
Eligibility and Benefits Inquiry Guide 

Page 1 of 12 

 

 

 

  

Eligibility and Benefits 
Inquiry Guide 
July 2020 

Independence Blue Cross offers products through its subsidiaries Independence Hospital Indemnity Plan, Keystone Health Plan East, and  
QCC Insurance Company, and with Highmark Blue Shield — independent licensees of the Blue Cross and Blue Shield Association. 
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The Eligibility and Benefits Inquiry transaction provides you with access to real-time, detailed 
eligibility and benefits information for Independence Blue Cross (Independence) members 
through the NaviNet® web portal (NaviNet Open). Providers can view information about a 
member’s demographics, insurance, and cost-sharing information (i.e., copayment, deductible, 
and coinsurance). Access to this information is available seven days a week. 

Please note the following about the new Eligibility and Benefits Inquiry transaction: 

• FEP members. The new transaction will not return information for Federal Employee 
Program (FEP) members. You will need to obtain eligibility and benefits information for FEP 
members through the Eligibility and Benefits Inquiry transaction in the BlueExchange® Out of 
Area Workflows menu option. 

• Dates of service. The updated transaction will eventually allow you to search for a 
member’s eligibility and benefits record up to 730 days (approximately two years) in the  
past from the current date.  

How to inquire about eligibility and benefits information 
To inquire about eligibility and benefits information, follow these steps:  

1. Select Eligibility and Benefits Inquiry from the Workflows menu on Independence NaviNet 
Open Plan Central. 

 

Once on the Eligibility and Benefits Patient Search screen, you will need to select the 
appropriate provider group or facility before entering the member search criteria. The 
combination of provider and member information you enter will assist in identifying the 
appropriate member cost-sharing information. 

Note: Selecting an incorrect provider group or facility on the Eligibility and Benefits Patient 
Search screen may result in the incorrect notation of member cost-sharing. 
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The display for selecting the Servicing Provider or Facility has been updated, and the 
provider’s NPI now appears directly under the Group/Facility name. To the right of the 
Group/Facility name, you will see the provider’s tax ID number and internal Independence 
provider identification number.  

   
2. When searching for a member, you have several options available: 

• member ID (as it appears on the member’s ID card) 
• member ID and member last and first name 
• member ID and member date of birth 
• member last and first name and date of birth 
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The date of service field is optional. If no date of service is entered, the system will use the 
current date. 

As previously mentioned, the updated transaction will eventually allow you to search for a 
member’s eligibility and benefits record up to 730 days (approximately two years) in the past 
from the current date.  

You can also search for future dates of service up to 180 days in advance of the current 
date. Please keep in mind that a member’s coverage is subject to change (e.g., retroactive 
termination). 

3. Select the Search button. If a Patient Search Results screen appears, select the desired 
patient to access his or her eligibility and benefits information. 

 

The Patient Search Results screen indicates the following details about the patient:  

• member ID number; 
• patient name; 
• date of birth; 
• gender; 
• address; 
• product/line of business (e.g., Comprehensive, Facility, HMO, Major Medical, PPO, 

POS, Professional) (Note: If a member is covered under more than one medical product, 
the summary screen will display a concatenated Product name); 

• coverage date span; 
• status (of coverage for the indicated date of service). 
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4. Once on the Eligibility and Benefits Details screen, you will see additional details pertaining 
to the member’s coverage. Please review the information that corresponds to each letter in 
the image below.   

 

A. View Patient Details. Selecting this link provides you with member demographic 
information as well as member ID, member group, and subscriber information. 

B. View Current Member ID Card. Selecting this link allows you to view and print the front 
and back image of the member’s current ID card. (Note: This link does not display the 
image of ID cards for prior or future coverage.) 

C. Tier Information. If the member is covered under a tiered network product, the  
cost-sharing information for his or her tiered benefits will be noted based on the provider 
group or facility you selected. 

• Benefit Tier (as illustrated above) or; 

• Medicare Advantage HMO and HMO-POS Benefit Tier 

‒ As of January 1, 2019, if a member has elected for the Preferred primary care 
physician (PCP) benefit, the Eligibility and Benefits Inquiry transaction will return 
one of two new informational messages on the Eligibility & Benefits Detail 
screen advising you of the member’s PCP benefit tier (see next page). Select 
the Additional Benefit Provisions link (M) and then select Professional Services 
from the prompt to view the copay amount.    
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D. Primary Care Provider (PCP). If a member is covered under an HMO or POS managed 

care plan and has selected a PCP, detailed information about the PCP will be displayed. 

E. Tandigm Member. If a member is affiliated with the Tandigm Health program, this 
indicator will display. 

F. Prefix. The prefix from the member’s ID number will display here.   

G. Note. The Site of Service Applies indicator alerts providers that the member has a plan 
with a site-of-service benefit. Note: This indicator applies only to certain Independence 
members. In addition, this section will indicate if the member’s plan is self-funded or fully 
insured. 

H. View Clinical Alerts. Clinical Alerts are clinical practice tools that alert PCPs and 
specialists when a member has not received a recommended service. They are based 
on administrative data and describe preventive care services for which the patient may 
be past due. For example, the “Annual Retinal Exam (Diabetes)” alert will appear for 
diabetic patients who have not had a retinal exam within the past year. 

When you select the View Clinical Alerts link, you must attest that you have received 
permission from the member to view his or her clinical information by selecting the  
I Agree button, as shown below. 
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After you complete the attestation, Clinical Alerts will appear in a new screen. To view 
details about an alert, select a specific alert link. To view a complete listing of all Clinical 
Alerts, select the Go to Reference Guide button. 

