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CLAR120V - Electronic HCFA/DNTL/DRUG Narrative

EDS uses the Electronic HCFA-1500/Dental Claims Received (CLAR120V) report to list all electronic HCFA-1500 and dental claims received.

This report lists claim information by provider. For each claim submitted, all information submitted on the claim header and detail is reported. This report provides an audit trail for information received on these electronic claims.

The claim information from the provider is used as input for this report. This information can include tape, diskette, and modem transmission.

The report is divided into sections for each provider and lists totals for the claim count, detail count, detail dollars submitted, and header dollars submitted for 
each provider.

CLAR120V Layout

DENTAL CLAIMS RECEIVED FORMAT

CLAR120V                                      IDAHO MEDICAID MANAGEMENT INFORMATION SYSTEM                            PAGE Z,ZZZ,ZZ9

RUN DATE:  MM/DD/CCYY  HH:MM                ELECTRONIC HCFA-1500 AND DENTAL CLAIMS RECEIVED    PERIOD:  MM/DD/CCYY  THRU  MM/DD/CCYY

PROVIDER NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                PROVIDER NUMBER: XXXXXXXXXXXXXXXXXXXX          CLAIM TYPE:  L     

ICN             VER  FIRST NAME           LAST NAME                            MEDICAID ID NUM       BILLDATE           BILL AMOUNT     

FT FC MEDICAL RECORDS NUM            PATIENT ACCOUNT NUM   PRIOR AUTH NUM                   REFERRAL NUM PATIENT PD    OTHER PAY TOT

RCAUSE 1 RCAUSE 2 RCAUSE 3 SPI ACCIDENT DATE                                                                                        

999999999999999 9999 XXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXX  99999999       $$$$$$$$,$$9.99-

XX X  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXX   $$$$$,$$9.99- $$$$$,$$9.99-

XXX      XXX      XXX      XXX 99999999                                                                                             

BILL  PROV NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  PRIMARY ID XXXXXXXXXXXXXXXXXXXX ADDITIONAL ID XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 

PAYTO PROV NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  PRIMARY ID XXXXXXXXXXXXXXXXXXXX ADDITIONAL ID XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 

REFER PROV NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  PRIMARY ID XXXXXXXXXXXXXXXXXXXX ADDITIONAL ID XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 

OTHER PAYER SEQ: 999 RTP: XX GRP#:XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX GRPNM:XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 

            ID: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX             PD AMT:$$$$$$$$,$$9.99-

            SEQ: 999 RTP: XX GRP#:XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX GRPNM:XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 

            ID: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX             PD AMT:$$$$$$$$,$$9.99-

OP ADJUST   SEQ: 999 RSN: XXXXX ID: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX AAMT $$$$$,$$9.99-

ATTACHMENT  REFNO 999 SEQ 999 RT XX TC XX CNTNO XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     

NOTES       XXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                    

            XXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                    

SVCLIN      FROMDATE THRUDATE PROCEDURE   PRMODIFIERS  FT  ORAL CAV: 1   2   3   4   5 LINE ITEM CONTROL NUM           CHARGE AMT   

ZZZ999      99999999 99999999 XXXXXXXXXXX XX XX XX XX  XXX         XXX XXX XXX XXX XXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX $$$$$,$$9.99-

RENDERING   LAST NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX PRIMARY ID: XXXXXXXXXX PRIOR AUTH NUM:    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

TOOTH       CODE: XX   SURFACE CDE1: XX   SURFACE CDE2: XX   SURFACE CDE3: XX   SURFACE CDE4: XX   SURFACE CDE5: XX                         

OTHER PAYER ID XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                AMT:$$$$$$$$,$$9.99-

            ID XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                AMT:$$$$$$$$,$$9.99-

ANESTHESIA  SEQ NBR: NNNNNN QUANTITY ID: XX UNIT COUNT: 9999                                                                        

NOTES       XXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                    

            XXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                    

PROVIDER NUMBER  XXXXXXXXXXXXXXXXXXX   NUMBER OF CLAIMS      ZZZ,ZZZ,ZZ9        BILLED AMOUNT                   $$,$$$,$$$,$$9.99-  

                                       NUMBER OF DETAIL RECS ZZZ,ZZZ,ZZ9        PATIENT PAID AMOUNT             $$,$$$,$$$,$$9.99-  

                                                                                OTHER PAYER AMOUNT              $$,$$$,$$$,$$9.99-  

CLAIM TYPE X                           NUMBER OF CLAIMS      ZZZ,ZZZ,ZZ9        BILLED AMOUNT                   $$,$$$,$$$,$$9.99-  

                                       NUMBER OF DETAIL RECS ZZZ,ZZZ,ZZ9        PATIENT PAID AMOUNT             $$,$$$,$$$,$$9.99-  

                                                                                OTHER PAYER AMOUNT              $$,$$$,$$$,$$9.99-  

GRAND TOTALS                           NUMBER OF CLAIMS      ZZZ,ZZZ,ZZ9        BILLED AMOUNT                   $$,$$$,$$$,$$9.99-  

                                       NUMBER OF DETAIL RECS ZZZ,ZZZ,ZZ9        PATIENT PAID AMOUNT             $$,$$$,$$$,$$9.99-  

                                                                                OTHER PAYER AMOUNT              $$,$$$,$$$,$$9.99-  

                                                                            *** END OF REPORT ***                                   

MEDICAL CLAIMS RECEIVED FORMAT

CLAR120V                                      IDAHO MEDICAID MANAGEMENT INFORMATION SYSTEM                            PAGE Z,ZZZ,ZZ9

RUN DATE:  MM/DD/CCYY  HH:MM                ELECTRONIC HCFA-1500 AND DENTAL CLAIMS RECEIVED    PERIOD:  MM/DD/CCYY  THRU  MM/DD/CCYY

PROVIDER NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                PROVIDER NUMBER: XXXXXXXXXXXXXXXXXXXX          CLAIM TYPE:  L     

ICN             VER  FIRST NAME           LAST NAME                            MEDICAID ID NUM       BILLDATE           BILL AMOUNT     

FT FC MEDICAL RECORDS NUM            PATIENT ACCOUNT NUM   PRIOR AUTH NUM                   REFERRAL NUM PATIENT PD    OTHER PAY TOT

CTYP PCND RC1 RC2 RC3   DIAG1  DIAG2  DIAG3  DIAG4  DIAG5  DIAG6  DIAG7  DIAG8     ACC DATE SIS DATE OCI DATE                        

999999999999999 9999 XXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXX  99999999       $$$$$$$$,$$9.99-

XX X  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXX   $$$$$,$$9.99- $$$$$,$$9.99-

