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Submission Methods
Electronic Version 4 Flat File records may be submitted through the Computer Media Claims (CMC) system for inpatient and outpatient claim 


types.  The Flat File record layouts in the UB-92 Electronic Version 4 Flat

File Medi‑Cal CMC Inpatient/Outpatient Data Specifications section meet Medi‑Cal claims processing requirements for UB‑92 claims.


The Medi-Cal CMC file transfer procedures and submission protocol will not change with Flat File submissions.  The Flat File record submissions can be used in place of the Submitter Control, Provider Control, Claim and Remarks 


Records described in the CMC Data Specifications section of this manual.

Flat File Standards
Flat File standards and various data values are referenced in the UB-92 Manual Billing Procedures.  Refer to the appropriate Medicare documentation for the specific Electronic Version 4 Flat File guidelines.  When billing 


Medi-Cal, use the billing instructions located in the Inpatient or Outpatient Medi-Cal Provider Manual in the UB-92Completion:  Inpatient Services and UB-92 Completion:  Outpatient Services sections.  The Medi-Cal 


specifications should be used in conjunction with Medicare Electronic Version 4 Flat File guidelines.

Receiver ID Number
A Receiver Identification Number should be used in all Flat File submissions to identify Medi-Cal as the intended file recipient.  This number, "61044" must be entered on field number 6, Receiver Identification, in record type "01", field number 3, Receiver Identification, in record type "95" and "99", and field number 5, Payer Identification, in record type "30".  

Record Types
Each record is a fixed 192 bytes in length.  Medi‑Cal will obtain necessary claim data as shown in the record layouts from the following record types:


Record 


  Type

Description

01
Processor Data



10
Provider Data



20
Patient Data



30
Third Party Payer Data



40
Claim Data Treatment Authorization Number (TAN)‑Occurrence



41
Claim Data Condition‑Value



50
Inpatient Accommodations Data



60
Inpatient Ancillary Services Data



61
Outpatient Procedures



70
Medical Data



80
Physician Data



90
Claim Control



91
Remarks



95
Provider Batch Control



99
File Control

Record Types
When submitting a record be sure to complete the following steps:

(continued)




Records must be submitted in the order shown.  Each file must start with a Processor (type 01) record and finish with a File Control (type 99) record.




Repeat record types 50, 60 or 61 for each detail line (service) per claim.  Outpatient Procedure records (type 61) cannot be on the same claim as Inpatient Accommodations records (type 50) or Inpatient Ancillary records (type 60).  The maximum number of detail lines is 22.




Repeat records 20 — 90 (or 91) for each claim per provider.




Repeat records 10 — 95 for each provider per submitter.

Record Formats
The record format and type definitions listed below must be followed to 

and Definitions
accurately bill Medi‑Cal. 


Record Type.  Two‑digit number that identifies the type of record.  See "Record Types," on a previous page, for the list of record types.


Field No.  Number indicating the relative sequence of fields on each record.


Field Name.  Name of each field needed for Medi‑Cal claims processing.  The fields where "NA" is shown is ignored by the Medi‑Cal system, although these fields may be used by other payers.


Claim Type.  Indicates the claim type(s) for which this information must be submitted.  I=Inpatient Claims.  O=Outpatient Claims. IO=Both Inpatient and Outpatient claim types.


Format.  Data type of the field.  Alpha‑numeric "AN", or Numeric "N" data type.  Numeric fields must be right justified (zero‑filled on the left), and alpha‑numeric fields must be left justified (space‑filled on the right) to occupy fixed the length of the field.  These format rules apply to all mandatory and optional fields.  (See “Requirements.”)


Length.  Size of the field.  Where two numbers are separated by a slash (/) the first number is the maximum allowable Medi‑Cal value for the field and the second number is the actual length of the field.  If a submitted value is larger than the maximum allowable Medi‑Cal length, it will be truncated in the 


Medi‑Cal system.  Numeric fields must be right justified (zero‑filled on the left), and alpha‑numeric fields must be left justified (space‑filled on the right) to occupy the fixed length of the field.


Note:  All records are fixed at 192 bytes in length.

Record Formats
Requirements.  "M" indicates mandatory fields and "O" indicates optional 

and Definitions
fields.  Mandatory fields must be present for Medi‑Cal claims billing.  Optional 

(continued)
fields may be needed depending on the particular billing situation and therefore must follow all formatting rules as described below.  (See “Format.”)  The default for optional numeric fields is zeroes for the entire field length.  The default for optional alpha-numeric fields is spaces for the entire field length.


