Decenber 3, 2002

MANAGED CARE PLAN
ENCOUNTER DATA SPECI FI CATI ONS

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

NATI ONAL VERSI ON 001. 03

OH O MEDI CAI D
LOCAL VERSI ON 001. 03

| SSUE DATE - 07/01/1993
| MPLEMENTATI ON DATE - 10/01/1993

LOCAL | SSUE DATE - 09/15/1993

LOCAL | MPLEMENTATI ON DATE - 02/01/94



NATI ONAL VER. 001.03 - 07/01/1993
LOCAL VER. 001.03 - 07/01/1993
ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD DESCRI PTI ONS Page
AAO - File Header Record - Submitter ................. 15
BAO - Batch Header Record - Provider .................. 24
CAO - daimHeader Record - Patient ................... 32
DAO - Insurance Information Record - Payer ............ 49
DAl - Insurance Information Record - Payer ............ 64
EA0O - ClaimDetail Record - ClaimLevel ............... 74
FAO - Service Line Detail Record - Root ............... 86
FBO - Service Line Detail Record - Medical ............ 106
FDO - Service Line Detail Record - Dental ............. 116
GAO - Certification Record - Anbulance ................ 125
HAO - Cert. Record - Narrative Data ................... 133
XA0O - CaimTrailer Record - ClaimTotals ............. 142
YAO - Batch Trailer Record - Batch Totals ............. 150
ZAO - File Trailer Record - File Totals .............. 159



ELECTRONI C

NATI ONAL VER. 001.03 - 07/01/1993

LOCAL VER. 001.03 - 07/01/1993
MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
FI LE LAYOUT
File Header Record.............. Submi tter
Batch Header Record ............. Pr ovi der
Bat ch Header Record ............. Pr ovi der
Cl ai m Header Record .............. Pat i ent
Cl ai m Header Record ............ Legal Rep
I nsurance Info Records .......... Payer (s)
I nsurance Info Records .......... Payer (s)
I nsurance Info Records .......... Payer (s)

Cl ai m Record
Cl ai m Record
Cl ai m Record

Service Line Detail Records
Service Line Detail Records
Service Line Detail Records
Service Line Detail Records
Service Line Detail Records

Anmbul ance Certification Record

Chiropractic Certification Record

DVE Certification Record
DVE Narrative Record

EN Certification Record

PEN Certification Record

DVEPGCS Certification Record

OXYGEN Certification Record
OXYGEN Narrative Record
OXYGEN Facility Record

Extra Narrative Record

ClaimTrailer Record ........ Claim Total s
Batch Trailer Record ........ Batch Total s
File Trailer Record .......... File Total s




| NTENTI ONALLY LEFT BLANK SO THAT PRI NTI NG FOR FRONT TO BACK COPI ES
W LL BE CORRECT FOR REMAI NI NG PACGES



ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

GENERAL | NSTRUCTI ONS

NATI ONAL VER. 001.03 - 07/01/1993



NATI ONAL VER. 001.03 - 07/01/1993
LOCAL VER. 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI MS NATI ONAL STANDARD FORIVAT
GENERAL | NSTRUCTI ONS
The general instructions define the validation requirenents for
classes of fields as well as sone standard abbreviations that
are utilized.

ABBREVI ATI ONS
St andard abbrevi ati ons used t hroughout the docunent:

ABBREVI ATI ON DESCRI PTI ON
ADDR ............. Address (street address)
ANES ............. Anest hesi a

APPL . ............ Appl i ance

ASSIGN ........... Assi gnnment

CONT ............. Cont ai nnent

CUR .............. Current

DT ............... Dat e

EMPL ............. Enpl oynent

EMPLR ............ Enpl oyer

FUNCTNL .......... Functi onal
ID............... Identifier OR Identification
I MPRESS .......... | mpressi on

IND .............. I ndi cat or

INFO ............. I nformati on

INSERT ........... I nserted

LOC .............. Locati on

MEASURE .......... Measur enent

M M ddle Initial

MN .............. M nut es

MOS .............. Mont hs

NA ... ... Not Applicable OR None
NO ............... Nurber

ORTHO ............ Ot hodontic

PAT .............. Pat i ent

PERM ............. Per manent

PHONE ............ Tel ephone

PLACE ............ Pl acenment

PRESCRIPT ........ Prescription

PROV ............. Provi der

PUR .............. Pur chased

REL .............. Rel ati onshi p

REP .............. Representative
REPLACE .......... Repl aced

REQ .............. Requi r enent

RETIRE ........... Reti r enent

SER .............. Seri es



NATI ONAL VER. 001.03 - 07/01/1993
LOCAL VER. 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
GENERAL | NSTRUCTI ONS

St andard abbrevi ati ons (conti nued):

ABBREVI ATl ON DESCRI PTI ON
SPNSR ............ Sponsor

SUB .............. Submi tter

SUPV ............. Super vi si ng

SVC .............. Service

SYMP ... ... ... Synpt om

TREAT ............ Tr eat ment

IST ... First

REQ codes:
required O = optional
condi ti onal

Ox

VALI DATI ON REQUI REMENTS:

Sone Date El enent description pages state:
"See GENERAL | NSTRUCTI ONS for 'XXXXXXXXXXXXXXX' entry".

Where ' XXXXXXXXXXXXX' is one of the follow ng
data el ements.

ELEVENT PAGE #
ADDRESS ..o g8
DATE .ot 9
| DENTI FI CATI ON NUMBERS . ........ 9
NAVE 1 (1 NDI VI DUAL NAMES) . ..... 10
NAVE 2 ( COMPANY NAMES) ......... 10
PATI ENT CONTROL NUMBER ......... 11
TELEPHONE . ... .oooeoeee 13



NATI ONAL VER. 001.01 -
LOCAL VER. 001.01 -

03/ 01/ 1992
03/ 01/ 1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

GENERAL | NSTRUCTI ONS

ADDRESS- 1 and ADDRESS- 2:

a) ADDRESS-1 may not contain a blank in the first

posi tion.

b) If entered, ADDRESS-2 may not contain a blank in the first

posi tion.

c) Must contain at

d) May contain:

e) No ot her speci al

| east one enbedded bl ank.

A Z

0-9

forward sl ash (/)
period (.)

conma (,)

nunber sign (#)
anper sand (&)

par ent heses ' ()
percent sign (% -
bl ank ( )

for: "in care of"

characters are all owed.

CTY:
a) First position nmust not be bl ank.
b) May contain: A - Z
period (.)
conma (,)
anper sand (&)
bl ank ( )

c) No ot her special

STATE:  Must

Zl P:

a) Position 1-3 nust
Position 4-5 must
Position 6-9 is optional but

b) If the STATE code is a foreign country,

characters are all owed.

be a valid code fromEXH BIT 1.

be a code fromEXH BIT 1.
be numeric.

must be nuneric if entered.

ZIP is not required.



Fo

NATI ONAL VER. 001.02 - 09/01/1992
LOCAL VER. 001.02 - 09/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
GENERAL | NSTRUCTI ONS

rmat: CCYYMVDD

a) CC (century) nust have a value of '19' or '20
exception: may have a value of '18', 19' or '20'
for birth dates.

b) YY (year) nust have a value of '00' through '99'.

c) MM (nonth) rmust have a value of '01' through '12'.

d) DD (day) nust have a value of '01' through ' 31
dependent on MM

MM (rmont h) val ue DD (day) val ue
01, 03, 05, 07, 01 through 31
08, 10, 12

04, 06, 09, 11 01 through 30
02 01 through 29

if YYis divisible by 4

02 01 through 28
if YY NOT divisible by 4

| DENTI FI CATI ON NUMBERS

a) If entered, first position nay not be bl ank

b) May contain: A- Z
0-9

c) No enbedded bl anks are all owed.

d) Special characters may be used at the discretion of

t he receiver/ payor.

VEDI CAlI D

NOTES:

If special characters are allowed in a field,

it will be specified in the instructions on that field



NATI ONAL VER. 001.01 - 03/01/1992
LOCAL VER. 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

GENERAL | NSTRUCTI ONS

NAME 1 (1 NDI VI DUAL NAMES) :

LAST NAME and FI RST NAME
a) First position nmust be A-Z
b) May contain: A-Z
hyphen (-)
bl ank ( )
c) No other special characters are all owed.
d) Titles such as "M."', "Dr.', "Jr."' are not allowed.
e) Must be at least two (2) positions in |ength.

M DDLE I NI TI AL

a) Must contain A-Z or blank.

NAVE 2 ( COVPANY NAMES)

a) First position nmust be A-Z

b) May contain: A-Z
period (.)
conma (,)
hyphen (-)
anper sand (&)
bl ank ( )

c) No other special characters are all owed.

d) Must be at least two (2) positions in |ength.

10



NATI ONAL VER. 001.01 - 03/01/1992
LOCAL VER. 001.06 - 06/14/1996

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
GENERAL | NSTRUCTI ONS
PATI ENT CONTROL NUMBER

a) First position nmust not be bl ank.

b) May contain: A-Z
0-9
forward slash (/)
period (.)
conma (,)
hyphen (-)
nunber sign (#)
bl ank ( )

c) No other special characters are all owed.

MEDI CAI D

NOTES: This field is required because it is used to |ink al
records for a single claim Because of this, the
entire claimw |l be denied without this information.

Only the first nine digits of this field is used by

t he Medi caid paynent system These first nine digits
of the Patient Control Nunber will be used as the

Medi cal Record Number and will be reflected as such on
the printed Renittance Advice and the electronic

PAY/ REJECT file.

If this nunber is not avail abl e on hardcopy cl ai ns,
the Scanner/Data Entry departnents will insert the
last nine digits of the Billing Nunber.

ENCOUNTER

NOTES: The Ohi o Encounter Systemlimits the patient control nunber
field to 15 characters. It is assigned by the MCP to
uniquely identify the claim It is used to link all records
for a single claim

11



NATI ONAL VER. 001.01 - 03/01/1992
LOCAL VER. 001.06 - 06/14/1996

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
GENERAL | NSTRUCTI ONS
PATI ENT CONTROL NUMBER: (conti nued)

ENCOUNTER
NOTES: Report the nedical record number using the field by
t hat name on the CAO record.

12



NATI ONAL VER. 001.01 - 03/01/1992
LOCAL VER. 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
GENERAL | NSTRUCTI ONS

TELEPHONE

a) Format: AAAXXXSSSS
AAA = area code
XXX = exchange
SSSS = station nunber

b) Must contain 0-9 only.
c) No special characters or blanks are all owed.
d) Valid area codes nay be found in EXHHBIT 1

VEDI CAl D NOTES:

Each subm ssion is conposed of nultiple batches.
Each batch is conmposed of nultiple clains.

Wth respect to el ectronic subni ssions comng from providers and

i ntermedi aries, our use of the term"batch" relates to the entire
subm ssion or file. The batches that exist within that subm ssion
have i ndivi dual batch nunbers but they are not used by the

Medi cai d payment system Therefore, these subm ssions are

bal anced in total by using the total nunber of clainms in the file.

Wth respect to submission frominternal departnents, the batches
within the subm ssion or file are used by the Medicaid paynent
system for bal ancing. Therefore, individual batches within a
subm ssi on may be rejected.

M SCELLANEQUS ( NOT OTHERW SE SPECI FI ED) CATEGORI ES
The use of any code category that is considered niscellaneous or
not specific in description requires the provider to nmmintain
hardcopy docunentation in the patient's file to support the
subm ssion of that claim Wen these types of codes are used, it
is adviseable to use the Narrative (HAO) record for their
expl anat i on.

13



NATI ONAL VER. 001.01 - 03/01/1992
LOCAL VER. 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
GENERAL | NSTRUCTI ONS

MEDI CAI D NOTES ( CONTI NUED) :

CLAI M5 NOT TO BE BI LLED ELECTRONI CALLY

The followi ng types of clains cannot be billed electronically. They

nmust be billed on hardcopy and sent to the Chio Departnment of Job &
Fam |y Servi ces.

1) Abortion, sterilization and hysterectony clains.

2) Service dates over 365 days old.

14



ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

FI LE HEADER RECORD

RECORD TYPE: AAQ

15



NATI ONAL VER. 001.01 - 03/01/1992
LOCAL VER. 001.01 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: FI LE HEADER RECORD RECORD TYPE: AAO
LEVEL: FI LE
PURPOSE: The first record of any file submtted

electronically, it contains information pertinent
to the submitter of the claimfile. A submtter
could be a provider of nmedical services

(i.e. physician, lab, clinic...) or a billing
agency. The information contained in this record
will be the determining factor in whether or not
the file will be allowed system access.

REQUI REMENTS: A "AAQ0" record is required for every subni ssion

ORDER: Pr ecedi ng Fol | owi ng
Record Type Record Type
NONE BAO
NOTES:
VEDI CAl D
NOTES: Filler fields will not be read by the Medicaid processing system
O her information may be provided in these areas but they will not affect

t he processing of these clains.

16



NATI ONAL VER. 001.03 - 07/01/1993
LOCAL VER. 001.05 - 04/05/1996

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: FI LE HEADER RECORD RECORD TYPE: AAQ
"SUBM TTER DATA"

FI ELD FI ELD POSI TI ONS MANAGED
NO. FI ELD NAME LENGTH TYPE FROM THRU CARE NOTES
0.0 RECORD ID "AAO" 3 x o 03 R
02.0 SUBM TTER | DENTI FI ER 16 X 04 19 R
FI LLER 9 X 20 28
04.0 SUBM SSI ON TYPE 6 X 29 34 R
FI LLER 178 X 35 212
15.0 CREATI ON DATE 8 X 213 220 R
FI LLER 33 X 221 253
21.0 TEST/ PROD | ND 4 X 254 257 R
FI LLER 35 X 258 292
26.1 TARGET SYSTEM 1 X 293 293 R
FI LLER 27 X 294 320

17



NATI ONAL VER. 001.01 -
LOCAL VER. 001.01 -

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

03/ 01/ 1992
03/ 01/ 1992

RECORD NAMNE: FI LE HEADER RECORD RECORD/ FI ELD: AA0-01.0
"SUBM TTER DATA"

DATA ELEMENT: Record Identifier (RECORD | D "AA0")
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
01.0 X(03) LEFT SPACES 01 03 R
DEFI NI TI ON: Field used to identify the "Subnitter Data

Record".
CODE VALUES: N A
VALI DATI ON: Must be entered.
Must be " AAQ".
FORM LOCATION: N A
REMARKS: N A

18



NATI ONAL VER. 001.01 - 03/01/1992
LOCAL VER. 002.01 - 08/31/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
RECORD NAME: FI LE HEADER RECORD RECORD/ FI ELD: AA0-02.0
"SUBM TTER DATA"

DATA ELEMENT: Submitter ldentifier (SuUB 1D)

FI ELD COBOL PI CTURE JUSTIFY I NITIAL FROM THRU REQ

02.0 X(16) LEFT SPACES 04 19 R
DEFI NI TI ON: ldentifies the submtter as defined by the
receiver.
CODE VALUES: N A
VALI DATI ON: Must be entered.

Must be identical to the SUBM TTER I D
entered in the File Trailer Record (ZAO-02.0).

See GENERAL | NSTRUCTIONS for "ldentification
Nunber" entry.

FORM LOCATION: N A

REMARKS: May be a federally assigned Enpl oyer
Identification Nunber (EIN. EINis also
referred to as a Tax ldentification Number (TIN)
dependi ng on the receiver's requirenents.

MEDI CAI D
NOTES: This field is conposed of the three-character
al phabetic submitter ID, followed by the three-digit
subm tter=s nunber foll owed by spaces

19



NATI ONAL VER. 001. 03 -
LOCAL VER. 001.03 -

07/01/ 1993
09/ 15/ 1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORNMAT

RECORD NAME: FI LE HEADER RECORD RECORD/ FI ELD: AA0-04.0
"SUBM TTER DATA"
DATA ELEMENT: Subm ssion Type
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
04.0 X(06) LEFT SPACES 29 34 R
DEFI NI TI ON: Identifies the input nediumor method used
to transmt the data to the receiver.
CODE VALUES: ASYNC Bl SYNC RIE FAX TAPE
ASY BSY RIE FAX TP
ASY003 BYS024 RJE024 TPCRTG
ASY012 BYS048 RJE048 TP0O800
ASY024 BSY096 RJE096 TP1600
ASY048 BSY192 RJE192 TP6250
ASY096
DI SKETTE SCANNER CPU
DSK8SS DSK5SS DSK3SS SCN CPU
DSK8SD DSK5SD DSK3SD SCNOCR
DSK8DD DSK5DD DSK3DD SCNI CR
DSK5HD DSK3HD
VALI DATI ON: At a mninmum nust be a valid code fromthe

FORM LOCATI ON:
REMARKS:

MEDI CAI D
NOTES:

above lists. At the receiver's option, there

may be nore specific code requirenents.

N A

N A
For

their
code.

providers and internediaries who are submtting
clains on reel tape or cartridges, use the "TP"
Do not use the other codes under "Tape".

For hardcopy clainms that are being scanned, use the

"SCN' code. For hardcopy clains that are being keyed by
the Data Entry department, use the "KD' code.

20



NATI ONAL VER. 001.03 - 07/01/1993
LOCAL VER. 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORNMAT

RECORD NAME: FI LE HEADER RECORD RECORD/ FI ELD: AA0-15.0

"SUBM TTER DATA"

DATA ELEMENT: Creation Date

FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU
15.0 X(08) LEFT SPACES 213 220
DEFI NI TI ON: Identifies the date the submtter created the

the file.

CODE VALUES: N A
VALI DATI ON: Must be entered.
Must be a valid date.
See GENERAL | NSTRUCTIONS for "Date" entry.

Must not be later than the date the file is
recei ved.