XX   X    XXX XXX XXX   XXXXXX XXXXXX XXXXXX XXXXXX XXXXXX XXXXXX XXXXXX XXXXXX    99999999 99999999 99999999                       

BILL  PROV NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  PRIMARY ID XXXXXXXXXXXXXXXXXXXX ADDITIONAL ID XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 

PAYTO PROV NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  PRIMARY ID XXXXXXXXXXXXXXXXXXXX ADDITIONAL ID XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 

REFER PROV NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  PRIMARY ID XXXXXXXXXXXXXXXXXXXX ADDITIONAL ID XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 

OTHER PAYER SEQ: 999 RTP: XX GRP#:XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX GRPNM:XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 

            ID: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX             PD AMT:$$$$$$$$,$$9.99-

            SEQ: 999 RTP: XX GRP#:XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX GRPNM:XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 

            ID: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX             PD AMT:$$$$$$$$,$$9.99-

OP ADJUST   SEQ: 999 RSN: XXXXX ID: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX AAMT $$$$$,$$9.99-

ATTACHMENT  REFNO 999 SEQ 999 RT XX TC XX CNTNO XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     

NOTES       XXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                    

            XXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                    

STRETCHER DESC          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                          

SVCLIN     SID POS REFERRAL FROMDATE THRUDATE PROCEDURE   PRMODIFIERS SERVICEUNITCNT  LINE ITEM CONTROL NUM            CHARGE AMT   

ZZZ999      XX XX  XXXXXXXX 99999999 99999999 XXXXXXXXXXX XX XX XX XX XXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   $$$$,$$9.99-

RENDERING   LAST NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX PRIMARY ID:  XXXXXXXXXX   AMBULANCE TRANSPT CODE X REASON X DISTANCE 9999

DRUG        SEQ: 999 NATDRGCDE: XXXXXXXXXXX UM: XX RXNUM: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   QTY: 9999,999.99 UNIT PRICE:$$$$$,$$$.99-        

MEDEQUIP    CRTTP X CRTMTH 999999999 ABLDGAS 999999999  OSAT 999999999 OTCC X OTFC XXX PRDQUL XXX UPC XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

OTHER PAYER ID XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                AMT:$$$$$$$$,$$9.99-

            ID XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                AMT:$$$$$$$$,$$9.99-

ANESTHESIA  SEQ NBR: NNNNNN QUANTITY ID: XX UNIT COUNT: 9999                                                                        

NOTES       XXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                    

            XXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                    

PROVIDER NUMBER  XXXXXXXXXXXXXXXXXXX   NUMBER OF CLAIMS      ZZZ,ZZZ,ZZ9        BILLED AMOUNT                   $$,$$$,$$$,$$9.99-  

                                       NUMBER OF DETAIL RECS ZZZ,ZZZ,ZZ9        PATIENT PAID AMOUNT             $$,$$$,$$$,$$9.99-  

                                                                                OTHER PAYER AMOUNT              $$,$$$,$$$,$$9.99-  

CLAIM TYPE X                           NUMBER OF CLAIMS      ZZZ,ZZZ,ZZ9        BILLED AMOUNT                   $$,$$$,$$$,$$9.99-  

                                       NUMBER OF DETAIL RECS ZZZ,ZZZ,ZZ9        PATIENT PAID AMOUNT             $$,$$$,$$$,$$9.99-  

                                                                                OTHER PAYER AMOUNT              $$,$$$,$$$,$$9.99-  

GRAND TOTALS                           NUMBER OF CLAIMS      ZZZ,ZZZ,ZZ9        BILLED AMOUNT                   $$,$$$,$$$,$$9.99-  

                                       NUMBER OF DETAIL RECS ZZZ,ZZZ,ZZ9        PATIENT PAID AMOUNT             $$,$$$,$$$,$$9.99-  

                                                                                OTHER PAYER AMOUNT              $$,$$$,$$$,$$9.99-  

                                                                            *** END OF REPORT ***                                   

CLAR120V Field Descriptions

	Report Field
	Description

	DENTAL CLAIMS LAYOUT
	Report has two different claim layouts contained.  This is the beginning of the Dental layout.

	PAGE
	Page number for reports

	RUN DATE
	The date and time for reporting run time.

	PERIOD
	From date in MM/DD/CCYY format

	THRU
	To date for reports in MM/CCYY format.

	PROVIDER NAME
	Provider name from the Claim Billing Provider Header –CAHBPR

	PROVIDER NUMBER
	Billing Provider Primary Identifier from the Claim Billing Provider Header in the ECMS Record (CAHBPR)

	CLAIM TYPE
	Claim type code identifies the claim as Dental, Hospice, Inpatient, Professional, Nursing Home, Outpatient, Home Health, Institutional Part A Crossover, Institutional Part B Crossover or Professional Crossover.

	ICN
	Internal Control Number (ICN) is a unique control number assigned by the system to each claim received.

	VER
	The header version number indicates the version of the claim being viewed. 

	FIRST NAME
	Subscriber first name from the Claim Subscriber Header – CAHSBR.

	LAST NAME
	Subscriber last name from the Claim Subscriber Header - CAHSBR

	MEDICAID ID NUM
	Subscriber Medicaid Identification Number from the Claim Subscriber Header - CAHSBR

	BILLDATE
	Statement from Date from the Claim Dental Header – CDHDEH

	BILL AMOUNT
	Total amount of the claim from the Claim Common Header - CAHCOM

	FT
	Facility Type Code from the Claim Common Header - CAHCOM

	FC
	Claim Frequency Code from the Claim Common Header - CAHCOM

	MEDICAL RECORDS NUM
	Medical Record Number from the Claim Common Header - CAHCOM

	PATIENT ACCOUNT NUM
	Patient account number from the Claim Common Header - CAHCOM

	PRIOR AUTH NUM
	Prior authorization number from the Claim Common Header - CAHCOM

	REFERRAL NUM
	Referral number from the Claim Common Header - CAHCOM

	PATIENT PD
	Patient amount paid from the Claim Common Header - CAHCOM

	OTHER PAY TOT
	Other insurance amount from the Claim Common Trailer - CATCTR

	RCAUSE 1
	Related cause 1 from the Claim Dental Header - CDHDEH

	RCAUSE 2
	Related cause 1 from the Claim Dental Header - CDHDEH

	RCAUSE 3
	Related cause 1 from the Claim Dental Header - CDHDEH

	SPI
	Special Program Indicator  from the Claim Dental Header – CDHDEH

	ACCIDENT DATE
	Date of the accident from the Claim Dental Header – CDHDEH

	BILL  PROV NAME
	Billing Provider Last or Organization (name) from the Claim Billing Provider Header CAHBPR

	PRIMARY ID
	Billing Provider Primary Identifier from the Claim Billing Provider Header in the ECMS Record (CAHBPR).

