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Claim Type 03 (Inpatient) Claim Record Data Specifications
1


Record Format:  Fixed


Record Length:  556


Field Default Values:  Spaces






Data



Alpha‑A
No. Of

Position
Optional‑O

Field Name
Picture
Numeric‑N
Occurs
Length
From‑To
Mandatory‑M
Explanation Of Items

Submitter 
X(3)
A/N
1
3
001‑003
M
Enter the three‑character

Number






submitter number assigned by EDS.

Medi‑Cal
X(9)
A/N
1
9
004‑012
M
Enter the nine‑character 

Provider ID 






provider number 

Number






assigned by DHS.

Claim Type
9(2)
N
1
2
013‑014
M
Enter “03”.

Julian Date
9(4)
N
1
4
015‑018
M
In YDDD format, enter the Julian date of submission from the Submitter Control Record.

Claim
9(4)
N
1
4
019‑022
M
Enter the four‑digit claim 

Sequence






sequence number 

Number






assigned by the submitter.  All claims within a given Provider Control Record must have an individual Claim Sequence Number.

Record Type
X(1)
A/N
1
1
023‑023
M
Enter “0”.
Recipient ID
X(15)
A/N
1
15
024‑038
M
Left justify and enter the








recipient’s nine or








14-character Medi-Cal ID or








Benefits Identification Card








(BIC) number.  Do not enter








dashes, hyphens or any








special characters.  If entering








a check digit, please see the








Recipient ID Check Digit







Algorithms section.






Data



Alpha‑A
No. Of

Position
Optional‑O

Field Name
Picture
Numeric‑N
Occurs
Length
From‑To
Mandatory‑M
Explanation Of Items

Recipient 
X(14)
A/N
1
14
039‑052
M
Enter the recipient's last 

Last Name






name as it appears on the Medi‑Cal ID card.

Recipient 
X(8)
A/N
1
8
053‑060
O
Enter the recipient's first 

First Name






name as it appears on the Medi‑Cal ID card.

Recipient
X(1)
A/N
1
1
061‑061
O
Enter the recipient's 

Middle 






middle initial as it 

Initial






appears on the Medi‑Cal ID card.

Recipient
X(23)
A/N
1
23
062‑084
O
Enter the first line of the 

Address






recipient's address.
Line 1








Recipient
X(23)
A/N
1
23
085‑107
O
Enter the second line of 

Address






the recipient's address if 

Line 2






necessary.

Recipient
X(5)
A/N
1
5
108‑112
O
Enter recipient's ZIP 

ZIP Code






code.

Recipient Sex
X(1)
A/N
1
1
113‑113
M
Enter the recipient's sex:  “M” for male, “F” for female.

Recipient
9(6)
N
1
6
114‑119
M
In six‑digit MMDDYY 

Date of






format, enter the 

Birth






recipient's date of birth (e.g., March 18, 1965 = 031865).  If only year of birth is known, enter zeroes for month and day.

Medical 
X(10)
A/N
1
10
120‑129
O
Enter the recipient's 

Record






medical record number 

Number






to further identify the claim on the Remittance 








Advice Details (RAD). 








Right justify and zero fill.






Data



Alpha‑A
No. Of

Position
Optional‑O

Field Name
Picture
Numeric‑N
Occurs
Length
From‑To
Mandatory‑M
Explanation Of Items
TAR Control 
X(11)
A/N
1
11
130‑140
O
Enter the 11‑digit TAR 

Number






Control Number corresponding to the service(s) rendered.

Admission
X(1)
N
1
1
141‑141
M
Enter the code indicating 

Type






necessity for admission 








to the hospital.

Admission
9(8)
N
1
8
142‑149
M
In MMDDYY format, enter

Date/Hour






the date of admission.  Enter the hour of admission in 24‑hour time (e.g., March 15, 1991 








2 p.m.= 03159114).

