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The example in this section assists providers in California Children’s Services (CCS) program billing on the pharmacy claim forms (30-1 or 30-4).  The explanations on the following page emphasize billing 

issues common to all CCS providers – proper use of Service Authorization Request (SAR), National Provider Identifier (NPI) and client ID numbers.  Refer to the Pharmacy Claim Form (30-1) Completion 

section in this manual for instructions to complete claim fields not explained in the following example.  For additional claim preparation information, refer to the Forms:  Legibility and Completion Standards section in this manual.

Refer to the California Children’s Services (CCS) Program section in this manual for policy information.

Billing Tips:
Quantities must be in the metric decimal if the quantity is not a whole number.  Do not round the quantity.  For example, a quantity of 3.5 Gm should be expressed as 3.500, rather than rounding to 4.  Do not include measurement units such as Gm or cc.  All information on an attachment must match the information entered on the claim form. For information on rounding, see the Pharmacy Claim Form (30-1) Completion section in this manual.
Important Fields for
Figure 1.  Completing Fields for CCS Claims:  Service Authorization

CCS Claim Completion
Request (SAR), Provider and Client ID Numbers.

This is an example only.  Please adapt to your billing situation.  Attachments are not illustrated in this example.

In this example, a pharmacy is billing for a pediatric/female catheter prescribed for a CCS client. 

The following claim form field information applies both to the Pharmacy Claim Form (30-1) and the Compound Drug Pharmacy Claim Form (30-4).  Field box numbers, shown in parentheses, are the same for both forms unless stated otherwise. 

Provider ID
Enter the provider number in the Provider ID field (Box 3).

Medi-Cal Identification No.
Enter the client’s identification number in the Medi-Cal Identification No. field (Box 6) as it appears on the plastic Benefits Identification Card (BIC) or paper Medi-Cal ID card.

Note:
For providers billing without a SAR number with prefix “91” or “97” for CCS-only or CCS/Healthy Families clients, leave this field blank.

TAR Control No.
Enter the 11-digit SAR number in the TAR Control No. field 
(form 30-1, Box 27) (form 30-4, Box 29).  The providing pharmacy must bill using the physician’s SAR number.

Note:
For providers billing without a SAR number with prefix “91” or “97,” leave this field blank.

Prescriber ID
Enter the State license number of the prescriber or, if applicable, the license number of the certified nurse-midwife, the nurse practitioner, the physician assistant, the naturopathic doctor or the pharmacist who function pursuant to a policy, procedure or protocol as required by Business and Professions Code statutes.  Do not use the Drug Enforcement Administration Narcotic Registry number.  This information must be entered for your claim to successfully process.

Services Authorized
If providers obtained service authorization from CCS prior to 

Prior To July 1, 2004,
July 1, 2004, or if providers are billing for clients residing in Los 

and Clients in Los Angeles,
Angeles, Orange and Sacramento counties, claims for authorized
Orange and Sacramento
services are submitted without a SAR number.

Counties
CAL-POS
Pharmacy claims for CCS-only, CCS/Medi-Cal and CCS/Healthy Families clients may be submitted electronically using the California Point of Service (CAL-POS) system.
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PHARMACY CLAIM FORM
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ANYTOWN, CA XYZ123456 STATE OF CALIFORNIA
ZIP CODE
: DEPARTMENT OF HEALTH
Provider Phone Number: (916) 555-1212 999995555 CARE SERVICES
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PATIENT INFORMATION 9 PATIENT 10 MEDICARE
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[RATHBUN RAVYN | [90000Dp00A95001 | & [F] [o1 07 1995 | [ | |
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£0D ; | [ A | K& L1
55 _PRODID QUAL s PRODUCT ID 57 ID QUAL ss PRESCRIBER ID s PRIMARY ICD-CM 0 SECONDARY ICD-CM
&1_CHARGE & OTHER COVERAGE PAID 6z OTH COV CODE «4 PATIENT'S SHARE 65 TAR CONTROL NO & COMP CODE &7 DELETE
e PRESCRIPTION NO 6 DATE OF SERVICE 70 METRIC QUANTITY 71 CODE 1 MET? 72 DAYS SUPPLY 72 BASIS OF COST DETERMINATION
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SPECIFIC DETAILS/REMARKS:

Line 1: Bard #430608 Pediatric/Female Catheter 8Fr.

This is to certity that the information contained above is true, accurate, and complete
and that the provider has read, understands, and agrees to be bound by and comply with
the statements and conditions contained on the back of this form.

Jaue Doe, Pharm D.

X
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94 Signature of provider or person authorized by provider 1o bind provider by

above signature to statements and conditions contained on this form
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Figure 1.  Completing Fields for CCS Claims:  SAR, NPI and Client ID Numbers.
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