Appendix D Reporting

Monthly Enrollment, Claims and COBRA Data

Submitted to the Data Analysis Branch, DEI


1. The following file formats apply for submission of monthly claims and enrollment to the Commonwealth.  Data should be provided in fixed-field-width ASCII text files (one (1) file for each of the following four (4) data sets), with the specifications listed below.  In order to distinguish data from prior plan years from that for Plan Year 2006, the Option Code values will be ‘X’ for the Commonwealth Essential option, ‘Y’ for the Commonwealth Enhanced option, and ‘Z’ for the Commonwealth Premier option.
A.   Monthly Enrollment File

Field Name
Data Type
     Width
Decimals
Comments/Examples

Group
Character
20

State Employees, School Boards

Plan Type
Character
3

PPO
Option
Character
1

X, Y, or Z
Cross Ref Contracts
Numeric
8
0
# of Cross reference contracts

Single Contracts
Numeric
8
0
# of Single contracts

Couple Contracts
Numeric
8
0
# of Couple contracts

ParentPlus Contracts
Numeric
8
0
# of Parent + contracts

Family Contracts
Numeric
8
0
# of Family contracts

Employees
Numeric
8
0
# of Employees covered

Spouses
Numeric
8
0
# of Spouses covered

Children
Numeric
8
0
# of Children covered

Carrier Name
Character
15

Commonwealth to assign

Network Name
Character
15

Year and Month
Numeric
6
0
YYYYMM – Year and month to which





  enrollment applies

B.   Monthly Paid Medical, Rx & Capitation Claims File
Field Name
Data Type
      Width
Decimals
Comments/Examples

Group
Character
20

State Employees, etc.

Plan Type
Character
3

PPO
Option
Character
1

X, Y, or Z
Emp Med
Numeric
12
2
Paid Medical claims for Employees
Spouse Med
Numeric
12
2
Paid Medical claims for Spouses

Child Med
Numeric
12
2
Paid Medical claims for Children
Emp Rx
Numeric
12
2
Paid Rx Claims for Employees

Spouse Rx
Numeric
12
2
Paid Rx Claims for Spouses
Child Rx
Numeric
12
2
Paid Rx Claims for Children
Emp Cap
Numeric
12
2
Capitation for Employees
Spouse Cap
Numeric
12
2
Capitation for Spouses
Child Cap
Numeric
12
2
Capitation for Children
Total Med
Numeric
12
2
Total of Emp Med,Spouse Med,& Child Med

Total Rx
Numeric
12
2
Total of Emp Rx,Spouse Rx,& Child Rx

Total Cap
Numeric
12
2
Total of Emp Cap,Spouse Cap,& Child Cap

Grand Total
Numeric
12
2
Total of Total Med,Total Rx,&Total Cap

Carrier Name
Character
15

Commonwealth to assign

Network Name
Character
15

Year and Month
Numeric
6
0
YYYYMM – Year and month in which





   Claims were paid

C.   Medical Claims Lag File
Field Name
Data Type
Width
Decimals
Comments/Examples

Group
Character
20

State Employees, etc.

Plan Type
Character
3

PPO

Option
Character
1

X, Y, or Z 

Month Paid
Numeric
6
0
YYYYMM--Month claim was paid

Service Month
Numeric
6
0
YYYYMM--Month claim was incurred

Total Medical
Numeric
12
2
Total paid medical claims (excluding Rx

  Paid



and capitations) for all groups for this





plan type

Carrier Name
Character
15

Commonwealth to assign

Network Name
Character
15

Notes:

· Groups are State Employees, School Boards, Health Departments, KERS, KTRS, KCTCS, COBRA and Quasi Agencies

· In the medical claims Lag File, report medical claims (excluding Rx and capitations) paid during the reporting month.  Provide records for the current month and each of the prior eighteen (18) months for each Group, Plan Type and Option.  Additionally provide one record for each Group, Plan Type and Option containing the sum of the claims incurred more than eighteen (18) months ago.