Position.  Indicates the relative record position of each field.  Each record has a fixed length of 192 bytes and each field is fixed in location within the 


appropriate record type.


Value.  Field values that must be present for Flat File submission.


Values enclosed by double quotes " " should be submitted as shown (without the quotes).  In some cases more than one value may be acceptable for a data element depending on the specific billing situation.  This is indicated by the OR sign "|".


Values not enclosed by double quotes(" ") are field names corresponding to Medi‑Cal required data elements.  Submit the value as described in the Inpatient or Outpatient Medi-Cal Provider Manual.


UB‑92 FL.  Form Locator corresponding to the UB‑92 paper claim form. The Form Locater is used to cross‑reference the Inpatient and Outpatient Medi-Cal Provider Manuals’ billing instructions.

Field Value Explanations
The following field value explanations are to be completed as specified 


below:

Record Type 01
Submitter Number.  Enter your three‑character submitter number assigned 

Processor Data
by Medi-Cal.  Left‑justify and space‑fill for the remaining seven bytes.


Receiver Identification.  This number "61044" identifies Medi‑Cal as the appropriate destination for the claims file.  


Creation Date.  Enter the date in MMDDYY format that your file was prepared.


Version Code.  Must be "004" version for Medi‑Cal claims processing.

Record Type 10:
Medicaid Provider Number.  Enter the nine‑character Medi‑Cal provider 

Provider Data
number.  Left‑justify and space‑fill for the remaining four bytes.

Record Type 20:
Patient Control Number.  Enter a unique number that identifies the patient 

Patient Data
and claim submitted.  All 20 bytes may be used, but only the first 10 bytes will be stored on the Medi‑Cal system.  This field must exactly match the Patient Control Number fields on the following records for the specific claim:  Record types 30, 40, 41, 50, 60, 61, 70, 80, 90 and 91.

Record Type 30:
Sequence Number.  Enter the appropriate number depending on 

Third Party Payer Data
whether Medi‑Cal is:  the Primary Payer, "01"; the Secondary Payer, "02"; or the Tertiary Payer, "03".  The number will be used to determine the appropriate TAR Control Number field and Physician Data record (type 80) from which to obtain claims data.


Payer Identification.  This number "61044" identifies the appropriate record from which to obtain Medi‑Cal claims information.


Payer Name.  This name supplies an alternate method for determining which record provides claims information.  The claim type and the one‑digit Place of Service are also identified here.  It is important that the text be entered correctly.  Either "I/P Medi‑Cal" or "O/P Medi‑Cal (2 spaces) (pos code)", where (pos code) is the Medi‑Cal one‑digit Place of Service code.  Two spaces must be present between "O/P Medi‑Cal" and the Place of Service code.

Record Type 40:  Claim 
Sequence Number.  Only one Claim Data TAN‑Occurrence record (type 40) 

Data Treatment 
should be submitted per Medi‑Cal claim.  Therefore, the sequence number 

Authorization Number 
should always be "01".

(TAN)‑Occurrence


Treatment Authorization Code A.  If Medi‑Cal data was entered into the sequence "01" Third Party Payer record (type 30), enter the TAR Control Number here.


Treatment Authorization Code B.  If Medi‑Cal data was entered into the sequence "02" Third Party Payer record (type 30), enter the TAR Control Number here.


Treatment Authorization Code C.  If Medi‑Cal data was entered into the sequence "03" Third Party Payer record (type 30), enter the TAR Control Number here.


Occurrence Codes.  Occurrence codes applicable to Medi‑Cal are shown.

Record Type 41:
Sequence Number.  Only one Claim Data Condition‑Value record (type 41) 

Claim Data Condition‑Value
should be submitted per claim.  Therefore, the sequence number should always be "01".


Condition Codes.  Condition codes applicable to Medi‑Cal are shown.


Value Codes.  Value codes applicable to Medi‑Cal are shown.

Record Type 50:
Sequence Number:  No more than 22 detail lines may be billed per Medi‑Cal 

IP Accommodations Data
claim.  Up to four accommodations may be billed on each Inpatient Accommodations record (type 50).  Therefore, the maximum sequence number will be "06"; the first five, "01" through "05" sequence numbers with four accommodations plus a maximum of two accommodations on the last "06" sequence record ([5 X 4] + 2 = 22).  