FORM LOCATI ON: N A
REMARKS: N A

MEDI CAI D
NOTES: Producti on tapes should be sent to:

Chi o Department of Job & Family Services
Air Center

Data Schedul i ng Unit
4200 East Fifth Avenue

Col unbus, OH 43219

21
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NATI ONAL VER. 001.03 - 07/01/1993
LOCAL VER. 001.03 - 07/01/1993
ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: FI LE HEADER RECORD RECORD/ FI ELD: AA0-21.0
"SUBM TTER DATA"

DATA ELEMENT: Test/Production Indicator ( TEST/ PROD | ND)
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
21.0 X(04) LEFT SPACES 254 257 R

DEFI NI TI ON: A code indicating whether the file is to

be used for test or production purposes.

CODE VALUES: TEST = file should be run through a test

system
PROD = file should be run through a
producti on system
VALI DATI ON: Must be entered if required by receiver.

If entered, nust be a valid code fromthe above |ist.

FORM LOCATI ON: N A

REMARKS: N A

22



NATI ONAL VER. 001.03 - 07/01/1993
LOCAL VER. 001.04 - 04/01/1994

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: FI LE HEADER RECORD RECORD/ FI ELD: AAO- 26. 1
"SUBM TTER DATA"

DATA ELEMENT: Target System

FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
26.1 X(01) LEFT SPACES 293 293 R
DEFI NI TI ON: Field used to identify the target systemat ODJFS

for which the data is intended.

CCDE VALUES: N A

VALI DATI ON: Must be entered.

FORM LOCATI ON: N A

REMARKS: N A

MCP ENCOUNTER
NOTES: Must be >H for encounter data.

23



ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

BATCH HEADER RECORD

RECORD TYPE: BAO

" PROVI DER DATA 1"

NATI ONAL VER. 001.03 - 07/01/1993

24



NATI ONAL VER. 001.01 - 03/01/1992
LOCAL VER. 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
RECORD NAME: BATCH HEADER RECORD RECORD TYPE: BAO
" PROVI DER DATA 1"

LEVEL: BATCH

PURPOSE: To identify and provide information regarding the
provi der of services indicated in this batch.

REQUI REMENTS: This record is required.
A "BAO" record is required for every subm ssion.

ORDER: Pr ecedi ng Fol | owi ng
Record Type Record Type
AAO0 or YAO BA1 or CAO
NOTES: Only one BAO record is allowed for each batch.
VEDI CAl D
NOTES: See GENERAL | NSTRUCTI ONS for "Batch" definition.

25



NATI ONAL VER. 001.03 - 07/01/1993
LOCAL VER. 001.03 - 09/15/1993
ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: BATCH HEADER RECORD RECORD TYPE: BAO
" PROVI DER DATA 1"

FI ELD FI ELD POSI TI ONS MANAGED
NO. FI ELD NAME LENGTH TYPE FROM THRU CARE NOTE
01.0 RECORD | D "BAO" 3 X 1 3 R
FI LLER 18 X 4 21
04.0 BATCH NUMBER 4 N 22 25 R
FI LLER 49 X 26 74
12.0 PROVI DER MEDI CAI D NUMBER 15 X 75 89 R
FI LLER 45 X 90 134
16.0 PROVI DER OTHER NUMBER 1 15 X 135 149 C
FI LLER 171 X 150 320

26



NATI ONAL VER. 001.01 - 03/01/1992
LOCAL  VER 001.01 - 03/01/1992
ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORVAT
RECORD NAME:  BATCH HEADER RECORD RECORD/ FI ELD: BAO-01. 0
" PROVI DER DATA 1"
DATA ELEMENT: Record Type (RECORD | D ' BAO')

FIELD COBOL PICTURE JUSTIFY INTIAL FROM THRU REQ

01.0 X(03) LEFT SPACES 1 3 R

DEFI NI TI ON: This field is used to identify the
"PROVI DER DATA 1" record.

CCDE VALUES: N A

VALI DATI ON: Must be entered.

Must be BAO.

FORM LOCATI ON: N A

REMARKS: N A

27



NATI ONAL VER. 001.02 - 09/01/1992
LOCAL VER. 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: BATCH HEADER RECORD RECORD/ FI ELD: BAO-04.0
" PROVI DER DATA 1"

DATA ELEMENT: Bat ch Nunber ( BATCH NO)
FIELD COBOL PICTURE JUSTIFY INTIAL FROM THRU REQ

04.0 9(04) Rl GHT ZERCS 22 25 R

DEFI NI TI ON: This is a sequential nunber assigned by the
submitter, to each batch of clains.

CODE VALUES: Must be equal to 0001 through 9999.
VALI DATI ON: Must be entered.

Must be nuneric.

Fi rst occurrence nust be 0001

Whenever the "EMC Provider ldentifier", BAO -
02.0, or "Type of Batch", BAO - 03.0, changes
fromthose previously entered, the "Batch Nunber"
must be reset to 01.

If the previous "EMC Provider ldentifier", BAO -
02.0 and "Type of Batch", BAO - 03.0 are
identical with those currently being processed,
the "Batch Number" nust be one greater that the
previ ous "Batch Nunber".

FORM LOCATI ON: N A

REMARKS: N A
MEDI CAI D
NOTES: For providers and internediaries, this field

identifies a batch for their own purposes but the
Medi cai d paynment system does not use it.

For Scanning and Data Entry departnents, only three

digits are accepted by the Medicaid paynent system

28



NATI ONAL VER. 001.01 - 03/01/1992
LOCAL VER. 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORNMAT

RECORD NAME: BATCH HEADER RECORD RECORD/ FI ELD: BAO-12.0
" PROVI DER DATA 1"

DATA ELEMENT: Provi der Medi caid Nunber (PROV MEDI CAID NO

FIELD COBOL PICTURE JUSTIFY INTIAL FROM THRU REQ

12.0 X(15) LEFT SPACES 75 89 R

DEFI NI TI ON: The nunber assigned to the Provider by a Medicaid
State Agency for identification purposes.

CODE VALUES: N A

VALI DATI ON: If entered:
This field nmust contain the Medicaid Provider
Nunber as it appears on the Payor's Provider
File.

See GENERAL | NSTRUCTIONS for "ldentification
Nunber" entry.

FORM LOCATI ON:  HCFA- 1500 Bl ock 33

REMARKS: If the Medicaid Provider Number is not entered or
entered incorrectly all Medicaid clainms contained
within the batch may be rejected.

REQUI REMENTS: The Medicaid Provider Number nust be entered if
the batch contains any clains that are to be
processed by a Medicaid payor.

MEDI CAI D
NOTES: This is the pay-to Medicaid provider number.

In the case of a group practice or hospital

this is the group's nunber. |In other instances,

it is the rendering provider nunber.

29



NATI ONAL VER. 001.01 - 03/01/1992
LOCAL VER. 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: BATCH HEADER RECORD RECORD/ FI ELD: BAO-12.0
" PROVI DER DATA 1"

DATA ELEMENT: Provi der Medi caid Nunber (PROV MEDI CAI D NO

( CONTI NUED)

MEDI CAI D NOTES:
If the Medicaid Provider Nunber is not entered or entered incorrectly,
all Medicaid clains contained within the batch nmay be deleted fromthe
systemor they nmay cause paynent to the w ong provider

Billing agencies should validate the digits of the provider nunber
by using the foll owi ng procedure:

The last digit is the "check"” digit and is verified by a routine that
takes the first six digits of the provider nunber and cal cul ates a
nunber that is conpared to the seventh digit of the provider nunber.

The check digit is calculated as follows:

1) add together the first three odd nunber digits
and multiply the result by 2

2) add together the first three even nunber digits

3) add together the results of step 1 and 2, then
subtract from 100

4) the low order digit fromthe result of step
3 should be the check digit

For exanpl e:

Provi der Nunmber 8321597

1) (8 +2 +5) X2 =230

2) 3+1+9 =13

3) 100 - (30 + 13) = 57

4) 7 should be the check digit
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NATI ONAL VER. 001.01 - 03/01/1992
LOCAL VER. 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORNMAT

RECORD NAME: BATCH HEADER RECORD RECORD/ FI ELD: BAO-16.0
" PROVI DER DATA 1"

DATA ELEMENT: Provider O her Number 1 (PROV NO 1)

FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ

160  X(15)  LEFT  SPACES 135 149 C

DEFI NI TI ON: The nunber assigned to the provider by the

recei ver for other identification purposes.

CCDE VALUES: N A

VALI DATI ON: Must be entered as required by receiver.

See GENERAL | NSTRUCTIONS for "ldentification
Nunber" entry.

FORM LOCATI ON: N A

REMARKS:

MEDI CAl D
NOTES:

Exanmpl e:  Specific nunber assigned for Wrknen's
Conpensati on, Health Mai ntenance Organi zation
(MCP) or Additional Commercial Number.

In the case of a group practice, this field is the
servicing provider's individual provider nunber.

It can be found on the HCFA-1500 formin Block 33 as
the "GRP#".

It has the sane check digit routine as Provider
Medi cai d Nunber, Record BAO, Field 12.0.

31



ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

CLAI M HEADER RECORD

RECORD TYPE: CAO

"PATI ENT DATA"

NATI ONAL VER. 001.03 - 07/01/1993
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NATI ONAL VER. 001.01 - 03/01/1992
LOCAL VER. 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M HEADER RECORD RECORD TYPE: CAO
" PATI ENT DATA"

LEVEL: CLAIM

PURPOSE: To identify and provide information regarding the

pati ent who received the services indicated in
this claim

REQUI REMENTS: A CAO record is required for every claim

ORDER: Pr ecedi ng Fol | owi ng
Record Type Record Type
BAO, BAl or XAO CBO or DAO
NOTES: Only one CAO record is allowed for each claim
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04.
06.
22.

27.
28.

31.

31.
32.

ENCOUNTER NOTES:

[eNe] o [eNeNe]

eNeoNe)

X1

NATI ONAL VER. 001. 03 -

LOCAL VER. 001.05 -

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

07/01/ 1993
06/ 14/ 1996

RECORD NAME: CLAI M HEADER RECORD RECORD TYPE: CAO
" PATI ENT DATA"
FI ELD POSI TI ONS MANAGED
FI ELD NAME LENGTH TYPE FROM THRU  CARE NOTES
RECORD | D " CAO0" 3 X 01 03 R
FI LLER 2 X 04 05
PAT CONTROL NO 17 X 06 22 X1
ENCOUNTER PAT CONTRCL 15 X 06 20 R
ENCOUNTER FI LLER 02 X 21 22 R
PAT LAST NAME 20 X 23 42 o
PAT FI RST NANVE 12 X 43 54 o
TOTAL PAYMENT 10 n 55 64 R
FI LLER 117 X 65 181
OTHER | NSURANCE | ND 1 X 182 182 o
FI LLER 13 X 183 195
PAYOR CLM CONTROL NO 17 X 196 212 o
PROVI DER NUMBER 15 X 213 227 R
FI LLER 26 X 228 253
VEDI CAL RECORD NO 9 X 254 262 R
DELETE ENCOUNTER CLAIM FLAG 1 X 263 263 C
PAI D DATE 8 n 264 271 R
FI LLER 45 X 272 320 o

This field is required since it

is used by Ohio Medicaid to |ink

al

records for a single encounter

field to 15 characters. It
uniquely identify the claim
records for a single claim

34
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The Chio Encounter Systemlinits the patient contro
is assigned by the MCP to

number
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NATI ONAL VER. 001.01 - 03/01/1992
LOCAL VER. 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M HEADER RECORD RECORDY FI ELD: CA0-01.0
" PATI ENT DATA"

DATA ELEMENT: Record Identifier (RECORD | D "CA0")
FI ELD COBOL PI CTURE JUSTI FY INNTIAL  FROM  THRU REQ
01.0 X(03) LEFT SPACES 01 03 R

DEFI NI TI ON: Code used to identify the "Patient Data" record.

CCDE VALUES: N A

VALI DATI ON: Must be entered.

Must be " CAO".

FORM LOCATI ON: N A

REMARKS: N A
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NATI ONAL VER. 001.02 - 09/01/1992
LOCAL VER. 001.04 - 06/14/1996

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORNMAT

RECORD NAME: CLAI M HEADER RECORD RECORD/ FI ELD: CA0-03.0
" PATI ENT DATA"

DATA ELEMENT: Patient Control Nunber (PAT CONTROL NO
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
03.0 X(17) LEFT SPACES 06 22 R

DEFI NI TI ON: An identification assigned to the patient by the

provider to identify the patient.

CCDE VALUES: N A

VALI DATI ON: See GENERAL | NSTRUCTI ONS for "Patient Contro
Number ™.

Must be entered.

FORM LOCATI ON: N A

REMARKS: The patient control nunber is used by the EMC
systemto link all records for a claim Al
records between the record type CAO, up to and
i ncluding the record type XAO, nust have the
sanme patient control numnber.

Al t hough up to seventeen characters are all owed,
not all payors' systens will record and return
seventeen characters on remttance advices or

ot her documents. Consult the Matrix/ Usage
docunent supplied by the Payor/ Receiver for

addi tional information.
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NATI ONAL VER. 001.02 - 09/01/1992
LOCAL VER. 001.04 - 06/14/1996

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
RECORD NAME: CLAI M HEADER RECORD RECORD/ FI ELD: CA0-03.0
" PATI ENT DATA" (Conti nued)
ENCOUNTER NOTES: The Chio Encounter Systemlinmits the patient contro

nunber field to 15 characters. It is assigned by the MCP to uniquely
identify the claim It is used to link all records for a single claim
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NATI ONAL VER. 001.01 -
VER. 001.01 -

LOCAL

03/ 01/ 1992
03/ 01/ 1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M HEADER RECORD

" PATI ENT DATA"

DATA ELEMENT: Pati ent Last Nane

Pati ent First Nane
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL
04.0 X(20) LEFT SPACES
05.0 X(12) LEFT SPACES
DEFI NI TI ON: The nanme of the individua

were provided.
CODE VALUES N A
VALI DATI ON: See GENERAL | NSTRUCTI ONS f or
FORM LOCATI ON:  HCFA- 1500 Bl ock 2

REMARKS: N A

38

RECORD/ FI ELD:

"Name 1"

CA0-04.0
CA0-05.0

(PAT LAST NANE)
(PAT FI RST NAME)

FROM THRU REQ
23 42 R
43 54 R

to whomthe services

entry.



NATI ONAL VER. 001.01 - 03/01/1992
LOCAL VER. 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M HEADER RECORD RECORD/ FI ELD:  CA0-06. 0
" PATI ENT DATA"

DATA ELEMENT: Tot al Payment (TOTAL CLAI M PAYMENT)
FI ELD COBOL PI CTURE JUSTI FY INNTIAL  FROM  THRU REQ
06.0 XXX X XX Rl GHT ZERCS 55 64 R
DEFI NI TI ON: The total anopunt paid for the claimin dollars for

clains paid on a fee for service basis. The format for

the dollar amount paid is “XXXXXXXXvXX" (v indicates an

i nplied decimal point). The line item paynment anmounts nust
sumto the total paynment of the claimat the header

| evel of the claim Total paynment anpbunts shoul d be
reported for partially capitated cl ains.

For clains that are part of a capitated arrangenent with

a provider and do not have a fee for service paynent

on any line item the field should contain a capitation

i ndi cator “9999999999".

CODE VALUES “9999999999” indicates entire claimpart of a capitated arrangenent
with a nmedi cal provider

VALI DATI ON: Must be positive unsigned nuneric value. If any line item paynent
amounts (LI NE CHARGES) have nuneric val ues other than “9999999999"
the LI NE CHARGES nust sumto TOTAL CLAIM PAYMENT. If all Iine

i tem paynment anounts (LI NE CHARGES) contain a

capitation indicator (“999999999”), the TOTAL CLAI M PAYMENT nust

al so contain a capitation indicator (“9999999999"). My not

be “0000000000” except if all line items on claim

are free imunizations with “0000000000” in LINE

CHARGES(see ODJFS Specifications for Reporting Paynment |nfornmation
on Encounter Data for list of valid imunization codes).

FORM LOCATI ON:  HCFA- 1500 Bl ock 2

REMARKS: N A
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NATI ONAL VER. 001.03 - 07/01/1993
LOCAL VER. 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
RECORD NAME: CLAI M HEADER RECORD RECORD/ FI ELD: CA0-22.0
" PATI ENT DATA"

DATA ELEMENT: O her Insurance |ndicator ( OTHER | NSURANCE | ND)

FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
22.0 X(01) N A SPACE 182 182 C
DEFI NI TI ON: A code which indicates the patient has other

i nsurance which may or nmay not be reflected on
this claim

CODE VALUES: 1 Yes, patient has other insurance.

2 Yes, patient has other insurance not
reflected on this bill
3 = No, patient does not have other insurance.
VALI DATI ON: Must be entered if required by payor/receiver.

If entered, nust be a valid code fromthe above |ist.
FORM LOCATI ON: HCFA- 1500 Bl ock 11d
REMARKS: 1. Patient has declared that he/she has ot her

i nsurance which may pay a portion of this
claimand provi ded the necessary insurance

information. (Not all insurance conpanies
require the other insurance fields to be
conpl eted.)

2. Patient has declared that he/she has other
i nsurance which may pay a portion of this
claimbut did not furnish the insurance
information for this claim

3. The provider has asked the patient if hel/she

has ot her insurance, and the patient has
stated that they do not.
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NATI ONAL VER. 001.03 - 07/01/1993
LOCAL VER. 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
RECORD NAME: CLAI M HEADER RECORD RECORD/ FI ELD: CA0-22.0
" PATI ENT DATA"
DATA ELEMENT: O her Insurance |ndicator ( OTHER | NSURANCE | ND)
( CONTI NUED)

MEDI CAI D
NOTES: The field is required if other insurance is involved.

This is a one character field, either al phabetic or
nuneric which indicates if an insurance paynment other
t han Medi care has been received or has not been
received fromthe third party insurer. For GChio

Medi cai d, the acceptable codes are as foll ows:

If you have received paynent, please enter one of the

fol | owi ng:
1 = Self/Fam |y
2 = Bl ue Cross/Blue Shield
3 = Private Carrier
4 = Enpl oyer or Union
5 = Publ i ¢ Agency
6 = Q her

If you have not received paynent, please enter one of the foll ow ng:
R = No Response From Carrier. Means no response
fromthe insurance carrier for 90 days.
A claimwith this code may not be submitted
until 91 days after the date of treatnent.