D. COBRA Participant File

Field Name

Data Type

Width Decimals
Comments/Examples

Participant Name
Character

30


Last name, First Name

Date of Birth

Date


  8


YYYYMMDD

Coverage Level
Character

15


Single, Couple, etc.

Relationship

Character

  2


PH, SP, CH

Effective Date
Date


  8


YYYYMMDD

Term Date

Date


  8


YYYYMMDD

Plan Type

Character

  3


PPO

Option

Character

  1


X, Y, or Z
EE’s SSN

Character

  9


######### (no dashes)

City


Character

30

State


Character

  2

ZIP Code

Character

  5

Gender

Character

  1


M or F

Agency

Character

  5


Last active agency

2.   MEDSTAT Data Requirements

The Commonwealth’s contract with The MEDSTAT Group will expire on June 30, 2005, and must be re-bid.  The Commonwealth reserves the right to modify these data requirements to conform to the needs of the Commonwealth and its Health Insurance Information Management System contractor.  In the event that changes are made to these requirements, ample lead time will be given to ensure the carriers’ ability to provide the data in the new format within the delivery deadlines.  The carriers will also be expected to attend meetings to discuss format changes.

	Data Set
	Required Layout
	Frequency
	Due Date
	Delivery

	Professional Claims
	MEDSTAT Standard Professional Claims layout, with encrypted Person ID
	Quarterly
	11th working day after the end of the quarter
	Provide to MEDSTAT's Data Center on MEDSTAT-approved media

	Facility Claims
	MEDSTAT Standard Facility Claims layout, with encrypted Person ID
	Quarterly
	11th working day after the end of the quarter
	Provide to MEDSTAT's Data Center on MEDSTAT-approved media

	Drug Claims
	MEDSTAT Standard Drug Claims layout, with encrypted Person ID
	Quarterly
	11th working day after the end of the quarter
	Provide to MEDSTAT's Data Center on MEDSTAT-approved media

	Provider Directory Data
	MEDSTAT standard Provider Data layout
	Quarterly
	11th working day after the end of the quarter
	Provide to MEDSTAT's Data Center on MEDSTAT-approved media

	Data Dictionary
	Dictionary of data element values specific to carrier, such as reason codes
	Quarterly
	11th working day after the end of the quarter
	E-mail to the data manager at MEDSTAT, Dana.Green@medstat.com


Age Group
HEDIS age groups up to age 70 (70 and above are combined)

NUMERIC 2,0

Allowed Amount
The amount allowed by the plan for payment. 

NUMERIC 9, 2 
Allowed amount is the amount eligible for payment after applying pricing guidelines.  Generally, this field will include copayment, coinsurance, deductible, and third party savings amounts.  Fee-for-Service equivalents may be stored in this field.

Capitated Service 
An indicator that this service (encounter record) was capitated.

Indicator
(“Y” = Yes; “N” = No)
CHAR 1

Charge Submitted
The submitted or billed charge amount. 

NUMERIC 9, 2


Claim ID
The client-specific identifier of the claim.

CHAR 15
A missing claim ID is a standard drop condition.  Claims are counted based on the unique count of the Claim ID field.  For both paid and denied claims, claim identifier schemes must not duplicate across the different claim sources.  For example, the same claim ID must not appear on Facility and Professional claims, because they would only count as one claim.


Generally, most voids, adjustments and resubmitted claims will have the same claim ID as the original claim.  If not, claims will be counted as if they did. This field represents the carrier’s internal claim number.


Coinsurance
The coinsurance paid by the subscriber as specified in the plan provision.

NUMERIC 9,2

The coinsurance represents an amount for which the patient is responsible.


Coinsurance amounts assessed when a patient fails to comply with plan provisions should be included in this coinsurance amount field. They should not be treated as a penalty 


amount.

Copayment
The copayment paid by the subscriber as specified in the plan provision.

NUMERIC 9,2

The copayment represents an amount for which the patient is responsible.

Data Source Code
Constant value provided by MEDSTAT.

CHAR 5


Date of First Service
The date of the first service reported on the claim.

