provider files to
process transactions and in
conrmunications with health cars
providers.

« Health plans may communicate
NPIs to other health plans for
coordination of benetits,

» Health care clearinghouses may use
NPis in their internal files to create and
process standard transactions and in
communications with health care
providers and health plans,

¢ NPIs may be used to identify health
care providers in patient medical
records.

« NPIs may be used to identify health
care providers that are health care card
issuers an health care identification
cards.

We encourage health care providers
that are net required to comply with
HIPAA regulations to use NPls in the
ways listed above.

4. System of Records Notice

A System of Records Notice (HHS/ .
HCFA/OIS No. 09-70-0008) published
in the Federal Register on July 28, 1998
(83 ¥R 40297}, listed the ways in which
data from the NPS that are protected by
the Privacy Act may be used. Few
comments were received on the System
of Records Notice.

We are including a swmmary of the
comments below:

Comment: One commenter helieves
that the data collected to assign NPIs to
physicians should be kept to an absolute
minimum. Data that are not required for
enumetation or legitimate
administrative purposes should not be
collected. Data releasad beyond HHS
mustbe'relsased in accordante with tha -

‘provisions of the Privacy Act, insofar as =
~that Act-appliss to the data in question, -

and the Freedom of mformation Act, as
appropriate. Data in addition to those
which are published in the Unigue
Physictan Identification Number {UPIN}
Dirsctory should not be released. Most
of the data collscted to enumeérate an
individual should not be publicly
available. Another commenter was
concerned that remaval of a health care
provider’s record from the NPS could
result in the re-issuance of that health
care provider’s NPI to another health
care provider. The NPl must remain
uneguivocally unique and the NPS must
never re-issue a previously assigned
NPI Removal of a health care provider’s
records at some point after the health
care provider's death is reasonable, as
long as there are guarantees that the
health care provider's NPI will never be
used by another health care provider or
re-issued to another health care
provider.

Responge: In section 1. C, 2. of this
preamble, “Data Elements and Data
Dissemination,” we describe the
information that we expect will be
collected and stored in the NPS. The
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reguirements described in the
comments we received on the NPS
System of Records Notice will be met in
the design and operation of the NPS and
in the enumeration functions.

5. Summary of Effects on Various
Entities

Below is a summary of how the
implementation of the NPI will affect
health care providers, health plans, and
health care clearinghouses.

a. Health Care Providers

At this time, bulk smumeration of
health care providers is not expected to
oceur, If, howaver, it is determined to be
feasible, we will populate the NPS with
daia from Medicare provider files.
bulk epumeration wers to occur, the
affected health care providers would be
notified of their NFls and would not -
have te apply for them, Otherwise, in
order to be assigned NPIs, covered
health care prowde:rs must apply for
NPs. {Health care providers that are not
covered entities are encouraged to apply
for NPIs.) After applying for NPIs,
heaith care providers will be assigned
and notified of their NPIs by the NPS,
Health care providers will submit a
paper application o, if feasible, will
have the option of applying for NPIs via
the Internet. The NPI application/
update form and information about
health care provider enumeration will
be available from the CMS Web site.

(httpffwww.cms hhs.gov).

Covered health care: promders that

“have heen assigned NPIsinust furnish -
updates {changes) 171 their reghired NPS
data or that of their subparts to the NPS
within 30 days of the changes; they may
use the NPLapplication/update form for
this purpose. We recommend that -
health care providers notify the health
plans in which they are enrolled of any
changes at the same time they notify the
NPS of these changes. {This
recommendation does not preclude
health plans from requiring notification
of updates within a shorter time frame.]

We encourage health care providers
who have been assigned NPIs but whe
are not covered entities alsoe to notify
the NPS of changes in their NPS data
within 36 days of the changes.

Covered health care praviders must
use their NPIs to identify themselves
and their subparts, if appropriate, on all
standard transactions when their health
care provider identifiers are required.
We encourage all health care providers
and subparts that have been assigned
NPIs to do the same.

Covered health care providers must
disclosge their NPIs and those of their
subparts to entities that need the NPIs
to identify those health care providers

in standard fransactions. We encourage
all health care providers and subparts
that have been assigned NPIs to do the
same,

Covered health care providers must
require their business associates, if they
use them to conduct standard
transactions on their behalf, to use their
NPIs and the NPIs of other health care
providers and subparts appropriately as
required by those transactions.

Covered health care providers that are
organization health care providers with
subparts as described earlier in this
preamble must ensure that, when NPIs
are assigned to subparts, either the
covered health care provider or the
subpart {1) uses the NPIs of the subparts
on all standard transactions when their
heaith care provider identifiers are
raquired, (2} discloses their NPIs to
entities that need the NPIs to identify
those subpart(s} in standard
transactions, {3) communicates changes
in required data elements of the
subparts to the NPS, and {4) requires
business associates of the subparts, if
they use them to conduct stendard
transactions on their behalf, to use their
NPIs and the NPIs of other health care
providers and subparts appropriately as
required by the transactions that the
business associates conduct on their
behalf.

b, Health Plans
Health plans must use the NPI of any

_health care provider o1 subpart that has
. been assigned an NPLto identify that .
health care provider or subpart an.all

standard transactions when the NPl is
required. All plans except small health
pians have 24 months from the effective
date of this final rule to implement the
NPI;small health plans have 36 months.
Health pians that need NPS data in
order to create standard transactions
will ba able 10 obtain NPS data from the
NPS. (Seg section I, C. 2. of this
preamble, “Data Elements and Data
Dissemination.”) Use of data from the
NPS in srder to comply with HIPAA
requirements is a routine use as
published in the NPS System of Records
Notice.

HIPAA does nat prehibit a bealth
plan from requiring its enrolled health
care providers to obtain NPIs if those
health care providers are eligible for
NPIs as discussed earlier in this
preamble.

¢. Health care clearinghouses

Health care clearinghouses must use
the NPI of any health care provider or
stubpart that has been assigned an NPI
to identify that health care provider or
subpart on all standard transactions
when the NP1 is required. As with

health plans, health care clearinghouses
will be able to obiain NPS data from the
NPS.

C. Daota
1. NPS Data Structures

Proposed Provisions (§ 142.402]

In section IV, B. of the preambie of the
May 7, 1998, proposed rule, “Practice
Addresses and Group/Organization
Options,” {63 FR 25336), we asked for
public comment on some of the data
structures that woudd be captured in the
NPS for each health care provider.

Comments and Respanses an NPS Data
Structure Concepts

Below are the questions as pased in
the May 7, 1998, proposed rule followed
by a summary of the eemments an{i our
responses: -

a. Should the NPS Captum Practlce
Addresses of Health Care Providers?

Comment:

Responding yes: Some commenters
stated that they need to capture the
multiple practice addresses of a health
care provider for their business
functions. They believe it would be best
to do this once in the health care
provider’s NPS record, rather than in
many local systems.

Responding no: A large majority of
commenters stated that the NPS should
not capture any practice addresses oz
should capture only one physical

“1ocation address per' NPL Some:of these "
commenters believed that each lacation' ™ 0

where a health care providerpractices
needs to be identified, but they believed
lecations should receive separate
identifiers, rather than be 'captured as
multiple addresses in the health care
provider’s NPS record. Many other
commenters noted that health care
provider practice addresses change
frequently and that address information-
will be burdensome and expensive ta
maintain and will be unlikely to be
maintained accurately at the national
tevel. They believe that, if needed, it
shouid ba collected and maintained in
incal systems.

Besponse: The NPS will capturs the
mailing address and one physical
location address for each health care
provider. Only one physical location
address will be associated with each
NPI. Practice addresses would be of
limited use in the electronic matching of
health care providers. The volatility of
practice address information would
make maintenance of the information
burdensome and expensive. Collecting
only ane physical location address
minimizes the burden of data collection
and maintenance, while providing an
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address where the health care provider
can be contacted in situations when a
mailing address is insufficient. For
example, a mailing address containing a
Post Office box number cannot be used
for mail delivery by other than the
United States Postal Service.

b. Should the NPS Assign a Location
Code to Each Practice Addressin a
Health Care Provider's Record?

Comment:

Responding ves: A small number of
commenters recommended that the NPS
assign location codes. Most of these
commenters were health plans that need
to identify all the practice addresses of
a health care provider. They want to use
location codes as pointers to these
addresses in a health care pm\ﬂdel 5
NPS record.

Responding no: A Iarge majority of
commenters siated that the NPS sliould
coliect only one physical focation
address of each health care provider and
shouid not assign location codes. If only
one physical location address is
collected, there is no need to assign
location codes to distinguish multiple
practice addresses, Respondents noted
several technical weaknesses of the
proposed location code. They stated that
the format of the location code would
allow for a lifetime maximum of 800
location codes per health care provider,
and this number may not be adequate
for hezlth care providers with many

_locations. The location code would not
uniguely identify an address; different
health care providers practicing at the ™
same address would have'different ©
location codes for that address, resulling
in complexity, rather than
simplification, for business offices that
maintain data for large numbers of
health care providers. :

Response: The combination of the NPI
assignment strategy described earlier in
this final rule and the data-elements
contained in the standard claim and
squivalent encounter information
transaction eliminate the need for
location codes. The NPS will not
establish location codes.

. Should the NP'S Link the NPl of a
Organization Health Care Provider That
Is a Group Practice to the NPIs of the
Individual Health Care Providers Who
Are Members of the Group?

Comment:

Responding yes: Some comimenters
responded that thay need to be able to
associate organization health care
providers who are group practices with
the individual members of the group,
They believe this association can most
efficiently be maintained once in the
NPS, rather than in many local systems.

Responding no: A large majority of
commenters noted that health cars
provider membership in groups changes
frequently and that this information will
be burdensome and expensive to
maintain and will be unlikely tc he
maintained accurately at the national
level. Some health plans recognize
contractual arrangements that may not
correspond to groups. Commenters
believe that, if needed, membership in
groups should be collected and
maintained in local systems,

Response: We agree that the NPS
should not link the NPl of an
organization health care provider that is
a group practice to the NPIs of
individual health care providers who
are members of the group. The large
number of members of some groups and
the frequent moves of individuals
among groups. would make national
maintenance of group membership
hurdensome and expensive. Contractual
arrangemnents would be impractical to
maintain nationally and would most
likely differ from health plan to health
plan. Most arganizations that need fa
know group membership and
contractual arrangements prefer to
maintain this information locally, so
that they can ensure its aceuracy for
their business purposes.

d. Should the NPS Celliect the Same
Data for Organization and Group Health
Care Providers?

Comment:

" Responding'yes: A large majority of
commenters stated that a distinétion-
between organization and group health
care providers would be artificial and
would serve no purpose.

Responding no: Some commenters
stated that brganization and group
health care providers should be
distinguished in the NPS. None of these
commenters suggested different data
that should be collected for a group
health care provider, as-opposed to an
organization health care provider. We
believe that most of these comments
reflect a recommendation that group
health care providers receive NPIs
rather than a recommendation that
different data be collected for group
health care providers, as opposed to
organization health care providers.

Response: No commenter suggested
that different data be collected for a
group practice than for an organization
health care provider and a strong
majority of commentars stated that the
same data should be collected. We agree
that the NPS should collect the same
data for group and organization health
care providers. Groups will be
enumerated as organization health care
providers.

Comments and Responses on NPS Data
Structure Alternatives

In the May 7, 1998, proposed rule, we
presented two alternatives for the
structure of health care provider data in
the NPS.

Under “Alternative 1, the NP§
weould capture multiple practice
addresses. It would assign a location
code for each practice address of an
individual or group health care
provider. Organization and group health
care provider records would have
different associated data in the NPS.
Group health care providers could have
individuals {such as physicians) listed
as members of the group. and the NPS
would link the NPIs of group health care
providers to the NPIs of the individuals
that make up the group. Under
" Alternative 2,” the NP8 would collect
the mailing address and one physical
location address for a health care
provider. It would not assign focation
cades. It would not collect different data
for organization and group heaith care
providers. It would not link the NPI of
an organization to the NPIs of
individuals or any other health care
providers.

Comument: A majority of respondents
preferred Alternative 2.

Response: The camments on the four
preceding questions and on the two
alternatives indicated a strong
preference for Alternative 2, We agree
with commenters that Aiternatwe 2 will

provide the dala needed to identify the .

health cdre provider at the pational
level. We agree that the NPSrecord will
be based on the data described in
Alternative 2.

Final Provisions

In the “Final Provisions™ portion of
section II. A, 2. of this preamble,
“Definition of a Health Care Provider.”
we describe the entities that will be
eligible to receive NFIs. The data
structures discussed below apply to
every entity that is assigned an NP1

The mailing address and one practice
address (physical location} will be
collected by the NPS for each health
care provider. One physical location
address will be associated with each
NP1

Because only one physical location
address will be collected per health care
provider, location cades will not be
necessary and, therefore, will not be
established by the NPS.

Group practices often have many
members, and individual health care
providers often move from group to
group. Mainienance of this information
on a national level would be difficult
and costly. Many health plans prefer to
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collect and maintain this information
themselves. Therefore, the NPS will not
link the NF1 of a group to the NPIs of
individual health care providers who
are members of that group.

The NPS will collect the same data
from group health care providers as it
will collect from organization health
care providers,

Group practices will be considered
organization heslth care providers and
will be ennmerated as organization
health care providers.

We will design the NPS along the
lines of Alternative 2 as presented in the
May 7, 1998, proposed rule,

2. Data Elements and Data
Brissemination

Proposed Provisions

In the preamble of the May 7, 1998,
proposed rule, in section IV, “Bata,” we
listed the data elements that we
proposed to include in the NPS, We
solicited comments on the inclusion
and exclusion of those data elements
and the inclusion of other data elements
that the public believed appropriate. We
asked how the NPS could be designed
to make it useful, efficient, and low-
cost.