If Inpatient Ancillary records (type 60) are billed on the same claim, the maximum sequence number may be less.  The total number of Inpatient Accommodation record (type 50) and Inpatient Ancillary record (type 60) detail lines may not exceed 22.


Note:  For dates of service prior to September 22, 2003, the current Medi-Cal code must be used.  For dates of service after September 22, 2003, the national revenue code value must be used.
Record Type 60:
Sequence Number.  No more than 22 detail lines may be billed per claim. 

IP Ancillaries Data
Up to three ancillary services may be billed on each Inpatient Ancillary record (type 60).  Therefore, the maximum sequence number will be "08"; the first seven, "01" through "07" sequence numbers with three ancillaries plus a maximum of one ancillary on the last "08" sequence record 


([7 X 3] + 1 = 22).  


If Inpatient Accommodation records (type 50) are billed on the same claim, then the maximum sequence number may be less.  Total of Inpatient Accommodation record (type 50) and Inpatient Ancillary record (type 60) detail lines may not exceed 22.


Note:  For dates of service prior to September 22, 2003, the current Medi-Cal code must be used.  For dates of service after September 22, 2003, the national revenue code value must be used.
Record Type 61:
Sequence Number.  No more than 22 detail lines may be billed per claim.  

OP Procedures Data
Up to three outpatient procedures may be billed on each Outpatient Procedures record (type 61).  Therefore, the maximum sequence number will be "08"; the first seven "01" through "07", with three procedures, plus a maximum of one procedure on the last "08" sequence record ([7 X 3] + 1 = 22).  Inpatient Accommodation records (type 50) and Inpatient Ancillary records (type 60) cannot be billed on the same claim as Outpatient Procedure records (types 61).

Record Type 70:
Sequence Number.  Only one Medical Data record (type 70) should be billed 

Medical Data
per claim.  Therefore, the sequence number should be "01".

Record Type 80:
Sequence Number.  Only one Physician Data record (type 80) should be 

Physician Data
billed per claim.  The sequence number on the Physician Data record (type 80) must match the sequence number on the Third Party Payer record (type 30).  For example, if the Third Party Payer record (type 30) had a sequence number of "01", the Physician Data record (type 80) should also have a sequence number of "01".

Record Type 90:
Record Type 91 Qualifier.  This field must contain a "1" if more remarks 

Claim Control Data
exist in an immediately following Remarks record (type 91).


Total Accommodation Charges.  This should be the total of all Inpatient Accommodation record (type 50) charges.


Total Ancillary Charges.  This should be the total of all Inpatient Ancillary record (type 60) charges, or all Outpatient Procedure record (type 61) charges for the claim (depending on whether the claim billed is for inpatient or outpatient services)

Record Type 91:
Remarks.  If a Six‑Month Billing Limit Exception Code has been billed on the 

Remarks Data
claim (condition codes "X0"‑"X9"), then the related justification is expected to be in this field.  If there is no six‑month billing limit exception, this field may be used for other additional remarks.


Note:  The Medi-Cal interim (local) values used for billing limit exception indicators for the Inpatient and Outpatient Version 4 Flat File format will continue to be used for all dates of service.

Record Type 95:
Receiver Identification.  This number "61044" identifies Medi‑Cal as the 

Provider Batch Control
appropriate destination for this claims file. 


Number of Claims.  Enter the total number of claims billed for this provider.  This number verifies the data received matches that submitted for the provider.


Accommodations Total Charges for the Batch.  Enter the total accommodations charges for all inpatient claims billed for this provider.  This number verifies the data received matches that submitted for the provider.


Ancillary Total Charges for the Batch.  Enter the total of all inpatient ancillary charges and all outpatient procedure charges billed for this provider.  This number verifies the data received matches that submitted for the provider.

Record Type 99:
Submitter Number.  Enter your three‑character submitter number assigned 

File Control
by EDS.  Left‑justify and space‑fill for the remaining seven bytes.

Number of Batches Billed this File.  Enter the total number of providers who were billed for by this submitter.  This number verifies the data received matches that submitted.


Accommodations Total Charges for the File.  Enter the total accommodations charges for all inpatient claims billed on this submission.  This number verifies the data received matches that submitted.


Ancillary Total Charges for the File.  Enter the total of all inpatient ancillary charges and all outpatient procedure charges billed on this submission.  This number verifies the data received matches that submitted.

Electronic Version 4 Flat File Data Specifications General Information
CTM



February 2004

