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To: Select Providers

From: IEHP — Claims

Date: June 7, 2026

Subject:  Correct DOS Sequencing and POS Required to Avoid Claims Rejection

Please note the following important reminders to avoid rejected claims.
1. Claims Admission Date must be less than or equal to the service date.
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2. Also, please verify that the Place of Service is being submitted correctly. Correct POS is submitted
to identify the setting services where services were rendered. Please reference the DHCS website for

POS list:

* Claims will be rejected if the admission date and/or place of service are incorrect. A rejected claim is
not considered a clean claim submission. A new clean claim submission is required and must be submitted
according to timely filing requirements.

If you have any questions, please contact the IEHP Provider Call Center at (909) 890-2054, (866) 223-4347 or
email ProviderServices@iehp.org

All IEHP communications can be found at: www.providerservices.iehp.org > News and Updates > Notices
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