In that same section, we alse posed
data questions and discussed options for
NPS data structures. Section ILC.1. of
this preamble, “NPS Data Structures,”
contains the comments and responses
and decisions made regarding NPS data
stroctires” As aresult of those -
decisions, some data elements that were

“nclided in thelist of proposed data
elements published in the May 7, 1998,
propased rule will not, in fact, be
inciuded in the NPS database.
Therefore, the information in section
IL.C.1. of the preamble should be kept in
mind in reading this section.

Inthe preamble of the May 7, 1998,
proposed rule, in section V., “Data
Dissemination,” we proposed two levels
of dissemination of information from
the NPS:

s {1) Level I—To the entity(ies)
performing the enumeration functions.
Thelse) entity{ies} would have direct
access to the NPS and to all the data
elements in the NPS; and

¢ (2} Level H—To the general public,
The general public would be able to
request and receive selected data
elements, excluding those that are
protected by the Privacy Act. (Requests
for Privacy Act-protected data and
Freedom of Information Act (FOLA)
raquests would be handled in
accordance with existing HHS policies.}

The May 7, 1998, proposed rule
contained a table indicating the level of
dissemination of the NPS data elements.

We proposed that we would charge fees
for data and data files, but that the fees
would not exceed the costs of
dissemination (63 FR 25338). We
solicited comments on the information
that should be available in paper and
electronic formats and the fraguency
with which information should be made
available.

Comments and Responses om Data
Elements and Data Dissemination

Comment: An overwhelming number
of commenters said that the NPS should
contain only the data elements required
to communicate with and uniquely
identify and assign an NPI to a health
cate provider, They believed this
information should be the kind that
could effectively be maintained at the
national level, leaving the more
complex and volatile data to health
pians to capture and maintain, as they
currently do. Many commenters listed
the specific data elements that they
recommended we remove from the list
presented in the May 7, 1998, proposed
rule. The majority of commenters
believe that, as a result of the removal
of the data elements not neaded for
enumeration and communication, the
NPS would be easier and less expensive
to maintain and would operate more
efficiently.

Response: To be valuable, the NPS
must be accurate, up to date, and meet
its intended purpose in the most
feasible way. The NPS must collect
information sufficient to uniquely
identify a health fare provider and
assign it an NPT and must collect
information sufficient to commumnicate
with a health care provider. The data
elements that we have retained are
necessary to uniquely identify and
communicate with a health care
provider. Our decision to reduce the
composition of the NPS to the data
elements needed for unique
identiffcation and communication
remaves many of the data elements that
were proposed to comprise the NPS in
the May 7, 1998, proposed rule. The
comments and responses that follow
contain additional information and
rationale concerning our decision to
include or exclude certain data
elements.

Comment: Some commenters said that
collecting but not validating
certification or school information
would make that information
meaningiess. Most commenters did not
believe the NPS should collect
certification or school information in
the first place becanse it would not be
useful in uniquely identifying the
individual applying for an NP1 They
believe that collection and validation of

this information should continue to be
done by health plans in their health care
provider enrollment processes. Most
commerters supported the collection of
credential designation(s) (for example,
M.D., C8W., and BN, licenss
number{s), and State{s}, which issned
the license(s) for individual health care
providers whose taxonomy
classifications require licenses.

Response: We agree with commenters
that it would be costly to collect,
validate, and maintain certification and
school information. We do not believe
the NPS should replicate unnecessarily
the work carried out by health plans.
We agree that health plans, which do
this work now, should appropriately
continue to do so. The NPS will capture
an individual health care provider’s
license number (if appropriate}, the
State which issued the license [multiple
occcurrences of both data elements), and
the credential desiguation{s). The
credential designation(s) (called
“Provider’s credential designation” in
the May 7, 1998, proposed rule} will be
captured in the data element “Provider
credential text,” which wiit be a
repeating field. This data element was
renamed to make it compatible with
X12N HIPAA data dictionary naming
conventions and also to avoid giving the
impression that the NPS will be
validating the credentials. The license
number and State in which it was
issued will be useful to health plans in
matching NPS records to their health
care provider files. As a result of the
decision not to collect certification and
school information, the following data
elements will not be included in the
NPS:

e Provider certification code;

¢ Provider certification (certificate)
number;

» School code;

» School name;

» School city, State, countey;

= School graduation year.

Comment: Commenters did not see
value in the NP§ capturing "Provider's
birth county name.” They believe the
State name and country (the latter
required if the health care provider was
notf born in the United States) would be
sufficient for identification purposes.

Response: We agree, The “Provider's
birth county name’ data element will be
excluded from the NPS.

Comment: Some commenters
suggested that the “Taxpayer Identifving
Number’” {TIN) be added to the NPS,
They believed this was needed to match
NPS records to health plans’ health care
provider files and that it could help in
unique identification.

Response: We agree that the numbers
used to report income taxes will be
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useful in uniquely identifying health
care providers,

According to the Internal Revenue
Service: {IRS}, three numbers (known as
“Taxpayer Identifying Numbers,” ar
TINs) may be used (depending on
circumstances) to report income taxes:
{1) The Social Security Number (SSN],
assigned by the Social Security
Administration to individuals; (2} the
IRS Individial Taxpayer Identification
Number {ITIN}, assigned by the IRS to
individuals who are not sligible to
receive Social Security Numbers: and
{3) the Employer Identification Number
{(EIN}, assigned by the IRS 1o
organization health care providers (that
is, health care providers that would not
be assigned “‘Entity type code” 1 NPIs}.
For purposes of being assigned NPIs,
health care providers will'be asked

. woluntarily’ to supply their SSN or IRS
- FFIN (if they are individuals who would

be-assigned an “Entity type code” 1
NP1}, or-will be required to supply their -
EIN {if they are organizations that would
be assigned “Entity type code” 2 NPIs).

Requesting the SSN from individual
health care providers will dictate that
we inciude on the NPT application/
update form appropriate disclosure and
Privacy Act statements.

Comment: Some commenters
suggested that Medicare and Medicaid
sanction information be added to the
NPS. One commenter wanted to know.
where sanction dats would be housed

and who would maintain these data; -
“Hesponse:The NPS will not contain .

sanction data or indicators that sanction
data exist. Sanction data were not
inciuded in the data element list
published in the May 7, 1998, proposed
rule. While mamtamers of sanction
databases may incorporate the NFI into
their databases 1o enadble searches by
NP1, the NPS will wot house sanction
information. The Web address for the
Office of Inspector General sanctioned
health care providers file is hitp://
exclusions.olg. hhs.gov/,

Comment: Some commenters said that
“License revoked indicator” and
“License revoked date” should be
inciuded in the NPS.

Response: The NPS will not capture
this or similar information. The
uniqueness of the health care provider
can be established without this
informaticn. This information would
more appropriately be collected by
health plans.

Comment: A number of data elements
were suggested to be added to the NPS.
These included “Owner of the
provider,” “Practice type control code”
{office-based, hospital-based, Federal
facility practice, and other}, “Source of

information for certification,” “Provider
type,” and “Provider specialty code.”

Respanse: The May 7, 1998, proposed
rule did not propose that the NPS
collect health care provider ownership
information. This information is velatile
and already resides on most health
plans’ health care provider enrollment
fites. Practice typs control information
is niot required to uniguely identify or
classify a health care provider for NPS
purposes; theretore, it will not be
included in the NPS. “Source of
information for certification” will not be
captured because, as explained earhier
in this section, certification information
will not be collected by the NPS, The
definitions of “Provider type™ and
“Provider specialty code” may differ
from.ong health plan to another; the
NES will capture the t\fpe(s), _
classification(s), and arealsjof
specialization as described in the
Healthcare Provider Taxonomy Code
set. By capturing this information, we
take into account the specialty
classifications as required by HIPAA.
The taxonomy can be viewed at this
Weh site: http://www.wpe-edi.com/
taxonomy/,

Comment: A commenter suggested
that a health care provider’s "pay-to
addiess” be added to the NP3, Anocther
eommenter stated that health plans will
use the health care provider’s mailing
address as the pay-to address. Another
commenter suggested that HHS consider
electronic data mtez‘change (EDD
addresses for inclusion inthe NPS.

Response: In'most situations, a health
care provider's “pay-to address™ is'its
mailing address. Therefore, we do not
believe it is necessary to add a “pay-to
address” to the NPS. Because ED}
addresses are not standardized at this

time, they will not be included in the

NP3, The composition of the NPS will
e revised if necessary in the future,

Comment: Several commenters
suggested adding the name of the
establishing enumerator or agent and
the nams and telephone number of the
enurnerator who made the last update to
the NPS. They believe that this
information would help ensure the
acturacy of the database by preventing
multiple enumerators from updating or
attempting to update the same records.

Response: As discussed in saction J1.
B. 2. of this preamble, “Health Care
Provider Enumeration,” there will be
one entity, under HHS direction, that
will be charged with enumeration
functions. The decision to use a single
enumerator renders the data elements
proposed by these commenters
unnecessary. The “Establishing
enumerator/agent number’ will not ba
inchided in the NPS.

Comment: One commenter suggested
we add “Provider status™ and “Date of
deactivation” to the NPS.

Besponse: In section IL. A, 2. of this
preamble, “Definition of Health Care
Provider,” we describe the reasons why
an NPI may be deactivated. We have
added to the NPS two new data
elements: “National Provider Identifier
deactivation reascon code’ and
“National Provider Identifier
deactivation date.” These data elements
will capture the information suggested
by this commenter. (It should be noted
that “Provider’s date of death” will be
excluded as a data element from the
NPS, Fact of death and resulting
deactivation date will be captured in the
two new data-elements.) We have also
added a data element called “‘National
Provider Identifier reactivation date;”
which will capture the date that a health
care provider's NPI is reactivated. :

Comment: Several commenters
suggested adding "“Crass reference {o
replacement NPL"” They thought it
would be important tolink former and
current NPlIs,

Response: In section TL A. 2. of this
preamble, “Definition of Health Care
Provider,” we explain thatan NPI is
designed to last indefinitely. There may,
however, be an unusual circumstance
that would justify a health care
provider's request to be issued a new,
different NPL In these situations, the
NPS will link the new, or repiacement
NPLto the previous NPI[S) of that same _

“Health care provxéer By “same health
" ‘care provider,”
" exactly the same data élements, or string

we'niean an-entily wﬂh

af NPS data.) We will add two new data
elements to the NPS: “Repiacement
NPI" and “Previcus NPL” Both will be
repeating fields {see '‘Date Status’
preceding the National Provider System
Data Elements and Data Dissemination
table}. When a user retrieves the NPS
record of a health care provider, either
of those fields may contain data, (If
neither field contains dats, the health
care provider has had only one—its
original—NFL} The user can then
retrieve the related NPS record by
requesting the record of the NPI
app{}aring in the “Replacement NPT~ or
the “Previous NPT field, whichever is
appropriate.

omment: One commenter suggested
that “Effective from™ and “Effective
through” dates be added for telephons
numbers and addresses.

Response: We expect that the NPS
will be designed to associate dates with
the information about a health care
provider, thus creating a history of a
health care provider's record. When
changes are made to a health care
provider's telephone number or address,



3454

Federal Register/Vol. 69, No, 15/ Friday, January 23, 2004/Rules and Regulations

that health care provider’s record will
include the dates of those changes.
“Effective from’” and “Effective
through” dates for telephone numbers
and addresses may not hold true; there
coujd be unexpected situations that
could cause changes to occur sooner or
later than reported. We believe it will be
maore aceurate to include a date to
reflect each time a change is made in
this information.

Cormment: A commenter suggested
that the On-line Survey Certification
and Reporting Systerm (OSCAR) number
be maintained after the initial load of
Medicare providers, and that the NPS
inclade a “Facility type"” indicator for
OSCAR providers.

Response: As explained earlier in
section I B. 2. of this preamble,
‘"Health Care Provider Enumeration,”
we are ovaluating the feasibility of -
populating the NPS with exzs%mg
Medicare provider files, If this is done,
the DSCAR number; which isa -
Medicare-assigned number, will be
captured in the NPS antomatically.
Whether or not we populate the NPS
with Medicare filas, the NP
application/update form will collect
health care provider identification
numbers that are assigned by certain
health plans (including Medicare} and
other organizations. Health care
providers that apply for NPIs will be
able to furnish these numbers {‘Other
provider identifier”} and to indicate the

type of number being furnished (for
.example, OSCAR! UPIN, DEA, and ™
Medicaid] (*Other'provider identifier
type code”’}, on the NPI application/
update form. These will be optional and
repeating NPS data elements, The NPS
will capture as many “Other provider
identifier” entries and the
corresponding “Other pravider
identifier type code” entries as'are
reported on the NPT application/update
form. The NPSwill apply changes or
updates to the “Other provider
identifier” or “Other provider identifier
type code” when health care providers
notify the NPS of changes to this
information.

The NPS will not require a *Facility
type” indicator for health care providers
with OSCAR numbers. It will collect the
Healtheare Provider Taxonomy Code on
the NPI application/update form.

Coemment: Several commentiers
suggestad the NPS retain the health care
provider mailing and health care
provider practice (provider location)
phone number, facsimile number, and
electronic mail address only during the
initial assignment of NPIs, and then
discontinue maintenance of this
information.