P = No Coverage for This Recipient Nunmber. Means
that the provider has confirmed that ther is
heal t h i nsurance for sone nmenbers of the
Medi cai d case, but the particular patient is
not covered.

F = No Coverage for All Recipient Nunbers. Means

that there is no health insurance for any
menber of the Medicaid case.
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NATI ONAL VER. 001.03 - 07/01/1993
LOCAL VER. 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORNMAT

RECORD NAME: CLAI M HEADER RECORD RECORD/ FI ELD: CA0-22.0
" PATI ENT DATA"

DATA ELEMENT: O her Insurance |ndicator ( OTHER | NSURANCE | ND)
( CONTI NUED)

MEDI CAI D NOTES:

L = Disputed or Contested Liability. Means that the provider
has confirmed that there is health insurance, but the
coverage for the billed service is disputed or contested
by the insurance carrier

S = Non- Covered Services. Mans that the provider has
confirmed that there is health insurance, but that the
policy does not cover the services being billed. This
code shoul d al so be used when the anmount billed has been
applied to the insurance deducti bl e.

E = Insurance Benefits Exhausted. Means that the provider has
confirmed that there is health insurance, but the policy
benefits for the billed services have been exhausted.

X = Non-Cooperative Recipient. Means that the provider has
confirmed that there is health insurance, but the patient
refused to cooperate in collection effort.

If you have not received paynent from another source and

there is no indication of health insurance coverage for
the case, |leave this itemblank
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NATI ONAL VER. 001.03 - 07/01/1993
LOCAL VER. 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORNMAT

RECORD NAME: CLAI M HEADER RECORD RECORD/ FI ELD: CA0-27.0
" PATI ENT DATA"

DATA ELEMENT: Payor C aim Control Nunber
(PAYOR CLM CONTROL NO

FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
27.0 X(17) LEFT SPACES 196 212 R
DEFI NI TI ON: A nunber assigned by the Payor/ Receiver to

identify the claim
CODE VALUES: Bl anks / Spaces are only valid val ues.

VALI DATI ON: Must be blank / space filled.
FORM LOCATI ON: N A
REMARKS: For Payor/ Recei ver usage only.

For assignnent of an Internal / Docunent /
Claim Control Nunber (ICN DCN CCN) that the Payor/
Receiver will pass to an adjudi cation system

MEDI CAI D
NOTES: This field should not be used by the provider or
el ectronic submission intermediary. This field is
for use by the Chio Medicaid paynent systemonly.

Known within the systemas the Transaction Control Nunber, it
has two versions, one for tape/conputer submitted clains and
one for OCR/ Data Entry/Exam Entry cl ai ns.

They are defined as foll ows:
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NATI ONAL VER. 001.03 - 07/01/1993
LOCAL VER. 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M HEADER RECORD RECORD/ FI ELD: CA0-27.0
" PATI ENT DATA"

DATA ELEMENT: Payor C aim Control Nunber
(PAYOR CLM CONTROL NO
( CONTI NUED)

OCR/ DATA ENTRY/ EXAM ENTRY FORMAT

abbbbbcdeeef ggghh
a = | nput Medi um I ndi cat or
OLD FORMS (UB-82, 6780, ETC.):
0 = Exam Entry
1 = Keyed
2 = Tape/ Conmputer Billed
3 = OCR
4 = Conputer Cenerated Credit
or Adj ust nent

NEW FORMS (UB- 92, HCFA- 1500, ETC.):
5 = Exam Entry
Keyed
Tape/ Conputer Billed
OCR
Conput er Generated Credit
Adj ust ment

©O© 00~

o
=

bbbbb Batch Date in Julian format (YYDDD)
M crofi | m Machi ne Nunmber
McrofilmRoll Number
Bat ch Nunber
Cl ai m Accounti ng Code
0 Oiginal daim
1 Credit Adjustnment
2 Debit Adj ust ment
ggg = Docurent Nunber
hh = Docurent Li ne Nunber

eee

o
nnon n

44



NATI ONAL VER. 001.03 - 07/01/1993
LOCAL VER. 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORNMAT
RECORD NAME: CLAI M HEADER RECORD RECORD/ FI ELD: CA0-27.0
" PATI ENT DATA"

DATA ELEMENT: Payor C aim Control Nunber
(PAYOR CLM CONTROL NO

( CONTI NUED)
ELECTRONI C SUBM SSI ON FORMAT
abbbbbcccccdeeeee
a = | nput Medi um I ndi cat or
OLD FORMS (UB-82, 6780, ETC.):
0 = Exam Entry
1 = Keyed
2 = Tape Billed
3 = OCR
4 = Conputer Cenerated Credit or
Adj ust ment

NEW FORMS (UB- 92, HCFA- 1500, ETC.):
5 = Exam Entry
6 Keyed
7 Tape Billed
8 OCR
9 Conputer Generated Credit or
Adj ust ment

bbbbb = Batch Date in Julian format (YYDDD)
ccccc = Batch Number
d = Cl ai m Accounti ng Code
Oiginal daim
Credit Adjustnment
Debit Adj ust ment
eeeee = Docunent Nunber

0
1
2

For all clainms except pharnmacy, Docunent Nunmber and
Docurent Line Nunmber are treated as a single field with
each claimincrenenting the nunber by one. For
pharmacy cl ai ns, each formincrenents the docunent
nunber by one and each |ine on the formincrenents the
Docurent Line Nunber by one, up to a nmaxi mum of ten.
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NATI ONAL VER. 001.02 - 09/01/1992
LCOCAL VER 001.03 - 04/01/1996

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M HEADER RECORD RECORD/ FI ELD: CAO0-28.0
" PATI ENT DATA"

DATA ELEMENT:  Provi der Nunber ( PROVI DER NO)
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
28.0 X(15) LEFT SPACES 213 227 C
DEFI NI TI ON: The nunber assigned to the provider by the payor/

receiver for identification purposes. O, for
encounter data, the MCP-s provider nunber for the
patient=s county of residence.

CODE VALUES: N A
VALI DATI ON: Must be entered if required by Payor/ Receiver.
I f entered:

This field nust contain the Provider Number
as it appears on the Payor's/Receiver's file.

See GENERAL | NSTRUCTIONS for "ldentification
Nunber" entry.

FORM LOCATI ON:  HCFA- 1500 Bl ock 33

REMARKS: The Payor/ Receiver nmay elect to allow the Provider

Nunber to be submitted in this CaimLevel record
instead of at the Batch Level in the "BAO" record.

Consult the Matrix/Usage docunment supplied by the
Payor/ Recei ver for additional information and
submi ssion instructions.

McP
ENCOUNTER

NOTES: Required field for MCP Encounter data. Enter the seven

digit OH O Medicaid provider nunber of the patient:s
county of residence.
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NATI ONAL VER. 001.02 - 09/01/1992
LCOCAL VER 001.03 - 06/14/1996
ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M HEADER RECCRD RECORDY FI ELD: CA0-31.0
" PATI ENT DATA"

DATA ELEMENT: Medi cal Record Number

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ

31.0 X(09) LEFT SPACES 254 262 R

DEFI NI TI ON: This field is the unique identifier assigned by the
servicing provider to the patient:=s nmedical records.

CODE VALUES: N A

VALI DATI ON: N A

FORM LOCATION: N A

REMARKS: N A
ENCOUNTER
NOTES: The nedi cal record number is reported here instead

of as part of the patient control numnber field.
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NATI ONAL VER. 001.02 - 09/01/1992
LOCAL VER 001.05 - 01/01/2000

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M HEADER RECCRD RECORDY FI ELD: CAO- 31. Oa
" PATI ENT DATA"

DATA ELEMENT: DELETE ENCOUNTER CLAI M FLAG

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ

31. 0a X(01) LEFT SPACES 263 263 R
DEFI NI TI ON: Use to indicate that the claimis to be deleted fromthe
t he encounter data system
CODE VALUES: Bl ank or >Ix or >T-

VALI DATI ON: N A

FORM LOCATION: N A

REMARKS: N A
ENCOUNTER
NOTES: To delete a claimrecord fromthe encounter system enter

the letter >D.

Delivery clains can only be del eted using the code T
meani ng >t ake back paynent and del et e-:.
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NATI ONAL VER. 001.02 - 09/01/1992
LCOCAL VER. 001. 04- 06/14/1996

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M HEADER RECCRD RECORDY FI ELD: CA0-32.0
" PATI ENT DATA"

DATA ELEMENT: Paid Date (PAI D DATE)

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
32.0 X(8) LEFT SPACES 264 271 R

DEFI NI TI ON: The date on which the MCP paid the nedical provider for

the claim

CODE VALUES: N A

VALI DATI ON: Must be in format ccyymmdd. Must be on or after the |atest
SERVI CE TO DATE on claimline itemns.

FORM LOCATION: N A

REMARKS: N A
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NATI ONAL VER. 001.02 - 09/01/1992
LCOCAL VER. 001. 04- 06/14/1996

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M HEADER RECCRD RECORDY FI ELD: CA0-33.0
" PATI ENT DATA"

DATA ELEMENT: Fill er-Local

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
33.0 X(57) LEFT SPACES 272 320 o
DEFI NI TI ON: N A

CODE VALUES: N A

VALI DATI ON: N A

FORM LOCATION: N A

REMARKS: N A
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ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

I NSURANCE | NFORVATI ON RECORD

RECORD TYPE: DAO
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME

LEVEL:

PURPOSE

REQUI REMENTS:

ORDER:

NOTES:

| NSURANCE | NFORVATI ON RECORD TYPE: DAO
"PAYOR DATA 1"

CLAIM

To identify the Payor(s) involved with and/or
having liability for the resolution of this
claim

At | east one DAO record is required on every
claim

Al'l known payors are to be identified by using
this record.

Precedi ng Fol | owi ng
Record Type Record Type
CAO0, CBO, DAO, DAO, DAl, DA2,
DAl or DA2 or EAO

VWhen requesting paynent from a secondary payor

it is extremely inmportant that the EOB/remttance
i nformati on be provided fromthe prinmary
payor(s). This is of major inportance in

in allowing the secondary claimto be processed
wi t hout having to request a hardcopy EOB

Mul tiple DAO records shoul d be sequenced
according to national and state coordi nati on of
benefits rules. The primary payor shoul d al ways
be first regardl ess of whether or not payment is
bei ng requested in this transni ssion.

The order of the records should al ways be:

PRI MARY fol | owed by SECONDARY i nsurance

(if applicable), and then TERTI ARY i nsurance
(if applicable). The CLAIM FILING I NDI CATOR
(DAO-04.0) should be used to direct the claim
to the appropriate payor(s).
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: | NSURANCE | NFORVATI ON RECORD TYPE: DAO
"PAYOR DATA 1"
FI ELD FI ELD PCSI TI ONS MANAGED
NO. FI ELD NAME LENGTH TYPE FROM THRU CARE NOTE

01.0 RECORD | D " DAQ" 3 X 1 3 R
02.0 SEQUENCE NUMBER 2 X 4 5 R
03.0 PATI ENT CONTROL NUMBER 17 X 6 22 X1

FI LLER 46 X 23 68
10.0 GROUP NUMBER 20 X 69 88 o
11.0 GROUP NAME 33 X 89 121 o

FI LLER 16 X 122 137
14.0 PRI OR AUTHORI ZATI ON NUMBER 15 X 138 152 c1

FI LLER 4 X 153 156
18.0 I NSURED | D NO 25 X 157 181 R
19.0 | NSURED LAST NAME 20 X 182 201 o
20.0 I NSURED FI RST NAME 12 X 202 213 o
21.0 | NSURED M 1 X 214 214 o

FI LLER 106 X 215 320

X1 This field is required since it is used by Chio Medicaid to link all
records for a single encounter record.

c1 Required if prior authorization is required by the MCP for any of the

services billed. Use the value Al" if prior authorization is required,
ot herw se | eave bl ank.
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: | NSURANCE | NFORVATI ON RECORDY FI ELD: DA0-01.0
"PAYOR DATA 1"
DATA ELEMENT: Record ldentifier (RECORD | D "DAO")
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU FFS MC
01.0 X(03) LEFT SPACES 01 03 R R
DEFI NI TI ON: Field used to identify the "I NSURANCE | NFORVATI ON'

"PAYOR DATA 1" record.
CODE VALUES: N A
VALI DATI ON: A claimnust have at | east one "DAO" record and
may have up to three.
Must be " DAO".

FORM LOCATION: N A

REMARKS: N A
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: | NSURANCE | NFORMATI ON RECORD/ FI ELD: DAO-02.0
" PAYOR DATA 1"

DATA ELEMENT: Sequence Nunber ( SEQUENCE NO

FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ

020  X(02) LEFT  SPACES 04 05 R

DEFI NI TI ON: A numeric value fromO1 through 03 used to

sequence the "DAO" records and to associate
"DAO" records with "DA1" and "DA2" records.

CODE VALUES: 01 - ldentifies the primary payor record.

02 - ldentifies the secondary payor record.
03 - ldentifies the tertiary payor record.
VALI DATI ON: Must be entered.

Must be a valid code fromthe above |ist.

A claimnust have at | east one "DAO" record and

may have up to three. Al "Dan" records nust be
grouped as "DAO", "DA1", "DA2" by sequence
numnber .

The first (or only) record nust be identified by
a sequence nunber of '01'.

FORM LOCATION: N A

REMARKS: Multiple DAO records shoul d be sequenced
according to national and state coordi nati on of
benefits rules. The primary payor should al ways
be first regardl ess of whether or not payment is
bei ng requested in this transni ssion.

The order of the records should al ways be PRI MARY
foll oned by SECONDARY insurance (if applicable)

and then TERTI ARY insurance (if applicable).

The CLAIM FI LI NG | NDI CATOR ( DAO-04.0) should be

used to direct the claimto the appropriate payor(s).
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: | NSURANCE | NFORMATI ON RECORD/ FI ELD: DAO-02.0
"PAYCR DATA 1"
DATA ELEMENT: Sequence Nunber ( SEQUENCE NO
( CONTI NUED)
MEDI CAI D
NOTES: Since Medicaid is the payor of |ast resort and
that the records are subnmtted in sequence,
it will be assunmed that the [ast record in the
sequence will relate to Medicaid information.
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: | NSURANCE | NFORVATI ON RECORDY FI ELD: DA0-03.0
"PAYOR DATA 1"

DATA ELEMENT: Patient Control Number (PAT CONTROL NO
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
03.0 X(17) LEFT SPACES 06 22 R

DEFI NI TI ON: A unique identifier assigned by the provider

to identify the patient.

CODE VALUES: N A

VALI DATI ON: Must be entered.

Must be identical to the "Patient Control Number"
(CA0-03.0) of this claim

See GENERAL | NSTRUCTI ONS for "Patient Account
Nunber" entry.

FORM LOCATI ON:  HCFA- 1500 Bl ock 26

REMARKS: The Patient Account Nunber field is used to
associate all of the records for a single claim

MEDI CAI D
NOTES: This field is used to link all records for a single
claim Because of this, the entire claimw || be
deni ed wi thout this information.

For further information, refer to the GENERAL

I NSTRUCTI ONS, PATI ENT CONTROL NUMBER:  MEDI CAI D
NOTES.
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: | NSURANCE | NFORMATI ON RECORD/ FI ELD: DAO-10.0
"PAYCOR DATA 1"

DATA ELEMENT: Group Nunber (GROUP NO
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
10.0 X(20) LEFT SPACES 69 88 C
DEFI NI TI ON: The identificati on number assigned by the payor

to the group or plan through which insurance is
provi ded.

CODE VALUES: N A
VALI DATI ON: Must be entered if required by payor.

Must be conpl eted when the primary source of
payment (DAO-05.0) equals B, E, F, G H, I, J,
or Z and Medi care secondary paynent is being
request ed.

If entered, must only contain 0-9, A-Z, forward
slash (/), period (.), comma (,), hyphen (-),
nunber sign (#), anpersand (& and blank ( ).
No ot her characters are all owed.

Must NOT equal the PAYOR I D (DAO-07.0).

Mist NOT equal the | NSURED S | DENTI FI CATI ON
NUVBER ( DAO- 18. 0).

Must NOT contain all zeroes (0's) or a
conbi nation of all zeroes (0's) and spaces ( ).

Must NOT contain all nines (9's) or a combination
of all nines (0's) and spaces ( ). EXCEPT for
certain commercial clains which allow "999999"
(six nines foll owed by spaces).

Must NOT contain any of the following |aterals:

"UNKNOWN', "123456789", "I NDI VI DUAL", " NONE"
"SELF", "N A" OR "NOT APPLI CABLE".
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: | NSURANCE | NFORMATI ON RECORD/ FI ELD: DAO-10.0
"PAYCR DATA 1"

DATA ELEMENT: Group Nunber (GROUP NO

( CONTI NUED)

Must NOT equal the GROUP NAME ( DAO-11.0).

FORM LOCATI ON:  HCFA- 1500 Bl ocks 9a, 11

REMARKS: Sone payors require this information for al
clains others may only require it, if necessary,
for COB processing.

If available, it should be provided for al
payors since it's presence may expedite the
processing of the claim

This information is required for processing
a Medi care secondary claim

MEDI CAI D
NOTES: This field is required when other insurance is
i nvol ved. It contains the group number of the other
i nsur ance.
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: | NSURANCE | NFORVATI ON RECORDY FI ELD: DAO-11.0
"PAYOR DATA 1"

DATA ELEMENT: G oup Name

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
11.0 X(33) LEFT SPACES 89 121 C
DEFI NI TI ON: The nane of the group or plan through which

i nsurance is being provided.
CODE VALUES: N A
VALI DATI ON: Must be entered if required by payor.

Must be conpl eted when the primary source of
paynment (DAO-05.0) equals B, E, F, G H, I, J,
or Z and Medi care secondary paynent is being
request ed.

See GENERAL | NSTRUCTIONS for "Name 2" (conpany
nane) entry.