DATE

An invalid or missing service date is a standard drop condition. 



This field is formatted as CCYYMMDD.

Date of Last Service
The date of the last service reported on the claim.

DATE

This field is formatted as CCYYMMDD.

Date Paid
The date the claim was paid.

DATE

An invalid or missing paid date is a standard drop condition. 


This field is formatted as CCYYMMDD.


Deductible
The amount paid by the subscriber through the deductible arrangement of the plan.

NUMERIC 9,2

The deductible represents an amount for which the patient is responsible.


Deductible amounts which result from non-compliance with plan provisions should be included in this deductible amount field. They should not be treated as penalties.


Plan provisions will affect the amount of deductible. Generally, total deductible amount should be less than total copayment and coinsurance amounts.

Diagnosis Code

Principal
The first or principal diagnosis code for a service or claim.

CHAR 5

The diagnosis codes use the ICD-9-CM coding system.

Gender Code
“1”  = Male

CHAR 1


“2”  = Female

Line Number
The detail line number for the service on the claim.

NUMERIC 2

Net Payment
The actual check amount for the record.

NUMERIC 9,2

The net payment represents the amount after all plan provisions and cost-sharing have been applied.


The net payment amount is generally 0 (zero) for capitated services (encounter records).  


Network Paid
Indicator
An indicator of whether the claim was paid at the in-network or 




out-of-network level. 

CHAR 1

(“Y” = Yes; “N” = No)

Network Provider 


Indicator
Indicates if the servicing provider participates in the network to which the patient belongs.



 (“Y” = Yes; “N” = No)



CHAR 1

Ordering Provider ID
The ID number of the provider who referred the patient or who ordered test or procedure.

CHAR 13

PCP Responsibility 
An indicator signifying that the PCP is the primary physician for this claim.

Indicator
 (“Y” = Yes; “N” = No)
CHAR 1
 

This field is generally set to “Y” if the PCP ID is the same as the servicing provider ID or the ordering provider ID. 

Person ID
An encrypted identifier based on policy holder's SSN, gender & date of birth.

CHAR 14

Procedure Code
The procedure code for the service record (professional or facility non-surgical procedure).

CHAR 5


The procedure code should be left-justified and blank-filled, with no decimals included in 




the code.


Each procedure code has a corresponding procedure system code to identify the coding 


system.


Client-specific procedure codes (local HCPCS and homegrown codes) may be carried in 


this field, with the homegrown procedure code indicator set to “Y.”


Procedure codes from professional records (CPT or HCPCS) are used as input for RVU 
assignment during the Edit process.

Procedure Modifier

Code 1
The 2-character code of the first procedure code modifier on the professional claim.

CHAR 2
This field is used as input for RVU assignment during the Edit process.  It is used to identify anesthesia, assistant surgeon, and second or third surgical opinion modifiers.

Procedure Modifier

Code 2
The 2-character code of the second procedure code modifier on the professional claim.

CHAR 2


When available, this field is used as input for RVU assignment during the Edit process.  It is used to identify anesthesia, assistant surgeon, and second or third surgical opinion 


modifiers.

Provider ID
The unique identifier for the provider of service.

CHAR 13


Providers include facilities, physicians, PCPs, pharmacies, etc.


Provider ID should be the unique identifier for the individual physician or facility and must be the same identifier across the claims, eligibility and provider data sources.


Typically, this provider identifier is the tax ID for the provider.

Provider Zip Code
The 5-digit zip code of the provider of service.

CHAR 5
The provider zip code from the professional claims is used to support RVU assignment 
(Adjusted RVU) during the Edit process, but it is not carried on the claim record.


The provider zip code from the facility claims is used in identifying the Standard Hospital 
ID during the Admission Summary process.

Referral Indicator
Indicates if the servicing provider on the claim was a referral.

CHAR 1


      (“Y” = Yes; “N” = No)

Referral Type Code
Client-specific code of the type of referral.

CHAR 1

Risk Withhold 

Amount


The amount of the claim retained or withheld from the servicing provider and placed in a risk-sharing pool for future distribution.