Response: These data elements are
needed for communication with the
health care provider. HHS may need o
communicate ‘with a health care
provider at any time during the
implementation period or after.
Therefore, these data elements will be
maintained beyond the initial
assignment of NPIs, In section II, A. 5.
of this preamble, “ITmplementation
specifications for Health Care Providers,
Health Plans, and Health Care
Clearinghouses,” we are requiring
health care providers who are covered
entities to update their required NPS
data, which includes the data elements
noted in the comment abave, whenever
chanpes occur.

Comment: Many commenters
suggested that several data slements be
repea%ed for example: Provider’s other
name” and ‘'Provider’s other name."

type”’; “Other provider number” and

“Other provider member type’;
“Previder license number” and
“Provider license State™; “Provider
classification”; the data elements
associated with schools; and the data
elements associated with credentials,

Response: The data element table
appearing in the May 7, 1998, proposed
rule did not indicate repeating fields. In
the Nationa! Provider System Data
Elements table at the end of this section,
repeating fields are noted as such. The
NPS will contain as many repeating
fields as there is information for

. Provider otherlast or other .. .. :
+ organization naine” and *‘Providerother
~last'orother orgamzatmn name type

code,” As mentioiied earlier, the NPS
will also be able to accommodate
multiples of other health care provider
nuinbers i the 'data elemant “Other
provideridentifier” and types of other
bealth care provider numbers in the
data slement “Other provider identifier
type cade,” The NPS will accommodate
multlple éntries for “Pravider license
number” and “Provider license State.”
As explained earlier, the school
information will be excluded from the
NP8, "Provider credential text” (for
example, M.D. and D.D.S) willbe a
repeating field. These repeating fiekds
are either optional or situational and
will not be validated.

Comment: Many commenters asked
that “Provider’s race” be removed from
the NPS. They did not believe it would
be accurately reported. They stated that
t’zlere are inconsistent definitions for

“race’; they did not understand the
purpose for collecting this information.

Response: We understand and
appreciste the comments stating that the
NPS should be capturing only what is
needed for unique identification of and
communication with a health care

provider. While collection of race and
ethnicity data could support a number
of important research activities, this
information is not needed to uniquely
identify a health care provider; thus, we
have concluded that the NPS is not the
appropriate vehicle for callecting this
information. Therefore, we will not
collect these data elements even on an
optional basis.

Comment: Several commenters
suggested that a number of other data
elements be excluded from the NPS: all
user-requested data elements {these
were denoted by a “U" in the data
slement list in the May 7, 1598,
proposed rule), “Other provider
number,” “Gther provider nuinber
type,” “Organization type control
code,” “"Provider certification code,”
“Provider certification {certificate)
nimber,” “Provider license number,”
“Provider license State,” ““School code,
“School name,” “Scheol city, State,
country,” "“School graduation vear,”
“Provider classification,” “Date of
hirth,” all electronic mail addresses and
fax numbers, “Date of death,” “Provider
sex,” and “Resident/Intern code.”

Respoanse: We stated in the previous
respense that “Provider race code”
{which was a user-requested data
elemant in the list included in the May
7, 1998, proposed rule} will not be
retained. We discussed all other data
elements presented as user~rec;uested
data elements in the list in the May 7

sy

1948; pmposed rule in previgus ..
: commems arid responses except for

“Organization type control code” and

“Resident/Intern code.” Thase fwo latter
data elements will be excluded; they are
not needed for the unique identification

-of or communication with a heslth care

provider,

Comment: Several commenters
questioned the use af “optmnal” data
elements, believing that “optional”
information will rarely be furnished
and, if it is furnished, may not be
reliable and probably would not be kept
current.

Response: Certain information about
health care providers that is desirable to
uniquely identify them in arder to
assign NPIs cannot be requived to be
furnished. “Situational” data elements
should not be confused with “aptional”
data elements, “Situational” data
elements are raquired if a certain
situation, or condition, exists.
“Opticnal” data elements do not have (o
be supplied at all. For example,
“Provider other last or other
organization name” is optional. A
health care provider may choose not to
report & former name or & professional
name. We have altempted o make as
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few data elements as possible
“optional” in the NPS,

Comment: Several commenters
suggested that data element names,
qualifiers, and definitions be consistent
with the X12N HIPAA data dictionary.

Response: The NPS data element
names, qualifiers, and definitions,
wherever possible, are mappable to
those in the X12N HIPAA data
dictionary and are compatible with
X12N naming conventions. We believe
the mapping capability and naming
convention compatibility are essentially
what the commenters wanted and
helieve we have satisfied their concerns.

Comment: Two commentem sucgested
that the. Dirug Enforcement =
Administration {DEA nﬁmber ba.
collgcted from health care providers that
have pne.

Resplrmse‘-- The DEA: mzmiaer ds an

E-, e
: 1p<}rtant

te |
. “Several commenters
%ﬁ*‘; suggested that we publisk a data mpdel
" -, and recordilayout or both describing in
- detail the data slements; field Jengths,
format, repeating fields, and required
42 and situational fields.
-4~ Response:The data element table in
this preamble includes an indication of
“reguired,” “optional,” or “situational”
- for each data element, and rapeating
éat& slements are noted as sach. More
. éatailed information, as requested in the
comment, will be posted 1o the CMS
Web site (http://www.cms.hhs.gov}
when it becomes available during the
NPS design.

Comment: Several commenters said
an audit trail of NPI updates is needed
for qualified users, This would indicate
which enumerator updated which
fields.

Response: The NPS will constroct an
audit trail. We expect that the audit trail
would include the date a change was
made, the old value, the new value, and
the initiator of the change. As stated in
section IL B. 2. of this preamble,
“Health Care Provider Enumeration,”
there will not be muitiple enumerators.
The NPS will contain a date {“Last
update date”) that will indicate when a
change was made to a health care
provider's record. Extracts containing

& ir“°

o e

NPS changes will be made available in
HHS-determined format and media to
satisfy requests from approved users
{ses later discussion in this section of
the data dissemination strategy).

Cornment: Several Medicaid State
agencies suggested that the Healthcare
Provider Taxonomy Code set contain all
health care provider types and
specialties needed by Medicaid plans.
Another commenter asked that the code
set reflect services provided by
pharmagists. Anothar stated that the
code set did not contain a eategory for
pain medicine. Several other
commenters said the taxonomy code set
is inconsistent,

Response: Until recently, this code set
was maintained through an open
precess by the National Healthcare
Provider Taxonomy Commities for use
in Accredited Standards Committes
X12N standard transactions. It is now
mainiasined through an open process by
the National Uniform Claim Committes.
The Webh site at which the code set is
available is http://www.wpe-edi.com/
taxonomy/. The web site contains
information on how changes to the code
set can be requested. {Note: Pharmacy
service providers and physicians whaose
specialization is “Pain Medicine” are
included in the code set.} Comment:
Several commenters suggested that the
NPS ¢ontain a feature whersby the
Healtheare Provider Taxenomy Code set
classifications will be available for
selection when applying for an NPL

Hesponse ‘We will consider this
comment in the design of the NPI
application/update form.

Commeni: Many commenters
supported the creation of an industry-
wide forum to determine the data
element content, identify the mandatory
and optional data elements, and
determine the data dissemination
requirements of the NPS, They
recommaended that WEDT foster such a
group,

Response: WEDI is named in the Act
as an external group with which the
Secretary must consult in certain
circumstances in standards
development. Te address these issues,
WED! formed several workgroups,
which consisted of representatives from
svery aspect of the health care industry.
Following the workgroups’ meetings,
WEDI supplied HHS with comments on
NPS data, data dissemination, and other
issites, supplementing the comments
WERN provided to HHS during the
public comment period. We have
considered these comments in
developing this final rule.

Comment: Most commenters did not
favor the two-level data dissemination
approach presented in the May 7, 1998,

proposed rule but favored instead a
three-level approach:

+ Commenters agreed that only the
entity performing the enumeration
functions and HHS should have access
to the entire NPS,

+ Commenters did not want Privacy
Act restrictions violated but believe that
our approach denied health plans and
certain other health care industry
entities information that they needad in
order to process HIPAA transactions,
while it gave the general public an
excessive—and unnecessary—amount of
information. They said that health plans
and other health care industey entities
required certain Privacy Act-protected
data in order to accurately match their
health care provider files with NPS data
to effectively implement HIPAA
requirements, Many suggested that
hesalth plans and health care
clearinghouses be permitted o obtain
coples of the database and periodic
update files so that they can maintain
files that are continually consistent with
the NPS. Some commenters suggested
an on-line query and response system be
developed for health plans to verify a
health care provider's NPL Others
wanted electronic transactions designed
that could be sent to the NPS with a
response returned. These transactions
might request all available data, regional
data, new records only, and updated
records only. Some commenters
suggested that health plans have batch
and interactive access capabilities to the
NPS, stating that health plans will
reqiiire daily batch updates of new and
changed records, particalarly during the
implementation period. Some suggested
that changed records be available for
electronic download daily and weekly,
and monthly by CD ROM and diskette.
Still others preferred that health care
entities receive data through the Internet
with secure identifiers.

* OUne commenter stated the NPS data
should be used strictly for enumeration
and that no NPS data should be made
avaitable to the public. This commenter
recomrmended that the public and others
obtain NPIs from the health care
providers themselves, not from the NPS.
Some commenters believe it
inappropriate for the general public to
took to the NPS as the source of any but
the most general types of information
about health care providers. Some
commenters expressed concern that
public relsase of too much information
[particularly, full addresses} could
subject health care providers to receipt
of funk mail and other unsolicited
materials.

« Commenters recommended that
agreements be signed by anyone
receiving NPS data to ensure the
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information released would not he used
for marketing or mailing list generation
or sold or transferred to another entity,

+ Several commenters stated that
perscenally identifiable data about health
eare providers, contained in the NPS,
should be available o researchers for
clinical and financial cutcomes analyses
after appropriate agreements are si ned

» One commenter suggested rea
only accass {0 the NPS data for all users.

» Several commenters stated that the
data dissemination policy should be
consistent with the routine uses of NPS
data as published in the NPS System of
Records Notice {63 FR 40287],

» The three dissemination levels
suggested by commenters were:

* Level 1—Available to HHS and tha
entity with which HHS contracts to
perform the enumeration functions.

» Level Z—Available to health plans
and certain other heaith care industry
entities that require certain Privacy-Act
protected data to match their health care
provider files to NPS data.

» Level 3—Available to the general
public.

Response: In order to keep costs low
we must make the NPS data
dissemination strategy as efficient and
uncomplicated as possible. The number
of formats and access options will need
to he limited,

We view the NPS as & health care
provider identificafion and enumeration
systen:, capturing the information
required to perform those functions and
disseminating information needed by
health plans'and otherentities to.

* effectively carry out the provisions of
HIPAA, We agree with the majority of
commenters who stated that health
plans and certain other health care
industry entities require NPS data, -
including some data that are protected
by the Privacy Act, in order to
effectively conduct HIFAA transactions.
(Privacy Act-protected data are those
that reveal or could reveal the identity
of a specific individual when used alone
or in exmbination with or linked to one
ar more data elements.}

Comment: Some commenters
suggested that a health care provider be
able to acecess its own NP§ data through
the Internet to ensure its acouracy and
to facilitate updating the information.

Hesponse: This comment will be
considered in the design of the NPS; if
it is determined to be feasible, this
access will be made available.

Comment: Several commenters
supported charging reasonable fees or

subscription rates for web-based data
access options; for example, HHS could
charge an annuai subscription fee for
uniimited downloads and a different
subseription fee for monthly downloads.
Some commenters asked if on-line
access charges would be based on time
or on a per file access basis,

Some commenters beiieved that usage
fees should not be limited to the cost of
producing the data but should be linked
to the costs and value of establishing
and using the NPS.

Many commenters stated that the
enumerator(s) shouid not have to pay
for NPS data.

One commenter, who had suggested
the enumerator be & public and private
sector trust, suggested that
dissemination fees be established and
administered by the public and private
sector trust.

Response: The design of the NPS will
facilitate making information available
in an efficient manner, which will
involve the use of the Internet. We are
reviewing the issue of charging fees, and
intend to consider charging fees to the
extent our authority permits.

Final Provisions (§ 162.408(k) and [f})

The NPS Data Elements Table lists the
data elements that we expsct to collect
about a health care provider and which
will be included in the National
Provider System (NPS), The data
element table is not intended o be used
for dats design purposes. During NPS
design-and development, the names and:
attributes of the data elements may be
revised, We are including this listing to
show readers the kind of information
that we expect will be collected shout
health care providers or that will be
NPS-generated (for exampie, the NPI)
about health care providers. The table
does not include systems maintenance
or similar fields.

Description of the information
contained in each eclumn of this table:

Data Element Name: The name of the
data element residing in the NPS.

Pescription: The definition of the data
element and related information.

Data Status: The instruction for
furnishing the information being
requested in the data slement. The
abbreviations used in this column are as
follows:

Required {R}: Required for NP1
assignment. NPS-generated {NG):
Generated or assigned by the NPS.
Optional {O}: Not required for NPI
assignment. Situational {S}: If a certain

condition exists, the data element is
required. Otherwise, it is not required.
Repeat (RPT): Indicates that the data
element is a repeating field. A repeating
field is one that can accommodate more
than one separate entry. Each separate
entry must meet the edits, if any,
designated for that data element.

Daota Condition: Describes the
condition{s) under which a
"‘Situational” data element must be
furnished. NOTE: The abbreviation NA
means “not applicable.”

Entity Types: The “Entity type codes”
to which the data element applies. See
the description of the dats element
“HEntity type code™ in the table,

Use: The purpose for which the
informaticn is being coliected or will be
used.