Must NOT equal the PAYOR I D (DAO-07.0).

Mist NOT equal the | NSURED S | DENTI FI CATI ON
NUVBER ( DAO- 18. 0).

Must NOT contain all zeroes (0's) or a
conbi nation of all zeroes (0's) and spaces ( ).

Must NOT contain all nines (9's) or a combination
of all nines (0's) and spaces ( ) EXCEPT for
certain commercial clains which allow "999999"
(six nines foll owed by spaces).

Must NOT contain any of the following literals:
"UNKNOMN', "123456789", "1 NDI VI DUAL", "NONE",
"SELF", "N A" OR "NOT APPLI CABLE".

Mist NOT equal the GROUP NUMVBER ( DAO- 10.0).
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME:

DATA ELEMENT:

FORM LCCATI ON:

REMARKS:

MEDI CAlI D
NOTES:

| NSURANCE | NFORVATI ON RECORDY FI ELD: DAO-11.0
"PAYOR DATA 1"
G oup Nane
( CONTI NUED)

HCFA- 1500 Bl ocks 9d, 11

Sone payors require this information for al
clains others may only require it, if necessary,
for COB processing.

If available, it should be provided for al
payors since it's presence may expedite the
processing of the claim

This information is required for processing
Medi care secondary cl ai ns.

This field is required when other insurance is
involved. It is the plan nane or program nane
of the other insurance.
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: I NSURANCE | NFORVATI ON RECORDY FI ELD: DAO-14.0
"PAYOR DATA 1"

DATA ELEMENT: Prior Authorization Number (PRI OR AUTH NO)
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
14.0 X(15) LEFT SPACES 138 152 C

DEFI NI TI ON: A nunber, code or other indicator that the

services provided on this claimhave been
aut hori zed by the payor.

CODE VALUES: N A

VALI DATI ON: Must be entered if required by the payor and prior
approval has been obtained fromthe payor or his
agent .

FORM LOCATI ON:  HCFA- 1500 Bl ock 23

REMARKS: N A
MEDI CAI D
NOTES: Conplete this field only if prior/payment authorization

is required for any of the services billed. Use the ODJFS
assigned six (6) digit nunber fromthe approved "Prior

Aut hori zation" notification. Refer to the appropriate

Medi cai d Handbook to determ ne what services require

prior authorization.
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NATI ONAL VER. 001. 03 -
LCOCAL VER. 001.03 -

07/01/ 1993
09/ 15/ 1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: | NSURANCE | NFORMATI ON RECORD/ FI ELD: DAO-18.0
"PAYCR DATA 1"

DATA ELEMENT: Insured Identification Number (I NSURED | D NO)
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
18.0 X(25) LEFT SPACES 157 181 R

DEFI NI TI ON: I nsured' s uni que identification nunber,
assigned by the Third Party Payor.

CODE VALUES: N A

VALI DATI ON: See GENERAL | NSTRUCTI ONS for identification

nunber entry. Mist not contain all zeros or
all nines (9's). May not contain any of the
following literals:

"unknown", "individual", "self",

"1234567890" or "none"

FORM LOCATI ON:  HCFA- 1500 Bl ocks 1l1la, 9a

REMARKS: Subscri ber 1D
Sponsor I D
HCID
SSN I D
Reci pient ID
Enpl oyee I D (G oup self adni nistered)

VEDI CAl D

NOTES: This is a required field and is an uni que numnber

assi gnedt o each recipient.

This is the 12 digit billing number which is found in the

col um marked "Billing Nunber" on the Chio Medical card

(Medi cai d, General Assistance, or Disability Assistance). This
nunber is also referred to as the Medicaid Recipient |D.
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: I NSURANCE | NFORVATI ON RECORDY FI ELD: DAO-18.0
"PAYOR DATA 1"

DATA ELEMENT: Insured Identification Number (I NSURED | D NO)

( CONTI NUED)

The tenth digit of the nunmber is the "check" digit
and is verified by a routine that takes the first
nine digits of the Billing Number and cal cul ates a
nunber that is conmpared to the tenth digit of the
Billing Nunber. |If digits 11 and 12 are equal to
80, the routine is ignored.

The check digit is calculated as follows:

1) take the first five odd number digits and treat
it as a single nunmber

2) multiply the result of step 1 by 2

3) add together each digit of the result of step 2
with the first four even nunber digits

4) subtract the result of step 3 from 100

5) the low order digit fromthe result of step
4 shoul d be the check digit

For exanpl e:
Bi I ling Nunmber 736285914701
1) (76894) X 2 = 153788
2)  (1+5+3+7+8+8) + (3+2+5+1) = 43

3) 100 - (43) = 57
4) 7 should be the check digit
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: | NSURANCE | NFORMATI ON RECORD/ FI ELD: DAO-19.0
"PAYOR DATA 1" DAO-20.0
DAO-21.0
DATA ELEMENT: | nsured Last Nane (1 NSURED LAST NAME)
I nsured First Nane (1 NSURED FI RST NAME)
Insured Mddle Initi al (1 NSURED M)
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
19.0 X(20) LEFT SPACES 182 201 C
20.0 X(12) LEFT SPACES 202 213 C
21.0 X(01) LEFT SPACES 214 214 C
DEFI NI TI ON: The last, first, mddle nane of the insured
i ndi vi dual .

CODE VALUES: N A

VALI DATI ON: See CGENERAL | NSTRUCTIONS for Nane 1 (individual
nanes) entry.

FORM LOCATI ON:  HCFA- 1500 Bl ocks 4, 9

REMARKS: N A
MEDI CAI D
NOTES: This field is required when other insurance is
involved. It is the Other Insured s Nane from

Bl ock 9 of the HCFA-1500.
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ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

| NSURANCE | NFORVATI ON RECORD

RECORD TYPE: DAl

NATI ONAL VER. 001.03 - 07/01/1993
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME:

LEVEL:

PURPOSE:

REQUI REMENTS:

ORDER:

NOTES:

| NSURANCE | NFORVATI ON RECORD TYPE: DAl
"PAYOR DATA 2"

CLAI M

To supply additional information for identifying
t he payor and/or to provide prior adjudication
status information fromprinmary payors.

VWhen filing 'secondary' claims a "DA1" record is
required for every payor who has received and/or
processed the claimprior to this subm ssion.

Precedi ng Fol | owi ng
Record Type Record Type
DAO DAO, DA2 or EAO

VWhen requesting paynent from a secondary payor

it is extremely inmportant that the EOB/remttance
i nformati on be provided fromthe prinmary
payor(s). This is of major inportance in

all owi ng the secondary claimto be processed

wi t hout having to request a hardcopy EOB.

67



NATI ONAL VER. 001. 03 -
VER. 001.03 -

LCOCAL

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: | NSURANCE | NFORVATI ON
"PAYOR DATA 2"
FI ELD FI ELD
NO. FI ELD NAME LENGTH TYP
01.0 RECORD | D " DA1" 3 X
02.0 SEQUENCE NO 2 X
03.0 PAT CONTRCOL NO 17 X
FI LLER 105 X
11.0 ALLOVWED AMOUNT 7 N
12.0 DEDUCTI BLE AMOUNT 7 N
13.0 CA NSURANCE AMOUNT 7 N
FI LLER 104 X
26.1 DATE PAI D BY MEDI CARE 6 X
FI LLER 62 X

RECORD TYPE: DAl

PCSI TI ONS
E FROM  THRU
01 03
04 05
06 22
23 127
128 134
135 141
142 148
149 252
253 258
259 320

07/01/ 1993
09/ 15/ 1993

X1 This field is required since it is used by Chio Medicaid to link all
records for a single encounter record.
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: | NSURANCE | NFORVATI ON RECORDY FI ELD: DA1-01.0
"PAYOR DATA 2"

DATA ELEMENT: Record ldentifier (RECORD | D "DA1")
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
01.0 X(03) LEFT SPACES 01 03 R
DEFI NI TI ON: Field used to identify the "I NSURANCE | NFORVATI ON'

"PAYOR DATA 2" record.
CODE VALUES: N A
VALI DATI ON: A claimnmay have up to three "DAl" records. Each
must have a correspondi ng "DAO" record.
Must be "DAl".

FORM LOCATION: N A

REMARKS: Mul tiple "DA1L" records nust have correspondi ng
"DAO" records. The records are 'nmatched' by
SEQUENCE NO ( DAO-02.0 and DA1l-02.0).
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: | NSURANCE | NFORMATI ON RECORD/ FI ELD: DA1-02.0
"PAYCOR DATA 2"

DATA ELEMENT: Sequence Nunber ( SEQUENCE NO
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
02.0 X(02) LEFT SPACES 04 05 R

DEFI NI TI ON: A numeric value fromO1 through 03 used to

sequence the "DAl1" records and to associate
"DA1" records with "DAO" and "DA2" records.

CODE VALUES: 01 - ldentifies the primary payor record.

02 - ldentifies the secondary payor record.
03 - ldentifies the tertiary payor record.
VALI DATI ON: Must be entered.

Must be a valid code fromthe above |ist.

The val ue entered nust match the SEQUENCE NUVMBER
(DAO-02.0) submitted in the preceding "DAO"
record.

FORM LOCATION: N A

REMARKS: See sequencing instructions regardi ng ADAO" record.
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: | NSURANCE | NFORVATI ON RECORDY FI ELD: DA1-03.0
"PAYOR DATA 2"

DATA ELEMENT: Patient Control Number (PAT CONTROL NO
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
03.0 X(17) LEFT SPACES 06 22 R

DEFI NI TI ON: A unique identifier assigned by the provider to

identify the patient.

CODE VALUES: N A

VALI DATI ON: Must be entered.

Must be identical to the "Patient Control Number"
(CA0-03.0) of this claim

See GENERAL | NSTRUCTI ONS for "Patient Account
Nunber" entry.

FORM LOCATI ON:  HCFA- 1500 Bl ock 26

REMARKS: The Patient Account Nunber field is used to
associate all of the records for a single claim
MEDI CAI D
NOTES: This field is used to link all records for a single

claim Because of this, the entire claimw || be
deni ed wi thout this information.

For further information, refer to the GENERAL

I NSTRUCTI ONS, PATI ENT CONTROL NUMBER:  MEDI CAI D
NOTES.
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: | NSURANCE | NFORVATI ON RECORDY FI ELD: DA1-11.0
"PAYOR DATA 2"

DATA ELEMENT: Al l owed Anpunt

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
11.0 9(5) Va9 Rl GHT ZERCS 128 134 C
DEFI NI TI ON: The maxi mum anmount determ ned by the payor as

bei ng "al | owabl e" under the provisions of the
contract prior to the determ nation of actual
paynent .

CODE VALUES: N A

VALI DATI ON: Must be entered if applicable and the payor
requires the information for the filing of
secondary cl ai ns EMC.

Must be a positive, unsigned nuneric val ue.

FORM LOCATI ON: EOB (Expl anation of Benefits) or remittance of
primary payor.

REMARKS: This field my be used to report the total anount
all owed on the claimfor Medicare Secondary Payor
subm ssi on purposes.

Consult the Matrix/User Guide document supplied
by the payor/receiver to determ ne usage of this
data el ement.
MEDI CAI D
NOTES: USE FOR MEDI CARE CROSSOVER CLAI M5 ONLY
Enter the total dollar amount approved by Medicare
i ndi cated on the Summary Notice from Medi care.
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: I NSURANCE | NFORVATI ON RECORDY FI ELD: DA1-12.0
"PAYOR DATA 2"

DATA ELEMENT: Deducti bl e Anmpunt

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
12.0 9(5) Va9 Rl GHT ZERCS 135 141 C
DEFI NI TI ON: The armount deducted, by the payor, fromthe

al l oned anbunt in order to neet the contract
"deducti bl e" provisions.

The armount applied toward the deductible by this
payor .

CODE VALUES: N A

VALI DATI ON: Must be entered if applicable and the payor
requires the information for the filing of
secondary cl ai ns EMC

Must be a positive, unsigned nuneric val ue.

FORM LOCATI ON: EOB (Expl anation of Benefits) or remittance of
primary payor.

REMARKS: This field my be used to report the total anount
of deductible on the claimfor Medicare Secondary
Payor subm ssion purposes.

Consult the Matrix/User CGuide document supplied
by the payor/receiver to determ ne usage of this
data el ement .

MEDI CAI D

NOTES: USE FOR MEDI CARE CROSSOVER CLAI M5 ONLY
Enter the dollar anpbunt shown in the Deductible
Col um on the Summary Notice of Medicare Benefits.
If there is no deductible, leave this item bl ank
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: | NSURANCE | NFORMATI ON RECORD/ FI ELD: DA1-13.0
"PAYCR DATA 2"
DATA ELEMENT: Coi nsurance Anobunt
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
13.0 9(5) Va9 Rl GHT ZERCS 142 148 C

DEFI NI TI ON: The armount deducted, by the payor, fromthe
al | owed anount in order to neet the "coinsurance"
provi sions of the contract.
The armount applied toward the coinsurance by this
payor .

CODE VALUES: N A

VALI DATI ON: Must be entered if applicable and the payor

FORM LOCATI ON

REMARKS:

MEDI CAlI D
NOTES:

requires the information for the filing of
secondary cl ai ns EMC

Must be a positive, unsigned nuneric val ue.

EOB (Expl anation of Benefits) or remttance of
primary payor.

This field my be used to report the total anount
of coi nsurance on the claimfor Medicare Secondary
Payor subm ssion purposes.

Consult the Matrix/User CGuide document supplied
by the payor/receiver to determ ne usage of this
data el ement.

USE FOR MEDI CARE CROSSOVER CLAI M5 ONLY

Enter the dollar anpbunt shown in the Co-insurance
colum on the Summary Notice of Medicare Benefits.
If there is no Co-insurance, |eave this item bl ank
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 09/15/1993
ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: I NSURANCE | NFORVATI ON RECORDY FI ELD: DAl-26.1
"PAYOR DATA 2"

DATA ELEMENT: Date Paid by Medicare

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
26.1 X(6) LEFT ZERCS 253 258 C
DEFI NI TI ON: This field is the date that this clai mwas paid by

Medi car e

CODE VALUES: N A

VALI DATI ON: Logi cal date edit: MVDDYY

FORM LOCATI ON: EOB (Expl anation of Benefits) or remittance of
primary payor.

REMARKS: This field is only used for Medicare Secondary Payor
subm ssi on purposes.

MEDI CAI D
NOTES: USE FOR MEDI CARE CROSSOVER CLAI M5 ONLY
Enter the paynent date shown in the upper right
hand corner of the Sunmary Notice of Medicare
Benefits, using the six (6) digit format.
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ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

CLAI M RECORD

RECORD TYPE: EAO

"CLAI M DATA"

NATI ONAL VER. 001.03 - 07/01/1993
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M RECORD RECORD TYPE: EAO
" CLAI M DATA"

LEVEL: CLAIM

PURPOSE: To identify claimlevel informtion.

REQUI REMENTS: One EAO is required on every claim

ORDER: Precedi ng Fol | owi ng
Record Type Record Type
DAO, DAl or DA2 EAl or FAO
NOTES: Only one EAO record is allowed on each claim
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NATI ONAL VER. 001. 03 -
LCOCAL VER. 001.03 -

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

07/01/ 1993
09/ 15/ 1993

RECORD NAME: CLAI M RECORD RECORD TYPE: EAO
FI ELD FI ELD PCSI TI ONS MANAGED
NO. FI ELD NAME LENGTH TYPE FROM THRU CARE NOTE
01.0 RECORD | D " EAQ" X 1 3 R
FI LLER X 4 5
03.0 PATI ENT CONTROL NUMBER 1 X 6 22 X1
FI LLER X 23 23
05.0 ACCI DENT | NDI CATOR X 24 24 @)
FI LLER X 25 25
07.0 ACCI DENT/ SYMPTOM DATE X 26 33 c2
FI LLER 46 X 34 79
20.0 REFERRI NG PROVI DER | D NUMBER 15 X 80 94 C3
FI LLER 25 X 95 119
22.0 REFER PROV LAST 20 X 120 139 @]
23.0 REFER PROV Fl RST 12 X 140 151 @]
24. 0 REFER PROV M X 152 152 @]
FI LLER 26 X 153 178
30.0 DI AGNCSI S CODE-1 (PRI MARY) X 179 183 4
31.0 DI AGNCSI S CODE- 2 ( SECONDARY) X 184 188 4
FI LLER 132 X 189 320
X1 This field is required since it is used by Chio Medicaid to link al
records for a single encounter record.
(67 Required for pregnancy only. Enter the date of the |last menstrual period.
c3 If the enrollee was referred from anot her provider for the billed or
reported service, the referring providerzs Mediciad provider nunber is
required. That is, for services that an MCP requires a referral, the
referring provider:s Medicaid provider nunber nust be reported. If the
referring physician does not have a Mediciad provider number, for exanple
the referral was nade by a resident, enter 9111115 in this place.
A Required for every record except independent |aboratory, physiologica
| aboratory, portable x-ray and waiver clainms. Enter all the ICD9

di agnosi s codes in order of significance,
(NOTE: NSF only accomopdates 2 di agnosis)

for the services perforned.

up to maxi num of four
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M RECORD RECORD/ FI ELD: EA0-01.0
" CLAI M DATA"

DATA ELEMENT: Record ldentification (RECORD |1 D "EAQ")
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
01.0 X(03) LEFT SPACES 01 03 R
DEFI NI TI ON: This is the record identifier for the C ai m Detaill

Record - EAO.

CODE VALUES: N A

VALI DATI ON: Must be entered.

Must be "EA0".

FORM LOCATION: N A

REMARKS: N A
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M RECORD RECORD/ FI ELD: EA0-03.0
" CLAI M DATA"

DATA ELEMENT: Patient Control Number (PAT CONTROL NO
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
03.0 X(17) LEFT SPACES 06 22 R

DEFI NI TI ON: A uni que nunber assigned by the provider to

identify the patient.

CODE VALUES: N A

VALI DATI ON: Must be entered.