	ADDITIONAL ID
	Billing Provider Additional Identifier from The Claim Billing Provider Header – CAHBPR

	PAYTO PROV NAME
	Pay-To Provider Last or Organization (name) from The Claim Billing Provider Header – CAHBPR

	PRIMARY ID
	Pay-To Provider Primary Identifier from the Claim Billing Provider Header - CAHBPR

	ADDITIONAL ID
	Pay-To Provider Additional Identifier from the Claim Billing Provider Header - CAHBPR

	REFER PROV NAME
	Referring Provider last name from the Claim Dental Header – CDHDEH

	PRIMARY ID
	Referring Provider primary identifier from the Claim Dental Header – CDHDEH

	ADDITIONAL ID
	Referring Provider secondary identifier from the Claim Dental Header – CDHDEH

	OTHER PAYER SEQ
	Sequence Number from the Claim Other Payer Header – CAHOPH

	RTP
	Relationship-to-patient or Individual Relationship Code from the Claim Other Payer Header – CAHOPH

	GRP#
	Insured or Group Policy Number from the Claim Other Payer Header – CAHOPH

	GRPNM
	Other Insured Group Name from the Claim Other Payer Header – CAHOPH

	ID
	Other Payer Primary Identifier from the Claim Other Payer Header – CAHOPH

	PD AMT
	Payer Paid Amount from the Claim Other Payer Header – CAHOPH

	OP ADJUST SEQ
	Sequence Number from Claim Other Payer Adjustment – CASOPA

	RSN
	Adjustment Reason Code from Claim Other Payer Adjustment – CASOPA

	ID
	Other Payer Primary Identifier from Claim Other Payer Adjustment - CASOPA

	AAMT
	Adjustment Amount from Claim Other Payer Adjustment – CASOPA

	ATTACHMENT REFNO
	Paperwork Attachment Record Reference Number from CAHATC

	SEQ
	Sequence Number from CAHATC

	RT
	Attachment Report Type Code from CAHATC

	TC
	Attachment Transmission Code from CAHATC

	CNTNO
	Attachment Control Number from CAHATC

	NOTES
	Header Sequence Number from Claim Note – CASNTE

	(NOTES TEXT)
	Header Claim Note Text from Claim Note - CASNTE

	SVCLIN
	Service Line Number from Claim Dental Detail - CDDDED

	FROMDATE
	From Service Date from the Claim Dental Detail- CDDDED

	THRUDATE
	Through Service Date from the Claim Dental Detail - CDDDED

	PROCEDURE
	Procedure Code from the Claim Dental Detail – CDDDED

	PRMODIFIERS
	Procedure Code Modifier from the Claim Dental Detail – CDDDED

	(MODIFIER)
	Procedure Code Modifier from the Claim Dental Detail – CDDDED

	(MODIFIER)
	Procedure Code Modifier from the Claim Dental Detail – CDDDED

	(MODIFIER)
	Procedure Code Modifier from the Claim Dental Detail – CDDDED

	FT
	Facility type code from the Claim Dental Detail – CDDDED

	ORAL CAV: 1
	Oral Cavity Designation from the Claim Dental Detail – CDDDED

	2
	Oral Cavity Designation from the Claim Dental Detail – CDDDED

	3
	Oral Cavity Designation from the Claim Dental Detail – CDDDED

	4
	Oral Cavity Designation from the Claim Dental Detail – CDDDED

	5
	Oral Cavity Designation from the Claim Dental Detail – CDDDED

	LINE ITEM CONTROL NUM
	Line item control number from the Claim Dental Detail - CDDDED

	CHARGE AMT
	Line Item Charge Amount from Claim Dental Detail – CDDDED

	RENDERING LAST NAME
	Rendering Physician last name or organization from the Claim Dental Detail – CDDDED

	PRIMARY ID
	Rendering Provider Primary identifier from the Claim Dental Detail – CDDDED

	PRIOR AUTH NUM
	Prior Authorization from the Claim Dental Detail - CDDDED

	TOOTH CODE
	Tooth code  from Dental tooth detail – CDDTOO

	SURFACE CDE1
	Tooth surface code from Dental tooth detail - CDDTOO

	SURFACE CDE2
	Tooth surface code from Dental tooth detail - CDDTOO

	SURFACE CDE3
	Tooth surface code from Dental tooth detail - CDDTOO

	SURFACE CDE4
	Tooth surface code from Dental tooth detail - CDDTOO

	SURFACE CDE5
	Tooth surface code from Dental tooth detail - CDDTOO

	OTHER PAYER ID
	Other Payer Primary Identifier from Claim Other Payer Detail – CADOPD

	AMT
	Service Line Paid Amount from Claim Other Payer Detail – CADOPD

	ANESTHESIA SEQ NBR
	Sequence number from Claim Anesthesia detail – CADANE

	QUANTITY ID
	Quantity ID from Claim Anesthesia detail – CADANE

	UNIT COUNT
	Anesthesia unit count from Claim Anesthesia detail – CADANE

	NOTES
	Detail Sequence Number from Claim Note – CASNTE

	(NOTES TEXT)
	Header Claim Note Text from Claim Note – CASNTE

	PROVIDER NUMBER
	Provider number break.  As each provider is reported a break total will be made

	(PROVIDER)  NUMBER OF CLAIMS
	Total number of claims for the provider.

	(PROVIDER) BILLED AMOUNT
	Total billed amount for the provider.

	(PROVIDER) NUMBER OF DETAIL RECS
	Total number of claim details for the provider.

	(PROVIDER) PATIENT PAID AMOUNT
	Total patient paid amount for the provider.

	(PROVIDER) OTHER PAYER AMOUNT
	Total other payer amount for the provider

	CLAIM TYPE
	Claim type code identifies the claim as Dental, Hospice, Inpatient, Professional, Nursing Home, Outpatient, Home Health, Institutional Part A Crossover, Institutional Part B Crossover or Professional Crossover.

	(CLAIM TYPE) NUMBER OF CLAIMS
	Total number of claims for the claim type.

	(CLAIM TYPE) BILLED AMOUNT
	Total billed amount for the claim type.

	(CLAIM TYPE) NUMBER OF DETAIL RECS
	Total number of claim details for the claim type.

	(CLAIM TYPE) PATIENT PAID AMOUNT
	Total patient paid amount for the claim type.

	(CLAIM TYPE) OTHER PAYER AMOUNT
	Total other payer amount for the claim type.