I: The data element supports the
unique identification of a health care
provider.

A: The data element supports
administrative implementation
specifications.

Dissemination of data from the NPS is
a complex process. It must be
responsive to requests from covered
entities for NPS information that they
need in order to comply with HIPAA.
We expect a high volume of such
requests, primarily from health plans,
once NPIs begin to be assigned. At the
same time, the dissemination process
must ensure compliance with the
provigions of the Privacy -Act,the
Freedom of Information At the |
Electronic FOIA Amendments of 1906,
and other applicable regulations and
guthorities, and must be consistent with
the NPS Systemn of Records Notice,
which was published on July 28, 1998,

We expect to make routinely
available, via the Internet and on paper,
HHS-formatted data sets that will
contain general identifying information,
including the NP1, of encmerated
organization health care providers and
subparts of such health care providers
{as described earlier in this preamble).

Because of complexities that are
inherent in disseminating data from the
NPS, it is necessary fo eliminate from
the NPS Data Elements Table the
column that, in the proposed rule,
indicated the date dissemination level.
Gur data dissemination strategy and the
process by which it will be carried out
will be described in detail at a later date
and published in a notice in the Federal
Register.



Federal Register/Vol. 69, No. 15/Friday, January 23, 2004/Rules and Regulations

3457
NPS DATA ELEMENTS
e Data Data condition Entit
Data element name Description status (situationat status only) typeg Use
National Provider Indentifier (NP} 10-position all-numeric identification num- | NG NA e e 1.2 .01
ber assigned by the NPS io uniguely
identify a health care provider.
Entity type code {type of heaith | Code describing the iype of health care | R NA 1,2 .. A
care provider assignad an NPi). provider that is being assigned an NPI.
Codes are 1 = ({Person) individual
human being who furnishes heaith care;
2 = {Non-person}. enfity other than an in-
dividual human being that furnishes
health care {for exampie, hospital, SNF,
hospitat subunit, pharmacy, or HMOY.
Replacement  National Provider | The most recent NP issued by the NPS o | NG Reguired # provider has been| 1,2 ... 1
{dentifier. this provider. Issuance of a Replacement ;1 S issued a replacement NP
NPI by the NPS would be an unusual cir- | RPT
cumstance in which the provider re-
quested a new, differeni NP for a valid
reason. lssuance of a Replacement NPI
is different from NP! deactivation and NPI
: reactivation.
Previcus National Provider ldenti- | The NP that had previously been issued to | NG Required if provider previously had | 1, 2 ... {
fier, this provider. S been issued a different NPt
RPT
Provider Social Security Nurnber | The SSN:assigned by the Sccial Security | O NA e | b H
{SSN}. Administration (S8A)} to the individual
being identified.
Provider 1RS individual Taxpayer | The taxpayer identifying number assigned | O NA e LT H
Identification Number (IRS ITIN). by the IRS {to individuals who are not eli-
gible to be assigned SSNs) to the indi-
vidual being identified.
Provider Employer Identification | The Emplover ldentification Number (EIN), [ 8 Required if the provider has an i 2 .. H
Number (EIN). assigned by the RS, of the provider EIN.
being identified.
Provider last name or organization | The Tast name of the provider (if an indi- | R NA e 1.2 ... H
name. vidual} or the name of the organization
provider. If the provider is ar individual,
- this i the Jegal-name. If the provider is
- juranorganization, this is’ the tegal business
S _ ename. '
Provider firsst name .o | The first name of the provider, If fhe pro- | S Required i the provider's NPt s 11 ... }
vider is an individual. Entity type code = 1.
Provider middle name .................. | The middie hame of the provider, # the pro- | 8 Required if the provider's NPt is : 1 ... I
vider is an individual. Entity typa code = 1 and the
) provider has a middle name,
Provider other last or other organi- | Other fast name by which the provider | O NA e F 1,2 |
zation name. being identified is or has been known {If | RPT
an individual} or other name by which the
organization provider ig or has been
knowh.
Provider other last or other organi- | Code identifying the fype of cther name. | S Regquired # "Provider cther last or 1 1.2 ...
zation name type code. Codes are: 1 = former name; 2 = profes- | RPT other organization name” con-
sional name; 3 = doing business as {dib/ tains data. Codes 1-2 apply to
a) name;, 4 = former legal business individuals, codes 3-4 apply ©
name; 5 = other. organizations; code 5 applies to
both.
Provider other first name ............ | Other first name by which the provider S Reqguired If “Provider other last or | 1 ... [
being identified 5 or has been known (if | RPT organization name” contains
an individual). This may be the same as data and the providers NPi is
the "“Provider first name” if the provider is £ntity type code = 1,
or has been known by g differant fast
name only.
Frovider other middle name ........... | Other middie name by which the provider | S Reqguired if "Provider other last or | 1 ... |
being identified is or has been known (if | RPT organization  name”  contains
an individual}, This may be the same as data, the provider NPT is Entity
the "Provider middle name” if the pro- type code = 1, and the provider
vider is or has bean known by a different has a middle name,
. last name only.
Provider name prefix text ............... | The name prefix or salutation of the pro- ;1 O NA e B !

vider if the provider is an individual, for
example, Mr., Mrs,, or Corporal.
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NPS DATA ELEMENTS—Continued

code,

the provider being identified.

United States.

e Pata Bata condition Entit
Data glement name Description slatus (sHtuational status only} typeg Use
Provider name suffix text ... The name suffix of the provider if the pro- | O NA s | I |
vider is an individual. The name suffix is
a “generation-related” suffix, such as Jr.,
S, i, HE IV, or
Provider credential text ................ | The abbreviations for professionat degrees | O NA e 1 |
or credentials used or held by the pro-
vider, if the provider is an individual, Ex-
ampies are MD, BDS, CSW, CNA, AA,
NP, RNA, or PSY. These credential des-
ignations will not be verified by NPS,
Provider first line mailing address .. | The first line malling address of the pro- | R NA e 1,2 .. A
vider being identified. This data element
may contain the same information as
“Provider first line focation address”.
Provider second line mailing ad- | The second line mailing address of the pro- | S Required if it exists ................... L2 A
dress. vider being identified. This data slement
may contain the same information as
“Provider second line iocation address”,
Provider meailing address State | The State or Province name inthe mailing | § Requirad if the address has no 1,2 ... A
name. address of the provider being identified, State code bul contains a State
This data element may coniain the same or Province name.
information as “Provider iocation address
State name”,
Provider mailing address postal | The postal ZIP or zone code in the maliing | S Reguired if the address is inside ! 1,2 ... A
code, address of the provider being identified. the United States or has an as-
NOTE: ZIP code plus 4-digit extension, ¥ sociated postal code.
available. This data element may contain
the same information as “Provider loca-
tion address postal code”.
Provider mailing address country | The country code in the maifing address of | & Required if address is ouiside the 11,2 ... | A
code, the provider being identified. This data United States.
element may contain the same informa-
tion as “Provider location address coun-
iry code”,
Provider mailing address {elephone The telephone number associated with | S Required i provider mailing adﬁ 1.2 ... A
.. -humber. mailing- address - of - the provider -being firess hasazelephone
: “identified.” This data element may contain’ .
“the same’ information as "Provider loca-
: tion address telephdne number’.
Provider mailing address fax num- | The fax number associated with the mailing | O NA e 11 2 A
ber. address of the provider being identified.
This data eiement may contain the same
information as “Pravider location address
fax numbaer”,
Provider first line location address | The first line location address of the pro- | R NA e V1,2 A
vider being identified. For providers with
more than one physical location, this is
the primary location. This address cannot
include a Post Office box.
Provider second fine location ad- | The second line locafion address of the ;i S Required if it exists .................... 1,2 LA
dress, provider being ikdentified. For providers
with more than one physical location, this
is the primary location. This address can-
not inglude a Post Office box.
Provider location address cify | The city name in the location address of | R NA L L L 2 A
name, the provider being identifisd.
Provider locoation address State | The State code in the location of the pro- | 8 Required if address is inside the | 1,2 ... A
code. vider being identified. United Stales or has an associ-
ated State code.
Provider location address State | The State or Province name in the location | 8 Required if the address has no | 1,2 ... | A
name. address of the provider being identified. State code but contains a Siate ’
or Province name.
Provider location address postal | The postal ZIP or zone code in the location | § Required If the address is inside | 1,2 ... A
code. address of the provider being identified. the United States or has an as-
NOTE: ZIP code pius 4-digit exiension, # sociated postal code,
availabie.
Provider location address country | The country code in the location address of | 8 Required if address is outside the [ 1,2 ...
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NPS DaTA ELEMENTS—Continued
- Data Data condition Exntit
Data element name Description status (situational status only) type)s, Use
Provider locatton address tele- | The telephone number associated with the | R NA e | 2 A
phone number, location address of the provider being
identified.
Provider location address fax num- | The fax number associaled with the loca- | O NA 1,2 A
ber, tion address of the provider being identi-
fied,
Provider taxonomy code ... Cade designating the provider type, classi- | R NA 1,2 L1
fication, and specialization. Codes are | RPT
from the Healthcare Provider Taxonomy
code list. The NPS will associate these
data with the lcense data for providers
with Entity type code = 1.
Other provider identifier ................. | Additional number cumrently or formerly { O NA e PR 2
used as an ideniifier for the provider | RPT
being identified. This data element will be
captured from the NP applicationfupdate
form. )
Other provider identifier type code | Code indicating the type of ientifier cur- O NA e L B2
rertly or formerly ‘used by the provider | RPT
bsing’ identifled.” The codes may reflect
UPIN, "NSC, OSCAR, ' DEA, ‘Medicaid
‘State or PIN identification numbers. This
data element will ‘be captured. from the
NP applicationfupdate form.. 1
Provider enumeration date ........... | The date the provider was . assigned a1 NG NA .. 1.2 1A
unigue identifier {assighed an NP
Last update date ..................cocoee. | Tha date that a record was last updated or | NG NA e 1,2 ...
changed,
NPl deactivation reason code ........ | The reascn that the provider's NPi was de- | 8 Required if NPl has been deacti- | 1,2 ... | A
activated in the NPS. Codes are: 1 = vated.
death of entily type “1° provider; 2 = enfi-
ty type “27 provider disbandment; 3 =
fraud. 4 = pther (for example, retirement).
NP deacfivation date ................... The date that the provider's-NP| was de- | § Required if "NPl dsactivation 1,2 ... A
activated in the NP3, code” contains data.
NP reactivation date ... The date that the. ;Jrowders MNPl was reac- | NG NA ... FE T 1.2 . A
. . o Svated in the NPS.. . " PSR
Provider birth date ... i S Reqmred 1f the prcv;cﬁars NP st 1 H
Lo i : : : - Entity type code =1, [
- Provider birth State code” ... The code represer;%mg Zhe State in whlch 8 Required if born in Umted States . |1 ... H
the individual being identiied was born,
X12N code lists and names wili be used
for this element,
Provider birth country code ............ | The code represenimg the country in which | § Required if country is other than | 1 ... H
_ the individual being identified was bormn.. United States.
Provider gender code .................... | The code designating the provider's geader 8 Required i the provider's NPt is |1 ... I
if the provider is a person. “Entity type code = 1.
Provider kcense number ... The dicense number issued to the provider ; S Required for certain “Provider tax- | 1, 2 ... |
being dentified. The NPS can‘accommo- | RPT onomy codes.”.
date multiple license numbers for multiple
specialties and for muliiple States. The
NPS will assoclate this data elemant with
"provider taxonomy code”.
Provider license rnumber Siate | The code representing the State that [ S Required if "Provider license num- 1 1,2 ... |
code, issued the license fo the provider being | RPT ber" contains data,
identified. This field can accommodale
multiple States. W is associated with
“provider license number,
Aughorized officiat last name ... The last name of the person authorized fo | R 2 e ]
submit the NP application or fo change
KPS data for a health care provider.
Authorized officiat first name ... | The first name of the authorized official ... | R U RSO UIURE I S i
Agtharized official middle name ... The middle name of the authorized official | 8 Required f the authorized official 1 2 .. }
fias a middie name.
Authorized official tithe or position .. | The tite or position of the authorized official | S Required if the authorized officlal : Z .. }
has a title or position.
Authorized official telephone num- | The 1G-position telephone number of the [ R 1 e 2 .. H
ber. authorized official.
Contact person last name ... The last name of the person 16 be con- | R | v 1.2 .. H
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Data Data condition Ertity

Data element name Pescription status {situational status oniy) types | Use
Contact person first name ............. | The first hame of the contact person ... I R R VO PR VR PSRRI UUUOTRTOROPPTR N TUD” PRI I |
Contact person middle name ......... | The middie name of the contact person ... S Required if the contact person has | 1,2 ... }

& middie name.
Contact person name suffix text ... | The name suffix of the contact person (for | O NA e | 1 2 |
example, Jr., Sr., 1, Hl, IV, or V).

Contact person credential text ....... | The abbreviations for professional degrees
or credentials used or held by the contact
parson. Examples are M.D., R.N., or PhD.

The title or positicn of the contact person ... | 8

NA e | 12 |

Contact person title or position ... Required if the contact person has ¢ 1,2 ... |
a title or position.
The 10-position telephone number of the | R PSSO UUTUURTOROTORUNUIE S I~ SN |
confact person. ’
The electronic mail address associated with | S

the maiting address of the contact person.

Contact person telephone number

Contact petson mailing address
electronic mail identifier.

Required if the contact person has 1 1,2 ... 1 |
an electronic mail identifier as-
sociated with the mafling ad-

dress of the contact person.

