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CLCREOMV - Client Explanation of Medicaid Benefits Narrative

The Client Explanation of Medicaid Benefits (CLCREOMV) report is produced randomly on a monthly basis.  The Client EOMB is sent to the selected client for verification of services received. Claims for family planning services, as identified by the State, are not included in the sampling.  Family planning services are identified by procedure codes with the appropriate family planning indicator within the Reference subsystem.

These reports are produced on preprinted State letterhead and contain the client’s name, address, and MID. The provider name, date of service, description of service, and the amount paid by Medicaid are also contained on the report. A Spanish language version of the report is produced when the client receiving the EOMB is identified in the Client functional area as being a Spanish-speaking client.  The Client EOMB reports include both Medicaid and CHIP-B clients, as indicated in the title, separated by a page break.  The report displays header,  not detail, counts for each location.

The return address for the reply appears at the bottom of the report.
CLCREOMV Layout

                    CLIENT EXPLANATION OF XXXXXXXX BENEFITS                       

XXXXXXXXXXXXXXX X XXXXXXXXXXXXXXXXXXXX                      DATE: MM/DD/CCYY 

XXXXXXXXXXXXXXXXXXXXXXXXX                                                       

XXXXXXXXXXXXXXXXXXXXXXXXX                                        XXXXXXXXXXX 

XXXXXXXXXXXXXXXXXXXXXX XX 99999-9999                                            

THIS IS NOT A BILL                                                              

This is a list of services paid for by the XXXXXXXX program last month.

1. If you paid for any of these services or did not receive any of

   these services, please explain on the back of this form and return

   it to the address above.  Please include your phone number. 

2. If all services were provided to you, throw this form away.                     

XXXXXXXXXXXXXXXXXXXX   MM/DD/CCYY   XXXXXXXXXXXXXXX     $999,999.99    

XXXXXXXXXXXXXXXXXXXX                XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXX   MM/DD/CCYY   XXXXXXXXXXXXXXX     $999,999.99    

XXXXXXXXXXXXXXXXXXXX                XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

Questions other than those concerning this list should be asked at your

Local office.                                                                     
                    CLIENT EXPLANATION OF XXXXXXXX BENEFITS                      

XXXXXXXXXXXXXXX X XXXXXXXXXXXXXXXXXXXX                      DATE: MM/DD/CCYY 

(Continued from previous page)

XXXXXXXXXXXXXXXXXXXX   MM/DD/CCYY   XXXXXXXXXXXXXXX     $999,999.99    

XXXXXXXXXXXXXXXXXXXX                XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXX   MM/DD/CCYY   XXXXXXXXXXXXXXX     $999,999.99    

XXXXXXXXXXXXXXXXXXXX                XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

Questions other than those concerning this list should be asked at your

Local office.                                                                     

                        Explicacion de los Beneficios de

                             XXXXXXXX para el Cliente
XXXXXXXXXXXXXXX X XXXXXXXXXXXXXXXXXXXX                     Fecha: MM/DD/CCYY 

XXXXXXXXXXXXXXXXXXXXXXXXX                                                       

XXXXXXXXXXXXXXXXXXXXXXXXX                                        XXXXXXXXXXX 

XXXXXXXXXXXXXXXXXXXXXX XX 99999-9999                                            

ESTO NO ES UN COBRO

Esta es una lista de servicios pagados el mes pasado por el programa XXXXXXXX.

1. Si ha pagado por cualquiera de estos servicios o no ha recibido

   los servicios mencionados, escriba sus comentarios al dorso de esta planilla

   y mandela a la direccion que aparece arriba incluyendo su numero telefonico.

2. Si ha recibido todos estos servicios,  puede ignorar esta planilla.

XXXXXXXXXXXXXXXXXXXX   MM/DD/CCYY   XXXXXXXXXXXXXXX     $999,999.99    

XXXXXXXXXXXXXXXXXXXX                XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXX   MM/DD/CCYY   XXXXXXXXXXXXXXX     $999,999.99    

XXXXXXXXXXXXXXXXXXXX                XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

Preguntas o asuntos no relacionados con esta lista, deben ser dirigidas a su

agencia local.

                        Explicacion de los Beneficios de

                             XXXXXXXX para el Cliente                    

XXXXXXXXXXXXXXX X XXXXXXXXXXXXXXXXXXXX                     Fecha: MM/DD/CCYY 

(Continuacion de la pagina anterior)

XXXXXXXXXXXXXXXXXXXX   MM/DD/CCYY   XXXXXXXXXXXXXXX     $999,999.99    

XXXXXXXXXXXXXXXXXXXX                XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXX   MM/DD/CCYY   XXXXXXXXXXXXXXX     $999,999.99    

XXXXXXXXXXXXXXXXXXXX                XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

Preguntas o asuntos no relacionados con esta lista, deben ser dirigidas a su

agencia local.

CLCREOMV Field Descriptions

	Report Field
	Description

	NONE
	Name of the program in which the client is enrolled.  One possible value is 'Medicaid'.  Other values may exist as new programs are added to the system.

	NONE
	First name of the person.

	NONE
	Middle initial of the person.

	NONE
	Last name of the person.

	DATE
	The date the report was run in MM/DD/CCYY format.

	NONE
	First line of the recipient's address (Apt #, Suite #, Lot #, etc).

	NONE
	Recipient's street of residence.

	NONE
	Client's Medicaid ID number from the claim form.

	NONE
	Recipient's city of residence.

	NONE
	Recipient's state of residence.

	NONE
	Recipient's zip code of residence.

	NONE
	Name of the program in which the client is enrolled.  One possible value is 'Medicaid'.  Other values may exist as new programs are added to the system.

	NONE
	First name of Medicaid provider. 

	NONE
	Beginning date of service billed for a claim detail.

	NONE
	Service Description.

	NONE
	Dollar amount paid for Medicaid claim.

	NONE
	Last name of Medicaid provider.

	NONE
	A generic description of the services performed - formatted based on claim type.


CLCREOMV Field Mapping

	Report Field
	Data Element Name
	Field Length
	Column
	Row

	NONE
	ZZZPROGRAM
	8
	43
	   6

	NONE
	PN NAM FST
	15
	 1
	 11

	NONE
	PN NAM MDDL INTL
	1
	 17
	 11

	NONE
	PN NAM LST
	20
	 19
	 11

	DATE
	ZZZDTE RUN
	10
	 67
	 11

	NONE
	RE ADDR FST LINE
	25
	 1
	 12

	NONE
	RE ADDR SND LINE
	25
	 1
	 13

	NONE
	CL RE MEDCD ID NO
	11
	 66
	 13

	NONE
	RE ADDR CITY
	22
	 1
	 14

	NONE
	RE ADDR STATE
	2
	 24
	 14

	NONE
	RE ADDR ZIP
	10
	 27
	 14

	NONE
	ZZZPROGRAM
	8
	44
	 21

	NONE
	PR NAM FST
	20
	 1
	 28

	NONE
	CL FROM DTE SVC
	10
	 24
	 28

	NONE
	ZCL SVC DESC
	15
	 37
	 28

	NONE
	CL PD AMT
	11
	 57
	 28

	NONE
	PR NAM LST
	20
	 1
	 29

	NONE
	ZCA EOM SVC DESC
	37
	37
	 29
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