NUMERIC 9, 2

Third Party Amount
The amount saved due to integration of third party liability.

NUMERIC 9, 2

Third party amount is that paid to the provider by all third party payers (including Medicare).

Additional Input Fields Required

Adjustment Type 

Code 
This field is used to determine whether a claim is a void or a financial adjustment. 


Duplicate or resubmitted records are best handled as void/replace records, where one record is the void record with negative financials and a separate record is the replacement 


record with the correct financials.  True duplicate records will overstate admission counts for the facility header records.  MEDSTAT will map the input values to the following codes:


1
Adjustment
(positive or negative adjustment)


2
Void
(void, reversal or back-out)


3
Not Adjusted
(original, resubmit or replacement)


4
Bulk Adjustment
(gross or bulk adjustment)

Place of Service 

Code 
The standard code indicating the place of service, based on HCFA standard values.


 

MEDSTAT will set this field during the Conversion process.  Its accuracy is extremely important.  Place of Service Code is summarized into inpatient and outpatient place groups and these groups are used extensively to categorize claims and admissions.  This field is also used as input for RVU assignment during the Edit process.  Coding examples are:


11
Office
(Outpatient)


12
Patient Home
(Outpatient)


21
Inpatient Hospital
(Inpatient Acute)


22
Outpatient Hospital
(Outpatient)


23
Emergency Room – Hospital
(Outpatient)


24
Ambulatory Surgical Center
(Outpatient)

Provider Type Code 
The standard provider type code as reported on the claim.

Claim 

  
MEDSTAT will map the input values into the following standard MEDSTAT code ranges:


1- 99      = Facilities


100-799 = Physicians


100-199 = Non-admitting Phys


200-799 = Admitting Phys


500-599 = Surgeons


800-899 = Professionals (non-physicians)


900-999 = Agencies

Service Units
The units of services rendered by the provider.  MEDSTAT will use this input field to set service counts.

Filler
Pad with spaces to make total record length 250 characters.

Admit Source 

Code UB      
The UB-92 standard code for the admission source.

CHAR  1


1
Physician Referral


2
Clinic Referral


3
HMO Referral


4
Transfer from a Hospital


5
Transfer from a SNF


6
Transfer from Another Facility


7
Emergency Room


8
Court/Law Enforcement


9
Information Not Available


A
Transfer from Rural Hospital


Admit Type 

Code UB
The UB-92 standard code for the priority of admission type.

CHAR 1


1
Emergency


2
Urgent


3
Elective

9 Information Not Available

Age Group
HEDIS age groups to age 70 (ages 70 and above combined)

NUMERIC 2,0

Allowed Amount
The amount allowed by the plan for payment.

NUMERIC 9,2

Allowed amount is the amount eligible for payment after applying pricing guidelines.  Generally, this field will include copayment, coinsurance, deductible, and third party 


savings amounts.


Fee-for-Service equivalents may be stored in this field.

Bill Type Code UB
The UB-92 standard code for the billing type, indicating type of facility, bill classification, and frequency of bill.

CHAR 3


The first digit of the bill type code represents the type of facility. The second digit indicates the classification of the facility. The third digit indicates the frequency.

Capitated Facility 

Claim 
An indicator that all services on the facility claim were capitated services.

Indicator

    This field is used in calculating completion (IBNR) factors CHAR 1

     for the facility claims. “Y” = Yes; “N” = No)

Capitated Service 
An indicator that this service (encounter record) was capitated.

Indicator
(“Y” = Yes; “N” = No)
CHAR 1

Charge Submitted
The submitted or billed charge amount.

NUMERIC 9, 2


Claim ID
The client-specific identifier of the claim.

CHAR 15
A missing claim ID is a standard drop condition.  


Claims are counted based on the unique count of the Claim ID field.  For both paid and denied claims, claim identifier schemes must not duplicate across the different claim sources.  For example, the same claim ID must not appear on Facility and Professional claims, because they would only count as one claim.