D, New and Hewsed Standards o

' Comments and responses.on new and
revised standards can be found in the
Trapsactions Rule {65 FR'50343).
Generally, we may modify a standard
after the standard has been in effect for
at least a year, unless we determine a
modification is necessary sooner in
order to permit compliance with the
standard. The Secretary may not require
compliance with a modification until at
least 180 days after the modification is
adopted. We will consider requests for
modifications to the standard unique
health identifier for health care

R pmwders

s ih Summary of Rewsmns to
Regulations Text . :

We added a definition for “Covered
heaith care provider” at § 162.402. In
addition to the changes discussed
above, minor crganizational or
etmformmg changes were made to other
sactions of the regulations text,

1V. Collection of Information
Reguirements

Under the Paperwork Reduction Act
of 1995 (PRA)}, agencies are required to
provide a 30-day notice in the Federal
Register and solicit public comment on
a collection of information requirement
submitted to the Office of Management
and Budget (OMB]) for review and
approval. In order to fairly evaluate
whether an information collection
should be approved by OME, section
3506(c)(2)(A} of the PRA requires that
we solicit comment on the Islowing
issues:

« Whether the information collection
is necessary and useful to carry out the
proper functions of the agency.

» The accuracy of the agency’s
estimate of the informatian sellection
burden.

+ The quality, utility, and clarity of
the information to be collected.

+ Recommendations to minimize the
information collection burden ¢n the
affected public, including automated
collection techniques.

§162.410{a)(1] Through fa){6)
Implementation Specifications: Health
Care Providers

A health care provider whois a
covered entity must obtain, by
application i necessary, an NPI from
the NPS and must use the NPI it
obtaihed to identify ifself on all

‘standard transactions where its provider
‘identifier is required, A covered health

carg provider mist ensure that'its
subpart{s), if assigned an NPi(s), does
the same. A covered health care
provider must disciose its NP1, when
requested, to any entity that needs the
NPI to identify that health care provider
in a‘standard transaction.-A covered
health care provider must ensure that its
subpart(s), if assigned an NPI(s), does
the same. A covered health care
provider that has been assigned an NP1
must notify the NPS of any changes in
its required data within 30 days of the
change. A covered health care provider
must ensure that its subpart{s), i
assigned an NPi(s), does the same. A
covered heslth care provider that uses
one or more business associates to
conduct standard transactions on its
behalf must require its business
associates to use its NPI and other NPIs
appropriately on standard transactions
that the business associate conducts on
its behalf. A coverad health care
provider must ensure that its subpart(s},
if assigned an NPI(s), and if the
subpart(s) uses one or more business
associates to conduct standard
transactions, does the same.

§162.412 Implemertotion
Specifications: Health Plans

A health plan must use the NPI of any
health care provider or subpart in any
standard transaction that requires the
standard unigue health identifier for
health care providers, A health plan
may nof require a health care provider
that has been assigned an NPI to obtain
an additional NPL

§162.414 Implementation
Specifications: Health Care
Clearinghouses

A health care clearinghouse must
obiain and use the NPI of any health
care provideror subpari: in any standaré
transaction that requires the standard.
unigue identifier for health care
providers,

Applicability of the PRA 1o the
Retuirements

The smerging and increasing uses of
health care EDI standards and
transactions have raised the issue of the
applicability of the PRA. The Office of
Management and Budget {OMB] has
determined that this regulatory
requirement {which mandates that the
private sector disclose information and
do so in a particular format] constitutes
an agency-sponsored third-party
disclosure as defined under the PRA.

HIPAA requires the Secretary to adopt
standards that have been developed,
adopted, or modified by a standard
setting organization, unless there iz no
such standard, or unless a different
standard would substantially reduce
administrative costs, OMB has
concluded that the scope of its review
under the PRA would include the
review and approval of our decision to
adopt or retect an established industry
standard, based on the HIPAA criterien
of whether a different standard would
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substantially reduce administrative
costs. For example, if OMB concluded
under the PRA that a different standard
would substantially reduce
administrative costs as compared to an
established industry standard, we
would be required to reconsider our
decision under the HIPAA standards.
We would be required to make & new
determination of whether it is
appropriate to adopt an established
industry standard or whether we shoutd
enter into negotiated rulemaking to
develop an alternative standard (section
1172(e)2)(A) of the Act).

The burden associated with the
requirements of this final rule, which is
subject to the PRA, is the initial one-
time burden on health care providers
who are covered entities to apply for an
NP and later, as necessary, to furnish
updates, and onthe covered entities
identified above to modify their current
processes to implement the NP
However, the burden associated with
the routine or ongoing use of the NPl is
exempt from the PRA as defined in 5
CFR 1320.3(b){2)..

Based on the assumption that the
burden associated with systems
modifications that need to be made to
implement the NPI may overlap with
the systems modifications needed to
implement other HIPAA standards, and
the fact that the NPI will replace the use
of multiple identifiers, resulting in a
reduction of burden, commenters
should take inte consideration when

draffing comraents. that: (1YOne'8r more

of ’Lhese current identifiers may ot be
used; (2) systems modifications may be
performed in.an aggregate manner
during the course of routine business;
and/or{3) systems modifications may be
made by contractors such as practice
‘management vendors, in a single effort
for a multitude of affected entities,

PRA Burdén on Covered Health Care
Previé_ers

A health care provider that is a
covered entity must obtain, by
appiication if necessary, an NPI from

TABLE 1.—PAPERWORK REDUCTION ACT ESTIMATED ANNUALIZED BURDEN.

the NPS, It must use its NP to identify
itself on all standard transactions that it
conducts where its provider identifier is
required. In addition, the covered health
care provider must communicate to the
NPS any changes to its required NPS
data elements within 30 days of the
change. To comply with these
requirements, these health care
providers will complete the NPI
application/update form, This form
serves two purposes: it enables a
covered health care provider to apply
for an NPI and to furnish updates to the
NPS. Application for an NPLis
considered to be a one-time action: an

NPI is considered a permanent identifier

for a health care provider, (See section
I A. 2., of this preamble, “Definition of
Health Care Provider,” for a discussion
of the permanent nature of the NPL)
Most covered health care providers will
not have to furnish updates in a given
vear; we estimate, based on information
in the Medicare program, that
approximately 12.6 percent of those
health care providers will need to
complete and submit the NP1
application/update form in a given year,
Below are our estimates for the annual
burden hours associated with these
requirements.

Applications for NPls: Estimated
Annualized Burden

Notes: {1) Existing health care
providers that are covered entities
would be able to apply for NPlIs over a

2-year perind, For the estimated :
annualized burden, we have divided the
number of these health care providers
by 2 to estimate the anoual burden. (2)
Applying for an NPl is & one-time
burden on a health care provider. In
future years, this burden would apply
only 10 new healih care providers that
are covered entities. {3} The number of
health care providers will increase by
1.56 percent annually. This is nota
“net” percentage; it represents strictly
the percentage of new health care
providers coming into business
annually. (4) We estimate it will take 20

minutes to complete the application/
update form. {5} We estimate an hourly
rate of $10.87, rounded to $11, for office
staff to complete the application/update
form.

New health care providers come into
business every vear. The first two years
would have increases of 36,124 and
37,251 in new covered health care
providers, respectively. The number of
new covered health care providers is
1.56 percent of the number of existing
health care providers in the previous
year.

Updates of NPS Data: Estimated
Annualized Burden

Notes: {1} We estimate that 12.6
percent of covered health care providers
would need to furnish updates in a
given year, The number of health care
providers needing to update their data
in any year is a percentage of the
number of health care providers, (2) A
health care provider that is a covered
entity that does not have changes to its
NPI data would not farnish updates and
would, therefore, experience no burden.
(3} We estimate it will take 10 minutes
to complete the application/update
form. {4) We estimate an hourly rate of
$10.87, rounded 1o $11, for office staff
to complete the application/update
farm.

In FY 2007, we estimate there will be
1,157,821 covered health care providers
to be assigned NPIs. One could argue

“that no trpdates will need to be made in
“FY 2007 bécause o coverad health care

provider would have been enumerated
prior to FY 2007, {Note: No health care
provider s required to have an NPI
before 2007.) However, for FY 2007, we
have factored in updates by adding 12.8
percent of the 1,157,821 covered health
care providers to represent—%n a worst
case scenario—a full year’s worth of
apdates if the full 12.6 percent of the
enumerated covered health care
providers needed to provide updates
within that same year.

Table 1 below shows the estimated
annualized burden for the PRA.

ESTIMATED ANNUALIZED BURDEN

Yaar 2007 2008 2008 2010 2011 Total
Cost (Burden Hours for Total PrOtherS) $5,419,027 $5.641,062 $183,050 $192.768 $204 079 $11,840,015
Cost (Update Hours) .. ereer et $670,165 $719,0580 $759,518 £800.,337 $847 167 $3,796,237
Total Annuatized Cost ... $6,080,192 $6,360,111 $942 568 §993,135 51,081,246 $15 436,252

If feasible, to further reduce burden
and plan for compliance with the
Government Paperwark Elimination
Act, we are considering the acceptance

of applications and updates
slectronically over the Internet. We
explicitly solicit comment on how we
might conduct this activity in the most

efficient and effective manner, while
ensuring the integrity, authenticity,
privacy, and security of health care
provider information.
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As required by section 3504{h} of the
Paperwork Reduction Act of 1985, we
have submitted a copy of this document
to the Office of Management and Budget
{OMB)] for its review of these
information collection requirements. If
you comiment on these information
collection and recordkeeping
requirements, plesse g-mail comments
to Paperwork@ cms.hhs.gov (Attn:
CMS—0045-F} or mail copies directly to
the following two addresses:

Centers for Medicare & Medicaid
Services, Office of Strategic
Operations and Regulatory Affairs,
Regulations Development and
Issuances Group, Room C5-14-03,
7500 Security Boulevard, Baltimare,
MD) 212441850, Atin: James
Bossenmeyer, CMS—DMS—F

apd

Office of Informaimn and Regu]atory
Affairs; Office of Management and
Budget, Room 10235, New Executive
Office Building, Washington, DC
20503, Atin: Brenda Aguilar, CMS—
0045-F, CMS Desk Officer,

V. Regulatory Impact Analysis
A. Overall Impact

We have examined the impacis of this
final rule as required by Executive
Order 12866 {September 1993,
Regulatory Planning and Review}, the

" Regulatory Flexibility Act{RFA]}
{September 16, 1980, Pub, L. 96-354),
section, 1102(b) of the Social Security
Act, the'tnfinded Mandates Reform
Act of 1995 (Pub, L.104-4), and
Executive Order 13132, '

Executive Order 12666 {as amended
by Executive Order 13258, which
merely reassigns _respcnsﬁaiiity of
duties) divects agencies to assess all
costs and benefits of available regulatory
alternatives-and, if regulation is
necessary, to selact regulatory
approaches that maximize net benefits
(including potential economic,
environmental, public health and safety
effects, distributive impacts, and
equity]. A regulatory impact analysis
(RIA) must be prepared for major rules
with economically significant effects
{rosts plus savings equal 3100 million
or more in any one year). We consider
this final rule to be a major rule, as it
will have an tmpact of over $100
million on the sconomy. This impact
analysis shows a net savings of $526
million over a 5-year period.

The RFA requires agencies to analyze
optiens for regulatory relief of small
businesses, For purposes of the RFA,
nonprofit organizations are considered
small entities, Small governmant
jurisdictions with a population of less
than 50,000 are considered small

entities. Individuals and States are not
considered small entities. Most
hospitals and most other providers and
suppliers are small entities, either by
nonprofit status or by having annual
reventies of less than the threshold
published in regulations by the Small
Business Administration {SBA}

Effective October 1, 2000, the 58A no
longer used the Standard Industrial
Classification (SIC) System to categorize
businesses and establish size standards,
and began uging industries defined by
the new North American Industry
Classification System {NAICS}. The
NAICS made several impaortant changes
to the Health Care industries listed in
the SIC System: it revised terminology,
established a separate category (Health
Care and Social Assistance} under
which many health care providers are
located, and increased the mumber of
Health Care industries to 30 NAICS
industries from 19 Heaith Services 8IC
industries.

On November-17, 2000, the SBA
published a final rule, which was
effective on Dacember 18, 2000, in
which the SBA adopted new size
standards, ranging from $5 million to
$25 million, for 19 Health Care
industries and retained the existing $5
million size standard for the remaining
11 Health Care industries. The revisions
were made to more appropristely define
the size of businesses in these industries
that SBA believes should be eligible for
Federal small i}usmess assmtam:e
pregrams R

‘On August 13 2062 the SBA PR
publ;shad afinal rule that was effecnva
on Qctober 1, 2002, The final rule
amended the existing SBA size
standards by incorporating OMB’s 2002
modifications to the NAICS into its table
of small business size standards. The
final rule did not affect industries that
are considered covered entities by this
final rule.