Must be identical to the "Patient Control Number"
(CA0-03.0) of this claim

See GENERAL | NSTRUCTI ONS for "Patient Contr ol
Nunber" entry.

FORM LOCATI ON:  HCFA- 1500 Bl ock 26

REMARKS: N A
MEDI CAI D
NOTES: This field is used to link all records for a single
claim Because of this, the entire claimwll be

deni ed wi thout this information.
For further information, refer to the GENERAL

I NSTRUCTI ONS, PATI ENT CONTROL NUMBER:  MEDI CAI D
NOTES.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M RECORD RECORD/ FI ELD: EAO0-05.0
" CLAI M DATA"

DATA ELEMENT: Acci dent |ndicator ( ACCI DENT | ND)
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
05.0 X(01) LEFT SPACE 24 24 R
DEFI NI TI ON: A code to indicate whether the patient's condition

was the result of an accident.

CODE VALUES: A Aut o acci dent

O = O her, non-auto acci dent
N = No acci dent
VALI DATI ON: Must be entered.

Must be a valid code from above list.
If "A" or "O' is entered, EA0-07.0 thru EAO0-11.0
nmust be conpl eted accordi ng to payor requirenents.

FORM LOCATI ON:  HCFA- 1500 Bl ocks 10b, 10c

REMARKS: N A
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M RECORD RECORDY FI ELD: EA0-07.0
"CLAI M DATA"

DATA ELEMENT: Acci dent/ Synpt om Dat e

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
07.0 X(08) LEFT SPACES 26 33 C
DEFI NI TI ON: The date of the accident or the date that patient
first experienced synmptons of illness or the date

of the last nenstrual period (LMP).

CODE VALUES: N A

VALI DATI ON: If "Synptom | ndi cator" (EAO-06.0) equals "1" or
"2", this field rmust be conpleted according to
payor requirements.

If "Accident Indicator" (EAO-05.0) equals "A" or
"O', this field rmust be conpleted according to
payor requirements.

If entered, nust be a valid date.

See GENERAL | NSTRUCTIONS for "Date" entry.

FORM LOCATI ON:  HCFA- 1500 Bl ock 14

REMARKS: N A
MEDI CAI D
NOTES: This field is only used for the Last Menstrual

Peri od Date (LMP).
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M RECORD RECORDY FI ELD: EAO0-20.0
"CLAI M DATA"

DATA ELEMENT: Referring Provider ldentification Number
(REFER PROV | D NO)

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
20.0 X(15) LEFT SPACES 80 94 C
DEFI NI TI ON: The ldentificati on Number assigned by the Payor to

the Referring Physician.
CODE VALUES: N A
VALI DATI ON: Must be entered if required by payor.

See GENERAL | NSTRUCTIONS for "ldentification
Nunber" entry.

FORM LOCATI ON:  HCFA- 1500 Bl ock 17a
REMARKS: N A

MEDI CAI D NOTES:
For physicians, podiatrists, clinics and private duty nurses,
if the patient was referred to you, enter the referring
physician's provider nunber. |If the referring physician's
provi der number is not available, enter 9111115 in this
space and enter the referring physician's name and address
(Record EAO, Fields 22, 23 and 24). This field nust be
conpl eted when you are billing for consultative or referra
services or billing for services provided to a Pact recipient
for whom you are not the designated physician.

83



NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M RECORD RECORDY FI ELD: EAO0-20.0
"CLAI M DATA"

DATA ELEMENT: Referring Provider ldentification Number
(REFER PROV | D NO)

( CONTI NUED)
MEDI CAI D
NOTES: For Medical Suppliers, enter the seven (7) digit
Medi cai d provi der nunber of the prescribing physician
or podiatrist. |If the referring provider does not

have a Medicai d provider number or you are unable to
obtain the provider nunber, enter 9111115 in the
space and the referring provider's nane and address.

For Laboratories, please |eave blank unless the
procedure code is one designated as code requiring
a referring physician number.

For Transportation, except in instances of Anbul ance
Transportation to a hospital energency roomin an
emergency situation; e.g., as a result of accident,
injury or acute illness, all anmbul ance and anbul ette
services nust be certified by a physician as nedically
necessary. Enter the Medicaid provider number of the
attendi ng or ordering physician.

Pl ease refer to the check digit routine for the

Provi der Medi caid Nunber field (nunber 12.0) on Record
BAO.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 09/15/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M RECORD RECORD/ FI ELD: EA0-22.0
" CLAI M DATA" EAO0- 23.0

EAO0-24.0

DATA ELEMENT: Referring Provider Last Nane (REFER PROV LAST)

Referring Provider First Name (REFER PROV FI RST)
Referring Provider Mddle Initial
(REFER PROV M)

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
22.0 X(20) LEFT SPACES 120 139 C
23.0 X(12) LEFT SPACES 140 151 C
24. 0 X(01) LEFT SPACES 152 152 C

DEFI NI TI ON: Nanme of Provider who referred the patient to the

t he provider of service on this claim
CODE VALUES: N A
VALI DATI ON: Must be entered if required by payor.
See GENERAL | NSTRUCTIONS for "Name 1" entry.

FORM LOCATI ON:  HCFA- 1500 Bl ock 17

REMARKS: N A
MEDI CAI D
NOTES: These fields should be used if the Referring
Provider ldentification Nunber is equal to
9111115.
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NATI ONAL VER. 001.01 -
LCOCAL VER. 001.03 -

03/01/ 1992
09/ 15/ 1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME:

DATA ELEMENT:

FI ELD

30.
31.

COBCL

DEFI NI TI ON:

CODE VALUES:

VALI DATI ON:

FORM LCCATI ON:
REMARKS:

MEDI CAlI D
NOTES:

Vi si on,

CLAI M RECORD RECORDY FI ELD: EAO0-30.0

" CLAI M DATA" EAO0- 31.0
Di agnosi s Code-1
Di agnosi s Code- 2
Pl CTURE JUSTI FY I NI TI AL FROM THRU REQ
05) LEFT SPACES 179 183 R
05) LEFT SPACES 184 188 C

An | CD-9-CM Di agnosi s Code identifying a
di agnosed nedi cal condition resulting in a line
item service.

| CD-9- CM Di agnosi s Codes.

Must be the nost specific/precise 3 digit, 4 digit
or 5 digit code allowed for in the I CD 9-CM codi ng
format.

Do not submit a decimal point. The deciml point
is inmplied because each |1 CD 9-CM code is unique.

The submi ssion of "V,
Codes may or may not

"E'" and/or "M Diagnosis
be accepted by a payor.

HCFA- 1500 Bl ock 21

The Di agnosi s Code should correspond with the age
and sex of the patient.

Di agnosis Code-1 is considered the Primary Di agnosis.
Di agnosi s Code-2 is considered the Secondary Di agnosis.

PRI MARY DI AGNOSI S CODE:  For Physi ci ans,
Anmbul atory Surgical Centers, dinics and

Medi cal Suppliers, enter the appropriate diagnosis

code fromthe Internal C assification of D seases,

Podi atri st s,
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M RECORD RECORD/ FI ELD: EAO0-30.0
" CLAI M DATA" EAO0- 31.0
DATA ELEMENT: Di agnosi s Code-1

Di agnosi s Code- 2

( CONTI NUED)
9th Edition, Cinical Mdification (I1CD-9-CM for the
primary diagnosis. Note: Sone di agnosis codes in
the ICD-9-CM are 3 or 4 digits. |If the diagnosis is
5 digits, you nust enter all 5 digits. "V' are
acceptable. "E' and "M codes are not acceptable
as a primary di agnosi s.

SECONDARY DI AGNOSI S CODE:  Enter the 3, 4 or 5 digit
| CD- 9- CM code which corresponds to the secondary

di agnosis for the patient. |If there is no secondary
di agnosis, leave this field blank. "V', "M, and "E"
codes are acceptabl e.
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ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

SERVI CE LI NE DETAI L RECORD

RECORD TYPE: FAO

"CLAIM - ROOT SEGVENT"

NATI ONAL VER. 001.03 - 07/01/1993
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME
LEVEL:

PURPOSE

REQUI REMENTS:

ORDER:

NOTES:

MEDI CAlI D
NOTES:

SERVI CE LI NE DETAI L RECORD TYPE: FAO
CLAI M - ROOT SEGVENT

To provide information related to the
nmedi cal /dental services rendered to the patient

by the provider.

This record is required on all clains.

Precedi ng Fol | owi ng

Record Type Record Type

EAO, EAl, EA2, FAO, FBO, FB1, FB2, FDO,

FBO, FB1, FB2, CERT Records, HAO or XAO
FDO, CERT Records,

or HAO

1. There must be at least 1 record type FAO
entered for a claim

2. There may be up to 99 record type FAOQ's
entered for a claim

There nmust be at | east one but not nore than
twenty-one line itens per docunent.
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L RECORD TYPE: FAO
ROOT SEGVENT
FI ELD FI ELD PCSI TI ONS MANAGED
NO. FI ELD NAME LENGTH TYPE FROM THRU CARE NOTE
01.0 RECORD | D " FAQ" 3 X 1 3 R
02.0 SEQUENCE NUMBER 2 X 4 5 R
03.0 PATI ENT CONTROL NUMBER 17 X 6 22 X1
04.0 LI NE | TEM CONTROL NO 17 X 23 39 @)
05.0 SERVI CE FROM DATE 8 X 40 47 c5
FI LLER 8 X 48 55
07.0 PLACE OF SERVI CE 2 X 56 57 C6
FI LLER 2 X 58 59
09.0 HCPCS PROCEDURE CODE 5 X 60 64 C7
10.0 HCPCS MODI FI ER 1 2 X 65 66 C8
FI LLER 4 X 67 70
13.0 LI NE CHARGES 10 N 71 80 R
FI LLER 1 X 80 81
18.0 UNI TS OF SERVI CE 4 N 82 85 9
19.0 ANESTHESI A/ OXYGEN M NUTES 4 N 86 89 9
FI LLER 141 X 141 230
39.1 EG ORDER SHI PPl NG DATE 8 X 231 238 @]
FI LLER 82 X 239 320
X1 This field is required since it is used by Chio Medicaid to link all
records for a single encounter record.
c5 Required for every service. Under >From enter the dates of service in
chronol ogi cal order (oldest to newest). Enter all digits consecutively
wi t hout dashes/ sl ashes, or spaces. Do not enter a date under >To:.
A separate line is required for each date of service.
Co6 Required for every record except independent |aboratories, portable x-ray

suppliers, and i ndependent physiol ogi cal |aboratories. Enter the
appropriate place of service fromthe |ist bel ow.
11

Ofice
12 Hone
21 | npati ent Hospital
22 Qut pati ent Hospital
23 Emer gency Room - Hospit al
24 Anmbul at ory Surgical Center
25 Birthing Center
26 Mlitary Treatnment Facility
31 Skilled Nursing Facility
32 Nursing Facility
33 Custodi al Care Facility

90



NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L RECORD TYPE: FAO
ROOT SEGVENT (Conti nued)
34 Hospi ce
41 Anmbul ance - Land
42 Anmbul ance - Air or Water
51 I npatient Psychiatric Facility
52 Psychi atric Residential Treatmnment Center
61 Conpr ehensive Inpatient Rehabilitation Facility
62 Conpr ehensi ve Qutpatient Rehabilitation Facility
71 State or Local Public Health Cinic
72 Rural Health Cinic
73 Clinic, Not Otherw se Specified
81 | ndependent Laboratory
99 O her Unlisted Facility
c7 Required for every service. Use appropriate CPT, HCPC, |ocal Medicare

HCPC, or |ocal ODJFS HCPC code. Anesthesia services do not need to be
reported.

In sone instances, a nodifier is required depending on the service
(e.g., anesthesia, assistant-at-surgery, |aboratory, transportation
radi ol ogy, durabl e nmedical equipnment, etc.)

Required. Enter the nunber of units of service. Only whole nunbers
may be reported.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI MS NATI ONAL STANDARD FORMAT
RECORD NAME: SERVI CE LI NE DETAI L RECORD/ FI ELD: FA0-01.0
DATA ELEMENT: Record Identifier (RECORD I D "FAQ")
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ

01.0 X(03) LEFT SPACES 01 03 R
DEFI NI TI ON: This is the record identifier for the
Service Line Detail Record - FAO.

CODE VALUES: N A

VALI DATI ON: Must be entered.

Must be ' FAO'.

FORM LOCATION: N A

REMARKS: N A
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NATI ONAL VER. 001.02 - 09/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L RECORD/ FI ELD: FA0-02.0
DATA ELEMENT: Sequence Number ( SEQUENCE NO
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
02.0  X02)  LEFT  SPACES 04 05 R
DEFI NI TI ON: This is the record sequence nunber of the

Service Line Detail Record.
CODE VALUES: 01 through 99
VALI DATI ON: Must be entered.
Must be a valid code fromthe above I|ist.

Al Fxx records nust be grouped as FAO, FBO,

FB1 foll owed by any applicable CERT record(s)
and/ or Narrative record(s) (or for Dental clains,
FAO, FDO) by Sequence Number.

FORM LOCATION: N A

REMARKS: Consult the Matrix/User CGuide document supplied
by the payor/receiver to determ ne the maxi mum
nunber (sequences) of "FAQ0" records all owed.

MEDI CAI D NOTES:

There can be no duplicate line nunmbers for a docunent
(claimor invoice). Line nunbers nust be in ascendi ng
sequence. There nust be at |east one but not nore than
twenty-one line itens per docunent.
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NATI ONAL VER. 001.01 -
LCOCAL VER. 001.01 -

03/01/ 1992
03/01/ 1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L RECORD/ FI ELD: FA0-03.0

DATA ELEMENT: Pati ent Control Nunber (PAT CONTROL NO

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
03.0 X(17) LEFT SPACES 06 22 R

DEFI NI TI ON: A uni que nunber assigned by the provider to

identify the patient.
CODE VALUES: N A
VALI DATI ON: Must be entered.

FORM LCCATI ON:
REMARKS:

MEDI CAI D
NOTES:

See GENERAL | NSTRUCTI ONS for
Nunber"” entry.

"Patient Control

HCFA- 1500 Bl ock 26

N A

This field is used to link all records for a single
claim Because of this, the entire claimw || be
deni ed wi thout this information.

to the GENERAL
MEDI CAI D

For further information, refer
| NSTRUCTI ONS, PATI ENT CONTROL NUMVBER:
NOTES.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L RECORDY FI ELD: FA0-04.0

DATA ELEMENT: Line Item Control Number (LI'NE | TEM CONTROL NO)

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
04.0 X(17) LEFT SPACES 23 39 C
DEFI NI TI ON: An identifier assigned by the submitter/provider

tothis line item

CODE VALUES: N A

VALI DATI ON: May be entered if payor all owed.

See GENERAL | NSTRUCTI ONS for "Patient Contro
Nunber" entry.

FORM LOCATION: N A

REMARKS: I f accepted by Payor, it should be returned on
the EMC el ectronic renittance to facilitate the
provider's posting of line item adjudication
i nf ormati on.

MEDI CAI D
NOTES: This field is currently not returned on the Onhio
Medi cai d Pay/ Reject file.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI MS NATI ONAL STANDARD FORMAT
RECORD NAME: SERVI CE LI NE DETAI L RECORD/ FI ELD: FA0-05.0
DATA ELEMENT: Service From Dat e (SVC FROM DATE)
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
05.0  X(08)  LEFT  SPACES 40 47 R
DEFI NI TI ON: The date the service was initiated.
CODE VALUES: N A
VALI DATI ON: Must be entered.
See GENERAL | NSTRUCTIONS for "Date" entry.
FORM LOCATI ON:  HCFA- 1500 Bl ock 24a
REMARKS: N A
MEDI CAI D NOTES:
Enter the dates of service in chronol ogical order (first to
last). Each date of service must be a separate FAO record.

FAI LURE TO ENTER A DATE WLL CAUSE THE CLAIM TO REJECT.

Si nce Medi caid does not pay for spanned billing dates, the
Service To Date should be left blank.

Note: Al services nmust be billed to Medicaid within 365 days
of the date of service.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L RECORD/ FI ELD: FA0-07.0
DATA ELEMENT: Pl ace of Service (PLACE OF SVQ)
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
07.0 X(02) LEFT SPACES 56 57 R
DEFI NI TI ON: The code that identifies where the service was
per f or med.

CODE VALUES:

00-09 Unassi gned

11 Ofice

12 Hone

10, 13-19 Unassi gned

21 I npati ent Hospita

22 Qut pati ent Hospita

23 Emer gency Room - Hospita

24 Anmbul at ory Surgical Center

25 Birthing Center

26 Mlitary Treatnment Facility

20, 27-29 Unassi gned

31 Skilled Nursing Facility

32 Nursing Facility

33 Custodial Care Facility

34 Hospi ce

30, 35-39 Unassi gned

41 Anmbul ance - Land

42 Anmbul ance - Air or Water

40, 43-49 Unassi gned

51 I npatient Psychiatric Facility

52 Psychiatric Facility Partial Hospitalization

53 Conmunity Mental Health Center

54 Internediate Care Facility/Mentally Retarded

55 Resi denti al Substance Abuse Treatnent Facility

56 Psychi atric Residential Treatmnment Center

50, 57-59 Unassi gned
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NATI ONAL VER. 001. 03 -
LCOCAL VER. 001.03 -

07/01/ 1993
09/ 15/ 1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L RECORD/ FI ELD: FA0-07.0
DATA ELEMENT: Pl ace of Service (PLACE OF SVQ)
( CONTI NUED)
61 Conpr ehensive Inpatient Rehabilitation Facility
62 Conpr ehensi ve Qutpatient Rehabilitation Facility
65 End Stage Renal Disease Treatnent Facility
60, 63, 64 Unassi gned
66- 69 Unassi gned
71 State or Local Public Health Cinic
72 Rural Health Cinic
70, 73-79 Unassi gned
81 | ndependent Laboratory
80, 82-89 Unassi gned
99 O her Unlisted Facility
90-98 Unassi gned
VALI DATI ON: Must be entered

FORM LOCATI ON

REMARKS:

Must be a valid code fromthe above |ist.