Generally, most voids, adjustments and resubmitted claims will have the same claim ID as the original claim.  If not, claims will be counted as if they did.  This field represents the carrier’s internal claim number.

Coinsurance
The coinsurance paid by the subscriber as specified in the plan provision.

NUMERIC 9, 2

The coinsurance represents an amount for which the patient is responsible.


Coinsurance amounts assessed when a patient fails to comply with plan provisions should be included in this coinsurance amount field. They should not be treated as a penalty 


amount.


Copayment
The copayment paid by the subscriber as specified in the plan provision.

NUMERIC 9, 2

The copayment represents an amount for which the patient is responsible.


Data Source Code
Constant value provided by MEDSTAT.

CHAR 5


Date of First Service
The date of the first service reported on the claim.

DATE

An invalid or missing service date is a standard drop condition. 



This field is formatted as CCYYMMDD.

Date of Last Service
The date of the last service reported on the claim.

DATE

This field is formatted as CCYYMMDD.

Date of Service 

Facility Detail 
The date of service for the facility detail record.

DATE

This field is formatted as CCYYMMDD.

Date Paid
The date the claim was paid.

DATE

An invalid or missing paid date is a standard drop condition. 

Days

The number of inpatient days for the facility claim as recorded on the UB 92 form.

NUMERIC 5

This field identifies the number of covered (allowed) days or the total days for the facility claim.  Covered days is recommended for HEDIS reporting.


Inpatient room and board claims should generally be greater than 0, unless no days were covered for the claim.

The Days field does not have to equal the difference between the first and last service dates; that is, the service date fields should contain the correct dates even if the Days field 


contains only the covered days.

Deductible
The amount paid by the subscriber through the deductible arrangement of the plan.

NUMERIC 9, 2

The deductible represents an amount for which the patient is responsible.


Deductible amounts which result from non-compliance with plan provisions should be included in this deductible amount field. They should not be treated as penalties.


Plan provisions will affect the amount of deductible. Generally, total deductible amount should be less than total copayment and coinsurance amounts.

Diagnosis Code 2 UB
A secondary diagnosis code for the facility claim.

CHAR 5


The diagnosis codes use the ICD-9-CM coding system.

Diagnosis Code 3 UB     A secondary diagnosis code for the facility claim.

CHAR 5


The diagnosis codes use the ICD-9-CM coding system.


Diagnosis Code 4 UB
A secondary diagnosis code for the facility claim.

CHAR 5


The diagnosis codes use the ICD-9-CM coding system.


Diagnosis Code 5 UB
A secondary diagnosis code for the facility claim.

CHAR 5


The diagnosis codes use the ICD-9-CM coding system.


Diagnosis Code 6 UB
A secondary diagnosis code for the facility claim.

CHAR 5


The diagnosis codes use the ICD-9-CM coding system.

Diagnosis Code 7 UB
A secondary diagnosis code for the facility claim.

CHAR 5


The diagnosis codes use the ICD-9-CM coding system.


Diagnosis Code 8 UB
A secondary diagnosis code for the facility claim.

CHAR 5


The diagnosis codes use the ICD-9-CM coding system.

Diagnosis Code 9 UB
A secondary diagnosis code for the facility claim.

CHAR 5
The diagnosis codes use the ICD-9-CM coding system.

Diagnosis Code 

Principal
The first or principal diagnosis code for a service or claim.

CHAR 5

The diagnosis codes use the ICD-9-CM coding system.

Discharge Status 

Code UB
The UB-92 standard patient status code, indicating patient disposition at the time of billing.
NUMERIC 2


1
Discharged to home or self-care -routine discharge


2
Discharged/transferred to short-term general hosp


3
Discharged/transferred to SNF (skilled nursing)


4
Discharged/transferred to ICF (intermediate care)


5
Discharged/transferred to another facility


6
Discharged/transferred to home health service


7
Left against medical advice or discontinued care


8
Discharged/transferred to home IV drug therapy


9
Admitted as an inpatient to this hospital

20 Expired (or did not recover-Christian Sci Patient)


30
Still patient or expected to return for outpt svcs


40
Expired at home (hospice claims only)


41
Expired in medical facility (hospice claims only)


42
Expired - place unknown (hospice claims only)


50
Hospice - home


51
Hospice - medical facility


61
Transferred to Medicare approved swing-bed


71
Transfer/referred to other facility for outpt svcs


72
Transfer/referred to this facility for outpt svcs

Gender Code
“1”  = Male

CHAR 1


“2”  = Female

Home Grown 

Proc Code 

Indicator
An indicator used for identifying the procedure code as a home grown code.  Valid values are “Y”, yes, and “N”, no.