	(GRAND TOTAL) NUMBER OF CLAIMS
	Total number of claims for the reporting period.

	(GRAND TOTAL) BILLED AMOUNT
	Total billed amount for the reporting period.

	(GRAND TOTAL) NUMBER OF DETAIL RECS
	Total number of claim details for the reporting period.

	(GRAND TOTAL) PATIENT PAID AMOUNT
	Total patient paid amount for the reporting period.

	(GRAND TOTAL) OTHER PAYER AMOUNT
	Total other payer amount for the reporting period.

	MEDICAL CLAIMS LAYOUT
	Report has two different claim layouts contained.  This is the beginning of the Medical claim layout.

	PAGE
	Page number for reports

	RUN DATE
	The date and time for reporting run time.

	PERIOD
	From date in MM/DD/CCYY format

	THRU
	To date for reports in MM/CCYY format.

	PROVIDER NAME
	Provider name from the Claim Billing Provider Header –CAHBPR

	PROVIDER NUMBER
	Billing Provider Primary Identifier from the Claim Billing Provider Header in the ECMS Record (CAHBPR)

	CLAIM TYPE
	Claim type code identifies the claim as Dental, Hospice, Inpatient, Professional, Nursing Home, Outpatient, Home Health, Institutional Part A Crossover, Institutional Part B Crossover or Professional Crossover.

	ICN
	Internal Control Number (ICN) is a unique control number assigned by the system to each claim received.

	VER
	The header version number indicates the version of the claim being viewed. 

	FIRST NAME
	Subscriber first name from the Claim Subscriber Header – CAHSBR.

	LAST NAME
	Subscriber last name from the Claim Subscriber Header - CAHSBR

	MEDICAID ID NUM
	Subscriber Medicaid Identification Number from the Claim Subscriber Header - CAHSBR

	BILLDATE
	Statement from Date from the Claim Professional Header – CHPPRH

	BILL AMOUNT
	Total amount of the claim from the Claim Common Header - CAHCOM

	FT
	Facility Type Code from the Claim Common Header - CAHCOM

	FC
	Claim Frequency Code from the Claim Common Header - CAHCOM

	MEDICAL RECORDS NUM
	Medical Record Number from the Claim Common Header - CAHCOM

	PATIENT ACCOUNT NUM
	Patient account number from the Claim Common Header - CAHCOM

	PRIOR AUTH NUM
	Prior authorization number from the Claim Common Header - CAHCOM

	REFERRAL NUM
	Referral number from the Claim Common Header - CAHCOM

	PATIENT PD
	Patient amount paid from the Claim Common Header - CAHCOM

	OTHER PAY TOT
	Other insurance amount from the Claim Common Trailer - CATCTR

	CTYP
	Contract type code from Claim Professional Header – CPHPRH

	PCND
	Patient condition code from Claim Professional Header – CPHPRH

	RC1
	Related cause from the Claim Professional Header - CPHPRH

	RC2
	Related cause from the Claim Professional Header - CPHPRH

	RC3
	Related cause from the Claim Professional Header - CPHPRH

	DIAG1
	Diagnosis Code from the Claim Professional Header - CPHPRH

	DIAG2
	Diagnosis Code from the Claim Professional Header - CPHPRH

	DIAG3
	Diagnosis Code from the Claim Professional Header - CPHPRH

	DIAG4
	Diagnosis Code from the Claim Professional Header - CPHPRH

	DIAG5
	Diagnosis Code from the Claim Professional Header - CPHPRH

	DIAG6
	Diagnosis Code from the Claim Professional Header - CPHPRH

	DIAG7
	Diagnosis Code from the Claim Professional Header - CPHPRH

	DIAG8
	Diagnosis Code from the Claim Professional Header - CPHPRH

	ACC DATE
	Date of the accident from the Claim Professional Header – CPHPRH

	SIS DATE
	Similar illness or symptom date from the Claim Professional Header – CPHPRH

	OCI DATE
	Onset of current illness date from the Claim Professional Header - CPHPRH

	BILL PROV NAME
	Billing Provider Last or Organization (name) from the Claim Billing Provider Header CAHBPR

	PRIMARY ID
	Billing Provider Primary Identifier from the Claim Billing Provider Header in the ECMS Record (CAHBPR).

	ADDITIONAL ID
	Billing Provider Additional Identifier from The Claim Billing Provider Header – CAHBPR

	PAYTO PROV NAME
	Pay-To Provider Last or Organization (name) from The Claim Billing Provider Header – CAHBPR

	PRIMARY ID
	Pay-To Provider Primary Identifier from the Claim Billing Provider Header - CAHBPR

	ADDITIONAL ID
	Pay-To Provider Additional Identifier from the Claim Billing Provider Header - CAHBPR

	REFER PROV NAME
	Referring Provider last name from the Claim Dental Header – CDHDEH

	PRIMARY ID
	Referring Provider primary identifier from the Claim Dental Header – CDHDEH

	ADDITIONAL ID
	Referring Provider secondary identifier from the Claim Dental Header – CDHDEH

	OTHER PAYER SEQ
	Sequence Number from the Claim Other Payer Header – CAHOPH

	RTP
	Relationship-to-patient or Individual Relationship Code from the Claim Other Payer Header – CAHOPH

	GRP#
	Insured or Group Policy Number from the Claim Other Payer Header – CAHOPH

	GRPNM
	Other Insured Group Name from the Claim Other Payer Header – CAHOPH

	ID
	Other Payer Primary Identifier from the Claim Other Payer Header – CAHOPH

	PD AMT
	Payer Paid Amount from the Claim Other Payer Header – CAHOPH

	OP ADJUST SEQ
	Sequence Number from Claim Other Payer Adjustment – CASOPA

	RSN
	Adjustment Reason Code from Claim Other Payer Adjustment – CASOPA

	ID
	Other Payer Primary Identifier from Claim Other Payer Adjustment - CASOPA

	AAMT
	Adjustment Amount from Claim Other Payer Adjustment – CASOPA

	ATTACHMENT REFNO
	Paperwork Attachment Record Reference Number from CAHATC

	SEQ
	Sequence Number from CAHATC

	RT
	Attachment Report Type Code from CAHATC

	TC
	Attachment Transmission Code from CAHATC

	CNTNO
	Attachment Control Number from CAHATC

	NOTES
	Header Sequence Number from Claim Note – CASNTE

	(NOTES TEXT)
	Header Claim Note Text from Claim Note - CASNTE

	STRETCHER DESC
	Stretcher purpose description from the Claim Professional Header – CPHPRH