HCFA- 1500 Bl ock 24b

N A

MEDI CAl D NOTES:

An addi tional code is avail abl e:

73 Cinic NOS

Al'l clains, other than those subnitted by independent

| aboratories, portable x-ray suppliers and i ndependent
physi ol ogi cal |aboratories, require a place of service.

Pl ease check your Billing Instructions for details.
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NATI ONAL VER. 001.02 - 09/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
RECORD NAME: SERVI CE LI NE DETAI L RECORD/ FI ELD: FA0-09.0
DATA ELEMENT: HCPCS Procedure Code
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ

09.0 X(05) LEFT SPACES 60 64 R

DEFI NI TI ON: This is the HCPCS/ CPT-4 code that describes the
servi ce.

CCDE VALUES: HCPCS/ CPT- 4 code set.

VALI DATI ON: Must be entered.
Must be a valid HCPCS/ CPT-4 procedure code.

FORM LOCATI ON:  HCFA- 1500 Bl ock 24d

REMARKS: N A

MEDI CAl D NOTES:

Enter the 5 character/digit Health Care Financing Adninistration
Conmon Procedure Codi ng System (HCPCS) code which corresponds to

t he service being rendered.

Encount er/ Procedure Codes - ONLY provider types (04)

OHF, (05) RHF, and (12) FQHC rmust bill the appropriate

five (5) digit encounter code foll owed i mediately on
the next record by the HCPCS code(s) that corresponds

to the services rendered. HCPCS CODES MJUST FOLLOW THE

ENCOUNTER CODE TO WHI CH THEY RELATE.
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NATI ONAL VER. 001.02 - 09/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L RECORD/ FI ELD: FA0-09.0
DATA ELEMENT: HCPCS Procedure Code
( CONTI NUED)
Modifiers (all providers) - In certain instances, a 2 character/digit
VWen entering

be required depending on the service.
enter the 2 character/digit nodifier
dashes or sl ashes.

nodi fier will
a code with the nodifier,
directly behind the solid hash Iine using no spaces,

The foll owi ng services nmust always be billed using a nodifier

Heal t hchek eval uati on and nanagenent codes
(99381-99395)

Anest hesi a

Assi stant at Surgery

Anmbul ance/ Anbul ette

Oxygen

O her services may require a nodi fier based on the type and/or place
of service. The appropriate Medicaid Handbook shoul d be
referenced for further details regarding the use of nodifiers.
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NATI ONAL VER. 001.01 -
LCOCAL VER. 001.03 -

03/01/ 1992
09/ 15/ 1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L RECORD/ FI ELD: FAO0-10.0
DATA ELEMENT: HCPCS Modifier 1
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
'10.0  X(02)  LEFT  SPACES 65 66 C
DEFI NI TI ON: These codes identify special circumstances

related to the performance of the service.
CCDE VALUES: See current HCPCS Modifier codes.
VALI DATI ON: Must be entered if required for proper

FORM LOCATI ON

REMARKS:

MEDI CAl D NOTES:

In certain instances,

adj udi cati on of the service.
HCFA- 1500 Bl ock 24D

N A

a nodifier
on the service (e.g.

is required depending
anest hesi a, assistant-at-surgery,

| aboratory, transportation, radiol ogy, durable nedica
equi prent, etc.). Please refer to the Medi caid Handbook
for proper usage.

The al | owabl e codes are as fol |l ows:

AA = Anest hesi a

AB = Medical direction of own

AC = Medical direction of other

AE = Anesthesia direction of residents

AR = Return anbul ance/anmbul ette trip

AU = Physician Assistant 2 (lnv. prior 4/1/92)
CR = Capped rental of durable nedical equipnent
EE = Anbul ance/ anbul ette fromLTC to LTC

EH = Anbul ance/ anbul ette fromLTC to hospita
EP = Anmbul ance/ anbul ette from LTC to physician

FAO. 12
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L

DATA ELEMENT: HCPCS

50 =

RECORD/ FI ELD:  FAO- 10. 0
Modi fier 1 ( CONTI NUED)

Anmbul ance/ anbul ette from LTC to residence
Patient refer to Dent/Heart/Vision

Patient refer to CHDS for assistance

Patient to return/refer to other

Anmbul ance/ anbul ette from hospital to LTC

Anmbul ance/ anbul ette from hospital to hospita
(for discharge/transfer)

Anmbul ance/ anbul ette from hospital to residence
Anmbul ance/ anbul ette from hospital (for diagnosis/
t herapeutic services)

Si x nont hs of mai ntenance and servicing of
capped rental durable nedical equipnent itens
No F/treatnment rendered this visit

Procedure performed by physician assi stant
(I'nv. after 3/31/92)

Oxygen Rx is 1 LPMor |ess

= Oxygen Rx is greater t han 4 LPM

portabl e
Oxygen Rx is greater than 4 LPM
Oxygen use between 1001 and 2000 cubic feet
Oxygen use between 2001 and 3000 cubic feet
Oxygen use between 3001 and 4000 cubic feet
Oxygen use greater than 4000 cubic feet
Anmbul ance/ anbul ette fromresidence to LTC
Anmbul ance/ anbul ette fromresidence to hospita
Rent al of Durable Medical Equipnent or
Anmbul ance/ anbul ette from resi dence/LTC to
ambul atory setting
Anmbul ance/ anbul ette from accident to hospita
Techni cal conponent
Pur chase of used durabl e medi cal equi prent
Non-routine post-op visit for complication
Total procedure
Initial antepartumvisit before 15 weeks
Initial antepartumvisit between 15-36 weeks
Procedure performed by physician assistant 2
(I'nv. prior 4/1/92)
Di gi tal radiol ogy
= Pr of essi onal
Bi | ateral procedures
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L RECORD/ FI ELD: FAO-10.0
DATA ELEMENT: HCPCS Modifier 1
( CONTI NUED)
52 = Reduced services or
Spectacle filing services for less than a
conpl ete pair of spectacles
80 = Assistant surgeon
90 = Reference (outside) lab
91 = Reference Tot al
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NATI ONAL VER. 001.01 -
LCOCAL VER. 001.03 -

03/01/ 1992
09/ 15/ 1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME
DATA ELEMENT:

FI ELD

DEFI NI TI ON

CODE VALUES:

VALI DATI ON

FORM LOCATI ON

REMARKS:

COBCL PI CTURE

9(08) V99

SERVI CE LI NE DETAI L RECORD/ FI ELD: FA0-13.0
Li ne Charges

JUSTI FY

I NI TI AL

FROM THRU

REQ

80 R

The doll ar ampunt paid by MCP to the nedical provider
for this service. The format for the dollar amount paid
is “XXXXXXXXvXX" (v indicates an inplied deciml point).
item paynent anmounts nust sumto the total payment of the
claimat the header |evel of the claim

The armount may be part of a bundl ed paynent. The field may
contain the total anmpunt for the bundl ed services or “0000000000"
if the total payment for the bundled service is captured in a
different line itemon the claim |If the line item

is part of a capitated arrangerment with the nedica

provider, the field nust contain a capitation

i ndi cator (“9999999999").

The |ine

“9999999999” indicates line itempart of a capitated arrangement
with a medi cal provider

Must be positive unsigned nuneric val ue.
HCFA- 1500 Bl ock 24f

N A

104



MEDI CAlI D
NOTES:

NOTE:

NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L RECORD/ FI ELD: FAO-18.0
DATA ELEMENT: Units O Service (UNITS OF SVQ)
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
18.0  9(03)V0  RGHT  ZER®S 82 85 R
DEFI NI TI ON: The nunber of services rendered in days or units.

CODE VALUES: N A
VALI DATI ON: Must be Positive unsigned nuneric val ue.
FORM LOCATI ON:  HCFA- 1500 Bl ock 24g

REMARKS: In order to capture fractional services,
use the fourth position with an assuned
deci mal position.

This field contains the nunber of units of service if
nore than one. Only nunbers 1 to 999 are accepted.
The digit to the right of the decimal must be zero (0).

Multiple units of service on a single record is
limted to allergy services, transportation (nunber of
| oaded miles), nedical supplies (number of itemns

di spensed), private duty nursing (hours of persona
care) and waiver services.
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
RECORD NAME: SERVI CE LI NE DETAI L RECORDY FI ELD: FA0-19.0

DATA ELEMENT: Anest hesi a/ Oxygen M nut es
( ANESTHESI A/ OXYGEN M N)

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
19.0 9(04) Rl GHT ZERCS 86 89 C
DEFI NI TI ON: The actual number of mnutes patient was

anest heti zed or nunmber of m nutes of oxygen.

CODE VALUES: N A

VALI DATI ON: VWhen required by Payor, nmust be positive unsigned
nureri c val ue.

FORM LOCATI ON:  HCFA- 1500 Bl ock 24G

REMARKS: N A

MEDI CAI D
NOTES: This field is valid for anesthesia m nutes only.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L RECORD/ FI ELD: FA0-39.1
DATA ELEMENT: Eyegl ass Order Shipping Date

(EG ORDER SHI PPI NG DATE)
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
'39.1  x(08)  LEFT  SPACES 231 238 C
DEFI NI TI ON: The date the eyegl asses were shi pped.

CODE VALUES: N A

VALI DATI ON: Must be entered for eyegl ass orders.

See GENERAL | NSTRUCTIONS for "Date" entry.

FORM LOCATION: N A

REMARKS: N A
MEDI CAI D
NOTES: This field only applies to Medicaid vision

contractors.
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ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

SERVI CE LI NE DETAI L RECORD

RECORD TYPE: FBO

"MEDI CAL SEGVENT"

NATI ONAL VER. 001.03 - 07/01/1993
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME
LEVEL:

PURPOSE

REQUI REMENTS:

ORDER:

NOTES:

MEDI CAlI D
NOTES:

SERVI CE LI NE DETAI L RECORD TYPE: FBO
CLAI M - MEDI CAL SEGVENT

To provide information related to the nedica
services rendered to the patient by the provider

If required by the payor, this record nmust be
submi tted.

Precedi ng Fol | owi ng

Record Type Record Type

FAO FAO, FB1, CERT records,
HAO or XAO

There may be up to 99 record type FBO's
entered for a claim

There nmust be at | east one but not nore than
twenty-one line itens per docunent.
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001. 04 - 04/05/1996

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L RECORD TYPE: FBO
MEDI CAL SEGVENT
FI ELD FI ELD PCSI TI ONS MANAGED
NO. FI ELD NAME LENGTH TYPE FROM THRU CARE NOTE
01.0 RECORD | D " FBO" 3 X 1 3 R
02.0 SEQUENCE NUMBER 2 X 4 5 R
03.0 PATI ENT CONTROL NUMBER 17 X 6 22 X1
04.0 LI NE | TEM CONTROL NO 17 X 23 39 o
FI LLER 88 X 40 127
17.0 PRESCRI PTI ON NUMBER 15 X 128 142 o
FI LLER 12 X 143 154
22.0 EPSDT | NDI CATOR 1 X 155 155 o
23.0 FAM LY PLANNI NG | NDI CATOR 1 X 156 156 o
FI LLER 164 X 157 320

X1 This field is required since it is used by Chio Medicaid to link all
records for a single encounter record.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI MS NATI ONAL STANDARD FORMAT
RECORD NAME: SERVI CE LI NE DETAI L RECORD/ FI ELD: FBO0-01.0
DATA ELEMENT: Record Identifier (RECORD I D "FB0")
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ

01.0 X(03) LEFT SPACES 01 03 R

DEFI NI TI ON: This is the record identifier for the
Service Line Detail Record - FBO.

CODE VALUES: N A

VALI DATI ON: Must be entered.

Must be ' FBO'.

FORM LOCATION: N A

REMARKS: N A
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L RECORD/ FI ELD: FBO0-02.0
DATA ELEMENT: Sequence Nunber ( SEQUENCE NO
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
02.0 X(02) LEFT SPACES 04 05 R
DEFI NI TI ON: This is the record sequence nunber of the Service

Li ne Detail Record.

CODE VALUES: 01 through 99

VALI DATI ON: Must be entered.
Must be a valid code fromthe above |ist.

The val ue entered nust match the SEQUENCE NUVMBER
(FA0-02.0) subnmitted in the preceding "FAO"
record.

FORM LOCATION: N A

REMARKS: See sequencing instructions in AFAQ" record.

112



NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L RECORD/ FI ELD: FBO0-03.0
DATA ELEMENT: Pati ent Control Nunber (PAT CONTROL NO
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
03.0  Xx(17)  LEFT  SPACES 06 22 R

DEFI NI TI ON: A uni que nunber assigned by the provider to identify
the patient.

CODE VALUES: N A
VALI DATI ON: Must be entered.

See GENERAL | NSTRUCTI ONS for "Patient Contr ol
Nunber" entry.

FORM LOCATI ON:  HCFA- 1500 Bl ock 26

REMARKS: N A
MEDI CAI D
NOTES: This field is used to link all records for a single
claim Because of this, the entire claimwll be

deni ed wi thout this information.
For further information, refer to the GENERAL

I NSTRUCTI ONS, PATI ENT CONTROL NUMBER:  MEDI CAI D
NOTES.

113



NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
RECORD NAME: SERVI CE LI NE DETAI L RECORDY FI ELD: FBO0-04.0

DATA ELEMENT: Line Item Control Number (LI'NE | TEM CONTROL NO)

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
04.0 X(17) LEFT SPACES 23 39 C
DEFI NI TI ON: An identifier assigned by the submitter/provider

to this line item

CODE VALUES: N A

VALI DATI ON: May be entered if payor all owed.

See GENERAL | NSTRUCTI ONS for "Patient Contro
Nunber"” entry.

FORM LOCATION: N A

REMARKS: I f accepted by Payor, it should be returned on
the EMC el ectronic renittance to facilitate the
provider's posting of line item adjudication
i nf ormati on.

MEDI CAI D
NOTES: This field is currently not returned on the Onhio
Medi cai d Pay/ Reject file.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
RECORD NAME: SERVI CE LI NE DETAI L RECORDY FI ELD: FBO-17.0

DATA ELEMENT: Prescription Number ( PRESCRI PTI ON NO)

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ

17.0 X(15) LEFT SPACES 128 142 C
DEFI NI TI ON: The uni que identification nunmber assigned
by the pharmacy or supplier
CODE VALUES: N A
VALI DATI ON: Must be entered if required by Payor.

See GENERAL | NSTRUCTIONS for "ldentification
Nunber" entry.

FORM LOCATION: N A
REMARKS: N A

MEDI CAI D
NOTES: Only the first 10 positions of this field are used
by the Medicaid paynment system

For Medi cal Supplies, enter the prescription nunber
or invoice nunber of the dispensed item
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L RECORD/ FI ELD: FBO0-22.0
DATA ELEMENT: EPSDT I ndi cat or ( EPSDT | ND)
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ

22.0 X(01) LEFT SPACE 155 155 C
DEFI NI TI ON: An indicator of whether or not "Early and

Periodic Screen for Diagnosis and Treatnent of
children" services are involved with this detail
[ine.

CODE VALUES: Y - yes, EPSDT invol venent
N - no, EPSDT not invol ved

VALI DATI ON: Must be entered if required by Payor.

If entered, nust be valid code fromthe above |ist.

FORM LOCATI ON:  HCFA- 1500 Bl ock 24h

REMARKS: N A

MEDI CAI D

NOTES: This field is required by the Medicaid paynent
system
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
RECORD NAME: SERVI CE LI NE DETAI L RECORDY FI ELD: FBO-23.0

DATA ELEMENT: Family Pl anni ng | ndicator (FAM LY PLANNI NG | ND)

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ

23.0 X(01) LEFT SPACE 156 156 C

DEFI NI TI ON: An indicator of whether or not Family Planning
Services are involved with this detail |ine.

CODE VALUES: Y - Yes, famly planning invol ved
N - No, fam ly planning not involved
VALI DATI ON: Must be entered if required by Payor.
If entered, nust be valid code fromthe above Iist.
FORM LOCATI ON:  HCFA- 1500 Bl ock 24h
REMARKS: N A

MEDI CAI D
NOTES: This field is required by the Medicaid paynent
system
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ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

SERVI CE LI NE DETAI L RECORD

RECORD TYPE: FDO

" DENTAL SEGVENT"

NATI ONAL VER. 001.03 - 07/01/1993
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME:
LEVEL:

PURPOSE:

REQUI REMENTS:

ORDER:

NOTES:

MEDI CAlI D
NOTES:

SERVI CE LI NE DETAI L RECORD TYPE: FDO
CLAI M - DENTAL SEGVENT

To provide information related to denta
services rendered to the patient by the provider

If required by the payor, this record nmust be
submtted for dental clains.

Precedi ng Fol | owi ng
Record Type Record Type
FAO, FBO, FB1 FDO, HAO or XAO
FB2 or FDO

There may be up to 99 record type FDO's entered
for a claim

There nmust be at | east one but not nore than
twenty-one line itens per docunent.
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L RECORD TYPE: FDO
DENTAL SEGVENT
FI ELD FI ELD PCSI TI ONS MANAGED
NO. FI ELD NAME LENGTH TYPE FROM THRU CARE NOTE
01.0 RECORD | D " FDO" 3 X 01 03 R
02.0 SEQUENCE NO 2 X 04 05 R
03.0 PAT CONTRCOL NO 17 X 06 22 X1
04.0 LI NE | TEM CONTROL NO 17 X 23 39 R
05.0 TOOTH CODE NUMBER 1 2 X 40 41 O
06.0 TOOTH SURFACE(S) 1 5 X 42 46 O
FI LLER 274 X 47 320

X1 This field is required since it is used by Chio Medicaid to link all
records for a single encounter record.

120



NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L RECORD/ FI ELD: FDO-01.0
DATA ELEMENT: Record Identifier (RECORD | D "FDO")
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ

01.0 X(03) LEFT SPACES 01 03 R
DEFI NI TI ON: This is the record identifier for the Service

Line Detail Record - FDO.
CODE VALUES: N A
VALI DATI ON: Must be entered.