CHAR 1 


Line Number
The detail line number for the service on the claim.

NUMERIC 2

Net Payment
The actual check amount for the record.

NUMERIC 9, 2

The net payment represents the amount after all plan provisions and cost-sharing have been applied.


The net payment amount is generally 0 (zero) for capitated services (encounter records).  Capitation payments are stored on the Financial Fact table as Financial Cost Amount.

Network Paid Indicator
An indicator of whether the claim was paid at the in-network or out-of-network level. 

CHAR 1

(“Y” = Yes; “N” = No)

Network Provider 
Indicates if the servicing provider participates in the network to which the patient belongs.

Indicator
(“Y” = Yes; “N” = No)



CHAR 1

Ordering Provider ID
The ID number of the provider who referred the patient or who ordered test or procedure.

CHAR 13

PCP Responsibility 
An indicator signifying that the PCP is the primary physician for this claim.  

Indicator
(“Y” = Yes; “N” = No)
CHAR 1
 


This field is generally set to “Y” if the PCP ID is the same as the servicing provider ID or 


the ordering provider ID.

Person ID
An encrypted identifier based on policy holder's SSN, gender & date of birth.

CHAR 14

Procedure Code
The procedure code for the service record (professional or facility non-surgical procedure).

CHAR 5


The procedure code should be left-justified and blank-filled, with no decimals included in the code.


Each procedure code has a corresponding procedure system code to identify the coding system.


Client-specific procedure codes (local HCPCS and homegrown codes) may be carried in this field, with the homegrown procedure code indicator value set to “Y.”


Procedure codes from professional records (CPT or HCPCS) are used as input for RVU assignment during the Edit process.

Procedure Code UB
The primary surgical procedure code (1) on the facility claim.

Surg 1

CHAR 5


This field carries the header-level primary surgical procedure code, which should be an ICD-9 surgical code.

Procedure Code UB 
The other surgical procedure code (2) for the facility claim.

Surg 2

CHAR 5


This field carries the second header-level surgical procedure code, which should be an ICD-9 surgical code.

Procedure Code UB 
The other surgical procedure code (3) for the facility claim.

Surg 3

CHAR 5


This field carries the third header-level surgical procedure code, which should be an ICD-9 surgical code.

Procedure Code UB 
The other surgical procedure code (4) for the facility claim.

Surg 4

CHAR 5


This field carries the fourth header-level surgical procedure code, which should be an 
ICD-9 surgical code.

Procedure Code UB 
The other surgical procedure code (5) for the facility claim.

Surg 5

CHAR 5


This field carries the fifth header-level surgical procedure code, which should be an ICD-9 
surgical code.

Procedure Code UB 
The other surgical procedure code (6) for the facility claim.

Surg 6

CHAR 5


This field carries the sixth header-level surgical procedure code, which should be an ICD-9 surgical code.

Provider ID
The unique identifier for the provider of service.

CHAR 13


Providers include facilities, physicians, PCPs, pharmacies, etc.


Provider ID should be the unique identifier for the individual physician or facility and must be the same identifier across the claims, eligibility and provider data sources.


Typically, this provider identifier is the tax ID for the provider.

Provider Zip Code
The 5-digit zip code of the provider of service.

CHAR 5


The provider zip code from the professional claims is used to support RVU assignment 
(Adjusted RVU) during the Edit process, but it is not carried on the claim record.


The provider zip code from the facility claims is used in identifying the Standard Hospital 
ID during the Admission Summary process.