	SVCLIN
	Service Line Number from Claim Professional Detail - CPDPRD

	SID
	Service ID Qualifier from Claim Professional Detail – CPDPRD

	POS
	Place of service code from Claim Professional Detail – CPDPRD

	REFERRAL
	Prior authorization or referral number from Claim Professional Detail - CPDPRD

	FROMDATE
	From Service Date from the Claim Professional Detail- CPDPRD

	THRUDATE
	Through Service Date from the Claim Professional Detail - CPDPRD

	PROCEDURE
	Procedure Code from the Claim Professional Detail – CPDPRD

	PRMODIFIERS
	Procedure Code Modifier from the Claim Professional Detail – CPRPRD

	(MODIFIER)
	Procedure Code Modifier from the Claim Professional Detail – CPRPRD

	(MODIFIER)
	Procedure Code Modifier from the Claim Professional Detail – CPRPRD

	(MODIFIER)
	Procedure Code Modifier from the Claim Professional Detail – CPRPRD

	SERVICEUNITCNT
	Service Unit count from Claim Professional Detail - CPRPRD

	LINE ITEM CONTROL NUM
	Line item control number from the Claim Professional Detail - CPRPRD

	CHARGE AMT
	Line Item Charge Amount from Claim Professional Detail – CPRPRD

	RENDERING LAST NAME
	Rendering Physician last name or organization from the Claim Professional Detail – CPRPRD

	PRIMARY ID
	Rendering Provider Primary identifier from the Claim Professional Detail – CPRPRD

	AMBULANCE TRANSPT CODE
	Ambulance transport code from  Claim Professional Detail – CPRPRD

	REASON
	Ambulance transport reason code from Claim Professional Detail – CPRPRD

	DISTANCE
	Transport distance from the Claim Professional Detail - CPRPRD

	DRUG SEQ
	Sequence number from Claim Professional Drug -CPDDRG

	NATDRGCDE
	National Drug Code from Claim Professional Drug – CPDDRG

	UM
	Unit of measure from Claim Professional Drug – CPDDRG

	RXNUM
	Prescription number from Claim Professional Drug – CPDDRG

	QTY
	Drug Quantity from Claim Professional Drug – CPDDRG

	UNIT PRICE
	Drug unit price from Claim Professional Drug – CPDDRG

	MEDEQUIP CRTTP
	Certification Type code from the Claim Medical Equipment Detail – CPDMED

	CRTMTH
	Certification treatment period months from Claim Medical Equipment Detail - CPDMED

	ABLDGAS
	Arterial blood gas quantity from Claim Medical Equipment Detail - CPDMED

	OSAT
	Oxygen saturation quantity from Claim Medical Equipment Detail – CPDMED

	OTCC
	Oxygen test condition code from Claim Medical Equipment Detail – CPDMED

	OTFC
	Oxygen test findings code from Claim Medical Equipment Detail - CPDMED

	PRDQUL
	Universal Product Identifier Qualifier from Claim Medical Equipment Detail – CPDMED

	UPC
	Universal Product Number from Claim Medical Equipment Detail - CPDMED

	OTHER PAYER ID
	Other Payer Primary Identifier from Claim Other Payer Detail – CADOPD

	AMT
	Service Line Paid Amount from Claim Other Payer Detail – CADOPD

	ANESTHESIA SEQ NBR
	Sequence number from Claim Anesthesia detail – CADANE

	QUANTITY ID
	Quantity ID from Claim Anesthesia detail – CADANE

	UNIT COUNT
	Anesthesia unit count from Claim Anesthesia detail – CADANE

	NOTES
	Detail Sequence Number from Claim Note – CASNTE

	(NOTES TEXT)
	Header Claim Note Text from Claim Note – CASNTE

	PROVIDER NUMBER
	Provider number break.  As each provider is reported a break total will be made

	(PROVIDER)  NUMBER OF CLAIMS
	Total number of claims for the provider.

	(PROVIDER) BILLED AMOUNT
	Total billed amount for the provider.

	(PROVIDER) NUMBER OF DETAIL RECS
	Total number of claim details for the provider.

	(PROVIDER) PATIENT PAID AMOUNT
	Total patient paid amount for the provider.

	(PROVIDER) OTHER PAYER AMOUNT
	Total other payer amount for the provider

	CLAIM TYPE
	Claim type code identifies the claim as Dental, Hospice, Inpatient, Professional, Nursing Home, Outpatient, Home Health, Institutional Part A Crossover, Institutional Part B Crossover or Professional Crossover.

	(CLAIM TYPE) NUMBER OF CLAIMS
	Total number of claims for the claim type.

	(CLAIM TYPE) BILLED AMOUNT
	Total billed amount for the claim type.

	(CLAIM TYPE) NUMBER OF DETAIL RECS
	Total number of claim details for the claim type.

	(CLAIM TYPE) PATIENT PAID AMOUNT
	Total patient paid amount for the claim type.

	(CLAIM TYPE) OTHER PAYER AMOUNT
	Total other payer amount for the claim type.

	(GRAND TOTAL) NUMBER OF CLAIMS
	Total number of claims for the reporting period.

	(GRAND TOTAL) BILLED AMOUNT
	Total billed amount for the reporting period.

	(GRAND TOTAL) NUMBER OF DETAIL RECS
	Total number of claim details for the reporting period.

	(GRAND TOTAL) PATIENT PAID AMOUNT
	Total patient paid amount for the reporting period.

	(GRAND TOTAL) OTHER PAYER AMOUNT
	Total other payer amount for the reporting period.