On September 6, 2002, the SBA
published a final rule (effective October
1, 2002} that corrected the August 13,
2062, final rule. The final rule corrected
arrors in the August 13, 2002, final rule
and contained a new table of size
standards to clearly identify size
standards by millions of dollars and by
number of employees. Some of those
revisions in size standards affected
some of the entities that are considered
covared entities under this final rule.
For example, the 5BA revisions
increased the annual revenues for
offices of physicians to $8.5 million
{other practitioners’ offices’ revenues
remained at $6 million) and increased
the small business size standard for
hiospitals to $29 million in annual
revenues,

The regulatory flexibility analysis for
this final rule is linked to the aggregate
regulatory flexibility analysis for all the
Administrative Simplification standards
that appeared in the Transactions Rule
{65 FR 50312}, published on August 17,
2000, which predated the SBA changes
noted above. In addition, all HIPAA
regulations published to date have used
the SBA size standards that existed at
the time of the publication of the
Transactions Rule. Because the SBA size
stapdard changes predate the effective
date of this final rule, we are using the
current SBA small business size
standards for the regulatory Hexibility
analysis for this final rule. Although the
SBA has raised the small business size
standards, the revised size standards
have no effect on the cost and benafit
analysis for thisfinal rule. The revised
standards simply increase the numberof
health care providers that are classified
as small businesses. Although the SBA -
revisions changed the size standard for
health plans by increasing from $5
million to $6 miflion in annual revenues
the small business size standard, this
change has a minimal effect on this final
rule, Because all HIPAA adminisirative
simplification regulations permit small
health plans an additional year in which
to comply with the implementation
specifications and requirements, a
greater number of small health plans
would have the additional year, due to
the SBA size standard revisions.

.While each standard may not have a
significant impact on a.substantial

' '.number of small Bisinésses, he
‘combined effects of all'the standards are

likely to have a significant effecton a
substantial number of small businesses.
However, thisfinal rule will affect small
businesses, such as small health care
pruviders, h_éal“th plans, and health care
clearinghouses, in much the same way
ag it affects large businesses. -

Small businesses that are covered
entities must meet the provisions of this
final rule and implement the standard
unique health care provider identifier
standard. The requirements placed on
small health care providers, health care
clearinghouses, and health plans would
be consistent with the complexity of
their operations. Small health plans
have an additional vear in which te
comply. A more detailed analysis of the
impact on small businesses is part of the
impaet analysis that we published on
August 17, 2000 (65 FR 50312}, for all
the HIPAA standards.

in addition, section 1102{h) of the Act
requires us to prepare a regulatory
impact analysis if a rule may have a
significant impact on the operations of
a substantial number of small rural
hospitals, This analysis must conform to
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the provisions of section 604 of the
RFA. For purposes of section 1102(h) of
the Act, we define a small rural hospital
as a hospital that is located cutside of

& Metropolitan Statistical Area and has
fewer than 100 beds. This final rule will
have no more significant impact on
small rural hospitals than it will have
on other small health care providers.

Section 202 of the Unfunded
Mandates Reform Act {UMRA) of 1995
{2 U.5.C. 1532) requires that agencies
assess anticipated costs and benefits
hefore issuing any rule that may result
in expenditure in any one year by State,
local, or tribal governments, in the
aggragate, or by the private sector, of
$110 million. This final rule establishes
a Federal private sector mandate and is
a gignificant regulatéry action within
the meaning of section 202 of UMRA.
We have included the statementsto
address the anticipated effects of this
final rule under section 202 of TIMRA.

This stendard applies to State and
local governments in their roles as
covered entities, Covered entities must
implement the requirements in this final
rule; thus, this finsl rule imposes
unfunded mandates on them, Further
discussion of this issue is found in the
previously published impact analysis
for all Administrative Shimplification
standards (65 FR 50312}

Executive Order 13132 establishes
certain requirements that an agency
must meet when it promulgates a final
rule that imposes substantial direct
reqilirement costs on State and Iocal

- . ‘governments, presmpte State law, or .

~otherwise has Federalism nn?hﬁatlens
The proposed rule that proposed the
NFI as the standard unique health
identifier for health care providers was
published prior to the signing of that
Executive Order. We could not solicit
comments on the effect of Executive
Order 13132 on the adoption of the
hezlth care provider identifier standard.
This final rale will have a substantial
effect on State and local governments to
the extent that those entities are cavered
entities. As early as 1993, CMS (then the
Health Cars Financing Admintstration}
led a workgroup whose goal was to
develop a provider identification system
for al} health care providers. The system
was intended to meet the needs of the
Medicare and Medicaid pregrams, and
eventually other programs. State
Medicaid agencies in Alabama,
California, Minnesota. Virginia and
Maryland participated in this effort,
along with representatives from the
private sector and several other Federal
agencies. The first task of the workgroup
was to decide if an existing identifier
could be used or if a new one needed
to be developed. The workgroup

developed criteria for a unique provider
identifier, examined existing identiffers,
and concluded that a new identifier
needed to be developed. The workgroup
developed the NP'I, and we proposed the
NPI as the standard unique health
identifier for health care providers in
the proposed rule.

States gontinue to hold memberships
on the National Uniform Claim
Committee and the National Uniform
Billing Committee, and continue to be
represented in the X12N and Health
Level Seven standards development
organization workgroups and
commiitees. As a result, States have in
the past. and continue to have, input
into the development of new standards
and the modification of existing
standards.

As statad in the prevx{msly published
impact analysis in 65 FR'50312, we do
not have sufficient information to
provide estimates of the impact of the
administrative simplification standards
on local governments,

In'complying with the requ;rements
of part C of title X1, the Secretary
established interdepartmental
implementation teams who consulted
with appropriate State and Federal
agencies and private organizations.
These external groups included the
NCVHS’s Subcommittee on Standards
and Security, the Workgroup for
Elettronic Data [nterchange (WEDI), the
National Uniform Claim Committee
(NUCC), the National Uniform Billing

- Commiitee (NUBC) andthe American.
Dental Association {ADA), The teams
also Teceived comments on 'the May 7,
1998, proposed regulation from a variety
of organizations, including State
Medicaid agencies and other Federal
agencies.

We received comments from State
agencies and from entities that conduct
transactions with State agencies. Many
of the comments referred to the costs to
State and local governments of
implementing the HIPAA standards. We
believe that these costs will be offset by
future savings (see the impact analysis
of 65 FR 50350).

Other comments regarding States
reflected the need for clarification as to
when State agencies were subject to the
standards,

B. Anticipated Effects

The Regulatory Flexibility Act of 1080
considers all 31 nonprofit Blue Cross.
Blue Shield Health Plans to be small
businesses. Additionally, 28 percent of
HMOs are considered small businesses
because of their nonprofit status,
Doctors of osteopathy, dentistry,
podiatry, as well as chiropractors, and
solo and group physicians’ offices with

fewer than three physicians, are
considered small businesses. Forty
percent of group practices with three or
more physicians and 100 percent of
optometrist practices are considered
small businesses. Seventy-two percent
of all pharmacies, 88 percent of medical
laboratories, 180 percent of dental
laboratories, and 90 percent of durable
medical equipment suppliers are
assumed to be small businesses as well.

This analysis required that we use
data and statistics about various entities
that operate in the health data
information industry.

We believe the best source for
information about the health data
information industry is Faulkner &
Gray's Health Data Directory. This
publication is the most comprehensive
data directory of its kind that we could
find, The information in this directory
is gathered by Faulkner & Gray editors
and researchers who called all of the
more than 3,000 organizations that are
listed in the book in erder to elicit
information about their operations.
Some businesses are listed as more than
one type of business entity because, in
reporting the information, companies
could list themselves to be as many as
three different types of entities. For
example, some businesses Hsted
themselves as both practice
management vendors and claims
software vendors because their practice
management scftware was “EDI

enabled,”

- All the statistics referem:mg Faulkner <

& Gray's come from the 2000 adition of -
its Health Data Directory 1t lists 76
claims clearinghouses, which, according
to the Health Dota Directory are entities
that generally take electronic and paper
heaith care claims data from health care
providers and billing companies that |
prepare bills on a health care pmmder s
behalf. The claims clearinghouse acts as
a conduit for bealth plans; its activities
may include batching claims and
routing transactions to the appropriate
health plan in a form that expedites
ayment.

Of the 78 claims clearinghouses listed
in this publication, eight processed
mare than 20 million electronic
transactions per month, Another 15
handled 2 million or more transactions
per month and another 4 handled over
a million electronic fransactions per
month. The remaining 39 entities listed
in the data dictionary processed fewer
than a million electronic transactions
per month. Almaost all of these entities
have annual revenues of under §6
million and would therefors be
considered small entities.

Software system vendors provide
computer software applications support




3464

Federal Register/Vol. 69, No, 15/Friday, January 23, 2004/Rules and Regulations

to health care clearinghouses, billing
companies, and health care providers.
In particular, they work with health care
providers’ practice management and
health information systems. These
businesses provide integrated software
applications for such services as
accournts recetvable management,
electronic claims submission (patient
billing), recordkeeping, patient charting,
practice analysis, and patient
scheduling, Some software vendors also
provide applications that translate
information on paper and information
in electronic records having no standard
formats into standard electronic formats
that are acceptable to health plans.

Faulkner & Gray lists 78 physician
practice management vendors and
suppliers, 76 hospital information
systems vendors and suppliers, 140
software vendors and suppliers for
claims-related transactions,.and 20
translation vendors (now known as
Interface Engines/Integration Tools). We
ware unable to determine the rumber of
these entities with revenues over $6
million, but we assume most of these
businesses would be considered small
entities.

The ecosts of implementing the NPI are
primarily one-time or short-term costs
related to conversion. These costs are
characterized as follows: software
conversion, cost of automation, training,
implementation, and cost of
dogumentation and implementation

cguides oo .
L Asgtated earlier in this final tule,
health care providers willnot be
charged for abtaining an NPL Covered
health care providers will have to apply
for NPIs and will have to furnish
updates tothe NPS when their required
data changes. (However, if health care
providers are enumerated through the
bulk entimeration process described
earlier in this preamble, they will not
have to apply for NPIs, and they will be
notified of their NPIs. Those that are
covered health care providers will have
to furnish updates to the NPS when
their required data changes and will
have to ensure that their subparts, if
assigned NPIs via bulk enumeration or
otherwise, do the same. These burden
estimates are discussed in section IV,
“Collection of Information
Requirements,’ of this preamble.} In
addition, covered health care providers
will have to bear the costs of converting
to the NP1, as will health plans and
health care clearinghouses, Health
plans, health care clearinghouses. and
covered health care providers are
required to implement the NPL Most of
these entities meet the SBA’s definition
of small entities.

Health plans, health care
clearinghouses, and health care
providers who are coversd entities must
use NPIs in standard fransactions and
must make the necessary changes and
conversions in order to do sa.
Conversion will require training for staff
and will require changes to
documentation, procedures, records,
and software, Some covered health care
providers that do not already do so may
choose to use the services of software
system vendors, billing companies, and/
or health care clearinghouses to
faciiitate the transition te the NPL While
there may be up-front costs associatad
with some of the required changes, the
fact that only one health care provider
number (the NPI) will be used in
standard transactions will simplify
business, improve efficiency, and create
savings: The format of the NPI {all
numeric) will facilitate telephone
keypad entry; the check-digit in the 10th
position will detect keying and data
entry errors; and the lack of intelligence
built'into the NPT will eliminate the
need to issue a new health care provider
number (and maintain records of such
issuances) whenever changes occur that
would impact that intelligence.

After being assigned NPIs, covered
health care providers will have to
farnish the NPS with updates to their
required NPS data in the NPS within 30
days of the changes. Tt is very likely that
the NPS data will duplicate some of the
information that health care providers
furnish to-health plans when'they snroll
in'health plans {although health plans
traditionally collect far more '
information about a health care provider
than the NPS will collect). Because
hsalth care providers must keep health
plans apprised of updates to their data,
the requirement that covered health care
providers apprise the NPS of updates
should not be a significant burden on
those health care providers.

The extended etfective date of the NPI
should allow sufficient time for health
plans, health care clearinghouses, and
health care providers who are covered
entities to implement the changes
needed to accommodate the NPL

Lastly, HIPAA gives small health
plans an extra year (36 months instead
of 24 menths from the effective date) in
which to implement the NP1,

The May 7, 1998, propossd rulé for
the National Provider Identifier (NPT}
contained a cost-benefit analysis based
on: the aggregate impact of all the
HIPAA administrative simplification
standards for slectronic data
interchangs (EDH). The Comment/
Response section related to the
proposed aggregate analysis, and a final
aggregate impact analysis, are contained

in the Transactions Rule at 63 FR 50345,
We address the specific impact of the
NP1 in section V.I). of this preamble,
“Specific Impact of the NPL”

C. Alternatives Considered

Guiding Principles for Standard
Selection

As explained in the May 7, 1998,
proposed rule {at 63 FR 25323}, the
implementation teams charged with
designating standards under the statute
defined, with significant input from the
health care industry, a set of common
criteria for evaluating potential
standards. These criteria are based on
direct specifications in HIPAA, the
purpose of the law, and principles that
support the regulatory philosophy set
forth in Executive Order 12866 of
September 30, 1993, and the Paperwaork
Reduction Act of 1995. These criteria
alsosupport and are consistent with the
principles of the Paperwork Reduction
Act of 1995, In order to be designated
as a standard, a proposed standard
should:

» Improve the efficiency and
effectiveness of the health care system
by leading to cost reductions for or
improvements in benefits from
electranic HIPAA health care
transactions, This principle supports the
regulatory goals of cost-effectiveness
and avoidance of burden.

» Meet the needs of the health data
standards user community, particularly

health care providers, health plans, and - o

health care clearinghouses. This ]
principle supports the repulatory goal of
cost-etfectiveness.

* Be consistent and uniform with the
other HIPAA standards—their data
element definitions and codes and their
privacy and security implementation
specifications—and, secondarily, with
other private and public sector health
data standards. This principle supports
the regulatory goals of consistency and
avoidance of incompatibility, and it
establishes a performance ohjective for
the standard,

» Have low additional development
and implementation costs relative to the
benefits of using the standard. This
principle supports the regulatory goals
of cost-effectiveness and avoidence of
hurden.