 
I. View Clinical Care Report. A Clinical Care Report is based on Independence-paid 

medical and prescription drug claims for a member and includes information such as the 
following: 

• disease conditions reported in the past two years; 
• visits to the emergency room/department in the past year; 
• hospital admissions in the past four years; 
• outpatient procedures in the past two years; 
• specialists seen in the past two years; 
• prescriptions filled in the past six months; 
• alerts by condition (i.e., gaps in care), if any; 
• lab tests with results (when available); 
• diagnostic imaging in the past two years; 
• immunizations in the past four years. 

 
Note: The Clinical Care Report is not a complete medical record of all services, tests, or 
products that a member may have received. It does not include data for sensitive health 
conditions, such as mental/behavioral health, substance abuse, HIV/AIDS, sexually 
transmitted diseases, genetic testing, or services for which Independence did not pay a 
claim. 
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When you select the View Clinical Care Report link, you must select your reason for 
viewing the report and attest that you are authorized to view the report by selecting the  
I Agree button, as shown below. After you complete the attestation, the Clinical Care 
Report will appear in a new screen. 

 
J. Health Plan Provisions. This link provides you with a general overview of the member’s 

coverage as well as group-specific information. 

K. Capitated Site Information. When a member is covered under an HMO or POS 
managed care plan, this link will display the applicable PCP capitated site information 
(e.g., for laboratory services). 

L. View Previous Coverage. If the member had coverage for a prior benefit period, the 
View Previous Coverage link will display on the Details screen. You can select this link 
for summary information.  

 
To view additional details for a prior benefit period, you will need to return to the  
Search screen and re-enter the applicable date of service. (As noted earlier in this  
guide, eligibility and benefits information is not available for dates of service prior to  
July 1, 2015.) 
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M. Additional Benefit Provisions. When selecting this link, you will be prompted to select 
from the following list to see additional provisions specific to that benefit category.   

 
Upon selecting a benefit, a screen is returned displaying the details for the selected 
benefit. An example is provided on the next page for Inpatient Facility Services. 
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N. Benefit Accumulator. Clicking on this link returns a window that contains all the 

accumulators for the member’s coverage along with the Threshold Amount and the 
Accumulated Amount to-date. If no benefit accumulators are applicable, the window will 
return with “No records found”. 

 
O. Benefits. The benefits section of the Details screen allows you to search for information 

for a specific benefit category. The Search box allows you to look for a specific benefit 
by typing a keyword or phrase (e.g., dialysis). Use the scroll bar to view additional 
benefit categories. 

You can customize the initial benefit category that displays when accessing the Details 
screen. The system default is the Health Benefit Plan Coverage category. If you wish to 
change the default category setting, select a different benefit category from the left side 
of the display and then select the Set as default benefit view link from the right side of 
the screen. 

 
  



Eligibility and Benefits Inquiry Guide 

Page 11 of 12 

P. Health Benefit Plan Coverage. This display shows general coverage information, such 
as coinsurance, deductible, and out-of-pocket maximums. You can use this information 
in conjunction with other benefit categories to better understand the member’s coverage. 
Note: Accumulator information, where applicable for a benefit, will display under the 
specific benefit category. 

APTC Indicator 
The Advanced Premium Tax Credit (APTC) is part of the Patient Protection and 
Affordable Care Act, also known as Health Care Reform. The APTC helps qualifying 
individuals and families obtain health insurance by reducing monthly premiums. Health 
Care Reform mandates a three-month (i.e., 90-day) grace period for individual APTC 
members who are delinquent in paying their portion of premiums. 

Under the mandate, insurers are required to pay medical claims received during the first  
30 days of the grace period, but they may pend medical claims for services rendered to 
those members and their eligible dependents during the second and third months of the 
grace period. If payment is not received by the end of the grace period, the pended 
claims will be denied and the member’s policy will be terminated. 

When an APTC member is delinquent on his or her monthly insurance premiums for two 
months or more, a yellow banner with an alert icon and message indicating “Pending 
Investigation” will display on the Eligibility and Benefits Details screen. You will need to 
select the benefit category labeled Health Benefit Plan Coverage (i.e., the system 
default benefit category) on the left side of the display and scroll to the bottom of 
the screen to view additional details.  

One of the below messages will display depending upon the period of delinquency: 

• HIX GRACE PERIOD 1ST MONTH OF DELINQUENCY — ELIGIBLE CLAIMS WILL 
BE PAID; 

• HIX GRACE PERIOD 2ND MONTH OF DELINQUENCY — ALL CLAIMS WILL BE 
SUSPENDED; 

• HIX GRACE PERIOD DELINQUENT GREATER THAN 3 MONTHS — ALL CLAIMS 
WILL BE DENIED. 

Note: Refer to the bottom of the screen when viewing the benefit category labeled 
Health Benefit Plan Coverage for all detailed APTC indicator information related to the 
member’s record. 
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Other navigation tips 
You can print a copy of the Details screen by selecting the Print link in the upper right corner of 
the screen. To return to Independence Plan Central, select the Independence logo. 

 

Learn more 
If you have questions about using the Eligibility and Benefits Inquiry transaction, please contact 
our Provider eBusiness team through our online Provider eBusiness Inquiry form. 

 
NaviNet® is a registered trademark of NantHealth, an independent company. 

 

https://fhnportal.ibx.com/providerinquiry/ibc/dashboard