CLAR120V Field Mapping

	Report Field
	Data Element Name
	Field Length
	Column
	Row

	DENTAL CLAIMS LAYOUT
	ZCA DENT START
	0
	0
	0

	PAGE
	ZZZNUM PAGE
	9
	124
	1

	RUN DATE
	ZZZDTE TIME RUN
	17
	12
	3

	PERIOD
	ZZZDTE FROM MMDDCCYY
	10
	104
	3

	THRU
	ZZZDTE THRU MMDDCCYY
	10
	122
	3

	PROVIDER NAME
	ZCA 837 PR NAM
	35
	16
	6

	PROVIDER NUMBER
	ZCA 837 PR NUM
	20
	84
	6

	CLAIM TYPE
	CL TYP CDE
	1
	128
	6

	ICN
	ICN
	15
	1
	11

	VER
	CL HDR VER NUM
	4
	17
	11

	FIRST NAME
	ZCA 837 FST NAM
	20
	22
	11

	LAST NAME
	ZCA 837 LST NAM
	33
	43
	11

	MEDICAID ID NUM
	ZCA 837 MEDCD ID
	20
	80
	11

	BILLDATE
	ZCA 837 DENT BILL DTE
	8
	102
	11

	BILL AMOUNT
	ZCA 837 BILL AMT
	16
	117
	11

	FT
	ZCA 837 FT
	2
	1
	12

	FC
	ZCA 837 FC
	1
	4
	12

	MEDICAL RECORDS NUM
	ZCA 837 MED REC
	30
	7
	12

	PATIENT ACCOUNT NUM
	ZCA 837 PAT ACCT
	20
	38
	12

	PRIOR AUTH NUM
	ZCA 837 PA NUM
	30
	60
	12

	REFERRAL NUM
	ZCA 837 REF NUM
	10
	93
	12

	PATIENT PD
	ZCA 837 PAT PD
	13
	106
	12

	OTHER PAY TOT
	ZCA 837 OTHR PAY
	13
	120
	12

	RCAUSE 1
	ZCA 837 DENT REL CAUSE
	3
	1
	13

	RCAUSE 2
	ZCA 837 DENT REL CAUSE
	3
	10
	13

	RCAUSE 3
	ZCA 837 DENT REL CAUSE
	3
	19
	13

	SPI
	ZCA 837 DENT SPI
	3
	28
	13

	ACCIDENT DATE
	ZCA 837 DENT ACC DTE
	8
	32
	13

	BILL  PROV NAME
	ZCA 837 BILL PROV NAM
	35
	18
	14

	PRIMARY ID
	ZCA 837 BILL PR ID
	20
	66
	14

	ADDITIONAL ID
	ZCA 837 BILL SEC ID
	30
	101
	14

	PAYTO PROV NAME
	ZCA 837 PAYTO PROV NAM
	35
	18
	15

	PRIMARY ID
	ZCA 837 PAYTO PR ID
	20
	66
	15

	ADDITIONAL ID
	ZCA 837 PAYTO SEC ID
	30
	101
	15

	REFER PROV NAME
	ZCA 837 DENT REF PR NAM
	35
	18
	16

	PRIMARY ID
	ZCA 837 DENT REF PR ID
	20
	66
	16

	ADDITIONAL ID
	ZCA 837 REF PR SEC ID
	30
	101
	16

	OTHER PAYER SEQ
	ZCA 837 OTH PAY SEQ
	3
	18
	17

	RTP
	ZCA 837 RTP
	2
	27
	17

	GRP#
	ZCA 837 GRP NUM
	30
	35
	17

	GRPNM
	ZCA 837 GRP NAM
	60
	72
	17

	ID
	ZCA 837 OTH PAY ID
	80
	17
	18

	PD AMT
	ZCA 837 PD AMT
	16
	117
	18

	OP ADJUST SEQ
	ZCA 837 OTH PAY ADJ SEQ
	3
	18
	21

	RSN
	ZCA 837 RSN
	5
	27
	21

	ID
	ZCA 837 OTH PAY ADJ ID
	76
	37
	21

	AAMT
	ZCA 837 AAMT
	13
	120
	21

	ATTACHMENT REFNO
	ZCA 837 ATTH REF NUM
	3
	19
	22

	SEQ
	ZCA 837 SEQ
	3
	27
	22

	RT
	ZCA 837 RPT TYP
	2
	34
	22

	TC
	ZCA 837 TRANS CDE
	2
	40
	22

	CNTNO
	ZCA 837 CNTL NUM
	80
	49
	22

	NOTES
	ZCA 837 NOTES SEQ
	3
	13
	23

	(NOTES TEXT)
	ZCA 837 NOTES
	80
	17
	23

	SVCLIN
	ZCA 837 DENT SVC LN
	6
	1
	26

	FROMDATE
	ZCA 837 DENT FRM DTE
	8
	13
	26

	THRUDATE
	ZCA 837 DENT TO DTE
	8
	22
	26

	PROCEDURE
	ZCA 837 DENT DTL PROC CDE
	11
	31
	26

	PRMODIFIERS
	ZCA 837 DENT DTL PROC MOD
	2
	43
	26

	(MODIFIER)
	ZCA 837 DENT DTL PROC MOD
	2
	46
	26

	(MODIFIER)
	ZCA 837 DENT DTL PROC MOD
	2
	49
	26

	(MODIFIER)
	ZCA 837 DENT DTL PROC MOD
	2
	52
	26

	FT
	ZCA 837 DENT DTL FT
	3
	56
	26

	ORAL CAV: 1
	ZCA 837 DENT DTL ORL CAV
	3
	68
	26

	2
	ZCA 837 DENT DTL ORL CAV
	3
	72
	26

	3
	ZCA 837 DENT DTL ORL CAV
	3
	76
	26

	4
	ZCA 837 DENT DTL ORL CAV
	3
	80
	26

	5
	ZCA 837 DENT DTL ORL CAV
	3
	84
	26

	LINE ITEM CONTROL NUM
	ZCA 837 DENT DTL LN ITEM CNTRL
	30
	88
	26

	CHARGE AMT
	ZCA 837 DENT DTL CHG AMT
	13
	119
	26

	RENDERING LAST NAME
	ZCA 837 DENT DTL RENDER PR NAM
	35
	24
	27

	PRIMARY ID
	ZCA 837 DENT DTL RENDER PR ID
	10
	72
	27

	PRIOR AUTH NUM
	ZCA 837 DENT DTL PA NUM
	30
	102
	27

	TOOTH CODE
	ZCA 837 DENT DTL TOOTH
	2
	19
	28

	SURFACE CDE1
	ZCA 837 DENT DTL SFC CDE
	2
	38
	28

	SURFACE CDE2
	ZCA 837 DENT DTL SFC CDE
	2
	57
	28

	SURFACE CDE3
	ZCA 837 DENT DTL SFC CDE
	2
	76
	28

	SURFACE CDE4
	ZCA 837 DENT DTL SFC CDE
	2
	95
	28

	SURFACE CDE5
	ZCA 837 DENT DTL SFC CDE
	2
	114