Referral Indicator
Indicates if the servicing provider on the claim was a referral.

CHAR 1


(“Y” = Yes; “N” = No)

Referral Type Code
Client-specific code of the type of referral.

CHAR 1

Revenue Code UB
The HCFA standard revenue code from the facility claim.

CHAR 3

Risk Withhold 

Amount
  

The amount of the claim retained or withheld from the servicing provider and placed in a risk-sharing pool for future distribution.

NUMERIC 9, 2

Third Party Amount
The amount saved due to integration of third party liability.

NUMERIC 9, 2

Third party amount is that paid to the provider by all third party 
Additional Input Fields Required

Adjustment Type Code 
This field is used to determine whether a claim is a void or a financial adjustment.





Duplicate or resubmitted records are best handled as void/replace records, where one record is the void record with negative financials and a separate record is the replacement 


record with the correct financials.  True duplicate records will overstate admission counts for the facility header records.


MEDSTAT will map the input  values to the following codes:


1
Adjustment
(positive or negative adjustment)


2
Void
(void, reversal or back-out)


3
Not Adjusted
(original, resubmit or replacement)


4
Bulk Adjustment
(gross or bulk adjustment)

Place of Service Code 
The standard code indicating the place of service, based on HCFA standard values.




MEDSTAT will set this field during the Conversion process.  Its accuracy is extremely important.  Place of Service Code is summarized into inpatient and outpatient place groups and these groups are used extensively to categorize claims and admissions.  This field is also used as input for RVU assignment during the Edit process.  Coding examples are:


11
Office
(Outpatient)


12
Patient Home
(Outpatient)


21
Inpatient Hospital
(Inpatient Acute)


22
Outpatient Hospital
(Outpatient)


23
Emergency Room – Hospital
(Outpatient)


24
Ambulatory Surgical Center
(Outpatient)

Provider Type Code 
The standard provider type code as reported on the claim.

Claim 


 

MEDSTAT will map the input values into the following standard MEDSTAT code ranges:

1- 99  = Facilities

100-799 = Physicians

100-199  = Non-admitting Phys

200-799 = Admitting Phys

500-599 = Surgeons

800-899 = Professionals (non-physicians)

900-999 = Agencies

Service Units
The units of services rendered by the provider.

MEDSTAT will use this input field to set Service Counts (on room and board claims, Service Counts will be set to equal the number of days).

Filler
Pad with spaces to make total record length 350 characters.

Adjustment Type Code 
1 =
Adjustment
(positive or negative adjustment)

CHAR 1

2 =
Void
(void, reversal or back-out)





3 =
Not Adjusted
(original, resubmit or replacement)





4 =
Bulk Adjustment
(gross or bulk adjustment)

Age Group
HEDIS age groups to age 70 (ages 70 and above combined)

NUMERIC 2,0

Allowed Amount
The amount allowed by the plan for payment.

NUMERIC 9, 2

Allowed amount is the amount eligible for payment after applying pricing guidelines.  


Generally, this field will include copayment, coinsurance, deductible, and third party savings amounts.


Fee-for-Service equivalents may be stored in this field.

Capitated Service 
An indicator that this service (encounter record) was capitated. 

Indicator
(“Y” = Yes; “N” = No)

CHAR 1
 

Charge Submitted
The submitted or billed charge amount.

NUMERIC 9, 2

Claim ID
The client-specific identifier of the claim.

CHAR 15


Generally, most voids, adjustments and resubmitted claims will have the same claim ID as the original claim.  If not, claims will be counted as if they did.


This field represents the carrier's internal claim number.


Coinsurance
The coinsurance paid by the subscriber as specified in the plan provision.

NUMERIC 9, 2

The coinsurance represents an amount for which the patient is responsible.


Coinsurance amounts assessed when a patient fails to comply with plan provisions should be included in this coinsurance amount field. They should not be treated as a penalty amount.


Copayment
The copayment paid by the subscriber as specified in the plan provision.

NUMERIC 9,2

The copayment represents an amount for which the patient is responsible.