Must be "FDO".

FORM LOCATION: N A

REMARKS: N A
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L RECORD/ FI ELD: FDO-02. 0
DATA ELEMENT: Sequence Nunber ( SEQUENCE NO
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ

02.0 X(02) LEFT SPACES 04 05 R
DEFI NI TI ON: This is the record sequence nunber of the

Service Line Detail Record.

CODE VALUES: 01 through 99

VALI DATI ON: Must be entered.
Must be a valid code fromthe above |ist.

The val ue entered rmust match the "Sequence Nunber"
(FA0-02.0) submitted in the preceding "FAO"
record.

FORM LOCATION: N A

REMARKS: See sequencing instructions regardi ng AFAO" record.
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NATI ONAL VER. 001. 03 -
LCOCAL VER. 001.03 -

07/01/ 1993
07/01/ 1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: SERVI CE LI NE DETAI L RECORD/ FI ELD: FDO-03.0
DATA ELEMENT: Patient Control Number (PAT CONTRCL
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
03.0  Xx(17)  LEFT  SPAGES 06 22 R
DEFI NI TI ON: A uni que nunber assigned by the provider to
identify the patient.
CODE VALUES: N A
VALI DATI ON: Must be entered.
See GENERAL | NSTRUCTI ONS for "Patient Control
Nunber" entry.
Must be identical to the "Patient Control Nunber"

FORM LCCATI ON:

REMARKS:

MEDI CAI D
NOTES:

(CA0-03.0) of this claim
HCFA- 1500 Bl ock 26

N A

This field is used to link all records for a single
claim Because of this, the entire claimw | be
deni ed wi thout this information.

For further information, refer to the GENERAL

I NSTRUCTI ONS, PATI ENT CONTROL NUMBER:  MEDI CAI D
NOTES.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
RECORD NAME: SERVI CE LI NE DETAI L RECORDY FI ELD: FDO-04.0

DATA ELEMENT: Line Item Control Number (LI'NE | TEM CONTROL NO)

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
04.0 X(17) LEFT SPACES 23 39 C
DEFI NI TI ON: An identifier assigned by the submitter/provider

to this line item

CODE VALUES: N A

VALI DATI ON: May be entered if payor all owed.

See GENERAL | NSTRUCTI ONS for "Patient Contro
Nunber" entry.

FORM LOCATION: N A

REMARKS: I f accepted by Payor, it should be returned on
the EMC el ectronic renittance to facilitate the
provider's posting of line item adjudication
i nf ormati on.

MEDI CAI D
NOTES: This field is currently not returned on the Onhio
Medi cai d Pay/ Reject file.
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
RECORD NAME: SERVI CE LI NE DETAI L RECORDY FI ELD: FDO-05.0

DATA ELEMENT: Tooth Code Nunber 1

FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
05.0 X(02) LEFT SPACES 40 41 C
DEFI NI TI ON: An indication of the tooth on which services were
performed or will be perforned.
CODE VALUES: 01 Through 09 - Permanent
10 Through 32 - Pernmanent
A Through T - Primary
SN - Supernunerary
VALI DATI ON: If entered, nmust be a valid code fromthe above
list.

FORM LOCATION: N A

REMARKS: N A
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993
ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
RECORD NAME: SERVI CE LI NE DETAI L RECORDY FI ELD: FDO-06.0

DATA ELEMENT: Tooth Surface(s) 1

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
06.0 X( 05) LEFT SPACES 42 46 C
DEFI NI TI ON: The surface(s) of the tooth on which services were

performed or will be perforned.
CODE VALUES: M - Mesial
O - Ccclusal
D - Distal
L - Lingual
F - Facial
I - Incisal
B - Buccal
VALI DATI ON: If entered nust be a valid code or conbination of

up to five codes fromthe above table.

FORM LOCATION: N A

REMARKS: N A
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ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

AMBULANCE CERTI FI CATI ON RECORD

RECORD TYPE: GAO
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: AMBULANCE CERT RECORD RECORD TYPE: GAO
LEVEL: SERVI CE LI NE
PURPOSE: To provide additional information related to the

anmbul ance service rendered to the patient.

REQUI REMENTS: If required by the payor, this record nust be

subm tted.
ORDER: Precedi ng Fol | owi ng
Record Type Record Type
FAO, FBO, FB1 FAO, HAO, or XAO
NOTES: VWhen used, this record must follow the FAO, FBO

or FB1 record related to this service.

128



NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: AMBULANCE CERT RECORD RECORD TYPE: GAO
FI ELD FI ELD PCSI TI ONS MANAGED
NO. FI ELD NAME LENGTH TYPE FROM THRU CARE NOTE

01.0 RECORD | D " GAO" 3 X 1 3 R

02.0 SEQUENCE NUMBER 2 X 4 5 R

03.0 PATI ENT CONTROL NUMBER 17 X 6 22 X1
FI LLER 31 X 23 53

17.0 M LES 4 X 54 57 o
FI LLER 250 X 58 307

23.1 TI ME PATI ENT WAS PI CKED UP 4 X 308 311 o
FI LLER 9 X 312 320

X1 This field is required since it is used by Chio Medicaid to link all
records for a single encounter record.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
RECORD NAME: AMBULANCE CERT RECORD RECORDY FI ELD: GA0-01.0

DATA ELEMENT: Record Identification (RECORD I D "GA0")

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ

01.0 X(03) LEFT SPACES 01 03 R

DEFI NI TI ON: This is the record identifier for the Anmbul ance
Cert Record - GAO.

CODE VALUES: N A

VALI DATI ON: Must be entered.

Must be " GAO".

FORM LOCATION: N A

REMARKS: N A
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NATI ONAL VER. 001.02 - 09/01/1992
LCOCAL VER 001.02 - 09/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: AMBULANCE CERT RECORD RECORD/ FI ELD: GA0-02.0

DATA ELEMENT: Sequence Number ( SEQUENCE NO

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ

02.0 X(02) LEFT SPACES 04 05 R

DEFI NI TI ON: A numeric value fromO1 through 99 used to
sequence the "GAO" record to the corresponding
"FAQ" record.

CODE VALUES: 01 through 99

VALI DATI ON: Must be entered.
Must be a valid code fromthe above |ist.

The val ue entered nust match the SEQUENCE NUVMBER
(FA0-02.0) submitted in the preceding "FAO"
record.

FORM LOCATION: N A

REMARKS: See sequencing instructions regardi ng AFAO" record.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
RECORD NAME: AMBULANCE CERT RECORD RECORDY FI ELD: GA0-03.0

DATA ELEMENT: Pati ent Control Nunber (PAT CONTROL NO

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ

03.0 X(17) LEFT SPACES 06 22 R

DEFI NI TI ON: A uni que nunber assigned by the provider to
identify the patient.

CODE VALUES: N A

VALI DATI ON: Must be entered.

Must be identical to the "Patient Control Number"
(CA0-03.0) of this claim

See GENERAL | NSTRUCTI ONS for "Patient Contr ol
Nunber" entry.

FORM LOCATI ON:  HCFA- 1500 Bl ock 26

REMARKS: N A
MEDI CAI D
NOTES: This field is used to link all records for a single
claim Because of this, the entire claimwll be

deni ed wi thout this information.
For further information, refer to the GENERAL

I NSTRUCTI ONS, PATI ENT CONTROL NUMBER:  MEDI CAI D
NOTES.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
RECORD NAME: AMBULANCE CERT RECORD RECORDY FI ELD: GA0-17.0
DATA ELEMENT: Ml es

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ

17.0 X(04) LEFT SPACES 54 57 C
DEFI NI TI ON: Nunber of miles traveled during this ambul ance
servi ce.
CODE VALUES: N A
VALI DATI ON: Must be entered if required by payor.
If entered, nust be numeric val ues.

FORM LOCATION: N A

REMARKS: N A
MEDI CAI D
NOTES: This field is required for Transportation cl ains.

It is the total nunber of | oaded niles.
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NATI ONAL VER. 001.01 -
LCOCAL VER. 001.03 -

03/01/ 1992
09/ 15/ 1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: AMBULANCE CERT RECORD RECORD/ FI ELD: GAO-23.1
DATA ELEMENT: Time patient was picked up
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
23.1 X(4) LEFT SPACES 308 311 R
DEFI NI TI ON: This is the hour and minute that the patient was

pi cked up by the anbul ance. The hour is

represent in the mlitary (24 hour clock) fashion.
CODE VALUES: N A
VALI DATI ON: Only required for Transportation type cl ains.

FORM LOCATI ON

REMARKS:

MEDI CAlI D
NOTES:

N A

N A

This field is required for Transportation cl aimns.

The tine is required for each Iine item and nust be
expressed in nmlitary time. As an exanple, nmilitary
time is represented as foll ows:

8:30 a.m 0830

2:15 p.m 1415
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ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

EXTRA NARRATI VE RECORD

RECORD TYPE: HAO
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME:
LEVEL:

PURPOSE:

REQUI REMENTS:

ORDER:

NOTES:

NARRATI VE RECORD RECORD TYPE: HAO
SERVI CE LI NE

To provide additional information related to the
service rendered to the patient by the provider.

If required by the payor, this record nmust be
submi tted.

Precedi ng Fol | owi ng
Record Type Record Type
FAO, FBO, FB1, FB2, FDO, FAO or XAO

GAO, G0, Gbo, Gb1, GEO,
GP0, @GJ0, GXO0, GX1 or GX2

VWhen used, this record nust follow the FAO, FBO,

FB1, FB2, FDO, GAO, GCO, GDb0, GEO, GPO, GUO, GXO,
GX1 or GX2 record related to this service.
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NATI ONAL VER. 001. 03 -

LCOCAL

07/01/ 1993

VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: NARRATI VE RECORD

FI ELD

FI ELD NAME LENGTH
RECORD | D " HAQ" 3
SEQUENCE NO 2
PAT CONTRCOL NO 17
LI NE | TEM CONTROL NO 17
EXTRA NARRATI VE DATA 281

This field is required since it
records for a single encounter

RECORD TYPE: HAO

PCSI TI ONS
TYPE FROM  THRU
X 01 03
X 04 05
X 06 22
X 23 39
X 40 320

MANAGED
CARE NOTE

is used by Onio Medicaid to link al

record.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT
RECORD NAME: NARRATI VE RECORD RECORD/ FI ELD: HAO-01.0
" CLAI M DATA"
DATA ELEMENT: Record ldentification (RECORD | D "HA0")

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ

01.0 X(03) LEFT SPACES 01 03 R

DEFI NI TI ON: This is the record identifier for the Narrative
Record - HAO.

CODE VALUES: N A

VALI DATI ON: Must be entered.

Must be "HAO".

FORM LOCATION: N A

REMARKS: N A
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NATI ONAL VER. 001.02 - 09/01/1992
LCOCAL VER 001.02 - 09/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: NARRATI VE RECORD RECORD/ FI ELD: HAO-02.0
" CLAI M DATA"

DATA ELEMENT: Sequence Nunber ( SEQUENCE NO
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
02.0 X(02) LEFT SPACES 04 05 R

DEFI NI TI ON: A numeric value fromO1 through 99 used to
sequence the "HAO" record to the corresponding
"FAQ" record.

CODE VALUES: 01 through 99

VALI DATI ON: Must be entered.
Must be a valid value fromthe above |ist.
The val ue entered nust match the SEQUENCE NUVMBER
(FA0-02.0) submitted in the preceding "FAO"

record.

FORM LOCATION: N A

REMARKS: See sequenci ng instructions regardi ng AFA0" record.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: NARRATI VE RECORD RECORD/ FI ELD: HAO-03. 0
" CLAI M DATA"

DATA ELEMENT: Patient Control Number (PAT CONTROL NO
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
03.0 X(17) LEFT SPACES 06 22 R

DEFI NI TI ON: A uni que nunber assigned by the provider to

identify the patient.
CODE VALUES: N A
VAL DATI ON: Must be entered.

Must be identical to the "Patient Control Number"
(CA0-03.0) of this claim

See GENERAL | NSTRUCTI ONS for "Patient Contr ol
Nunber" entry.

FORM LOCATI ON:  HCFA- 1500 Bl ock 26

REMARKS: N A
MEDI CAI D
NOTES: This field is used to link all records for a single
claim Because of this, the entire claimwll be

deni ed wi thout this information.
For further information, refer to the GENERAL

I NSTRUCTI ONS, PATI ENT CONTROL NUMBER:  MEDI CAI D
NOTES.

140



NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: NARRATI VE RECORD RECORDY FI ELD: HAO0-04.0
"CLAI M DATA"

DATA ELEMENT: Line Item Control Number (LI'NE | TEM CONTROL NO)

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
04.0 X(17) LEFT SPACES 23 39 C
DEFI NI TI ON: An identifier assigned by the submitter/provider

to this line item

CODE VALUES: N A

VALI DATI ON: May be entered if payor all owed.
If entered, value nust match the "Line Item
Control Nunmber" submitted in the preceding
FAO-04.0 record.
See GENERAL | NSTRUCTIONS for "Patient Control
Nunber" entry.

FORM LOCATION: N A

REMARKS: N A
MEDI CAI D
NOTES: This field is currently not returned on the Onhio

Medi cai d Pay/ Reject file.
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: NARRATI VE RECORD RECORDY FI ELD: HAO-05.0
"CLAI M DATA"

DATA ELEMENT: Extra Narrative Data

FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
05.0 X(281) LEFT SPACES 40 320 C
DEFI NI TI ON: Free formnarrative record to submt additiona

i nformati on that may assist in the adjudication
of the Service Line Itemin the preceding FAO
record.

CODE VALUES: N A

VALI DATI ON: Must be entered if required by payor.
FORM LOCATION: N A

REMARKS: This field my be used as foll ows:

1. To describe the service being submtted as an
Unl i st ed/ NOC HCPCS Procedure Code in the
precedi ng FAO record.

2. To report "Secondary" Di agnosis Codes that
exceeded the nunber that coul d be subnitted
on the precedi ng FAO record.

3. To report the substitute physician's UPIN
(six bytes in length, alpha numeric) for
"Reci procal " or "Locum Tenens" billing
arrangenents.

Consult the Matrix/Users CGuide supplied by the

Payor/ Recei ver for additional details regarding
submi ssion instructions.
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: NARRATI VE RECORD RECORDY FI ELD: HAO-05.0
"CLAI M DATA"

DATA ELEMENT: Extra Narrative Data
( CONTI NUED)

MEDI CAI D NOTES:
These records are required when m scel | aneous codes are used,
such as Pl aces of Service "0-9", "10", "13-19",
"20", "27-99", "30", "35-39", "40", "43-49", "50"
"57-59", "60", "63-64", "66-69", "70", "74-79", "80",
"82-89", "90-99", Ot her Source of Insurance
"6", or when special types of clainms are subnmitted, such as:

1) HCPCS, CPT, drug and supply codes that need specia
handl i ng, pricing or any m scell aneous codes needi ng an
expl anat i on.

2) Transportation clains requiring an explanation for the need
for service (when the referring physician nunmber is not
avail abl e) .

3) Cains with nmultiple surgeries.

4) Transportation clains for multiple passengers or air
flight.

Item #3 in the above Remarks section is concerned with
"Reci procal " and "Locum Tenens" billing arrangenents.

These arrangements are not currently being recognized

by Onhi o Medi cai d.
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ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

CLAI M TRAI LER RECORD

RECORD TYPE: XAO0
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 07/01/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M TRAI LER RECORD RECORD TYPE: XAO
LEVEL: CLAIM
PURPOSE: The last record of every claimsubnmitted

electronically, it contains information pertinent
to the bal ancing of each claim(i.e. claimrecord
counts, claimcharges) within a batch.

REQUI REMENTS: An ' XAO0' Record is a REQU RED record since it is
the CLAIM TRAI LER

ORDER: Precedi ng Fol | owi ng
Record Type Record Type
FAO, FBO, FB1, FB2, FDO, CA0, YAO

GAO (CERT RECORDS),
HAO ( NARRATI VE RECORD)

NOTES: Fi el ds that require bal ancing should be the sum
of all the corresponding fields in Record Type
FAO (SERVICE LI NE DETAI L RECORD).

There may be multiple clainms per batch.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M TRAI LER RECORD RECORD TYPE: XAO
"RECORD SUMVARY"

FI ELD FI ELD PCSI TI ONS MANAGED
NO. FI ELD NAME LENGTH TYPE FROM THRU CARE NOTE
01.0 RECORD | D " XAQ" 3 X 1 3 R
FI LLER 2 X 4 5
03.0 PATI ENT CONTROL NUMBER 17 X 6 22 X1
FI LLER 12 X 23 34
10.0 CLAI M RECORD COUNT 3 N 35 37
FI LLER 40 X 38 77
12.0 TOTAL CLAI M CHARGES 7 N 78 84
FI LLER 42 X 85 126
19.9 PATI ENT AMOUNT PAI D 7 N 127 133
FI LLER 187 X 134 320

NOTE: Only positive numeric values are accepted as input, negative val ues
are not all owabl e.

X1 This field is required since it is used by Chio Medicaid to link all
records for a single encounter record.
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NATI ONAL VER. 001.02 - 09/01/1992
LCOCAL VER 001.02 - 09/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M TRAI LER RECORD RECORD/ FI ELD: XA0-01.0
"RECORD SUMVARY"

DATA ELEMENT: Record Identifier (RECORD | D " XA0")
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
01.0 X(03) LEFT SPACES 01 03 R
DEFI NI TI ON: Field used to identify the "Claim Trailer

Control Record".
CODE VALUES: N A
VALI DATI ON: Must be entered.

Must be " XA0".

FORM LOCATION: N A

REMARKS: N A
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NATI ONAL VER. 001. 02
LCOCAL VER 001.02 - 09/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M TRAI LER RECORD RECORD/ FI ELD: XA0-03.0
" RECORD SUMVARY"

DATA ELEMENT: Pati ent Control Nunber (PAT CONTROL NO

FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ

03.0  x(17)  LEFT  SPACES 06 22 R

DEFI NI TI ON: A uni que nunber assigned by the provider to
identify the patient.