	28

	OTHER PAYER ID
	ZCA 837 DTL OTH PAY ID
	80
	16
	29

	AMT
	ZCA 837 SVC PD AMT
	16
	116
	29

	ANESTHESIA SEQ NBR
	ZCA 837 ANESTH SEQ
	6
	22
	31

	QUANTITY ID
	ZCA 837 ANESTH QTY ID
	2
	42
	31

	UNIT COUNT
	ZCA 837 ANESTH UNIT
	4
	57
	31

	NOTES
	ZCA 837 DTL NOTE SEQ
	3
	13
	32

	(NOTES TEXT)
	ZCA 837 DTL NOTE
	80
	17
	32

	PROVIDER NUMBER
	ZCA 837 PR TOT
	20
	18
	36

	(PROVIDER)  NUMBER OF CLAIMS
	ZCL PR NUM CLM
	11
	62
	36

	(PROVIDER) BILLED AMOUNT
	ZCL PR BILL AMT
	18
	113
	36

	(PROVIDER) NUMBER OF DETAIL RECS
	ZCL PR NUM DTL
	11
	62
	37

	(PROVIDER) PATIENT PAID AMOUNT
	ZCL PR PD AMT
	18
	113
	37

	(PROVIDER) OTHER PAYER AMOUNT
	ZCL PR OTHR PD AMT
	18
	113
	38

	CLAIM TYPE
	CL TYP CDE
	1
	12
	40

	(CLAIM TYPE) NUMBER OF CLAIMS
	ZCL CL NUM CLM
	11
	62
	40

	(CLAIM TYPE) BILLED AMOUNT
	ZCL CL BILL AMT
	18
	113
	40

	(CLAIM TYPE) NUMBER OF DETAIL RECS
	ZCL CL NUM DTL
	11
	62
	41

	(CLAIM TYPE) PATIENT PAID AMOUNT
	ZCL CL PD AMT
	18
	113
	41

	(CLAIM TYPE) OTHER PAYER AMOUNT
	ZCL CL OTHR PD AMT
	18
	113
	42

	(GRAND TOTAL) NUMBER OF CLAIMS
	ZCL GT NUM CLM
	11
	62
	44

	(GRAND TOTAL) BILLED AMOUNT
	ZCL GT BILL AMT
	18
	113
	44

	(GRAND TOTAL) NUMBER OF DETAIL RECS
	ZCL GT NUM DTL
	11
	62
	45

	(GRAND TOTAL) PATIENT PAID AMOUNT
	ZCL GT PD AMT
	18
	113
	45

	(GRAND TOTAL) OTHER PAYER AMOUNT
	ZCL GT OTHR PD AMT
	18
	113
	46

	MEDICAL CLAIMS LAYOUT
	ZCA MED START
	0
	0
	0

	PAGE
	ZZZNUM PAGE
	9
	124
	1

	RUN DATE
	ZZZDTE TIME RUN
	17
	12
	3

	PERIOD
	ZZZDTE FROM MMDDCCYY
	10
	104
	3

	THRU
	ZZZDTE THRU MMDDCCYY
	10
	122
	3

	PROVIDER NAME
	ZCA 837 PR NAM
	35
	16
	6

	PROVIDER NUMBER
	ZCA 837 PR NUM
	20
	84
	6

	CLAIM TYPE
	CL TYP CDE
	1
	128
	6

	ICN
	ICN
	15
	1
	11

	VER
	CL HDR VER NUM
	4
	17
	11

	FIRST NAME
	ZCA 837 FST NAM
	20
	22
	11

	LAST NAME
	ZCA 837 LST NAM
	33
	43
	11

	MEDICAID ID NUM
	ZCA 837 MEDCD ID
	20
	80
	11

	BILLDATE
	ZCA 837 PROF HDR BILL DTE
	8
	102
	11

	BILL AMOUNT
	ZCA 837 BILL AMT
	16
	117
	11

	FT
	ZCA 837 FT
	2
	1
	12

	FC
	ZCA 837 FC
	1
	4
	12

	MEDICAL RECORDS NUM
	ZCA 837 MED REC
	30
	7
	12

	PATIENT ACCOUNT NUM
	ZCA 837 PAT ACCT
	20
	38
	12

	PRIOR AUTH NUM
	ZCA 837 PA NUM
	30
	60
	12

	REFERRAL NUM
	ZCA 837 REF NUM
	10
	93
	12

	PATIENT PD
	ZCA 837 PAT PD
	13
	106
	12

	OTHER PAY TOT
	ZCA 837 OTHR PAY
	13
	120
	12

	CTYP
	ZCA 837 PROF HDR CONTR TYP
	2
	1
	13

	PCND
	ZCA 837 PROF HDR PAT COND
	1
	6
	13

	RC1
	ZCA 837 PROF HDR REL CAUSE
	3
	11
	13

	RC2
	ZCA 837 PROF HDR REL CAUSE
	3
	15
	13

	RC3
	ZCA 837 PROF HDR REL CAUSE
	3
	19
	13

	DIAG1
	ZCA 837 PROF HDR DIAG
	6
	25
	13

	DIAG2
	ZCA 837 PROF HDR DIAG
	6
	32
	13

	DIAG3
	ZCA 837 PROF HDR DIAG
	6
	39
	13

	DIAG4
	ZCA 837 PROF HDR DIAG
	6
	46
	13

	DIAG5
	ZCA 837 PROF HDR DIAG
	6
	53
	13

	DIAG6
	ZCA 837 PROF HDR DIAG
	6
	60
	13

	DIAG7
	ZCA 837 PROF HDR DIAG
	6
	67
	13

	DIAG8
	ZCA 837 PROF HDR DIAG
	6
	74
	13

	ACC DATE
	ZCA 837 PROF HDR  ACC DTE
	8
	84
	13

	SIS DATE
	ZCA 837 PROF HDR SIM ILL DTE
	8
	93
	13

	OCI DATE
	ZCA 837 PROF HDR  OCI DTE
	8
	102
	13

	BILL PROV NAME
	ZCA 837 BILL PROV NAM
	35
	18
	14

	PRIMARY ID
	ZCA 837 BILL PR ID
	20
	66
	14

	ADDITIONAL ID
	ZCA 837 BILL SEC ID
	30
	101
	14

	PAYTO PROV NAME
	ZCA 837 PAYTO PROV NAM
	35
	18
	15

	PRIMARY ID
	ZCA 837 PAYTO PR ID
	20
	66
	15

	ADDITIONAL ID
	ZCA 837 PAYTO SEC ID
	30
	101
	15

	REFER PROV NAME
	ZCA 837 DENT REF PR NAM
	35
	18
	16

	PRIMARY ID
	ZCA 837 DENT REF PR ID
	20
	66
	16

	ADDITIONAL ID
	ZCA 837 REF PR SEC ID
	30
	101
	16

	OTHER PAYER SEQ
	ZCA 837 OTH PAY SEQ
	3
	18
	17

	RTP
	ZCA 837 RTP
	2
	27
	17

	GRP#
	ZCA 837 GRP NUM
	30
	35
	17

	GRPNM
	ZCA 837 GRP NAM