» Be supported by an ANSI-
accredited standards developing
organization or other private or public
organization that will ensure continuity
and efficient updating of the standard
over time. This principle supports the
regulatory goal of predictability.

s Have timely development, testing,
implementation, and updating
procedures to achieve administrative
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simplification benefits faster. This
principle establishes a performance
objective for the standard.

+ Be technologically independent of
the computer platforms and
transmission protocols used in HIPAA
health transactions, except when they
are explicitly part of the standard. This
principle establishes a performance
obfsctive for the standard and supports
the regulatory goal of flexibility.

+ Be precise and unambiguous, but as
simple as possible. This principle
supports the regulatory goals of
predictability and simplicity.

s Keep data collection and papsrwork
burdens on users as low as is feasible.
This principle supports the regulatory
goals of cost-effectiveness and
avoidance of duplication and burden.

* Incorporate flexibility to adapt more
easily to changes in the health care
infrastructure {such as new services,
arganizations, and health care provider
types) and information technology. This
princigle supports the regulatory goals
of flexibility and encouragement of
innovation.

We assessed the various candidates
for a health eare provider identifier
against the principles listed above, with
the overall goal of achieving the
maximuam benefit for the least cost. We
found that the NPI met all the principles
and that no other candidate identifier
met ali the principles, or even those
principles supporting the regulatory
goal of cost-effectivensss. We received

. comments suggesting'that we consider

or reconsider the Taxpayer Identifying
Number or the Social Security Number
for individual health care providers and
the Empioyer Identification Number for
organizations as the standard unique
health identifier for health care
providers. We tesponded to these
comments insection I A. 3. of this
preamble, “NPI Standard.”

One possible alternative in the
deveiopment of the identifier was to
allow intelligence to be included in it.
We rejected this alternative on
qualitative grounds because it mesnt
that individuals might get more than
ong identifier in their lifetimes. Cost
cansiderations also contributed to our
decision,

If intelligence were built into the
identifier, the operating cost of the
enumeration system would rise for
several reasons. First, additional
information would need to be collected
and verified so that the intelligence in
the identifier would be accurate,
Secondly, new identifiers for
individuals and organizations would
need to be assigned because the
embedded intelligence would change.

The cost to health plans would also
increase. First, their systems might need
to be adapted to use the intelligence in
the identifier. Secondly, they would
have to keep track of the more frequent
changes in identifiers, and revise their
processes accordingly,

An intelligent identifier would alsc be
more gxpensive for health care
providers. They would have to reapply
for identifiers if the information in the
intelligence changed. Additionally, they
woukd have to revise their systems to
change their identifiers every time they
changed.

These quantitative reasons support
our choice not to include intelligence in
the identifier.

Need to Convert

Because there is no standard health
care provider identifier in widespread
use throughout the industry, adepting
any of the candidate identifiers would
require covered entities to convert to the
new standard. In the case of the NPI,
covered enfities will have to convert
because this identifier is not in use
presently. As we pointed out in the May
7, 1998, proposed rule in our analysis of
the candidates, even the identifiers that
are in use are not used for all purposes
or for ail health care provider
classifications. The selection of the NPT
does not impose a greater burden an the
industry than the nonselected
candidates, and presents significant
advantages in terms of cost- .
effectiveness, universality, uniqueness,
and flexibility.

Complexity of Conversion

Some existing heaith care provider
identifier systems assign muitiple
identifiers to a single health care
provider in order to distinguish the
multiple identities the health care
provider has in the system. For
example, in these systems, the health
care provider may have a different
identifier to represent each contract or
provider agreement, practice location,
and specialty or health care provider
classification. Since the NP1 is a unique
identifier for a health care provider, it
will not distinguish these multiple
identities. Systems that need to
distinguish these identities will need to
use data other than the NPI to da so.
The change to using other data will add
complexity to the conversion to the NPI
{or to any other standard health ecare
provider identifier), but it is necessary
in order to achisve the goal of unique
identification of the health care
provider.

The complexity of the conversion will
also be significantly affected by the
degree to which health plang’

processing systems currently rely on
intelligent identifiers. For example, a
health plan may route claims to
different processing routines based on
the type of health care provider by
keying on a health care provider type
code included in the identifier.
Converting from one unintelligent
tdentifier tu another is less complex
than modifying software legic o obtain
nesded information from other data
elements. However, the use of an
unintelligent identifier is required in
order to meet the guiding principle of
ensuring flexibility.

Specific technol{}gy limitations of
existing systems could affect the
complexity of conversion. For example,
some existing health care provider data
systems use a telephone keypad to enter
data, Data entry of alpha characters is
inconvenient in these systems.

Comments were strong in suggesting
that the NPI be an all-numeric identifier,
be 10 positions in length, and include
a check-digit in the 10th position. (See
section 1. A, 3. of this preamble, “NPI
Standard,” for a full description of
cominents on the characteristics of the
identifier.) As stated in that section, in
response to comments, we changed the
format of the NPI to an all-numeric
number, 10 positions in length, with a
check-digit in the 10th positien. There
will be no intelligence about the health
care provider in the number, This
format satisfies the comments for easier
data entry and the need for a number

that will be short enough'to fit into most ~

existing data formats.

The selection of the NPI does not
impose a greater burden on the industry
than the nonselected candidates.

D. Specific Impact of the National
Provider Identifier

In the May 7, 1998, proposed rule (at
83 FR 25349}, we included a section
that related to the specific impact of the
health care provider identifier. That
section of the proposed rule alse
indicated the Federal, State, and private
costs associated with the enumeration
options set out in the proposed rule.

Proposed Provisions

The May 7, 1998, proposed rule for
the National Provider Identifier (NP}
contained a cost-benefit analysis based
on the aggregate impact of all the
HIPAA administrative simplification
standards for electronic data
interchange (ED1). The response to
comments on the proposed aggregate
analysis is contained in the
Transactions Rule (at 65 FR 50345). The
Transactions Rule also includes an
updated impact analysis (at 85 FR
50350).
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One section of the impact analysis
that was published in the May 7, 1998,
propesed rule for the NPI {at 63 FR
25331) contained a discussion of the
costs of enumerating health care
providers under each of the two
enwmeration options thai were
described in the proposed rule. Table 5,
entitled “Enumeration Costs: Federal,
State, and Private,” was included in this
part of the impact analysis in the
proposed rule. This table compared the
costs for each of the two proposed
enumeration options, Below we respond
to the gomments received about that
part of the impact analysis.

Comments and Responses on the
Specific Impact of the National Provider
Identifier

Comment: One gommenter stated that
the pharmacy industry will not see huge
gains:in the standardization of the NPI
for prescriber and pharmacy because de
facto standard identifiers exist for these
two provider types,.

“Response: We agree that the pharmacy
industry may not realize the benefits
from standardization of health care
provider numbers as quickly as other
segments of the health care industry
because the pharmacy industry already
uses numbers to identify health care
providers and pharmacies. However,
once NPIs are assigned io heailth care
providers and once the entire health
care industry begins to use the NPI, we
believe the pharmacy industry will see,
‘the Benefits'of replacing its de facto’

“stanidards with'the national standard.
The Drug Enforcement Administration
(DEA) number was established by the
DEA to identify those who prescribe or
store controlled substances. It is the
pharmacy industry’s de facto identifier
for prescribers. In developing the NP,
we considered seviral existing
identifiers as candidates for the national
health care provider identifier. One of
those considered was the DEA number.
However, the use of the DEA number as
a national health care provider identifier
does not fit the scope for which the DEA
number wag established. In addition,
the DEA number is not available to all
health care providers and, as a resuls,
would not be appropriate as the national
health care provider ideniifier, The
National Council for Prescription Drug
Programs (NCPDP] provider number,
formerly called the National Association
of Boards of Pharmacy (NABP) number,
is the pharmacy industry’s de facto
identitier for pharmacies. This number
was also considered a candidate for the
national health care provider identifier,
but did not meet two of the criteria
deemed necessary for a standard
identifier: it would not yield a sufficient

number of identifiers and it contained
intelligence.

Comment: Several commenters
suggested revisions to our definitions of
“HIPAA-transaction health care
provider” and “non-HIPAA-transaction
health care provider.” They found the
terms confusing.

Response: We agree and do not use
those terms in this final rule.

- Comment: One commenter asked that
we insert the word “costs” after “start-
up” and “outyear” in Table 5 headings
and definitions.

Response: This comment is not
applicable, as we do not include Table
5 in this final rule. We refer the reader
to the discussion under “Final
Provisions™ in this section.

Commert: One commenter stated that
we did' not factor in‘atypical service
providers that are exclusive to the
Medicaid program. . _

Response: The Medicaid:program’s
atypical and nontraditional service
providers were included in Table 5 in
the May 7, 1998, propased rule.
However, as explained in section I, A.
2, “Definition of Health Care Provider”
in this preamble, most of them do not
meet our definition of health care
provider. Therefore, they are not
inciuded in our analyses in this final
rule,

Comment: Several commenters stated
the estimate that 5 percent of health care
providers participating in Federal health
plans and Medicaid would have updates
each year is conservitive and that the -
number is more Hke'12 to.15/percent.” .
Ancther commanter believes it to be
even higher.

Response: We have not seen
documentation that would convince us
our estimate was incorrect at the time
the May 7, 1898, proposed Tule was
published. In the proposed mle, wé
estimated that 5 percent of the health
care providers who are covered entities
that conduct business with Federal
health plans or Medicaid would require
updates each year, and that 15 percent
of the remaining health care providers
that are covered entities (those that do
business only with private insurers}
would require updates each year, In
general, health plans {including Federal
health plans and Medicaid) collect more
information from their enrolled health
care providers than the NPS will collect
when a health care provider applies for
an NPL Thus, there is more information
subject to change for health care
providers that are enrolled in & health
plan. This fact could explain why Lealth
plans sometimes have a greater
percentage of updates than what we
estimated for NPl purposes in the
proposed rale, and could have been the

basis on which the comment was mads.
The proposed rule did not inciude
calculations for updates for health care
providers who are not covered entities;
we would expect that percentage would
niot exceed 15 percent. We computed
the weighted average of the percentages
af health care providers that would
require updates that were used in the
proposed rule (using 15 percent for
these health care providers). We have
concluded that approximately 12.6
percent of all existing health care
providers will have updates each vear.

Comment: Several commenters said
that erroneous assumptions were used
in stating that the costs to Federal health
plans (including Medicare} and
Medicaid would be zero for
enumerating their own health care
providers. The costs would be
substantial.” _

Response: Weacknowledge that there
wounld have been costs to Medicaid
State agencies and to Federal health
plans in‘manipulating and reformatting
theit health care provider files and
transferring them to CMS for loading
into the NPS. There would also have
been angoing costs to Medicaid State
agencies and other Federal health plans
to obtain NPIs for their health care
providers under option 2. In
manipulating and reformatting the files,
problems could be discovered in some
af the health care provider records that
would reqguire investigation and
resalution. The costs of investigating-
and’resolving these problems were not

regognized edrlier and, therefore, were . 7 -

not considered in the Mayv 7, 1998,
propased rule,

Comunent: One commenter stated that
the costs for option 1 as shown in Table
5 did not reflect the savings that would
have accrued by preloading Medicare
provider files into the NPS.

Response: While the narrative portion
of the impact analysis did mention that
Medicare provider files would be
preloaded into the NPS under bath
options 1 and 2, the commenter is
correct in that this was not reflected in
Table 5 for option 1. However, as stated
earlier in this preamble, Medicare
provider files will be loaded into the
NPS anly if it is feasible to do so.

Final Provisions

We stated in the May 7, 1998,
proposed rule that we cannot determine
the specific sconomic impact of the NPI
{and individusally, each HIPAA
administrative simplification standard
may not have a significant impact}. The
overall impact analysis (65 FR 50355)
made it clear that, collectively, all the
standards will have a significant impact
of over $100 million on the economy,




Federal Registeff Vol. 69, No. ianF.riday, }"anuaiy 23, 2004/ Rules and Regulations

3467

The implementation costs and benefits
af the NPI were factored into that
overall impact analysis.

However, that impact analysis used
certain assumptions that have not been
realized. For example, it was assumed
that all of the HIPAA standards would
be issued and sffective at about the
same time, so that covered entities
would be making their system changes
at one time. For various reasons,
standards have been issued and
effective over a much longer period of
time than expected. For example, the
transaction and code set standards were
published in 2000 and must be
implemented by Oetober 2003, Security
standards are to be implemented by
April 2005, and the NP! must be used
by 2007, _

Because the compliance dates cover
such an extended period of time, we
will estimate part of the overall cosf and
savings for health plans and health carg
- providers that can be atiributed 1o the
NPL We continue to use the'impact
analysis previcusly referenced as the set
of total costs and savings.

Because the standards for transactions
and codes sets, the employer identifier,
and security have already been
published, we assume that covered
entities have already made significant
system investments. Becauss they were

aware that the NP was an upcoming
standard, they may have also made
some accommodations in their systems
to be able to use the NPI when it is
assigned. The NPI has already been
identified as a future identifier in the
implementation specifications for the
transaction standards.

There will still be costs and savings
related to the implementation of the NFE
by health plans and health care
providers. These will, however, be small
in comparison to those for transaction
standards and security. The NPT affects
only a small part of the system and
business processes for any covered
entity,

We estimate that the NPI would entail
16 percent of the costs and 5 percent of
the savings for heaith plans, Health
plans:would need'to make soine system

. changes from their current identifers to

the'NPL They would save innot having

_to‘maintain a system of identifiers that

exist today. We would estimate that'for

“health care providers, the NPl would

represent 5 percent of the costs and 10
percent of the savings, Health care
providers need only to substitute the
NPT for their current identifier(s). They
reap greater savings by not having to
keep track of separate identifiers for
each health plan and possibly for each
location, address, or contractual

arrangement. {However, as noted earljer
in this preamble, health plans may
require health care providers to use
identifiers other than the NP for uses
other than sfandard transactions.)