CODE VALUES: N A

VALI DATI ON: Must be entered.

Must be identical to the PATI ENT CONTROL NUMBER
found in C ai mHeader Record (CAO-03.0).

See GENERAL | NSTRUCTI ONS for "Patient Contr ol
Nunber" entry.

FORM LOCATI ON:  HCFA- 1500 Bl ock 26

REMARKS: N A
MEDI CAI D
NOTES: This field is used to link all records for a single
claim Because of this, the entire claimwll be

deni ed wi thout this information.
For further information, refer to the GENERAL

I NSTRUCTI ONS, PATI ENT CONTROL NUMBER:  MEDI CAI D
NOTES.
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NATI ONAL VER. 001.02 - 09/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME:

DATA ELEMENT:

CLAI M TRAI LER RECORD RECORDY FI ELD: XA0-10.0
"RECORD SUMVARY"

Cl ai m Record Count

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
10.0 9(03) Rl GHT ZERCS 35 37 R
DEFI NI TI ON: The total nunber of records submitted for
this claimexcluding this record.
CODE VALUES: N A
VALI DATI ON: Must be entered.
Must be nuneric.
Must be the conmputed sum of all records processed
fromthe C aimHeader Record (CA0) to the Claim
Trail er Record (XAO0).
This DOES NOT include this record.
FORM LOCATI ON: N A
REMARKS: N A
MEDI CAI D
NOTES: This field is required for the Medicaid paynent

system

For provider or internmediary subm ssions, incorrect
totals in this field would not reject the entire
submi ssi on.

For scanner/data entry subnissions, incorrect totals
inthis field would not reject the entire batch.
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NATI ONAL VER. 001.02 -
LCOCAL VER. 001.03 -

09/ 01/ 1992
09/ 15/ 1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M TRAI LER RECORD RECORD/ FI ELD: XA0-12.0
"RECORD SUMVARY"
DATA ELEMENT: Total C ai m Charges
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
12.0 9(05) Va9 Rl GHT ZERCS 78 84 R
DEFI NI TI ON: The sum of all line item charges included
within this claim
CODE VALUES: N A
VALI DATI ON: Must be entered.
Must be a positive, unsigned nuneric val ue.
Must be the conmputed sum of all LINE CHARGES
fields (FAO-13.0) included for this claim
FORM LOCATI ON: HCFA- 1500 Bl ock 28
REMARKS: N A
MEDI CAI D
NOTES: This field is required for the Medicaid paynent
system
For provider or internmediary subm ssions, incorrect

totals in this field would reject the entire
submi ssi on.

For scanner/data entry subnissions, incorrect totals
inthis field would reject the entire batch.
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NATI ONAL VER. 001.03 - 07/01/1993
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: CLAI M TRAI LER RECORD RECORD/ FI ELD: XA0-19.0
"RECORD SUMVARY"

DATA ELEMENT: Patient Amount Paid ( PAT AMOUNT PAI D)
FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
19.0 9(05) Va9 Rl GHT ZERCS 127 133 R
DEFI NI TI ON: The armount the provider has received fromthe

patient (or insured) toward paynent of this
claim

CODE VALUES: N A
VALI DATI ON: Must be entered.
Must be a positive, unsigned nuneric val ue.
Must not exceed TOTAL CLAI M CHARGES ( XA0-12.0).
FORM LOCATI ON:  HCFA- 1500 Bl ock 29

REMARKS: N A
MEDI CAlI D
NOTES: USE FOR ALL CLAI M5 OTHER THAN MEDI CARE CROSSOVER

Enter the ampbunt collected fromall sources OTHER
THAN MEDI CARE. If the amount coll ected from all
sources other than Medi care exceeds the maxi num
paynment that Medicaid will make for the service,
Medicaid will not make any additional paynent.
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ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

BATCH TRAI LER RECORD

RECORD TYPE: YAO

NATI ONAL VER. 001.03 - 07/01/1993
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: BATCH TRAI LER RECORD RECORD TYPE: YAO
LEVEL: BATCH
PURPOSE: The last record of any batch submtted

electronically, it contains information pertinent
to the bal anci ng of each batch (i.e. batch record
count, batch charges) within a file.

REQUI REMENTS: A ' YAO' Record is a REQUI RED record since it
is the BATCH TRAI LER

ORDER: Precedi ng Fol | owi ng
Record Type Record Type
XA0 BAO, ZAO
NOTES: Fi el ds that require bal ancing should be the sum

of all the corresponding fields in Record Type
XAO0 (CLAI M TRAI LER RECORD) .

There may be multiple batches per file.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: BATCH TRAI LER RECORD RECORD TYPE: YAO
FI ELD FI ELD PCSI TI ONS MANAGED
NO. FI ELD NAME LENGTH  TYPE FROM THRU CARE NOTE

01.0 RECORD | D " YAQ" 3 X 1 3 R

FI LLER 18 X 4 21
04.0 BATCH NUMBER 4 N 22 25 R

FI LLER 21 X 26 46
08.0 BATCH SERVI CE LI NE COUNT 7 N 47 53 R
09.0 BATCH RECORD COUNT 7 N 54 60 R
10.0 BATCH CLAI M COUNT 7 N 61 67 R
11.0 BATCH TOTAL CHARGES 9 N 68 76 o

FI LLER 244 X 77 320

NOTE: Only positive numeric values are acceptable as input, negative val ues
are not all owabl e.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: BATCH TRAI LER RECORD RECORD/ FI ELD: YAO0-01.0
DATA ELEMENT: Record Identifier (RECORD I D "YAQ")
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
010 x(03  LEFT  SPACES o1 03 R
DEFI NI TI ON: Field used to identify the "Provider Batch

Control Record".
CODE VALUES: N A
VALI DATI ON: Must be entered.

Must be "YAQ".

FORM LOCATION: N A

REMARKS:
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NATI ONAL VER. 001.01 -
LCOCAL VER. 001.03 -

03/01/ 1992
09/ 15/ 1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: BATCH TRAI LER RECORD RECORD/ FI ELD: YAO-04.0
DATA ELEMENT: Bat ch Nunmber ( BATCH NO)
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
040 904 RGT  zero 22 25 R
DEFI NI TI ON: A sequential number assigned by the subnmitter

to each batch of clains.
CODE VALUES: Must be "0001" through "9999".
VALI DATI ON: Must be entered.

FORM LOCATI ON

REMARKS:

MEDI CAlI D
NOTES:

Must be nunmeri c.

First occurrence nust be "0001".

Must be identical to the BATCH NUMBER entered in
t he correspondi ng Batch Header Record (BAO-04.0).

N A

For subm ssion comng from providers and el ectronic
subm ssion internediaries, the Medicaid paynent
systemw || accept up to 9,999 batches in a
submi ssi on.

For subm ssions coning from Scanning and Data Entry,

t he Medi caid paynent systemw || accept up to 999
batches in a subm ssion.
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NATI ONAL VER. 001.01 -
LCOCAL VER. 001.03 -

03/01/ 1992
09/ 15/ 1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME:

DATA ELEMENT:

BATCH TRAI LER RECORD RECORDY FI ELD: YAO-08.0

Bat ch Servi ce Line Count
(BATCH SVC LI NE COUNT)

FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
08.0 907y  RGT  ZzERS 47 53 R
DEFI NI TI ON: The nunber of line itenms included in this batch.
CODE VALUES: N A
VALI DATI ON: Must be entered.

Must be nuneric.

Must be the conmputed sum of all Record Type

FORM LCCATI ON:

REMARKS:

MEDI CAlI D
NOTES:

FAO's within this batch.

N A

This field is required for the Medicaid paynent
system

For provider or internmediary subm ssions, incorrect
totals in this field would not reject the entire
submi ssi on.

For scanner/data entry subnissions, incorrect totals
inthis field would not reject the entire batch.
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NATI ONAL VER. 001.01 -
LCOCAL VER. 001.03 -

03/01/ 1992
09/ 15/ 1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: BATCH TRAI LER RECORD RECORD/ FI ELD: YAO0-09.0
DATA ELEMENT: Bat ch Record Count
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
09.0 907y  RGMT  ZzERS 54 60 R
DEFI NI TI ON: The nunber of records included in this batch
CODE VALUES: N A
VALI DATI ON: Must be entered.

Must be nuneric.

Must be the conmputed sum of all Record Types

FORM LOCATI ON

REMARKS:

MEDI CAlI D
NOTES:

BAO t hrough YAO.
N A

This field is required for the Medicaid paynent
system

For provider or internmediary subm ssions, incorrect
totals in this field would not reject the entire
submi ssi on.

For scanner/data entry subnissions, incorrect totals
inthis field would not reject the entire batch
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NATI ONAL VER. 001.01 -
LCOCAL VER. 001.03 -

03/01/ 1992
09/ 15/ 1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME:

DATA ELEMENT:

BATCH TRAI LER RECORD RECORDY FI ELD: YAO-10.0

Bat ch C ai m Count

FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
‘10.0 907y  RGT  zERS 61 67 R
DEFI NI TI ON: The nunber of clains that are included

wi thin this batch.
CODE VALUES: N A
VALI DATI ON: Must be entered.

Must be nuneric.

Must be the conmputed sum of all the Record Type

FORM LCCATI ON:

REMARKS:

MEDI CAlI D
NOTES:

CA0' s included between this Batch Trailer
Record (YAO) and the precedi ng Batch Header
Record (BAO).

N A

This field is required for the Medicaid paynent
system

For provider or internmediary subm ssions, incorrect
totals in this field would reject the entire
submi ssi on.

For scanner/data entry subnissions, incorrect totals
inthis field would reject the entire batch.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: BATCH TRAI LER RECORD RECORDY FI ELD: YAO0-11.0

DATA ELEMENT: Bat ch Total Charges

FI ELD COBCL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ

11.0 9(07) V99 Rl GHT ZERCS 68 76 R

DEFI NI TI ON: The sum of all "Total C aim Charges" fields
i ncluded within this batch.

CODE VALUES: N A

VALI DATI ON: Must be entered.
Must be a positive, unsigned nuneric val ue.
Must be the conmputed sum of all the TOTAL CLAI M

CHARGES fields (XA0-12.0) included within this
bat ch.

FORM LOCATION: N A

REMARKS:

MEDI CAI D
NOTES: This field is required for the Medicaid paynent
system

For provider or internmediary subm ssions, incorrect
totals in this field would not reject the entire
submi ssi on.

For scanner/data entry subnissions, incorrect totals

inthis field would not reject the entire batch.
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ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

FI LE TRAI LER RECORD

RECORD TYPE: ZAO
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: FI LE TRAI LER RECORD RECORD TYPE: ZAO
LEVEL: FI LE
PURPOSE: The last record of any file subnmitted

electronically, it contains information pertinent
to the balancing of the file (i.e. file record
counts, file charges).

REQUI REMENTS: A "ZAO" Record is a REQU RED record since it
is the FILE TRAI LER RECORD

ORDER:
Record Type Record Type
YAO NONE
NOTES: Fi el ds that require bal ancing should be the sum

of all the corresponding fields in Record Type YAO
( BATCH TRAI LER RECORD)
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: FI LE TRAI LER RECORD RECORD TYPE: ZAO
FI ELD FI ELD PCSI TI ONS MANAGED
NO. FI ELD NAME LENGTH TYPE FROM THRU CARE NOTE

01.0 RECORD | D " ZA0" 3 X 1 3 R
02.0 SUBM TTER | D NUMBER 16 X 04 19 R

FI LLER 25 X 20 44
05.0 FI LE SERVI CE LI NE COUNT 7 N 45 51 R
06.0 FI LE RECORD COUNT 7 N 52 58 R
07.0 FI LE CLAI M COUNT 7 N 59 65 R
08.0 BATCH COUNT 4 N 66 69 R
09.0 FI LE TOTAL CHARGES 11 N 70 80 o

FI LLER 240 X 81 320

NOTE: Only positive numeric values are accepted as input, negative val ues
are not all owabl e.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.01 - 03/01/1992

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: FI LE TRAI LER RECORD RECORD/ FI ELD: ZA0-01.0
DATA ELEMENT: Record Identifier (RECORD I D "ZA0")
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
010 X(03)  LEFT  SPACES 01 03 R
DEFI NI TI ON: Field used to identify the "File Trail er Record".
CODE VALUES: N A

VALI DATI ON: Must be entered.

Must be "ZA0".

FORM LOCATION: N A
REMARKS: N A
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: FI LE TRAI LER RECORD RECORD/ FI ELD: ZA0-02.0
DATA ELEMENT: Submitter ldentifier (SUB I D)
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
02.0  X(16)  LEFT  SPACES 04 19 R
DEFI NI TI ON: Identifies the submitter as defined by receiver.
CODE VALUES: N A

VALI DATI ON: Must be entered.

Must be identical to the SUBM TTER ID entered in
the File Header Record (AA0-02.0).

See GENERAL | NSTRUCTIONS for "ldentification
Nunber" entry.

REMARKS: May be a Federally assigned Enployer Ildentifica-
tion Number (EIN. EINis also referred to as
Tax ldentification Number (TIN) dependi ng on
the receiver's requirenents.

MEDI CAI D
NOTES: This field is required.

Pl ease refer to the Medicaid Notes on Record AAO,
Field Nunber 2.0, Submtter ldentifier.
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NATI ONAL VER. 001.01 - 03/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: FI LE TRAI LER RECORD RECORD/ FI ELD: ZA0-05.0

DATA ELEMENT: File Service Line Count (FI'LE SVC LI NE COUNT)

FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
05.0 9(07) Rl GHT ZERCS 45 51 R

DEFI NI TI ON: The nunber of service lines included in this file.

CODE VALUES: N A

VALI DATI ON: Must be nunmeri c.

Must be the conmputed sum of all BATCH SERVI CE LI NE
COUNT fields (YAD0-08.0) included within this file.

FORM LOCATION: N A

REMARKS: N A
MEDI CAI D
NOTES: This field is required for the Medicaid paynent
system

For provider or internmediary subm ssions, incorrect
totals in this field would not reject the entire
submi ssi on.

For scanner/data entry subnissions, incorrect totals

inthis field would not reject the entire batch.
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NATI ONAL VER. 001.02 - 09/01/1992
LCOCAL VER 001.03 - 09/15/1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: FI LE TRAI LER RECORD RECORD/ FI ELD: ZA0-06.0
DATA ELEMENT: File Record Count

FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
06.0  9(07)  RIGHT  ZzEROS 52 58 R
DEFI NI TI ON: The nunber of records included in this file.

CODE VALUES: N A

VALI DATI ON: Must be nuneric.

FORM LOCATI ON

REMARKS:

MEDI CAlI D
NOTES:

Must be the conmputed sum of all BATCH RECORD
COUNT fields (YA0-09.0) within this file.

N A

This field does not include any count of the
AAO0 or the ZAO records.

This field is required for the Medicaid paynent
system

For provider or internmediary subm ssions, incorrect
totals in this field would not reject the entire

subm ssi on.

For scanner/data entry subnissions, incorrect totals
inthis field would not reject the entire batch
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NATI ONAL VER. 001.01 -
LCOCAL VER. 001.03 -

03/01/ 1992
09/ 15/ 1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: FI LE TRAI LER RECORD RECORD/ FI ELD: ZA0-07.0
DATA ELEMENT: File C ai m Count
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
070  9(07)  RGHT  ZEROS 59 65 R
DEFI NI TI ON: The nunber of clains included in this file.
CODE VALUES: N A
VALI DATI ON: Must be nuneric.
Must be the conmputed sum of all BATCH CLAI M COUNT
fields (YAO0-10.0) included within this file.
FORM LOCATION: N A
REMARKS: N A
MEDI CAI D
NOTES: This field is required for the Medicaid paynent

system

For provider or internmediary subm ssions, incorrect
totals in this field would reject the entire

submi ssi on.

For scanner/data entry subnissions, incorrect totals
inthis field would reject the entire batch.
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03/01/ 1992
09/ 15/ 1993

NATI ONAL VER. 001.01 -
LCOCAL VER. 001.03 -

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: FI LE TRAI LER RECORD RECORD/ FI ELD: ZA0-08.0
DATA ELEMENT: Bat ch Count
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
08.0 904  RGHT  ZEROS 66 69 R
DEFI NI TI ON: The nunber of batches included within this file.
CODE VALUES: N A
VALI DATI ON: Must be entered.
Must be nuneric.
Must be the conmputed sum of all Record Type YAO's
within this file.
FORM LOCATION: N A
REMARKS: N A
MEDI CAI D
NOTES: This field is required for the Medicaid paynent

system

For provider or
totals in this field would not
subm ssi on.

i nternedi ary subm ssions, incorrect
reject the entire

For scanner/data entry subnissions, incorrect totals
inthis field would not reject the entire batch.
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NATI ONAL VER. 001.01 -
LCOCAL VER. 001.03 -

03/01/ 1992
09/ 15/ 1993

ELECTRONI C MEDI A CLAI M5 NATI ONAL STANDARD FORMAT

RECORD NAME: FI LE TRAI LER RECORD RECORD/ FI ELD: ZA0-09.0
DATA ELEMENT: File Total Charges
FI ELD COBOL PI CTURE JUSTI FY I NI TI AL FROM THRU REQ
09.0  9(09)Ve9  RIGHT  ZERS 70 80 R
DEFI NI TI ON: The sum of all total charges from each batch
contained within this file.
CODE VALUES: N A
VALI DATI ON: Must be entered.
Must be a positive, unsigned nuneric val ue.
Must be the conmputed sum of all BATCH TOTAL CHARGES

FORM LCCATI ON:

REMARKS:

MEDI CAlI D
NOTES:

fields (YAD-11.0) included within this file.

N A
N A

This field is required for the Medicaid paynent
system

For provider or internmediary subm ssions, incorrect
totals in this field would not reject the entire
subm ssion. This anpbunt must equal the total

claimamount on the Letter of Certification/Batch

Recap Form (ODJFS 6312).

For scanner/data entry subnissions, incorrect totals
inthis field would not reject the entire batch.
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