Discharge
9(8)
N
1
8
150‑157
O
Enter the date and hour of 

Date/Hour






discharge as described above.  Leave blank if patient is still under care.

From Date
9(6)
N
1
6
158‑163
M
In MMDDYY format, enter 

of Service






the beginning date of service.

Thru Date
9(6)
N
1
6
164‑169
M
In MMDDYY format, enter 

of Service






the ending date of service.  Total number of days billed should match the units of service.

Patient
9(2)
N
1
2
170‑171
M
Enter the numeric code 

Status






explaining recipient's status as of the “Thru”








date of service.  (See 








UB-92 Completion: Inpatient section of Medi-Cal Provider Manual.)






Data



Alpha‑A
No. Of

Position
Optional‑O

Field Name
Picture
Numeric‑N
Occurs
Length
From‑To
Mandatory‑M
Explanation Of Items
Primary
X(18)
A/N
1
18
172‑189
O
Enter the primary 

Diagnosis






ICD‑9‑CM diagnosis

Description






description.

Primary
X(5)
A/N
1
5
190‑194
M
Enter the primary 

Diagnosis






ICD‑9‑CM diagnosis

Code






code.  Do not enter








decimal point.  Left justify and space fill.

Admitting
X(9)
A/N
1
9
195‑203
O
Enter admitting 

Physician's






physician's 

Provider






Medi-Cal provider 

Number 






number.  If not a Medi-Cal provider, enter state








license number.  Do not use a group provider number.  Left justify and space fill.

Attending
X(9)
A/N
1
9
204‑212
M
Enter attending 

Physician's






physician's Medi-Cal

Provider






provider number.  If not a

Number






Medi‑Cal provider, enter state license number.  Do not use a group provider number.  Left justify and space fill.

Family
X(1)
A/N
1
1
213‑213
O
Enter 1 (Family Planning/ 

Planning/






Sterilization), 2 (Family

CHDP






Planning/Other), 3 (CHDP), or leave blank if not applicable.

Secondary
X(18)
A/N
1
18
214‑231
O
Enter secondary diagnosis 

Diagnosis






description.

Description






Data



Alpha‑A
No. Of

Position
Optional‑O

Field Name
Picture
Numeric‑N
Occurs
Length
From‑To
Mandatory‑M
Explanation Of Items
Secondary
X(5)
A/N
1
5
232‑236
O
Enter the secondary ICD‑9‑

Diagnosis






CM diagnosis code.  Do not 

Code






enter decimal point.  Left justify and space fill.

Accident/
X(6)
A/N
1
6
237‑242
O
In MMDDYY format, enter 

Injury






the date of the accident or 

Date






injury.  Leave blank if 








admission is not the result of an accident or injury.

Employment
X(1)
A/N
1
1
243‑243
O
Enter an “X” to indicate the 

Related






accident or injury was employment related.  Accident/injury date must be present if an “X” is entered in this field.  Leave blank if service is not the result of an accident or injury.

Non‑
X(1)
A/N
1
1
244‑244
O
Enter an “X” to indicate the

Employment






accident or injury was not 

Related






employment related.  Accident/injury date must be present if an “X” is entered in this field.  Leave blank if service is not the result of an accident or injury.

Other 
X(1)
A/N
1
1
245‑245
O
Enter an “X” if the patient 

Coverage






has other insurance coverage.

Medicare
X(1)
A/N
1
1
246‑246
M
Enter one of the following

Status






Medicare status codes as applicable:








0 ‑
Under 65/not Medicare









eligible








8 ‑
Medicare non‑covered









service 

Primary 
X(18)
A/N
1
18
247‑264
O
Enter primary surgical or 

Surgical






obstetrical description.

Description


Data



Alpha‑A
No. Of

Position
Optional‑O

Field Name
Picture
Numeric‑N
Occurs
Length
From‑To
Mandatory‑M
Explanation Of Items
Primary
X(5)
A/N
1
5
265‑269
O
For dates of service prior to 

Surgical






9/22/2003, enter the appropriate 

Code






CPT‑4 code identifying the medical or surgical procedure,








if applicable.