Looking at the overall impact
analysis, while 2007 is the initial year
for using the NPI, it would be the
analogous to the first year of the overall
impact analysis, in which most of the
costs are incurred. Using the figures
from above, we make the following
estimates for 2007:

TABLE 2.—CO0OSTS OF IMPLEMENTING
THE NP IN 2007

[In milliens of dollars, reunded to the nearest

million]
Health Plans:
2002 Cost from Impact Analysis ... - 146
2002 Savings ... e 24
2007 Net for NP1 for Health Plans -~ 122
Health Care Providers: )
2002 Cost from Impact Analysis ... ~79
2002 Savings ..o 571
2007 Net for NPI for Health Care
Providers ..o —18

Note: The figures in Table 2 have been
adjusted {0 reflect doilars expressed for 2007,

We perform the same calculations for
the next 4 years. This yields the
following resulis:

TABLE 3.—COSTS OF IMPLEMENTING THE NP1, 20072011

{ln millions of doliars, rounded to the nearest miffion]

CFow

SRR NYear o 00T T 2008 1L 2008 2010 209177
Health Plan Costs ...l el 148 146 134 ¢] 0 426
Health Plan Savings | 24 49 73 91 103 341
Provider Costs ..........cocceevecnnnn, 73 73 67 o 0 213
NP1 Application and Update Costs ..., 8 [+ 1 1 1 15
Provider SavIngs ... 81 122 183 219 256 840
Net Savings ........ 140 -55 54 309 358 526
NPS COSIS 1ottt 91 g g g 9 128

Note: The figures in Table 3 have been
adjusted to reflact dollars expressed for each
VEAr.

All costs of NPS development and
operation (which include the costs of
enumerating health care providers and
maintaining their information in the
NPS, and the costs of disseminating
NPS data to the-health care industry and
others, as appropriate) are Federal costs,
As mentioned earlier in this preamble,
HHS wiil contract for system
develepment and for the enumeration,
update, and data dissemination
activities. We estimate the following
costs for operations of the National
Provider System (NPS), keeping in mind
that the NPS will enumerats both
covered and noncovered health care

providers, and that health care
providers are not being charged for
obtaining NPIs.

E. Affected Entities
Health Care Providers

Health care providers and subparts, as
appropriate, will apply for NPIs. Health
care praviders that are covered entities
must begin to wuse NPIs in standard
transactions no later than 24 months
after the effective date of this regulation;
and they must ensure that their
subparts, if assigned NPIs, do the same.
Covered health care providers that need
to be identified on standard transactions
must disclose their NPIs, upon request,
to entities that are required to use those
health care providers’ NPIs on standard

transactions. Coverad health care
providers must ensure that their
subparts, if assigned NPIs, do the same,
Any negative impact on health eare
praviders generally would be related to
the initial implementation period. They
would incur implementation costs for
converting systems, especially those
that generate electronic claims, from
current health care provider identifiers
to the NPL Some health care providers
would incur those costs divectly and
others would incur them in the form of
fee increases from billing associates and
health care clearinghouses.

Covered health care providers will
have to use their NPis on standard
claims transactions and any other
standard transactions that they conducy;
they will have to ensure that their
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subparts, if assigned NPIs, do the same.
They will also have to obtain and use
the NPIs of other health care providers
if those NPIs are needed on those
transactions. i covered health care
providers’ subparts are assigned NPls,
the covered health care providers must
ensure that their subparts do the same,
This will be a more significant
implementation workload for larger
organization health care providers, such
as hospitals, that will have to capture
the NPIs for each health care provider
practicing in the hospital if those health
care providers need to be identified on
hospital claims. However, these health
care providers are accustomed to
maintaining these types of data. Some
health care providers will need access to
the NPIs of other health care providers
in order to identify those health care
providers on stanidard transactions. In
this regard, we encouvrage all health care
providers to obtain NPIs and, when
raquested, to disclose their NPIs to
covered entities that need them for
inclusion on health care transactions.
Some health care providers, particularly
ones that do not do business with large
health plans, may be resistant to
ohtaining NPIs and providing data about
themselves to & national database.

Claims processing and timely
payments to health care providers eould
possibly be affected as heaith plans
transition to the NPL We encourage
heaith plans te conduct outreach efforts
in order to minimize disruptions in

. clalms processing and timely payment.

~.Covered health cars providers'are
regitired-to also furnish updates to their
required NPS data within 30 days of the
changes. Covered health care providers
must ensure that their subparts, if
assigned NPIs, do the same, {We -
encourage other health care providers to
do the same.) The vast majority of
health plans issue identifiers 1o the
health care providers with which they
conduct business in order to facilitate
the electronic processing of claims and
other transactions. The information that
health care providers must supply in
arder to receive an NP is significantly
less than the information maost health
plans require from a health care
provider in order to enroll in a health
plan. We will attempt to make the
processes of obtaining NPIs and
updating NFS data as easy as possible
for health care providers, reducing
duplication of effort wherever possible
and making the processes as automated
as possible, Neither the statute nor this
final rule requires charging health care
providers {or their subparts} to receive
NPIs.

After the compliance date, health care
providers wili no [onger have to keep

track of and use different identifiers
with different health plans when
canducting standard transactions. This
shouid simplify health care provider
billing systems and processes and
reduce administrative expenses. A
standard identifier should facilitate and
simplify coordination of benefits,
resulting in faster, more accurate
payments.

Health Plans

HIPAA does not prohibit health plans
from requiring their enrolled health care
providers to abtain NPIs.

Health pians will have to modify their
systems to use the NPL This conversion
will have a one-time cost impact on
Federal, State, and private health plans
and is likely to be more costly for health
plans with complex systems that rely on:
intelligent provider mumbess.
Disruptionof claims processing and
payment delays could result. However,
health plans will be able to schedule
their implementation of the NPI and
other standards in a manner that best
fits their neads, as long as they mest the
deadlines specified in this and the other
final rules that implement the
administrative simplification
provisions. Upon the NPI compliance
dates, health plans’ coerdination of
benefits activities should be greatly
simplified because all health plans will
use a unique standard health care
provider identifier for each health care
provider; In addition; utilizetion review
and'other payment safeguard activities
will be facilitated, since health care”
providers would use only one identifier
and could be easily tracked over time
and across geographic areas. Health
plans currently assign their own
identification numbers to health care
providers as part of their enrolment
procedures, and this practice would no
longer be necessary. Existing
enumeration systems maintained by
Federal health programs could be
phased out, and savings would result.
Health care clearinghouses will face
impacts {both positive and negative}
similar to those experienced by health
plans, However, implementation wilf
likely be more complex, because health
care clearinghouses deal with many
health care providers and health plans.
Health care providers that are not
covered entities that do not wish to
apply for NPIs will necessitate the need
for health care clearinghouses fo
accommodate health care provider
identifiers in addition to the NPL

in accordance with the provisions of
Executive Order 128686, this regulation
was reviewed by the Office of
Management and Budget,

List of Subjects in 45 CFR Part 162

Administrative practice and
procedure, Electronic transactions,
Health facilities, Health insurance,
Hespitals, Incorporation by reference,
Medicare, Medicaid, Reporting and
recordkeeping reports.
= For the reasons set forth in the
preamble, 45 CFR subchapter C part 162
is amendad as follows:

PART 162--ADMINISTRATIVE
REQUIREMENTS

® 1. The authority citation eontinues to
read as follows:

Authority: Secs. 1171 through 1170 of the
Social Security Act (42 U.S.C. 1320d-1320d~
8}, as added by sec. 262 of Pub. L. 104-191,
110 Siat. 20212031, and sec, 264 of Pub. L.
104-191%, 110 Stat, 2033-2034 (42 U.8.C.
1320d-2 (note)l.

® 2. Anew subpart D is added to read as
follows:

Subpart D—Standard Unigue Health

Identifier for Health Care Providers

Sec.

162.402 Definitions.

162.404 Coempliance dates of the
implementation of the standard unicue
health identifier for health care
providers.

162.406 Standard unigue health identifier
for health care providers.

162.468 National Provider System.

162.410 Implementation specifications:
Health care providers.

162.412  Implementation specifications:
Health plans. :

162.414 - Implementation spécifications:
Health cate clearinghouses. ’

Subpart D—Standard Unique Health
Identifier for Heaith Care Providers

§162.402 Definitions,

Covered health eare provider means a
health care provider that meets the
definition at paragraph (3) of the
definition of “‘covered entity” at
§160.103 of this subchapter.

§162.404 Compliance dates of the
implementation of the standard unigue
health identifier for heaith care providers.

(a) Health care providers. A covered
health care provider must comply with
the implementation specifications in
§162.410 no later than May 23, 2007,

{b] Health plans. A health plan must
comply with the implementation
specifications in § 162.412 no later than
one of the following dates:

(1} A health plan that is not a small
health plan—May 23, 2007.

{2} A small health plan—May 23,
2008,

(e} Health care clearinghouses. A
health care clearinghouse must comply
with the implementation specifications
in §162.414 no later than May 23, 2007,
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§162.406 Standard unique health identifier
for health care providers,

{a) Standard. The standard unique
health identifier for health care
providers is the National Provider
Identifier (NPI). The NPlisa 10-position
srumeric identifier, with a check digit in
the 10th position, and no intelligence
about the health care provider in the
number,

(b} Required and permitted uses for
the NPL

(1) The NPI must be used as stated in
§162.410, §162.412, and §162.414.

{2} The NP may be used for any other
lawful purpose.

§162.408 National Provider System.

National Provider System. The
National Provider System (NPS] shall do
the fallowing:

{a] Assign’a single, nnigue NPl to a
Lealth care provider, provided that—

(13 The NPS may assign an NPl to a
subpart of a health care provider in
accordance with paragraph {g}; and

(2) The Secretary has sufficient
information to permit the assignment to
be made.

{b} Collect and maintain information
about each health care pravider that has
been assigned an NP and perform tasks
nacessary to update that information.

{c) if aporopriate, deactivate an NPJ
upon receipt of appropriate information
concerning the dissolution of the health
care provider that is an organization, the
death of the health care provider who is
an individual,.or other circumstances

justifving deactivation, © _
“{d} I approptiate, reactivate a
deactivated NPI upon receipt of
appropriate information.

(e) Not assign a deactivated NPI to any
other health care provider,

{f} Disseminate NPS information upon
approved requests,

(g) Assign an NPI to a subpart of a
health care provider on request if the

identifying data for the subpart are
inique,

§162.410 implementation specifications:
Health care providers,

(8] A covered entity that is a covered
health care provider must:

{1} Obtain, by appHeation if
necessary, an NPI from the National
Pravider System (NPS) for itself or for
any subpart of the covered entity that
would be a covered health care provider
if it were a separate legal entity, A
covered entity may obtain an NPT for
any other subpart that qualifies for the
assignment of an NPL

{2} Use the NPI it obtained from the
NPS to identify itself on all standard
transactions that it conducts where its
health care provider identifier is
required. S

(3) Disclose its NPI, when requested,
to-any entity that needs the NPl to
identify that covered health care
provider in a standard transaction.

{4) Comrmanicate to the NPS any
changes in its required data elements in
the NPS within 30 days of the change.

(8) If it uses one or more business
associates to conduct standard
transactions on its behalf, require its
business associate(s) to use its NPI and
other NPIs appropriately as required by
the transactions that the business
associate{s) conducts on its behalf.

{6) If it has been assigned NPIs for one
or more subparts, comply with the
requirements of paragraphs {a){2}
through {a}(5} of this section with
respect to each of those NPis, -

(b) A health care provider that is not
a covered entity may obtain, by
application if necessary, an NPI from
the NPS.

§162.412 implementation specifications:
Health plans.

(2} A health plan must use the NPI of
any health care provider {or subpart{s},

if applicable) that has besn assigned an
NPI to identify that health care provider
on all standard transactions where that
health care provider's identifier is
required.

(B) A health plan may not require a
heaith care provider that has been
assigned an NPJ to obtain an additional
NPL

§162.414 Implementation specifications;
Health care clearinghouses,

A health care clearinghouse must use
the NP! of any health care provider (or
subpart(s}, if applicable) that has been
assigned an NPI to identify that health
care provider on all standard
transactions where that health care
provider's identifier is required.

Subpart F—Standard Unique Employer
ldentifier

B3Ing 162.610, paragraph {¢) is added
to read as follows:

§162.610 Implementation specifications
for covered entities.
* * * " *

{c} Requirad and permitted uses for
the Employer Identifier,

(1) The Employer Identifier must be
used as stated in § 162.610(b}.

{2) The Employer Identifier mav be
nsed for any other lawful purpose,

Authority: Secs, 1171 through 1179 of the
Social Security Act (42 U.5.C. 1320d—13204-
8], as added by ser. 262 of Pub, L. 104191,
110 Stat. 2021-2031, and sec. 264 of Pub. T,
194-193; 110 Stat. 20332034 (42 U.S.C.
13206d-2 {note)). )
{Catalog of Federal Domestic Assistance
Program No. 93.774, Medicare—
Supplementary Medical Insurance Program.)

Dated: October 16, 2003.
Tommy G, Thompson,
Secretary.
{FR Doc. 04-1148 Filed 1-22-04; 8:45 am]
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