Plan design will affect the amount of copayment. Plans with low out-of-pocket maximums will have a smaller copayment amount than those with a high out-of-pocket maximum.

Data Source Code
Constant value provided by MEDSTAT.

CHAR 5


Date of Service
The date of service for the record or claim.

DATE

An invalid or missing service date is a standard drop condition. 


This field is formatted as CCYYMMDD

Date Paid
The date the claim was paid.

DATE

An invalid or missing paid date is a standard drop condition. 


This field is formatted as CCYYMMDD.

Days Supply
The number of days of drug therapy covered by this prescription.

NUMERIC 3

Dispensing Fee
An administrative fee charged by the pharmacy for dispensing the prescription.

NUMERIC 9 ,2

Gender Code
“1”  = Male

CHAR 1


“2”  = Female

Ingredient Cost
The charge or cost associated with the pharmaceutical product.

NUMERIC 9, 2

Metric Quantity 
The number of units dispensed for the prescription drug claim.

Dispensed

NUMERIC 10, 3

NDC Number Code
The FDA registered number (without the dashes) for the drug, as reported on the prescription drug claims.

CHAR 11

Net Payment
The actual check amount for the record.

NUMERIC 9, 2

The net payment represents the amount after all plan provisions and cost-sharing have been applied.




The net payment amount is generally 0 (zero) for capitated services (encounter records).


Network Paid Indicator
An indicator of whether the claim was paid at the in-network or out-of-network level. 

CHAR 1

(“Y” = Yes; “N” = No)


Network Provider 
Indicates if the servicing provider participates in the network to which the patient belongs.

Indicator
(“Y” = Yes; “N” = No)



CHAR
1

Ordering Provider ID
The ID number of the provider who referred the patient or who ordered test or procedure.

CHAR 13


PCP Responsibility 
An indicator signifying that the PCP is the primary physician for this claim.

Indicator
(“Y” = Yes; “N” = No)
CHAR 1
 


This field is generally set to "Y" if the PCP ID is the same as the servicing provider ID or the ordering provider ID.

Person ID
An encrypted identifier based on policy holder's SSN, gender & date of birth.

CHAR 14

Provider ID
The unique identifier for the provider of service.

CHAR 13


Providers include facilities, physicians, PCPs, pharmacies, etc.


Provider ID should be the unique identifier for the individual physician or facility and must be the same identifier across the claims, eligibility and provider data sources.


Typically, this provider identifier is the tax ID for the provider.

Rx Dispensed As 

Written Code
The NCPDP industry standard code of how the product was dispensed.

CHAR 1


The DAW code indicates the reason why the product dispensed was selected by the pharmacist and why a generic was not dispensed.


0
No Product Selection Indicated


1
Prescriber Required (no sub)


2
Patient Requested Product


3
Pharmacist Selected Product


4
Generic Drug Not in Stock


5
Brand Dispensed as Generic


6
Override


7
Brand Mandated by Law (no sub)


8
Generic Not Available


9
Other

Rx Mail or Retail Code
The MEDSTAT standard code indicating the purchase place of the prescription.

CHAR 1


“M”  = Mail Order


“R”  =
 Retail

Rx Refill Number
A number indicating the original prescription or the refill number.

NUMERIC 3

The original prescription has a refill number of zero (0).

Sales Tax
The amount of sales tax applied to the cost of the prescription.

NUMERIC 9,2

Formulary Indicator
Indicates if prescribed drug is on formulary or not (Y/N)

CHAR 1

Filler
Pad with spaces to make total record length 250 characters.

Provider ID
The unique identifier for the provider of service.

CHAR 13


Providers include facilities, physicians, PCPs, pharmacies, etc.


Provider ID should be the unique identifier for the individual physician or facility and must be the same identifier across the claims, eligibility and provider data sources.

Typically, this provider identifier is the tax ID for the provider.

Provider Name
The description or name of the provider ID.

VARCHAR 30

Provider Zip Code
The 5-digit zip code of the provider of service.

CHAR 5
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