	60
	72
	17

	ID
	ZCA 837 OTH PAY ID
	80
	17
	18

	PD AMT
	ZCA 837 PD AMT
	16
	117
	18

	OP ADJUST SEQ
	ZCA 837 OTH PAY ADJ SEQ
	3
	18
	21

	RSN
	ZCA 837 RSN
	5
	27
	21

	ID
	ZCA 837 OTH PAY ADJ ID
	76
	37
	21

	AAMT
	ZCA 837 AAMT
	13
	120
	21

	ATTACHMENT REFNO
	ZCA 837 ATTH REF NUM
	3
	19
	22

	SEQ
	ZCA 837 SEQ
	3
	27
	22

	RT
	ZCA 837 RPT TYP
	2
	34
	22

	TC
	ZCA 837 TRANS CDE
	2
	40
	22

	CNTNO
	ZCA 837 CNTL NUM
	80
	49
	22

	NOTES
	ZCA 837 NOTES SEQ
	3
	13
	23

	(NOTES TEXT)
	ZCA 837 NOTES
	80
	17
	23

	STRETCHER DESC
	ZCA 837 PROF HDR STR DESC
	80
	25
	25

	SVCLIN
	ZCA 837 PROF SVC LN NUM
	6
	1
	27

	SID
	ZCA 837 PROF SID
	2
	13
	27

	POS
	ZCA 837 PROF PL OF SVC
	2
	16
	27

	REFERRAL
	ZCA 837 PROF PA REF NUM
	8
	20
	27

	FROMDATE
	ZCA 837 PROF FRM DTE
	8
	29
	27

	THRUDATE
	ZCA 837 PROF TO DTE
	8
	38
	27

	PROCEDURE
	ZCA 837 PROF PROC
	11
	47
	27

	PRMODIFIERS
	ZCA 837 PROF MOD
	2
	59
	27

	(MODIFIER)
	ZCA 837 PROF MOD
	2
	62
	27

	(MODIFIER)
	ZCA 837 PROF MOD
	2
	65
	27

	(MODIFIER)
	ZCA 837 PROF MOD
	2
	68
	27

	SERVICEUNITCNT
	ZCA 837 PROF SVC UNT CNT
	15
	71
	27

	LINE ITEM CONTROL NUM
	ZCA 837 PROF LN ITEM CNTRL
	30
	87
	27

	CHARGE AMT
	ZCA 837 PROF CHG AMT
	13
	120
	27

	RENDERING LAST NAME
	ZCA 837 PROF RENDER LST NAM
	35
	24
	28

	PRIMARY ID
	ZCA 837 PROF RENDER PR ID
	10
	73
	28

	AMBULANCE TRANSPT CODE
	ZCA 837 PROF AMBUL CDE
	1
	109
	28

	REASON
	ZCA 837 PROF AMUL RSN
	1
	118
	28

	DISTANCE
	ZCA 837 PROF TRANS DIST
	4
	129
	28

	DRUG SEQ
	ZCA 837 PROF DRUG SEQ
	3
	18
	29

	NATDRGCDE
	ZCA 837 PROF DRG CDE
	11
	33
	29

	UM
	ZCA 837 PROF UNIT MEAS
	2
	49
	29

	RXNUM
	ZCA 837 PROF RX NUM
	30
	59
	29

	QTY
	ZCA 837 PROF DRG QTY
	11
	97
	29

	UNIT PRICE
	ZCA 837 PROF DRG UNIT PRC
	13
	120
	29

	MEDEQUIP CRTTP
	ZCA 837 PROF CERT TYP CDE
	1
	19
	30

	CRTMTH
	ZCA 837 PROF CERT TREAT MNTH
	9
	28
	30

	ABLDGAS
	ZCA 837 PROF BLD GAS QTY
	9
	46
	30

	OSAT
	ZCA 837 PROF OSAT
	9
	62
	30

	OTCC
	ZCA 837 PROF OTCC
	1
	77
	30

	OTFC
	ZCA 837 PROF OTFC
	3
	84
	30

	PRDQUL
	ZCA 837 PROF PRD ID QUAL
	3
	95
	30

	UPC
	ZCA 837 PROF UPC
	30
	103
	30

	OTHER PAYER ID
	ZCA 837 DTL OTH PAY ID
	80
	16
	31

	AMT
	ZCA 837 SVC PD AMT
	16
	116
	31

	ANESTHESIA SEQ NBR
	ZCA 837 ANESTH SEQ
	6
	22
	33

	QUANTITY ID
	ZCA 837 ANESTH QTY ID
	2
	42
	33

	UNIT COUNT
	ZCA 837 ANESTH UNIT
	4
	57
	33

	NOTES
	ZCA 837 DTL NOTE SEQ
	3
	13
	34

	(NOTES TEXT)
	ZCA 837 DTL NOTE
	80
	17
	34

	PROVIDER NUMBER
	ZCA 837 PR TOT
	20
	18
	37

	(PROVIDER)  NUMBER OF CLAIMS
	ZCL PR NUM CLM
	11
	62
	37

	(PROVIDER) BILLED AMOUNT
	ZCL PR BILL AMT
	18
	113
	37

	(PROVIDER) NUMBER OF DETAIL RECS
	ZCL PR NUM DTL
	11
	62
	38

	(PROVIDER) PATIENT PAID AMOUNT
	ZCL PR PD AMT
	18
	113
	38

	(PROVIDER) OTHER PAYER AMOUNT
	ZCL PR OTHR PD AMT
	18
	113
	39

	CLAIM TYPE
	CL TYP CDE
	1
	12
	41

	(CLAIM TYPE) NUMBER OF CLAIMS
	ZCL CL NUM CLM
	11
	62
	41

	(CLAIM TYPE) BILLED AMOUNT
	ZCL CL BILL AMT
	18
	113
	41

	(CLAIM TYPE) NUMBER OF DETAIL RECS
	ZCL CL NUM DTL
	11
	62
	42

	(CLAIM TYPE) PATIENT PAID AMOUNT
	ZCL CL PD AMT
	18
	113
	42

	(CLAIM TYPE) OTHER PAYER AMOUNT
	ZCL CL OTHR PD AMT
	18
	113
	43

	(GRAND TOTAL) NUMBER OF CLAIMS
	ZCL GT NUM CLM
	11
	62
	45

	(GRAND TOTAL) BILLED AMOUNT
	ZCL GT BILL AMT
	18
	113
	45

	(GRAND TOTAL) NUMBER OF DETAIL RECS
	ZCL GT NUM DTL
	11
	62
	46

	(GRAND TOTAL) PATIENT PAID AMOUNT
	ZCL GT PD AMT
	18
	113
	46

	(GRAND TOTAL) OTHER PAYER AMOUNT
	ZCL GT OTHR PD AMT
	18
	113
	47


Note: Rows 17 through 46 can vary depending upon the number of each of the code types received on a claim.
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