For dates of service after 








9/22/2003, enter the appropriate ICD9v3 code identifying the medical or surgical procedure, if applicable.








Do not enter decimal point.  Left justify and space fill.

Secondary
X(5)
A/N
1
5
270‑274
O
For dates of service prior to 

Surgical






9/22/2003, enter the appropriate 

Code






CPT-4 code identifying any 








secondary medical or surgical








procedure, if applicable.








For dates of service after 








9/22/2003, enter the appropriate ICD9v3 code identifying the medical or surgical procedure, if applicable.








Do not enter decimal point.  Left justify and space fill.

Date of 
X(6)
A/N
1
6
275‑280
O
In six‑digit MMDDYY format, 

Surgery






enter the date of surgery or delivery, if applicable.

Operating
X(9)
A/N
1
9
281‑289
O
Enter the individual Medi‑Cal 

Provider






provider number or, if not a 

Number






Medi‑Cal provider, the state license number of the operating or delivering physician, if applicable.  Left justify and zero fill.

Line Data
X(15)
A/N
15
225
290‑514

Fifteen lines (services) may be entered per Claim Record.  All services must be for the same patient.  Space fill any unused lines through data position 514.

Line Number
9(2)
N
1
2
290‑291
M
Enter the line number (01 ‑ 15) 








as appropriate.  Right justify with a leading zero if applicable.






Data



Alpha‑A
No. Of

Position
Optional‑O

Field Name
Picture
Numeric‑N
Occurs
Length
From‑To
Mandatory‑M
Explanation Of Items
CHFC Code
9(4)
N
1
4
292‑295
M
Enter the appropriate 








revenue or ancillary 








code. 








For dates of service prior to 9/22/2003, the current 
Medi-Cal code must be used.








For dates of service after 9/22/2003, the national value must be used.  (See the Hospital Accommodation Code Correlation Tables or the Hospital Ancillary Code Correlation Tables in the Inpatient Medi-Cal Provider Manual.)

Units of 
9(3)
N
1
3
296‑298
M
Enter the number of days 

Service






of care by accommodation type(s), such as ICU, CCU or nursery.  Right justify and zero fill.


Data



Alpha‑A
No. Of

Position
Optional‑O

Field Name
Picture
Numeric‑N
Occurs
Length
From‑To
Mandatory‑M
Explanation Of Items
Charges
9(4)V99
N
1
6
299‑304
M
Enter the total charge for each Cost Center.  Do not enter a dollar sign or decimal point.   Right justify and zero fill.

Total
9(5)V99
N
1
7
515‑521
M
Enter the total charges.  Do 

Charges






not enter a dollar sign or decimal point.  Right justify and zero fill.

Patient's
9(5)V99
N
1
7
522‑528
O
Enter the amount of the

Share of






patient's Share of Cost for
Cost






the procedure or service, if applicable.  Do not enter a dollar sign or decimal point.  Right justify and zero fill.

Other 
9(5)V99
N
1
7
529‑535
O
Enter the payment amount 

Coverage






received from commercial 

Amount






third‑party carriers, if applicable.  Do not enter a dollar sign or decimal point.  Right justify and zero fill.

Deductions
9(5)V99
N
1
7
536‑542
O
Enter the total shown in the Other Coverage Amount field.  Do not enter a dollar sign or decimal point.  Right justify and zero fill.

Filler
X(1)
A/N
1
1
543‑543
M
Enter space.

Date Billed
9(6)
N
1
6
544‑549
M
In MMDDYY format, enter 








the date the claim is submitted to EDS.

Net Amount
9(5)V99
N
1
7
550‑556
M
Enter the difference 

Billed






between the amounts in 








Total Charges and Deductions 








fields.  Do not enter a dollar sign or decimal point.  Right justify and zero fill.
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